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PREFACE

This publication is the result of work undertaken in phase one
of ‘The Johannesburg Initiative’. This is the name given by
participants to an international project of which the full title is
“Capacity building for advocacy on expanding abortion policy
and access: sharing of national experiences between countries
from diverse regions.”

Background to the initiative
The initiative was the Women’s Health Project’s response to
repeated questions by activists from all over the world: ‘How
did South Africa win such a liberal abortion law?’ We realised
that the political and social context that had created the space
for legal change was very specific to South Africa and that it
was simplistic to think that telling our story would help activists
elsewhere. For this reason, we thought we might learn more
by comparing abortion advocacy experiences from different
parts of the world. Would this comparison, for example, show
us that under certain circumstances it was impossible to change
the law? Or that all countries which had been successful had
taken specific actions or had a certain context?

After we had begun to shape an idea for this research, activists
from Poland (Wanda Nowicka) and Colombia (Maria Isabel
Plata) heard our analysis of the contextual factors and activist
strategies which had resulted in the legal victory in South Africa.
They suggested that it would be helpful not just to read analyses
from different countries, but also to engage in a process of
interaction between activists in different countries. With their
input, and that of Marlene Fried in the United States of America
(USA), this initiative was shaped and funds raised.

To identify potential participating countries, we sent out a call
via actors in the field of reproductive rights in different parts of
the world. We asked them to assist in identifying non-govern-
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mental organisations that have worked or currently are work-
ing in abortion advocacy in their own countries, rather than at
an international level. As names came in, we looked for a mix
of countries from all regions of the world and with diverse ex-
periences of abortion advocacy.

The aim of the initiative is to build capacity amongst those of
us engaged in advocacy for improving abortion access, whether
through legal change or by increasing access to and quality of
services. By providing case studies of different experiences,
activists can interrogate the strategies used by other activists in
different countries and learn from their successes and mistakes.
The project also aimed to provide an example of southern-
initiated activism that builds bridges and facilitates learning
between regions and countries of the north and south.

One particularly dynamic aspect of the initiative was having
people from countries in the north and south, as well as coun-
tries in transition, working together as equals. This  approach
allowed not only for a collective analysis of the different coun-
try studies, but also for the inclusion of countries that were not
initially part of the initiative or the research group. To facilitate
this, some researchers in the initiative drew fewer funds than
were originally allocated for individual country studies in or-
der to release funds to incorporate additional studies.

Eighteen countries participated in the Johannesburg Initiative.
Of these, ten conducted research and documented their coun-
try experiences. Their reports are carried in this publication.
The other participants contributed actively to the research de-
sign and analysis in order to ensure that this research talked to
their concerns and experiences and would be helpful in sup-
porting activists in their own countries. The publication there-
fore is not only a product of the authors, but of all those in the
initiative.

Participants were invited as representatives of their NGOs. In
a few cases, however, the NGOs contracted an activist re-
searcher to represent them and do the research. In two cases,
participants had been key players in their countries’ abortion
struggles but the organisational impetus was over. Neverthe-
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less, we felt the stories needed to be shared. The overall inten-
tion, however, was for participation in this project to strengthen
NGO advocacy efforts.

The participants are:
Argentina, Foro por los Derechos Reproductivos, Martha
Rosenberg, Maria Gutierrez

Australia, Abortion Rights Network of Australia, Cait Calcutt

Bangladesh, Bangladesh Institute of Research for Promotion of
Essential & Reproductive Health and Technologies, Halida
Hanum-Akhter

Brazil, Feminist Health and Sexuality Collective, Wilza Villela

Ethiopia, IPAS, Hailemichael Gebreselassie

Fiji, Fiji Women’s Crisis Centre, Sarah Pene

France, Chantal Birman

Guyana, Fred Nunes

India, Centre for Enquiry into Health and Allied Themes, Sunita
Bandewar

Ireland, Irish Family Planning Association, Noeleen Hartigan,

Italy, AIDOS, Antonietta Cillumbriello

Kenya, IPAS, Katini Nzau-Ombaka

Lithuania, Family Planning and Sexual Health Association,
Esmeralda Kuliesyte

Mexico, GIRE, Ana Cortes

Nigeria, Women’s Health and Action Research Centre, Friday
Okonofua

Poland, Federation for Women and Family Planning, Wanda
Nowicka

South Africa, Women’s Health Project, Sanjani Varkey

United States of America, National Black Women’s Health
Project, Shelia Clarke, and the National Network of Abortion
Funds and the Civil Liberties and Public Policy Program, Hamp-
shire College, Marlene Gerber Fried
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Why abortion?
Abortion has always been one means for women to take con-
trol of their lives. In times past, all cultures had ways of provid-
ing abortion to women who, for whatever reasons, did not
want children. In recent centuries, however, society has increas-
ingly sought to limit women’s ability to control their reproduc-
tive capacity themselves. On the one hand population poli-
cies have sought to make decisions for women about whether
they should have more or fewer children. On the other, the
medical profession has sought to professionalise reproductive
health, undermining the role of traditional midwives and
women themselves in the reproductive health sphere. In addi-
tion, in a number of countries, religious institutions have sought
to apply more limited rulings to the circumstances, if any, un-
der which abortion is acceptable.

The Johannesburg Initiative is based on the recognition that
individuals have the right to control their own bodies, their
sexuality and their reproductive capacity, free of coercion, dis-
crimination and violence. Nevertheless, throughout the world,
women, men and adolescents are denied this opportunity. In
some cases this is the result of lack of access to services, such
as protection from and treatment of sexually transmitted dis-
eases, contraceptives and abortion. In others it is because so-
ciety does not recognise the need for equality between women
and men. Unwanted pregnancy is one of the indicators of this
inequality; when women are denied the right to decide with
whom and when they want sexual relations and whether or
not they want a child. Coupled with the lack of access to serv-
ices, this leads to high rates of illegal and frequently unsafe
abortions. Where abortion is illegal or inaccessible, the search
for abortion humiliates women and undermines their self-re-
spect and dignity. Such abortions may result in criminalisation,
infertility, or death.

Abortion represents a woman’s moment of last resort. In the
context of gender inequality, where sexuality and reproduc-
tion are frequently not issues over which women are able to
exercise control, abortion serves as a way out. Likewise in con-
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texts of limited availability of contraception or contraceptive
failure. In the long term, we hope to build a society in which
every person has, as the Beijing Platform of Action asserts,
“The right to have control over and decide freely and respon-
sibly on matters related to their sexuality, including sexual and
reproductive health, free of coercion, discrimination and vio-
lence”. There is a long and difficult road to cover before we
shall achieve this end.

At the present moment, the right to choose and access abor-
tion is an absolute prerequisite for women to be able to exer-
cise their human rights. Without abortion access, women can-
not exercise their freedom and cannot live as full citizens. For
this reason, the struggle for abortion rights sits at the heart of
the women’s rights and health movement. This initiative serves
to strengthen that movement.

What is meant by “abortion
access”?
Full access is a key concept in The Johannesburg Initiative.
In this publication ‘access’ is described in relation to the law;
health services; information, education and communication
(IEC); health service providers; and the public domain. All of
these are perceived to be potential gatekeepers to women ac-
cessing abortion services. Achieving full abortion access means:

In relation to the law. Abortion should be decriminalised.
No punitive measures should be taken against any individual
or organisation that provides abortion services. Women who
seek and have abortions should not be criminalised.

In relation to health services. Women should have the
power to make decisions regarding a termination of pregnancy
without negative interventions from gatekeepers.

All restrictions such as on the basis of age, or requirements for
parental or spousal consent should be removed. Requirements
for multiple doctor approval before an abortion can be con-
ducted should be removed. The gestation period should not
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be a deterrent. Likewise, bans on medically appropriate pro-
cedures should be removed and so should mandatory coun-
selling and all religious and socio-culturally based restrictions.

Full access means that services are free or readily affordable,
of good quality care and assured privacy and confidentiality.
They should be accessible in all geographical locations and at
the primary level of care.

Management should be accountable for making sure that pro-
cedures used by women are appropriate, current and safe.
Research institutions and national governments should give
priority to developing and providing methods which women
can control.

In relation to information, education and communica-
tion (IEC). Women need to know their rights under the law,
as well as how to access abortion services and what options
are available to them for the procedure. All available choices
should be accompanied by information facilitating women’s
ability to choose what is best for them rather than being co-
erced with a population control agenda. Educational oppor-
tunities should foster peer education and materials should sup-
port this approach and be written in appropriate language.
Sites for education should be expanded to include the formal
and informal and should focus on health and rights.

In relation to health-care providers. Teaching and training
in abortion provision and care should be institutionalised. Insti-
tutional policies must ensure that there are adequate providers.
In addition, the bio-medical approach to health care, which
places authority in the hands of doctors as opposed to other
medical professionals, such as midwives, should be challenged.

Health service providers should provide the service with the
same diligence as any other service. While respecting the pro-
viders’ right to choose, training institutions should help pro-
viders to clarify the distinction between their personal views
and their responsibility for providing a service. Providers should
not attempt to limit women’s right to choose abortion whether
by imposing their personal views on abortion, by providing
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biased information or by putting bureaucratic obstacles in the
way of women receiving prompt and responsive attention.

In relation to the public domain. Abortion should be
destigmatised. Strategies should be put in place to counter anti-
abortion movements whose main activity is to prevent access
to abortion care and services.

Structure of the Johannesburg Initiative
The initiative is divided into three phases:

Phase 1: December 1999 – June 2001. The research design
was developed in an interactive process between participants;
building on a conceptual framework used by the Women’s
Health Project in analysing the South African experience in
winning the abortion legislation. Eleven countries were cho-
sen to document country experiences using the framework.
Activists in each of the countries had at some point engaged in
advocacy to increase abortion access. After developing the con-
ceptual framework, the NGOs and researchers in the eleven
countries used it to undertake policy research and record their
findings. Five months later the participants reconvened to dis-
cuss the findings. They conducted a collective analysis of the
strategies employed by the different countries and examined
the emerging themes. This analysis formed the basis of the
synthesis that appears in this volume.

Each participant peer reviewed a number of the papers, pro-
viding authors with further questions to explore or ideas on
how to strengthen the quality of the papers. A unique feature
of the initiative is that all the researchers investigated their own
field of work – abortion advocacy. This presents a number of
complexities such as researcher bias. Nevertheless, we wanted
to break the pattern of the actors being researched by others,
since the aim of the initiative is to support activists reflecting
on their experiences and on the experiences of others with
similar goals. Interviews with other actors and the process of
peer review served to balance the authors’ subjectivity.

Phase 2: March 2001 – December 2001 aims to strengthen
the capacity of activists to undertake effective campaigns for
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the liberalisation of abortion legislation and improvement of
access to abortion services by sharing the lessons learnt in phase
one. During this phase, they will also identify any need for
information, training or resources they may have if they want
to pursue ideas generated in the workshop. These could be
met in phase 3. Phase 2 will be undertaken not only by those
who did country-studies, but also by the additional six NGOs
that participated in Phase 1 and a number of NGOs in other
countries that are conducting abortion advocacy and are keen
to draw on the lessons learnt in Phase 1.

Phase 3: June 2001 – June 2002. The final phase of the
initiative will focus on mobilising resources to support country
based activities. The different countries will identify the type of
resource they need, such as building specific advocacy skills;
engaging with the media; training in coalition building and
maintenance of coalitions; building capacity to engage effec-
tively with diverse religious and cultural perspectives on abor-
tion; building the capacity of local lawyers or human rights
groups to use international law; or building the knowledge
base of health activists regarding methods for safe abortion
services.. The project will support national NGOs in meeting
these needs, either through in-country expertise or through
the international abortion rights community.

This publication marks the end of Phase one. It explores strat-
egies through which activists in different countries have sought
to make abortion services accessible to women needing them
and looks at factors which improve or impede advocacy for
access to abortion services and care. The Johannesburg Ini-
tiative hopes that readers will find the publication informative
and useful. In addition, the initiative is producing materials for
workshops based on this publication. It is also translating this
publication into a number of languages. For further informa-
tion, please contact the Women’s Health Project.

Zanele Hlatshwayo and Barbara Klugman
Women’s Health Project
April 2001
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AAP Abortion Access Project

ACOG American College of Obstetricians and
Gynaecologists

ACT Australian Capital Territory

AIWC All India Women’s Conference

ALP Australian Labour Party

ALRA Association for Legal Rights to Abortion

AMA American Medical Association

ANC African National Congress

ARAG Abortion Reform Action Group

AWS Solidarity Election Action

BBS Bangladesh Bureau of Statistics

C.A.R.E.2000 Campaign for Access and Reproductive
Equity

CARE Campaign for Abortion and
Reproductive Equity

CBD Community-based distributor

CCR Citizenship and Reproduction
Committee

CESA Committee to End Sterilisation Abuse

CFEMEA Centro Feminista de Estudos e
Assessoria

CMO Chief medical officer

DENOSA Democratic Nursing Association of
South Africa
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DPP Director of Public Prosecutions

FEBRASGO Brazilian Federation of Gynaecology
and Obstetrics

FIDA-K International Federation of Women
Lawyers, Kenya

FPACT Family Planning Australian Capital
Territory

FPAG Family Planning Association of Guyana

FPAK Family Planning Association of Kenya

FWV Family welfare visitor

GIRE Information Group on Reproductive
Choice

GMA Guyana Medical Association

GPC Catholic Parliamentary Group

GRPA Guyana Responsible Parenthood Asso
ciation

HIG Health Industry Group

HLI Human Life International

IBGE Geographic and Statistics Brazilian In
stitute

ICPD International Conference on Population
and Development

IMSS Mexican Social Security Institute

IWES Institute for Women and Ethnic Studies

KDHS Kenya Demographic and Health Survey

KIMET Kisumu Medical Educational Trust

KOGS Kenya Obstetrical and Gynaecological
Society



Glossary

xvii

MCH Mother and Child Health

MCWH Mother, Child and Women’s Health

MOHFW Ministry of Health and Family Welfare

MP Member of parliament

MR Menstrual regulation

MRTSP Menstrual regulation Training and
Services Program

MTP Medical termination of pregnancy

MVA Manual vacuum aspiration

NAF National Abortion Federation

NARAL National Abortion and Reproductive
Rights Action League

NOW National Organisation of Women

PAC Post-abortion care

PAISM Programa de Atenção Integral em
Saúde da Mulher

PAN National Action Party

PNC People’s National Congress

PPNWK Private Providers Network of Western
Kenya

PPP People’s Progressive Party

PRD Democratic Revolution Party

PRG Pro-Reform Group

PRI Institutional Revolutionary Party

REDESAUDE Brazilian National Network for Health
and Reproductive Rights
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RHRU Reproductive Health Research Unit

RHS Reproductive Health Service

RRA Reproductive Rights Alliance

SIDA Swedish International Development
Co-operation Agency

SLD Democratic Left Alliance

STD Sexually transmitted disease

TBA Traditional birth assistant

US United States

USAID United Stated Agency for International
Development

UW Freedom Union

WA Western Australia

WEL Women’s Electoral Lobby

WHP Women’s Health Project

WLRC Women’s Legal Rights Centre

WSS Women’s Section of Solidarity

Notes
Abortifacient: Usually a drug or compound which causes
the termination of an ongoing pregnancy.

Cannula:  Small tube or pipe for insertion into the body.

Curretage:  Surgical scraping or cleaning.

D&C – Dilatation and Curretage:  A procedure to empty
the uterus of its contents (usually performed for diagnostic rea-
sons, to carry out an abortion or to ensure a spontaneous or
incomplete abortion is complete).
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Depo-provera:  Injectable progestin-only contraceptive that
is highly effective for 3 months.

Dilatation:  Stretching or widening an organ of the body,
often used to refer to procedures to open the cervix or to allow
access to the uterus (dilation – the noun – usually refers to the
amount by which the cervix has been opened).

Menstrual regulation:  Intervention (either surgical or medi-
cal) to bring on a woman’s menses soon after a missed period.

Misoprostol:  A prostaglandin registered in more than 80
countries for the treatment/prevention of gastric ulcers.
Misoprostol is also commonly used in conjunction with
mifepristone (usually taken 2 days later) for medical abortion.

MVA:  Manual vacuum aspiration.  A procedure to empty the
uterus of its contents that uses a hand-held syringe and a can-
nula inserted into the uterus.  A vacuum in the syringe leads to
negative pressure and the contents of the uterus are drawn
into the syringe.

Norplant:  Trade name of a contraceptive implant that con-
sists of small silicone rods inserted in the upper arm that re-
lease progestins.  It is considered highly effective for 5 years.

RU 486:  This is the commercial identifier for the compound
mifepristone which is an antiprogestin that is used most com-
monly for medical abortion in conjunction with a prostaglan-
din (see misoprostol).
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M E D I A  I M A G E S

Courtesy: Cehat

India:  men use women’s  preg-
nancy to their own advantage

If a women has an abortion
against the male partner’s wishes
her physical saftey is threatened;
If the foetus is female it is
aborted for want of a male child;
Men do not accept the responsi-
bility of pregnancy outside of
marriage; A pregnancy is denied
because the women’s job is under
threat or a women is denied a job
because the child is too
young...Have you ever been a
women with her desires and
concerns?

Posters

Courtesy: Cehat

India:  A boy and a girl should be
treated without
discrimination

The need of the hour is: to offer
girls a share in the family

property; to ban customs such as
the dowry; to offer women equal

rights; to introduce a change in
the attitude of the society
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Courtesy: Abortion Access Project

USA: These six advertisements
formed part of the Abortion Access
Project’s ‘Real Women, Real
Choices’ Campaign. The advertise-
ments are available on the internet
at www.abortionaccess.org and
appeared in poster format.
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Courtesy: Lydia Sansoni

Italy: The December
1975 cover of feminist

magazine Effe.

Newspaper & magazine articles

Poland: Polish newspaper headline, ‘Abortion Hypocrisy’.
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Cartoons carried in the press

South Africa

Courtesy: Jonathan Shapiro

Courtesy: El Fisgón

Mexico:  Woman: Do you defend the right to life?
Priest: Above all else

Woman: Then why don’t you let me live my life?
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India: ‘Males should also participate
in shouldering the responsibility of

family planning’

South Africa:
The cartoon appeared in the Mail &

Guardian; Oct 30, 1996

Courtesy: Jonathan Shapiro
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Courtesy: Jóse Hernández

Guyana: This cartoon,
designed by the Pro-

Reform Group,
appeared in The

Starbroek News on
Saturday, May 6, 1995,

once the law was
passed.

Courtesy: Paul Harris

Mexico: “Women are to
blame...They dress

indecently...How can they
expect us not to rape

them?”
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Pamphlet

Hand-drawn banners

Poland: 23 October 1996 “There is no freedom of conscience without
freedom of choice” was the slogan at a demonstration outside
parliament during a debate concerning the draft bill on liberalisation of
abortion.

Courtesy: Krystyna Kacpura

South Africa: Cover of a
pamphlet produced by
the Women’s Health
Project to build support
for legal change
amongst
parliamentarians. It was
also used to illustrate
an article, ‘Bid to
Abort’ in
The Star, May 20, 1998.

Courtesy: Women’s Health Project
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CONCEPTUAL FRAMEWORK FOR
ANALYSING ABORTION ADVOCACY

Barbara Klugman

From description to analysis
The intention of the Johannesburg Initiative is to build capac-
ity for advocacy for abortion access. The first step in this proc-
ess is to learn lessons from the experience of activism in differ-
ent parts of the world. In order to achieve this, the papers had
to ask similar questions, so that they would be comparable.
More importantly, they had to move beyond a description of
‘what happened’ to a reflection on why this happened.

The field of policy analysis provides a range of approaches to
exploring how and why policies change and what factors in-
fluence their implementation. The Women’s Health Project has
synthesised some of these into a framework that is presented
below. At the first meeting of the Johannesburg Initiative, we
asked participants to identify all of the factors which have in-
fluenced abortion access in their experience. We then grouped
these factors into the different components of the policy analy-
sis framework – the broad contextual factors, the actors in-
volved, the nature of the political process or implementation
process and the strength or weakness of a pro-choice activist
movement. Through this process, we developed a shared un-
derstanding of what questions we wanted to ask about each
country’s experience. By asking similar questions, we hoped
to gain insights for activism in diverse countries.

In the literature, there is a distinction between analysis ‘of’ policy
and ‘for’ policy. Phase one of this initiative is about analysis
‘of’ policy – that is retrospectively trying to understand the fac-
tors which influenced changes in law or in access to services.
The purpose of the initiative, however, is to support activism
‘for’ policy change – the belief that policy activism can be
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strengthened through analysis. The more activists choose their
strategies based on a thorough analysis of the factors facilitat-
ing and constraining change, the more likely it is that they will
succeed in reaching their goals. Thus the aim of this initiative
is not only to analyse past experience, but to build capacity in
the methodology of policy analysis and strategic planning –
identifying opportunities and barriers in advance of a cam-
paign and then working out strategies to address them.

The studies in this book provide a wealth of ideas about mis-
takes that can be made and strategies that can be used. The
comparative analysis draws out some of the lessons learnt
across the papers. This short paper describes the methodology
underlying the papers – the questions the initiative chose to
ask in order to unravel the lessons that could be learnt from
each country experience.

An analytical framework
The framework illustrated in the figure shows the interaction
between the many processes which together influence both
formal and informal policy change. The formal includes law,
regulations and judicial findings. The informal includes bu-
reaucratic or institutional processes of implementation.

Framework for Analysing Factors Influencing Policy
Development, Content and Implementation

Content defined in policy and
through implementation

Solution
development

Political and
bureaucratic process

ACTORS

activists

ac
tiv

ist
sactivists

Problem
identification
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The context is seen as the overarching factor influencing policy
and its implementation because it shapes what is possible. A
poor economic context may account for poor accessibility of
contraceptive services, for example, thus contributing to wom-
en’s recourse to abortion. A poor economic context will like-
wise make it difficult to introduce costly services. A political
dictatorship will make it almost impossible for public activism
for legal change. A change in government might provide the
momentum for activism for legal change. The existence of a
functioning public health sector may suggest a goal of provi-
sion of abortion within the public health sector. If the public
sector is weak, a strategy to increase the safety and availability
of abortions through the private sector may be more effective.
Thus the context helps define the problem and shapes the types
of policy options which may be attainable.

The framework presents problem identification, solution de-
velopment and political and bureaucratic processes as three
separate spheres. The framework recognises that the world has
many problems that never get onto the policy agenda. Indeed
abortion is a good example of such a problem. Despite the
fact that abortion is a major cause of maternal mortality and
morbidity in many parts of the world, some governments do
not want to consider it as a policy or service delivery issue.
They prefer to avoid it because they fear the political backlash
from taking steps to address the issue.

Likewise, the world has many solutions, generated by aca-
demic institutions, bureaucracies, think-tanks of political par-
ties or private companies. The existence of a solution does not
mean that it will be taken up by decision-makers to address a
problem. The example of medical abortions using misoprostol
and mifepristone is a case in point. Despite the existence of
this technology for some years, few governments responded
to its development by exploring how it could be registered and
used to cut the costs for both health providers and women in
providing safe abortions.

Political and bureaucratic processes have their own motivat-
ing forces, which may have little to do with addressing specific
problems. Concern about winning an election, for example,
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may motivate a politician to take up a specific issue. A bu-
reaucrat may choose not to implement or to implement only
certain components of policy because this is easiest, or strength-
ens his or her position within the bureaucracy. Policy only gets
onto the agenda when the problem connects with the con-
cerns of the political or bureaucratic actors.

Using this framework, the research on abortion advocacy
sought to identify who defined the problem, how and why?
What sorts of solutions were put forward, by whom and why?
What were the interests and motivations of politicians, bureau-
crats and other implementers, for example health profession-
als? The framework shows activists linking the three spheres.
The studies asked what activist strategies were used to make
the linkages? In doing so, they also had to explore the strate-
gies of those against abortion access since here, too, activists
were seeking to define the problem and solutions and to win
political or bureaucratic support for these. Advocacy for abor-
tion access has to take account of other actors in the field, their
resources and levels of influence and power.

All of these dynamics ultimately influence the policy content
defined in law and regulations and through implementation.
The framework illustrates this interaction and serves as a re-
minder to policy researchers of the diverse issues they need to
explore in order to understand how and why change comes
about. The two-way arrows around the framework are there
to remind us that this is not a linear process. No sooner has a
law been made than new problems emerge about whether
and how to implement. Diverse solutions may be available,
but what decides which, if any of these, are taken up?

By unravelling strategy in this way, activists can ensure that
their targets, messages and solutions are clear and realistic at
any particular time, given the range of forces at work. The
conceptual framework serves as a model to remind activists of
the range of factors which influence change. It helps both in
analysing what has happened and why and in preparing for
future advocacy, strengthening the chances of its success.
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STRATEGY AND ACTION FOR
ABORTION ACCESS: A

COMPARATIVE ANALYSIS

Barbara Klugman and Zanele Hlatshwayo1

Women’s Health Project

The papers in this collection demonstrate the enormous diver-
sity of advocacy strategies for promoting abortion access
throughout the world. The ways in which activists have de-
fined the problem, the goals they have established, and the
methods they have used to achieve these are diverse and in-
novative. Yet the differences are seldom there by chance. To a
large extent, the options available to activists have been shaped
by the context in which they find themselves. This article ex-
plores why activists took up different strategies and under what
conditions these were effective.

None of the countries included in this compilation have
achieved full abortion access. For this reason activists from
these countries, as well as from others not represented in this
book, can continually learn from one anothers’ experiences.
Also, the descriptions of each country’s strategies are based on
an analysis by activist researchers and those they interviewed
in each country. They therefore cannot be seen as compre-
hensive or the only possible view. The issues drawn out in
each paper and in this synthesis are shaped by activists’ per-
ceptions of what is interesting and worth sharing from their
country’s experiences.

1We would like to acknowledge inputs from participants in the
Johannesburg Initiative both through our collective analysis at our
second workshop and specific responses to earlier drafts of this paper.
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A goal to match to realistic
options
While the ultimate goal is full access, as defined in the preface
to this book, this is very difficult to achieve. Its achievement
requires long-term commitment and many different phases.
Sometimes victories are lost, so it can be a case of moving
forwards and backwards. Thus in Poland a liberal abortion
law was in place, then lost, then won, then lost again. Each
development was linked to a change in political party, so the
focus is currently on winning legal reform. In contrast, there
has been a liberal abortion law in India for decades, but with
limited access. Indian activists are focusing on seeing the law
implemented by ensuring access to quality services. In Brazil
the law limits access in the case of rape or maternal risk, so
activists are focusing on making abortion available to the ex-
tent of the law, since even that is not available at present. They
meanwhile retain a longer-term goal to improve the law. These
examples show that one cannot assume that the first goal will
be liberalisation of law, followed by efforts at implementation.

In some cases a number of different goals are being pursued
in one country at the same time, sometimes by different group-
ings, sometimes by single groupings operating a multi-pronged
strategy. In Kenya for example, the focus for some is on equip-
ping private sector providers to perform safe and cheap abor-
tions despite the illegality. For others it is on improving the
quality of post-abortion care in public health institutions. In
the United States of America (USA) one focus is to hold onto
the legal rights which are under threat. Another is to improve
access for poor women and women of colour by changing
funding regulations, health professionals’ attitudes and other
access oriented strategies. Likewise in South Africa, while some
groups are focusing on holding onto the law which is being
challenged in the constitutional court for the second time, oth-
ers are focusing on building clinical skills and yet others on
strengthening the capacity of the public health system.

Hence the goal of abortion advocacy is to some extent framed
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by the context in a particular country at a particular time.
However, it also reflects activists’ priorities and their under-
standing of the problem.

Framing a message
Controlling women or women controlling their
bodies?
This raises questions about how the problem should be framed.
Studies in different countries show very diverse approaches to
describing the problem and hence the goal. This is shaped
partly by the overall ideological environment – how other so-
cial players are or are not addressing the issue of abortion.
The pro-choice position argues women’s right to control their
fertility and thus makes access to abortion an issue of human
rights and choice.

But this presentation of the problem can be inadequate or
confusing, especially in a context where other groupings are
proposing fertility control for demographic purposes. India is
one example where abortion is legal, not because of any re-
productive rights ideology, but rather because of a desire both
for population control and to reduce maternal mortality. For
this reason, pro-choice activists have difficulty winning sup-
port from mass-based organisations for working on abortion
access as abortion is linked in people’s minds with the govern-
ment’s population control strategy.

Other countries show similar dynamics. The USA case, for
example, illustrates how black women activists found it hard
to take on pro-choice activities when a range of population
control oriented policies, including sterilisation programmes,
have undermined their control over their bodies. To support
abortion in this context meant having to simultaneously chal-
lenge a population control ideology. The paper describes how
the failure of many feminists to distance themselves from those
who support eugenics has deepened racial divisions within
advocacy movements. While groups focusing on the legal right
to abortion use the language of ‘choice’ and ‘privacy’, they
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frequently do not take on problems of access even within the
law, such as the removal of funding obligations for abortion.
As a result, they communicate only with those who have some
degree of choice and fail to build a support base amongst the
majority of women.

The concept of ‘choice’ is itself open to interpretation. In In-
dia, many women have resorted to sex-selective abortions,
which both reflect and reinforce the low value of women in
Indian society. Thus abortion is used to perpetuate gender in-
equality. Some of those favouring the right to sex selection
frame it as a women’s choice issue, subverting the feminist
demand for women’s right to choose. In order to win support
for advocacy to increase abortion access, pro-choice activists
would also need to address the issues of sex selection and of
population control.

The concept of choice has also been used by those opposing
the right to abortion. In Mexico, anti-choice activists argued
that abortion was part of an international population control
campaign and should therefore not be supported. Likewise in
Poland, anti-choice groupings used the country’s declining birth
rate as an argument against abortion. Carrying this further,
they compared abortion with concentration camps and be-
trayal of the Polish nation, drawing on powerful emotional
and psychological forces in the creation of a post-communist
Polish nation.

Thus the traditional call of abortion rights activists – the call for
women’s right to choose – hides many complex questions and
may not be an adequate argument to mobilise women’s sup-
port. It may, on the one hand, be subverted by those against
reproductive rights. On the other hand, it may be inadequate
if it focuses only on the legal right to choose and not on all the
practical obstacles to abortion choice such as availability, costs
and quality of services.

Moral debate or data driven public health
debate?
Another obstacle to the ‘women’s rights’ argument in many
countries is the prevailing view that the national morality, as
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represented in ‘tradition’ or ‘culture’, is against abortion. This
is is a relatively new view. In countries as diverse as South
Africa and the USA abortion was carried out for generations
without any legal interference until roughly the middle of the
19th century. Over the past century religion, particularly Ca-
tholicism, has become an organised force against abortion.
(Unfortunately, the absence of more papers from countries with
an Islamic tradition means that the force of Islam as a social
institution has not been adequately covered in this collection.)
Yet the papers show that this force is not always all-powerful.
The Polish case illustrates how abortion was not a political
issue under communism and their liberal 1956 law was taken
for granted by the Catholic population. Likewise, the religious
sector did not raise any objections to the passing of a liberal
law in India. In Kenya, by contrast, where only 28% of the
population is Catholic, the church exerts a disproportionate
influence on reproductive health policies. The paper describes
how some potential opposition to abortion services by church
leaders was prevented when providers made clear that they
had performed services for family members of religious lead-
ers.

In particular, where there is not a clear divide between church
and state or where the church has supporters in key institu-
tions of state, such as parliament, education structures or the
media, religious institutions become a much more powerful
force in undermining access to abortion. This is specifically
illustrated by the Polish and Mexican cases. In contrast, the
Italian case illustrates how the ideological force of feminism
and socialism in the 1970s, coupled with women’s limited ac-
cess to contraception and increased desire to control fertility,
collectively undermined the power of the catholic church which
had, until then, prevented access to both contraception and
abortion. This shows the importance of pro-choice activists
taking account of and trying to influence the cultural and ideo-
logical context.

Organised religion and related anti-choice lobbies have some-
times mounted an ideological attack against the ‘women’s right
to choose’ position by presenting themselves as being at the
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forefront of concern for women’s rights and health. The Aus-
tralian case describes anti-choice health professionals arguing
for anti-choice information to be given to pregnant women in
the name of ‘informed consent’ in order to position themselves
as being concerned about women’s well-being and not only
about foetuses. They likewise promoted the concept of ‘post
abortion syndrome’, which claims that women suffer long-term
psychological distress after an abortion. They did this despite
the lack of scientific evidence for this concept. These terms are
used in an effort to define the problem in an apparently neu-
tral way by using pseudo-medical terminology and in terms of
meeting women’s needs. The strategy is often sophisticated
enough to confuse an audience and hide the fact that group-
ings are against abortion under any circumstances. Similarly,
such language has been introduced into Polish official language
– the word ‘conceived child’ has replaced the word foetus in
the Polish Criminal and Civil Codes and a pregnant woman
has become a ‘mother of a conceived child’.

These experiences reinforce the need for pro-choice activists
to frame their messages in ways that resonate with the public
at large. It has led many to move from a ‘rights’ and ‘women’s
choice’ platform to a public health platform which can be sup-
ported by data. Thus in Guyana, instead of describing the prob-
lem as one of women’s lack of reproductive choice, activists
framed it entirely in public health terms. Using data as the
basis of their approach, they argued that a liberal abortion law
would reduce the number of abortions, improve women’s
health and save public health resources that were being spent
on treating victims of unsafe abortion. South African activists
initiated research into the costs and public health impact of
unsafe abortion as a means of focusing the debate away from
questions of morality. At the same time, they identified key
stakeholders who challenged the idea that abortion was against
African tradition and provided historical evidence and per-
sonal testimonies to the contrary. They also ensured that pro-
choice religious figures spoke in favour of liberalised abortion
law, thus developing a mix of messages to address the diver-
sity of anti-choice arguments. In contrast, Brazilian activists



Comparative Analysis

13

have moved from a health message to the right to citizenship,
reflecting their recognition of openings in the political discourse.

These cases illustrate strategic approaches to the public fram-
ing of a problem and its possible solutions that take account of
the contextual environment and shape messages which are
most likely to overcome obstacles to change. In all cases the
overall aim of activists is the same, only the approach differs.

Windows of opportunity for
change
A number of the case studies illustrate how major social up-
heavals or specific moments in history can play a significant
role in facilitating or undermining abortion access.

National events
Specific events have directly influenced national willingness
to change abortion laws. In South Africa the arrival of democ-
racy created a moment in time when politicians wanted to
demonstrate their commitment to gender equality, to ending
race discrimination and to public health. A new bill of rights
was developed which insists on gender equality and on the
right to health, including reproductive health. This created a
clear window of opportunity for activists to mobilise for liber-
alisation of the abortion law. In Bangladesh, the mass rape of
women by the army during the War of Liberation led govern-
ment to facilitate access to abortion despite its illegality. By
doing so, it shifted the national approach to abortion and laid
a foundation for activists to introduce services that continue
until today. The victory of Solidarity in Poland and the asso-
ciation of the Catholic Church with this victory at the same
time as a Pole became Pope, created an ideological link be-
tween religion and freedom from communism. As a result, a
country and medical profession that was previously comfort-
able with abortion suddenly reframed itself as anti-abortion,
thus closing down both abortion access and opportunity for
pro-choice activism.



The Johannesburg Initiative

Advocating for abortion access

14

Elections
Elections are a key moment when politicians are vulnerable
and may open or close opportunities for activism. In the case
of Guyana, an anti-abortion rally discouraged Cabinet from
approving an abortion law prior to the elections for fear of
losing electoral support. In a Mexican example, a pro-choice
party would not put forward liberal legislation for fear of influ-
encing their chances in the presidential elections. After losing
those elections, however, they were willing to introduce the
change in the one-month window in which their party would
maintain the majority in the house. In Brazil, abortion served
as the key difference in the municipal elections. The Brazilian
case shows how a strong public pro-choice movement can help
a candidate on an abortion rights platform win votes, as hap-
pened with a feminist candidate during the Sao Paulo City
elections.

An election can also change the national climate. In the case
of the USA, the election of a pro-choice President created op-
portunities for expanding abortion access. It also led some
activists to focus on the federal level. The recent return of an
anti-choice President puts pro-choice activists on the defen-
sive again and removes the possibility of successful activism at
the federal level.

All activities around changing abortion law or service provi-
sion take place within specific contexts as described above.
Activists, whether pro- or anti-choice adopt their strategies on
the basis of the opportunities or barriers established by the
context. Windows of opportunity open and close. The impor-
tance of being prepared so as to take advantage of opportuni-
ties like these emerged repeatedly as a lesson for activists. Both
the Australian and Mexican cases show how activists had gath-
ered the necessary information and built their coalitions and
the like, so that when opportunities arose they could take ad-
vantage of them. The Brazilian case shows how activists made
abortion access an election issue, with positive results. In other
studies pro-choice activists have not been able to shape the
debate, and have had to be responsive instead because anti-
choice activists had made abortion an election issue.
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Choice of strategy to achieve a
specific goal
Once the specific goal of abortion advocacy is clear and the
message resolved, there remain diverse options for strategies.
One of the questions is whether there are opportunities to con-
duct advocacy within the political or bureaucratic / institutional
system and whether these are likely to achieve the desired goal.
Alternatively, is working from the outside, or from a position
of opposition to the existing political or bureaucratic system,
the better option, or indeed the only option?

Working from the inside: the political system
Not all activists are in a position to work from within the sys-
tem, but where the context has made this possible, there have
been substantial victories.

Opportunities for civil society intervention
The nature of the political system to some extent shapes op-
tions for activism. The extent to which the political system al-
lows civil society engagement will determine strategic options.
In Italy, for example, citizens can compel parliament to debate
a bill by gathering 50 000 signatures. In South Africa there are
public hearings in parliament at which individuals and organi-
sations can present their views. Interest groups in Brazil can
present their perspectives in the Senate and House of Repre-
sentatives where the principle of hearing both sides ensured
that, for example, the pro-choice organisation Catholics for a
Free Choice gained a platform when the church hierarchy
spoke.

In some countries political party members can vote according
to their individual beliefs. In others they must vote with the party.
In certain cases, the approach changes, depending on the is-
sue. This ruling can determine the success or failure of pro-choice
legislation. In the South African case, for example, substantial
activism went into ensuring that those in the ruling party de-
cided that its members of parliament had to vote en bloc, since
this guaranteed the passing of the liberal abortion bill.
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Location of policy-making
The site of activism ‘within the system’ will also be shaped by
national law. Abortion laws in Australia, for example, are de-
fined at state rather than federal level and it is here that activ-
ism must occur. Thus activists need to understand the struc-
ture of political decision-making and the nature of the policy-
making process in order to work out where and how to inter-
vene.

Orientation of political leadership
The existence of one or more political parties that are explic-
itly pro-choice or which are at least not expressly against it is
often an important determinant of whether or not abortion
legislation can be liberalised. However, a pro-choice perspec-
tive does not guarantee that politicians will choose to address
abortion. Election support and internal party dynamics seem
to be of greater significance. Nevertheless, where someone who
is part of the women’s movement or pro-choice movement
becomes a politician, they are frequently able to play catalytic
roles because of their location ‘on the inside’. The Australian
case, for example, describes how a member of parliament,
who was also a long term member of a pro-choice group, put
forward a repeal bill to remove anti-choice legislation. On the
other hand, anti-choice parliamentarians can prevent pro-
choice legislation or put forward restrictive legislation, as both
the Mexican and Polish cases illustrate.

Activists supporting politicians
Working on the inside does not always require having pro-
choice activists who are parliamentarians or other official de-
cision-makers. The South African case illustrates the advan-
tage of activists and the ruling party having close relationships
so that activists can help shape the parliamentarian’s consulta-
tive strategies, reports and monitoring systems.

Working from the inside may require compromises and can
create very complex dynamics for pro-choice activists. The
Australian cases illustrate the advantages and difficulties of
working with pro-choice parliamentary political leadership. A
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close relationship between pro-choice activists and pro-choice
parliamentarians allowed the activists to understand the sys-
tem and identify both opportunities for advancing and times
when compromise was necessary. On the other hand, some
activists felt that an alliance with those inside the political sys-
tem sometimes resulted in unnecessary compromises.

The Mexican case illustrates the complexity of operating on
the inside and outside at the same time. In one situation, ac-
tivists succeeded in getting four of a package of five women’s
rights proposals to be presented to the parliament by an allied
legislator. The legislator excluded the fifth proposal, that on
abortion, with the knowledge and consent of advocates. In
the meantime, activists demonstrated their support outside the
parliament building, leading to confusion among parliamen-
tarians inside who thought that the controversial abortion pro-
posal was also being presented. The legislator was obliged to
retract the presentation of the proposals. This seriously dam-
aged relations between activists and their allies from the strong-
est pro-choice party.

Working from the inside: the bureaucratic
system
Liberal law does not guarantee implementation. The nature
of the health system and the scope for control within the bu-
reaucracy are additional and important variables. Moreover,
even when a law allows for abortion in limited circumstances,
these provisions may not be implemented and abortion may
not be readily available. For this reason, advocacy for service
provision may have to be a goal in itself.

Location of decision-making in health system
Where political leadership directly controls the health system,
politics can directly influence whether or not abortion services
are implemented. This can be seen in the greater provision of
abortion services in states with democratic city government in
Brazil.

Where decision-making resides at the level of service man-
agement, greater opportunities exist to lobby that level. In these
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cases, success is likely to depend on the personal views of the
hospital board or manager. The Bangladesh case describes
how the senior decision-maker within government supported
the menstrual regulation initiative and how this played a deci-
sive role in its acceptance. The USA paper illustrates positive
examples of hospital-level activism to improve access. It also
illustrates, however, that local level service providers can be
the focus of attention for anti-choice activism, with pro-choice
activists finding themselves having to defend existing services,
rather than being able to extend them. Guyana shows public
health hospitals refusing to make decisions at hospital level to
provide services. They did this on the basis of the lack of clear
instructions from the Ministry, despite clear legislation. The
South African case shows an internal contradiction within the
health system where those responsible for implementing abor-
tion policy – Maternal, Child and Women’s Health (MCWH)
programme officers – are not in charge of managing service
provision so they cannot insist on implementation. These ex-
amples illustrate how the target of advocacy needs to be cho-
sen based on an understanding of both the nature of the deci-
sion-making structures and the perspectives of decision-mak-
ers.

The Brazilian paper illustrates how much can be achieved in
winning positive women’s health policy, technical guidelines
for service provision and high quality services when the abor-
tion advocates are employed in management roles within the
public health system. The activist strategy of ensuring that they
were positioned in this way and then bringing on board more
sympathetic health professionals as volunteers, has allowed
institutionalised changes in the public health system – although
only in specific geographic areas. The sites of high quality serv-
ices are now being used as a model for service guidelines else-
where in the country. This strategy has been backed by major
national mobilisation for legal change.

Bringing health providers on board
One of the difficulties with advocacy from the inside is that the
barrier to service provision may not be somewhere in the sys-
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tem that can be targeted for advocacy. It may be at the level of
the individual providers. Whatever the law, health profession-
als play a critical role in interpretation. The Kenyan case study
describes how certain health professionals do not provide abor-
tion to the extent that the law allows. The Italian case shows
doctors choosing to make women wait a week after first re-
questing abortion, despite the fact that this is not a require-
ment. Alternatively, they use the conscience clause to refuse to
do abortions when they are overwhelmed by the demand,
rather than for actual reasons of conscience. The Indian case
shows doctors demanding husbands’ consent when it is not
legally required. In contrast, the Australian case shows doctors
and clinic staff actively resisting legal requirements to show
pictures to women of stages of foetal development when ob-
taining informed consent for an abortion.

These examples raise questions about what types of advocacy
might influence health providers’ attitudes. The Kenyan case
shows an NGO initiative that wins doctors’ and nurses’ enthu-
siasm and commitment to provide safe services despite the
illegality. The Indian case shows an advocacy intervention
based on research that brought together both health providers
and the state administration, getting both involved in identify-
ing opportunities for improving quality of care. The USA pa-
per illustrates an initiative to engage with medical students while
still in training to win their understanding of and commitment
to provide quality abortion services. In these initiatives ‘work-
ing from the inside’ implies working with providers, but not
necessarily only within a public health system. These initia-
tives work within the private sector too.

Partnerships to increase public health access
A number of the country studies on increasing service access
describe partnerships between government, NGOs and the
private sector, sometimes with the support of donors. While
the dynamics of partnerships are always complex, they pro-
vide innovative ideas about what is possible. In the Kenyan
case, while the network of providers was established as an NGO,
many of the providers worked in the public health system and
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the government-run teaching hospitals hosted the training. In
an effort to ‘mainstream’ this experience, another NGO has
worked with the National Nurses’ Association of Kenya to ex-
tend post abortion care services to rural areas. In addition, the
Ministry of Health has reviewed its policies and regulations
and is now planning to train mid-level providers in post abor-
tion care in all district hospitals. In this way, an initiative that
began on the outside has impacted on the system as a whole.
In the case of Bangladesh, NGOs conduct the training of both
government and private practitioners and government man-
ages the entire system.

The key challenges in these cases appears to be where owner-
ship and control lies and how to ensure that all parties believe
that their own goals are being met through the partnership.
The value of partnership is that it draws on the strengths of
different players, without which services would often not be
delivered. As illustrated in the South African case, however,
NGO partnerships with government and donor support for
public health initiatives can reinforce tendencies towards
verticalisation – failing to integrate abortion services with other
primary care services and hence limiting the overall health
system’s responsibility for abortion service provision.

These examples illustrate advocacy strategies that work from
both outside and inside. In many cases, working ‘on the out-
side’ is done as a means of bolstering efforts of those inside
the political system or bureaucracy. This is discussed in the
following section.

Working from the outside
In some situations pro-choice activists have no points of ac-
cess to the political or bureaucratic systems. There are no win-
dows of opportunity. In this situation, activists have to operate
their strategies outside of these formal structures. Again there
are strategic choices to make in this space, depending on the
social and political context and the range of interest groups,
the extent of opposition and other factors specific to each coun-
try and each moment in time.



Comparative Analysis

21

Even where activists are working from within, they, or others
working towards the same goal, may also operate strategies
from the outside.

Popular mobilisation to pressure for change
A number of country studies illustrate how public mobilisation
played a key role in achieving intended goals.

In the case of Italy, mass mobilisation in the 1970s aimed at
liberalisation of the law. After a successful challenge to the
Catholic Church on divorce, the women’s movement consoli-
dated around abortion. Women networked in collectives at
grassroots level throughout the country, without centralised
leadership but with the clear goal of winning abortion reform.
Because of this mass-based approach, they were able to mo-
bilise demonstrations of up to 50 000 people and collect
enough signatures to bring a bill to parliament. Women in trade
unions joined up with them and left wing political parties felt
pressure from their women members and ultimately succumbed
in order not to lose this constituency. One of the parties – the
Communist Party – was in a conservative coalition with the
Christian Democrats and closed parliament rather than allow
the abortion debate. But within a few years the pressure was
too much and they conceded. The mobilisation took place
over a decade. At first contraception advertising was legalised,
then contraceptives were made available and family health
counselling centres established and, finally, voluntary termi-
nation of pregnancy legalised. Such was the strength of the
movement that when the pro-life movement held a referen-
dum against the new law, 68% of votes were against abolish-
ing it. This illustrates that mass mobilisation can impact di-
rectly on legislation, but its depth and tenacity are critical.

Context also played a role in the success story. The collision of
feminism with Catholicism occurred in a social context where
people wanted greater control over their fertility and contra-
ceptives were not available. Many families saw the negative
impact of women having to seek and undergo unsafe abor-
tion. Thus the moment was right and the women’s movement
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gave voice to what had become widespread public opinion,
thereby challenging one of the fundamental institutions of
power in the country – the Catholic church.

In the Brazilian case, mobilisation aimed firstly at the creation
and extension of quality services within the limits of the law.
Secondly, it aimed at building legitimacy for public debate on
abortion to create an environment conducive to legal reform.
Rather than building a grassroots movement, NGO activists in
the feminist movement targeted diverse sectors in order to build
wide ranging support for change. The sectors included profes-
sionals in health, law, education and communication, as well
as the public at large. The activists used seminars, debates,
public hearings and the media. The strategic nature of the Bra-
zilian goal – to improve services within the limits of the law
while simultaneously creating an enabling environment for
abortion discussion as a precursor to working for legal reform
– is helpful in recognising that in countries where there is deep-
seated opposition to abortion rights, it may take many years
to achieve broad access. In these circumstances, short term
strategies should aim to change these contextual factors. The
strategy of feminist groups in Brazil recognises that society keeps
abortion hidden and that the first step in a long-term strategy
is to bring it into the public eye.

In the case of the USA, mobilisation was used to gain legal
abortion in the first place. Some groups are currently mobilis-
ing individuals and communities for the goal of ensuring fi-
nancial access to abortion for poor women. Over the years of
struggle a number of different mobilisation strategies have been
used. These include grassroots organising in Congressional
districts to lobby members of Congress to motivate the state to
pay for abortions, a strategy which was coupled with winning
the support of five female senators for this issue. This cam-
paign created links between pro-choice groups and those work-
ing on economic justice for women. At this stage it has influ-
enced a number of appropriations bills to allow funding for
abortion in case of rape, incest or danger to the life of the
mother. The Hospital Access Collaborative supports commu-
nity-based activism to convince hospitals to change their rules
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and procedures, including increasing hospital based abortion
services. Another mobilisation strategy towards this goal is the
National Network of Abortion Funds which has more than 77
grassroots-based groupings in local communities in 36 states
that provide direct assistance to women in need and advocate
for public funding of abortion. A further mobilisation goal in
the USA is to build community-level activism to protect abor-
tion clinics and providers against violence. There are initia-
tives to this end, for example, to build student and youth net-
works.

The existence of a mobilised public voice for abortion access
strengthens other forms of advocacy. For example, if politi-
cians are aiming to liberalise law or if service managers want
to include abortion amongst their services, it is easier for them
to challenge their opponents when they can show that there is
public support for their position. There are many barriers to
popular mobilisation for abortion rights, however. A number
of cases argue that poor economic contexts are not conducive
to pro-choice activism. Whether in Kenya or India, women’s
rights activists have tended to focus more on issues of eco-
nomic empowerment or political participation. Within indi-
vidual countries, abortion rights are more likely to be the focus
of attention of middle-class groupings, despite the fact that it is
poor women who are most likely to suffer from limited legal
access or the high costs of services and therefore resort to un-
safe abortions.

In addition, those directly affected by the need for abortion
may well feel unable to speak publicly on the issue in order to
protect their privacy or because of their sense of shame or
their fear of legal or family repercussions. Thus the economic
and cultural context may influence the capacity of pro-choice
activists to mobilise a broad constituency of support, particu-
larly of those who are poor, from an ethnic minority or other-
wise marginalised. In these contexts, strategies that link abor-
tion rights to broader demands, whether for health services in
general or for full citizenship for all women, may have a wider
appeal.
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Providing alternative services or securing fund-
ing for services.
A number of country studies contain examples of service pro-
vision outside of a public health system or the private ‘for profit’
health sector. These are often referred to as abortion
‘undergrounds’. They involve women learning abortion skills
for themselves and, in this way, ensuring that poor women
have access to safe services. This is described in the early his-
tory of abortion activism in the USA and Italy. The other form
of ‘underground’ strategy is setting up of networks to provide
women with information about where to get legal abortions in
other countries, where to find sympathetic doctors who will do
safe abortions despite their illegality and, in some cases, pro-
viding funds to women who cannot afford abortions so that
they can pay for them in the private sector or travel to other
states or countries where they are legal or safe.

The balance between organisational
mobilisation and individual agency
While it is frequently assumed by activists that mass mobilisa-
tion is a requirement for success, a number of country studies
suggest otherwise. In particular, charismatic leadership can
provide the catalyst role.

In the Kenyan case, the problem identified was the high levels
of maternal mortality and morbidity from unsafe abortion in
the context of a deteriorating public health system as a result
of structural adjustment policies. In this context, activists real-
ised that the public health system would not provide a good
entry point for attempting to provide abortion services. Moreo-
ver, abortion is illegal except on ‘grounds of necessity’ and
activists, who were themselves doctors, did not see any short
term likelihood of being able to challenge the law. The gov-
ernment was, however, committed to providing post abortion
care. For these reasons, the solution identified by activists was
to train and build the willingness of health professionals, in-
cluding nurses, in the private sector to provide safe services,
stretching the definition of the law to its absolute limits. The
message of ‘post abortion care’ could be used to create a ve-
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neer of legality to the initiative. In addition, realising the great-
est problem was amongst poor women, the organisers included
a requirement that providers not turn poor women away, or at
least refer them elsewhere.

The primary strategy used to achieve this goal was charismatic
leadership by a key figure in the gynaecological establishment
in Kenya, coupled with winning commitment from interna-
tional donors to support the rather risky initiative. The leader-
ship figure was well placed to make institutional decisions such
as introducing training in manual vacuum aspiration at a na-
tional teaching hospital. As the chairperson of the Kenya Medi-
cal Association, the leader influenced the views and approach
of health professionals.

The Guyana case likewise demonstrates the role of charismatic
leadership in forging alliances across ideological positions, in
this case for legal reform.

In both cases, the shifting role of the charismatic leadership
has influenced the impact of the intervention. In Guyana, with-
out an active advocate for implementation of the new law, the
various mechanisms established for this end have not taken
on their allocated tasks. The Advisory Board established to
monitor whether access to safe abortions ultimately leads to
reduced figures for abortion has not analysed the available
data nor used it to address gaps and problems in provision. In
Kenya, the new leaders of the Medical Association do not have
formal links with the abortion initiative, so the Association has
not played a role in advocacy for the growth and expansion of
the network since the initial advocate left this position.

While these are extreme cases of the role of charismatic lead-
ership, most of the country studies illustrate the importance of
agency – the initiatives of one or two NGOs and, by implica-
tion, of individuals within these – in developing advocacy ini-
tiatives, building a support-base for them and maintaining them
over time. Whereas grassroots mobilisation is not necessarily
a prerequisite for achieving abortion access, in all cases bar
India, individual or NGO tenacity appears to have been es-
sential. Whilst in some cases their strategies include working
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on the inside, all of them have a range of advocacy strategies
which involve building support outside of the political or serv-
ice-delivery system.

Building blocks for successful
advocacy
Is media support essential?
Some country studies illustrate how the media can be under-
stood as the voice of the public and therefore be influential
both on politicians and the public. This is so even when their
position is not matched by actual public opinion polls. The
anti-choice position of much of the media in Poland, for ex-
ample, presents ‘public opinion’ that is not matched by the
majority public support for abortion shown in polls. The me-
dia is one of the primary sites of attention of the anti-choice
movements. The Australian case illustrates how anti-choice
activists usually have substantially greater resources to carry
advertisements and other direct messages than do the pro-
choice movement. Given their limited resource base, pro-
choice activists need to identify approaches to winning both
media understanding and media support that do not rely on
buying media space.

The papers give a diverse range of examples. These include
creating events such as demonstrations which fit media con-
cepts of ‘newsworthiness’; hosting media conferences to com-
municate new research findings such as opinion polls; alerting
media to human drama stories, for example of a young girl
who has been raped and is then refused a legal abortion. In
some cases, pro-choice activists have created their own news,
for example by presenting famous and socially ‘respectable’
individuals who publicly say they have had abortions or who
are willing to say they support the right to abortion. A number
of studies illustrate the importance of developing personal trust
with targeted journalists and maintaining ongoing communi-
cation with them.

The lessons drawn from the papers are that no amount of
work building media relationships or establishing a media-
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liaison person guarantees that the media will cover an activ-
ist or NGO’s events or perspectives. The media are their own
authors and one cannot assume a shared view on what con-
stitutes a ‘major story’. Further, they will not always choose
to interview the media ‘spokesperson’ whom the pro-choice
organisations would prefer them to interview. Nor can one
assume that the media will carry factual information if they
think this information may turn their advertisers away, if this
information goes against the values of their owners, or if their
paper is allied to a particular political party which holds anti-
choice views.

Finally, the general political and social climate will influence
how openly supportive the media are willing to be, irrespec-
tive of the power of the information or message presented. For
this reason, gaining media support is easiest when there is a
highly mobilised pro-choice movement. The Italian case illus-
trates how pro-choice activists achieved a range of coverage,
all the way to carrying a TV series on how to perform manual
vacuum extraction. The movement convinced the station to
carry regular contributions by feminist journalists, both of docu-
mentaries and women’s stories on abortion. The Mexican case,
in contrast, shows NGOs mobilising media without a major
mass movement behind it. Here key NGOs made media their
business. They prepared the necessary information at the right
time and gave it to the correct media contacts, keeping abor-
tion in the media for an extended period of time. In this way
they managed not only to ensure public awareness and build
public anger against anti-choice efforts to restrict the law fur-
ther in one state, but also to create tension between national
leadership and ultra-conservative legislators.

The media are usually a target of anti-choice activism, to the
extent, in the Polish case, that media managers and individual
journalists had their credibility and professional competence
questioned and were threatened with court cases. In this coun-
try the Pope publicly criticised the media as being ‘anti-church’.
The Church may also establish its own media, thus giving it
direct access to the public. While pro-choice activists do not
have the same institutional capacity, the country studies show
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that development of their own newsletters targeting key fig-
ures, such as in Brazil, can make an impact.

These examples do not, however, mean that media support
determines success. While politicians and other decision-mak-
ers would prefer the support of the public and while ‘the pub-
lic’ is frequently assumed, incorrectly, to be the perspective
presented by the media, it is not the only force for change.
While some cases illustrate the positive or negative impact of
the media, innumerable other advocacy strategies may bal-
ance its impact.

Power of coalitions
Most country studies illustrate the power of coalitions for pro-
choice activism. Mexican activists brought together 40 NGOs
to put women’s rights proposals to parliament. Between them
they incorporated a range of very diverse skills – organisa-
tional, information and advocacy skills. The Coalition for Le-
gal Abortion in Western Australia went beyond abortion rights
NGOs to include members of parliament and religious, medi-
cal, professional, lawyers, workers and public health organisa-
tions. Pro-choice medical practitioners and their representa-
tive groups also formed a separate pro-choice coalition. These
types of coalitions extend the legitimacy of abortion advocacy,
since it is clear to the public that there is widespread support.

The Australian experience specifically noted that the presence
of the medical profession within a pro-choice coalition may
make politicians and media take it more seriously. Such a broad
coalition also brought in a wide range of expertise and insight,
which strengthened the strategic planning and resource base
of the coalition. On the other hand, the wider the coalition,
the more likely it is to have to make compromises. For exam-
ple, bringing in the religious sector in some countries may mean
limiting the shared goal to abortion in the case of danger to
the women’s health or rape. However, many country studies
show the enormously positive impact of just a few religious
figures joining with pro-choice alliances and going public on
their pro-choice perspective.
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Some country studies illustrate the power of alliances – where
organisations collaborate without being in a formalised coali-
tion. Through alliances, diverse resources can be mobilised in
a way that single NGOs, especially those not operating at na-
tional level, are unable to do. The Mexican case describes how
experienced organisations operating at the national level gave
state-based activists not only strategic support, but also the
media coverage they needed when that state’s government
was attempting to restrict the law further. Moreover, they could
use the state-specific experience to wring commitments from
national leadership that they would not perpetrate similar laws,
strengthening the national context for abortion law reform.

Since health professionals are frequently the gatekeepers of
service provision, alliances with them seem to play a key role
in improving access. Likewise, as discussed under ‘working on
the inside’, partnerships between NGOs, the private sector,
government and donors may be key to facilitating the adequate
training of service providers and the extension of access to
services. One of the dangers of working in close allegiance
with medical practitioners and health workers can be that the
interests of women’s groups seeking to expand safe abortion
access can conflict with practitioners’ and health workers’ de-
sire to hold onto their gate-keeping role.

Yet since health workers and health worker organisations are
key to service access, the advantages of coalitions or alliances
with them may outweigh the disadvantages. A theme which
runs through most papers is the power of the medical profes-
sion when it chooses to mobilise. A number of cases, such as
Australia and Poland, show doctors organising on an anti-
choice platform, although often under a more neutral guise of
providing ‘technical’ information. Other cases, however, show
medical associations actively supporting both legal reform and
service access, including by training mid-level providers.

Training of mid-level providers does not, however, appear to
mark a change in the conventional doctor/nurse hierarchy. If
anything, the idea that nurses can do manual vacuum aspira-
tion, leaving doctors to take on more complex or second tri-
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mester cases, reinforces this divide. Nursing Associations are
major gatekeepers here, as illustrated by the length of time
that it took the Nursing Council in South Africa to promulgate
regulations allowing midwives to perform abortions after le-
galisation. In that case, there had been a deliberate strategy
not to establish mechanisms for widespread consultation with
nurses before changing the law, for fear that they would op-
pose it.This has meant that advocacy with nurses is now nec-
essary since they are contributing to the slow pace of imple-
mentation. The Kenyan case illustrates the success of a strat-
egy which brought the Nurses Association on board early, in
this case including post abortion care as part of the nursing
curriculum.

The lesson for activists is that the orientation of medical and
nursing associations is seldom towards human or women’s
rights. Rather, their purpose includes securing legal protection
for health professionals or extending the range of services they
are able to offer and from which they profit. By drawing them
into a pro-choice platform, their orientation will need to be
incorporated into the overall goals. Both coalitions and alli-
ances going beyond abortion advocacy groups and medical
professionals can substantially strengthen the resources avail-
able for advocacy work as well as the perceived legitimacy of
the goals.

Identifying and using information
Information is essential at all stages of the advocacy process.
For example, unless the group initiating advocacy is a mass-
based organisation which has generated its demands through
participation of poor and marginlised women, it needs to en-
sure that the specifics of its goals match the needs of these
women. The Indian and Australian papers show that women
give priority to privacy over geographic closeness of a facility.
This information would need to be factored into demands for
abortion access at nearby health facilities.

A number of country strategies describe how information was
generated for use in winning the support of specific constituen-
cies or decision-makers. Different kinds of information may be
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necessary for influencing different constituencies. Thus in South
Africa, decision-makers concerned about costs and health sys-
tem capacity found epidemiological research generated by the
Medical Research Council showing estimated incidence and costs
to the public health system of backstreet abortions particularly
convincing. This research was initiated by a pro-choice NGO
that made the strategic decision to persuade the Council to ac-
tually host the research to give it greater credibility. Other politi-
cians were more influenced by different kinds of information.
For example, those politicians most concerned with ending dis-
crimination were more convinced by personal stories of poor
black women who had been criminalised for having abortions.
Some years after the legal change, activists persuaded parlia-
ment to hold a hearing on achievements and barriers to imple-
mentation and presented a wide range of research findings that
helped to shape the agenda of health system managers.

The Brazilian example of identifying well known women who
had had abortions and were willing to say so publicly in a
popular magazine was effective in influencing public percep-
tion and legitimising public discussion of abortion as a com-
mon occurrence and a right. In India, in-depth qualitative and
quantitative research findings have been used as the basis for
developing a series of advocacy strategies. They have, for ex-
ample, been used as a means of persuading state administra-
tors to improve the registration procedure for abortion facili-
ties. They also shaped an NGO strategy to build women’s
knowledge of their right to services.

In addition to data or individual cases, the country papers il-
lustrate other imaginative uses of information. In Guyana, ac-
tivists gathered editorials from political party newspapers of
the 1960s and 1970s and used the collection to show how
they had continually considered addressing abortion. This strat-
egy was an effort to influence decision-makers by drawing on
their own history and showing abortion was not a new issue
for the country.

Some country studies portray the use of information to coun-
ter anti-choice positions, often using the media as a vehicle for
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disseminating the information. In Brazil, three newspapers
conducted opinion polls on abortion that they published four
days before the Pope’s visit, thus closing some of the advo-
cacy space that this visit would have offered anti-choice activ-
ists. Similarly, but in order to impact at the political rather than
service level, activists in Brazil published lists of how members
of Congress voted at different stages in the hope of embarrass-
ing them into supporting a growing body of public opinion for
abortion rights.

Pro-choice activists must also be prepared to counter antago-
nists’ use of information that is wrong or ill-informed. The
Australian case describes the anti-choice movement’s claim of
a link between induced abortion and breast cancer, despite
the lack of scientific agreement on the issue. They also claimed
that women needed to see foetal pictures in order to make an
informed decision. The pro-choice movement was not pre-
pared for a message which appeared to show concern for
women, yet was based on unfounded premises. The paper
concludes that both an academic rebuttal on statistical grounds
and a personal response, would have been powerful counter
strategies. In respect of the latter, for example, a pro-choice
activist could have expressed her personal distress as a breast
cancer sufferer in having her tragedy used as a means for anti-
choice ends.

Importantly, however, the papers also show the lack of utilisa-
tion of information. The Mexican case depicts activists’ sur-
prise when data was not used by politicians. The Guyana case
shows how an analysis of reporting forms on legal abortions
provides critical information both to rebut media claims – for
example to show that more than 99% of abortions are done
for Guyanese women resident in the country thus rebutting
claims of abortion tourism – and to identify weaknesses in serv-
ice delivery such as low contraceptive use and high reliance
on dilatation and curettage. Yet those tasked with using this
information are not doing so.

These experiences suggest that generating and presenting in-
formation to decision-makers does not mean they will use it.
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Political interests, personal values and contextual factors will
influence whether or not they use it and these factors may
change over time. In addition to the information-gathering
exercise, substantial thought needs to go into how to dissemi-
nate information in a way that will give it maximum impact
with the public, with decision-makers and with implementers.
The source of information affects its credibility to decision-
makers, hence generating research from a source which is seen
to be neutral may be a necessary strategy. While some deci-
sion-makers will want ‘hard data’, for example on maternal
mortality, others will be more influenced by human-interest
stories, particularly of those they consider their constituency.

Recourse to international resources

Learning lessons from other countries’ policy
experience
The papers show many cases of ‘policy transfer’ – of one coun-
try either voluntarily drawing on policy ideas from another, or
of pressure by one country on another to change its policy. In
India, the content of the abortion law was drawn directly from
British law, a reflection of the colonial legacy. The combina-
tion of national concern about population control and inter-
national interest both in population control and in new abor-
tion technology in Bangladesh facilitated the introduction of
menstrual regulation. Despite the fact that the international
population control ideology is antithetical to women’s repro-
ductive rights, service providers managed to establish a high
quality service which gives priority to meeting women’s needs
and created at least one avenue for them to exercise repro-
ductive choice. Ironically, USAid later dropped all abortion-
related funding in a direct attempt at forcing policy change.
The services nearly collapsed until another donor stepped in.
This case shows direct efforts at influencing national policy
and programming from an external country.

The efforts of an international agency attempting to influence
national policy are most apparent in the case of the Catholic
Church as a global institution. Whether in Poland or Mexico,
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Italy or Kenya, the studies show that the Catholic Church’s
global access to information, funds and experience in anti-
abortion politics allows it to play a very sophisticated role in
national struggles. The Church provides some of the clearest
examples of efforts directed at policy transfer, attempting to
ensure that all countries hold to its policy position of no legal
abortion under any circumstances.

International financial transfers
Financial resources play a key role in abortion activism, both
pro-choice and anti-choice. Many case studies illustrate reli-
ance on international donor funds for pro-choice activism,
predominantly from the USA or Europe. Without these, many
pro-choice activist strategies would not be possible.

Citing and influencing United Nations consensus
agreements
Two papers provide examples of activists threatening to em-
barrass political leadership by revealing that they are not keep-
ing to international consensus agreements. Mexican activists
threatened to take the issue of the withholding of the right to
abortion from a young girl who had been raped to the United
Nations and the Inter-American Court. Polish activists submit-
ted research findings on the impact of unsafe abortion to the
United Nations Committee on Economic, Social and Cultural
Rights and to the Human Rights Committee.

But it is not only a case of national activists drawing on inter-
national institutions. National activists have also influenced
international debates and consensus agreements. The chang-
ing context of the abortion debate in Brazil allowed Brazilian
delegates to the Cairo +5 meeting at the United Nations to
play a leading role in winning support for a paragraph argu-
ing that governments need to take steps to improve health
worker training to ensure that abortion is safe and accessible.
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Drawing on activists from other countries
The Guyana case describes local actors drawing on interna-
tional activists and concludes that such expertise is only useful
if it builds local expertise. This method is also used by the anti-
choice movement. A number of cases note the involvement of
anti-choice activists from the USA. In Mexico, the Ministry of
Foreign Affairs fined the anti-choice organisations and sanc-
tioned the foreigners for trying to influence national politics.
This suggests that drawing attention to such interference may
be an effective strategy of pro-choice activists.

Drawing on lessons learnt in other countries
The South African case describes legal activists engaging with
pro-choice lawyers elsewhere in the world and studying the
constitutions and laws in other countries to learn from their
experience. It also describes health activists arranging a field
trip for government officials to see menstrual regulation serv-
ices in Bangladesh to build a health worker voice in support of
liberalising the law and the right of nurses to conduct abor-
tions. The Kenyan case describes the international pro-choice
NGO Ipas providing technical input for the introduction of
training in manual vacuum aspiration.

The Johannesburg Initiative, which has produced the papers
for this book, is itself a strategy to share advocacy experiences
between pro-choice activists in different countries. Two of the
NGOs participating in this Initiative, from Kenya and Ethio-
pia, were established by Ipas, but are run by local staff.

Thus the international arena provides a potential resource for
policy content, for ideas on strategy and for active support of
both pro-choice and anti-choice activism.

Comparing strategic options
The following tables summarise the range of strategies and
their possible advantages and disadvantages. In each case,
these will be shaped by the specific context. The table shares
some of the specifics of actions undertaken in different coun-
tries as a way of illustrating strategies more concretely.
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Working from outside
Types of advocacy strategies
• Generating media coverage
• Generating information to sup-

port arguments
• Creating a broad coalition or

alliance
• Mobilisation of mass-based

support from groups beyond
reproductive rights interest groups

• Building a base of support within
the religious sector

• Public demonstrations

Working from inside
Types of advocacy strategies
• Generating media coverage
• Generating information to support argu-

ments
• Creating a broad coalition or alliance
• Bringing diverse constituencies face to face

with decision-makers
• Using political vehicles such as citizen

signatures for a referendum
• Bringing pro-choice religious figures into

the political terrain to engage with deci-
sion-makers

• Presentations to decision-makers (parlia-
ment; hospital managers etc)

• Offering legal support to decision-makers,
wording of law or policy, strategic advice
in day-to-day negotiation within party and
across party lines or within health system

Service provision strategies
• Organising ongoing peer support

for providers
• Establishing ‘alternative’ organi-

sations of abortion providers
• Establishing NGO-based services

or committing private service
providers to free or low-cost
abortions for poor women

• Lay women providing services
• Abortion ‘undergrounds’ and

‘tourism’ providing both avenues
and funds for abortion access

• Offering training for health
professionals as an ‘add on’ to
original professional training

Service provision strategies
• Organising ongoing peer support for

providers
• Changing service regulations, protocols etc

of hospitals and clinics
• Ensuring medical aids or other funding

mechanisms include abortion in their
coverage

• Getting abortion training into medical and
nursing curricula

• Engaging with professional associations of
doctors, nurses and other providers

Table 1: Options of activist activities when working
inside or outside the system
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Table 2: Strategic advantages and disadvantages of
working inside or outside the system

Some cases illustrate strategies that involve working both on
the inside and outside. This may reduce the disadvantages
and enjoy the benefits of both, but it presumes very open com-
munication between those working on both sides. The timing,
energy and impetus of each strategy may differ. Keeping clar-
ity on the purpose of each strategy requires not only regular
contact, but ensuring that each side is abreast of the complex
dynamics faced by the other. It also means having some mecha-
nism for joint decision-making about which activities, objec-
tives or compromises are acceptable.

Working from outside
Strategic advantages
• can stick to principles without compro-

mise
• can maintain a voice for the ideal goal,

allowing those working on the inside to
appear more rational and win steps
towards ultimate goal

• builds community or grassroots base
which ensures the problems of those
most disadvantaged are kept on the
agenda

• ensures some level of safe access even
while a struggle for legalisation or safe
and cheap access in the mainstream
continues

Strategic disadvantages
• may miss critical opportunities for

intervention because of lack information
and alliances with decision-makers

• unlikely to achieve access for majority of
marginalised women rather than for
pockets where activism is strong

Working from inside
Strategic advantages
• opportunity to shape wording of

legislation or regulations regard-
ing service provision

• immediate access to day-to-day
debates and ability to support
decision-makers in strategic
thinking and arguments to
address these

• can develop personal trust with
key decision-makers thus
facilitating their use of your data
and arguments

Strategic disadvantages
• can lose links to grassroots
• at times become party to

strategic compromises that may
undermine own goal
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Conclusion
The studies in this book were commissioned as part of a broader
project to build capacity for abortion advocacy. We hoped that
by comparing and contrasting experiences in advocacy for
abortion access in different countries we would be able to de-
termine whether there were any shared criteria for success. It
is difficult to draw a simple conclusion on this, especially where
circumstances dictate that pro-choice abortion activism has and
must have very different goals and strategies in different parts
of the world.

Where abortion is a site of political struggle and anti-choice
perspectives hold sway in institutions of power, pro-choice
activism tends to be defensive. In this context, the options open
to activists are very different from those where there is a win-
dow of opportunity for change – whether through a change in
political leadership or through the opportunity to build a
groundswell of public support for change. Likewise, if the bu-
reaucracy of the health system has no entry points for public
engagement, then gaining entry to persuade management to
change policies or procedures, or to build capacity of health
providers may not be possible.

Even in situations where there is limited scope, however, the
papers show a variety of innovative approaches to increasing
access, mostly operating outside of the system, be it the politi-
cal system or the public health service delivery system. This
points to an area of weakness in abortion activism - the lack of
experience of activists in engaging with public health systems.
Activists are more comfortable in the field of legal reform which
usually requires targeted bursts of energy, rather than the very
slow, incremental pace of change of health systems. Activists
tend to avoid grappling with how to support health system
reform to ensure that quality abortion services are available.
They are more likely to resort to encouraging or providing
abortion services in the private or NGO sector than finding
ways to improve access within major health institutions.

The case studies suggest, too, that while struggles for legal re-
form may more easily attract the interest of activists, the inter-
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ests of poor and marginalised women will only be served when
abortion activism takes on questions of service accessibility.
The papers illustrate how activist fatigue can set in once legal
struggles are won. Yet the need for advocacy only begins with
the legal victory. From this point, strategies both to retain legal
victories and to move from law to implementation need tena-
cious and sustained efforts.

What all papers have in common is the lessons learnt about
the need to link strategies to a sophisticated analysis of the
factors supporting and constraining abortion access. So, for
example, a public march will not be effective when one can-
not mobilise larger numbers than the anti-choice movement
or where the police response will demoralise participants. Simi-
larly, where service providers are reticent to perform abortions,
failure to address this barrier will undermine any other advo-
cacy efforts. The original research framework for these stud-
ies, presented at the start of this book, provides a template for
activists to analyse their changing contexts and continually
revisit their problem definitions and solutions. It also reminds
them to continually assess how the political and bureaucratic
system will respond to these and should be targeted. The coun-
try studies provide a wealth of ideas of what to try and where
to take care.

The central theme through all the case studies is the tenacity
of activists and their ability to review their situation and op-
tions continually. Activism both in mobilising public and com-
munity support for the right to choose abortion and in win-
ning legitimacy for this position by decision-makers and serv-
ice providers is ongoing. Victories can become losses and losses
can be overturned. The struggle will not end until all women
are able to access safe and legal abortions if and when they so
choose.
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Introduction
Significant legislative changes in relation to abortion occurred
in two Australian states – Western Australia (WA) and the Aus-
tralian Capital Territory (ACT) –  in 1998. Australia has a fed-
eral political system and state governments generally regulate
abortion law and practice, so when two WA doctors were crimi-
nally charged for performing a termination, pro-choice legisla-
tion was introduced into the WA State Parliament. Prior to this,
safe and affordable abortion had been available since the early
1970s, despite abortion still being classed as illegal under the
WA Criminal Code. In May 1998, after three months of debate
and when the proposed legislation had been significantly
amended, arguably the most liberal abortion laws in Australia
were finally passed by both houses of parliament. (This view of
the WA law change as positive for women is still contested
amongst Australian pro-choice advocates as some view the new
clauses regarding informed consent, post-twenty week restric-
tions and parental notification for girls under sixteen as too re-
strictive.)

A bill was introduced into the ACT parliament in August 1998
that proposed severe restrictions to women’s access to abor-
tion. Women in the ACT had enjoyed relatively good access
since 1992, despite the fact the abortion was still regarded as a
crime in the ACT Crimes Act. After initial community outrage,
the bill was withdrawn and an amended version introduced
and passed. The following months saw struggles around the
implementation of the new law, in which pro-choice advo-
cates were able to limit some of the negative effects of the
legislation in practice.

This paper will discuss aspects of both these law reform cam-
paigns, focussing on how final outcomes were influenced by
pro-choice and anti-choice activism. The analysis has been
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organised thematically, with a short chronological summary
of major events beginning each case study. The paper is based
on interviews with pro-choice advocates, members of parlia-
ment, and resource material drawn from both campaigns.

The context of abortion in
Australia
Legal
Abortion laws in Australia are determined by state govern-
ments, not the federal government, and therefore differ
throughout the nation. In each state and territory in the coun-
try, abortion appears in the relevant Crimes Act or criminal
code, but in all states and territories amending legislation or
judicial decisions define the terms and conditions under which
a legal abortion can be performed.

In the ACT, abortion is defined within the Crimes Act of 1900
and the health regulations. Under the Crimes Act, abortion is
strictly defined as lawful only if the medical practitioner be-
lieves, in good faith, that the woman’s life is at risk. Women
can be prosecuted for obtaining an abortion, but this law re-
mains untested in ACT courts. A judicial decision on similar
laws in another Australian state which allows for abortion on
medical, social and economic grounds has meant that authori-
ties in the ACT have been reluctant to prosecute.

The Health Regulation (Maternal Health Information) Act of
1998 affirms the Crimes Act definition of lawfulness. Impor-
tant provisions of the Act are:

• Five years’ imprisonment for the performance of abor-
tions by non-doctors. The abortion must be performed
in an approved facility.

• Consulting doctors are required to give a balanced state-
ment of medical advice, to estimate the probable age of
her foetus, to offer the woman the opportunity for coun-
selling and to present the woman with approved written
materials that include foetal photographs.
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• Consulting doctors must then obtain the woman’s signa-
ture on a declaration certifying that she had been of-
fered or provided with this information.

• There must be a 72-hour ‘cooling off’ period between
the woman’s signing of the declaration and the carrying
out of the termination procedure.

• A ‘conscientious objection’ clause specifies that no per-
son is under an obligation to act in relation to an abor-
tion.

In WA, prior to 1998, abortion was only legal according to the
Criminal Code if the person performing the abortion believed
it was done to save the woman’s life. This law remained un-
tested following the liberal judicial interpretations of similar
laws in other Australian states.

The new Acts Amendment (Abortion) Act introduced a new
clause in the WA Health Act 1911 (WA). This Act specifies
that a lawful abortion is one in which a woman freely gives
her informed consent to the procedure or has other social,
personal or health related reasons for wanting an abortion.
Informed consent means a medical practitioner other than
the one performing the abortion has provided or offered or
referred the woman to counselling. After twenty weeks of preg-
nancy, two medical practitioners from a panel of six appointed
by the Minister must agree that the mother or unborn child
has a severe medical condition. These abortions can only be
performed at a facility approved by the Minister. No person,
hospital, or other institution is obliged to perform an abor-
tion.

The Acts Amendment (Abortion) Act 1998 repealed four sec-
tions of the criminal code and enacted a new section which
states that abortion must be performed by a medical practi-
tioner in good faith and with reasonable care and skill. A medi-
cal practitioner performing an unlawful abortion may be fined
AUS$50,000, while a non-medical person performing an abor-
tion is subject to a maximum penalty of five years’ imprison-
ment. The woman is no longer at risk of legal sanction.
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Girls under sixteen years of age must inform one of her par-
ents that an abortion is being considered and the parent must
be given the opportunity to participate in the counselling and
medical processes. This requirement can be waived by the
Children’s Court, however.

Service availability and accessibility
In the ACT there is one not-for-profit clinic. Under the 1998
regulations, the Minister for Health must approve all facilities.
In WA there is one owner-operated clinic and one not-for-
profit operated by Marie Stopes International. There is limited
public hospital provision, mainly for women terminating preg-
nancies for foetal indications. In practice, terminations beyond
twenty weeks are available in approved facilities when the foe-
tus or woman has a severe medical condition that their doctor
believes warrants a termination and the doctor is willing to
support the woman through the prescribed legislative process.

Approximately seven in every eight terminations are done in
private specialised clinics, in day surgery units or by private
practitioners in private or public hospitals. Since 1974, the
national health rebate has reduced women’s expenses. Con-
cerns about privacy mean that approximately 10% of eligible
women do not submit claims, however. In addition, because
the rebate has not been substantially increased since its intro-
duction and does not cover theatre fees, women still face sub-
stantial out-of-pocket costs. The average out-of-pocket cost for
a first trimester abortion is around AUS$200. Poorer women,
public patients in hospitals, rural women, indigenous women
and women from non-English speaking backgrounds are all
disadvantaged in seeking timely, affordable, confidential and
culturally appropriate advice, counselling and termination serv-
ices.

Attitudes towards abortion
Polls appear to show that 60%-80% of Australians believe that
a woman should have access to a safe, (by which many peo-
ple mean ‘medically provided’) legal termination if she requests
one after counselling and in consultation with her doctor. Few
Australians believe that women should have an unrestricted
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‘right to choose’ and even fewer that abortion should be ille-
gal in all circumstances.

Australian political parties and abortion
The dominant political parties at State and federal level are
the Liberal Party of Australia and the Australian Labour Party
(ALP). Both parties generally allow their state and federal
members of parliament to have a ‘conscience’ vote on abor-
tion issues.

The Liberal Party has no policy position on abortion, but it is
currently in power at the federal government level and has a
conservative stance on most social issues. While it has not acted
to remove the partial health insurance rebate for abortions
performed in private clinics and hospitals for fear of a back-
lash within its own ranks, it has taken several decisions that
are detrimental to Australian women’s access to abortion.

The ALP has better record on abortion but its recent history
on this issue has been disappointing. The ALP policy is pro-
choice. The Federal ALP government introduced the partial
health insurance rebate for abortion in 1974. This rebate is
one of the key factors allowing women to access safe abortion
provided by medical practitioners in Australia. A motion was
passed to in 1984 however, which allows ALP members of
parliament to ignore whatever decisions are taken in state or
federal ALP forums on the issue in order to vote according to
their consciences. In 1996, federal ALP and Liberal party mem-
bers of parliament voted in support of anti-choice Senator
Harradine’s motion to restrict importation of mifepristone.

Case study 1: Australian Capital
Territory
Summary of events
Independent Member of Parliament (MP) Paul Osborne intro-
duced a bill into parliament on 26 August 1998 to restrict ACT
women’s access to abortion. The ACT pro-choice movement
quickly organised a public campaign to attempt to defeat the
bill. One pro-choice group also attempted to negotiate pro-
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choice changes to the bill with the Health Minister. Seeing that
his bill did not have majority parliamentary support, Osborne
withdrew his original bill and introduced a substitute. The sub-
stitute contained fewer direct attacks on women’s access, but
retained the indirect attacks embodied in requirements regard-
ing informed consent. The second bill passed, although de-
bate continued over the content of the information women
had to receive under the new act. While the government even-
tually passed a regulation requiring women to view foetal pic-
tures, service providers and activists have had some success in
frustrating the implementation of the new law.

Ground Zero: The situation before the process
of change began
The ACT government consists of only one house, the legisla-
tive assembly. There is no upper ‘house of review’. Therefore,
the ACT is a good place for activists to attempt legislative
change because the outcomes of such attempts are easier to
predict and manage.

Pro-choice activism had reached its peak in the ACT in the
first six months of 1992 when activists successfully campaigned
to repeal the restrictive 1978 Termination of Pregnancy Act. A
new, less restrictive bill was introduced, but abortion remained
a crime under the ACT Crimes Act. Activists rightly saw the
repeal and the consequent establishment of the Reproductive
Health Service (RHS) clinic as a victory and many saw the
battle for women’s reproductive freedom as largely won. Con-
sequently, groups that had been active in the ACT during the
repeal battle had largely disintegrated or become inactive.

In May 1998, inspired by legal change in WA, pro-choice ALP
MP Wayne Berry had begun exploring the possibility of pass-
ing a repeal bill in the ACT. Liberal Kate Carnell was Chief
Minister of a minority government while the Health Minister
Michael Moore was a progressive Independent with solid pro-
choice credentials. The balance of power was held by two con-
servative Independents. One was Paul Osborne, a retired foot-
baller and Catholic father of four.
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Osborne’s introduction of his anti-choice bill into the Legisla-
tive Assembly surprised the pro-choice movement. This was
not only because he contravened legislative convention by
introducing it without notice, but because many in the pro-
choice movement saw the repeal of the Termination of Preg-
nancy Act and the consequent establishment of the clinic as
victories that could not be undone.

Pro-choice organising
A loose and informal coalition of ACT pro-choice forces be-
gan meeting weekly soon after Osborne presented his original
bill. These meetings included representatives from Wayne
Berry’s office, grassroots feminist activists from the democratic
socialist leaning group Pro-Choice, the Women’s Electoral
Lobby (WEL), the Australian Reproductive Health Alliance,
the Women’s Legal Centre and the Women’s Centre for Health
Matters and Family Planning ACT (FPACT). Representatives
from the medical profession, although seen to be supportive,
did not attend these meetings. They did liaise regularly with a
representative of FPACT, who did attend. All members were
involved in lobbying Assembly politicians as well as organis-
ing rallies and press conferences and other actions.

Early in the campaign, the pro-choice team saw both the Health
Minister and Chief Minister as supportive. Both had voted to
repeal the Act in 1992 and supported legislation necessary to
establish the RHS clinic. In addition, both spoke at the first
and largest pro-choice rally held just after the introduction of
Osborne’s original bill. There were reasons to have been sus-
picious of the Chief Minister’s position, however. Since 1994,
Berry’s office had a copy of a questionnaire she had filled in
for the ACT Right to Life Association in 1992. She had an-
swered affirmatively to the question ‘Would you oppose any
moves to liberalise the present abortion laws of the ACT?’ as
well as to the question ‘Would you oppose the provision of
any additional facilities (government or private) for abortions
in the ACT?’
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Legislative strategies
The pro-choice group’s initial strategy was to oppose the origi-
nal bill. This strategy would likely have met with success be-
cause of the bill’s extremism, the discomfort MPs had with the
way it was introduced and the inept way in which it was writ-
ten.

Despite being part of the pro-choice campaign team trying to
stop the bill in its entirety, FPACT/RHS began negotiating
amendments to the bill with the Health Minister. Moore’s con-
tention that the original bill could pass had convinced FPACT/
RHS that the safest strategy was to assist with amendments
that would ensure the clinic’s survival. Thus, FPACT/RHS/RHS
negotiated with Moore throughout the process of legislative
change. Indeed, up until Moore began working towards over-
riding the Advisory Panel’s recommendations against includ-
ing foetal pictures in the approved materials, FPACT/RHS saw
the negotiations as positive for abortion service providers in
the territory. Later FPACT/RHS’s view of Moore as ‘pro-choice’
and their belief that he had tried to get them the best deal
possible changed. Moore made many unacceptable compro-
mises, said one, and had ‘sold them out’. Other team mem-
bers were convinced that FPACT/RHS’s actions went against
their strategy of uncompromising opposition to the entire bill.

On 18 November, Osborne gained permission from the speaker
– again without notice – to withdraw his original bill and sub-
stitute a second one. Osborne’s strategy of focusing on infor-
mation rather than access in the substituted version of his bill
was an unexpected anti-choice strategy and may have caught
pro-choice activists off-guard. The high level of pro-choice con-
cern about losing ‘their clinic’ and the confirmation the first
bill provided of pro-choice beliefs about anti-choice ‘extrem-
ism’ may also have distracted pro-choice activists from the
nuances in anti-choice strategy. These factors seem to have
led pro-choice forces to ignore the bill’s informed consent con-
tent.

The informed consent strategy sought to reduce the number
of terminations in two ways:
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• By disclosing ‘information’ to women designed to deter
them from consenting to a termination; and

• By deterring medical staff from referring or providing
terminations by making the informed consent process
unduly complicated and by falsely intimating that medi-
cal staff involved in abortion provision are likely to be
successfully sued by women who decide – after the fact
– that they had not been adequately informed about the
procedure.

Assessing the campaign
Many activists believed that private meetings to lobby politi-
cians were among the most important strategies at their dis-
posal to achieve a pro-choice outcome. Several activists em-
phasised the importance of presenting oneself as a credible
source of information by dressing conservatively and present-
ing non-emotive arguments in a calm, rational, methodical
and ‘academic’ way. One activist said that while FPACT/RHS
was seen as a credible source of information, the democratic-
socialist leaning Pro-Choice group mob were seen to be more
suspect. Another activist with experience as an adviser to a
federal politician said that doctors and other professionals are
effective lobbyists because they are more mainstream and ‘like’
politicians. In her view, the more an activist group is perceived
to be a bunch of ‘ratbag activists’ or ‘feminists’ – unlike politi-
cians and divorced from the mainstream – the more their views
are dismissed.

In contrast, a ProChoice activist argued that the inside agita-
tion strategy was a mistake in the 1998 campaign because it
put activists in the position of supplicants – asking politicians
for things, rather than demanding things from them. This, she
felt, exposed activists and those they represented to ridicule by
‘power-lording’ politicians. In addition, she says, the pursuit
by FPACT/RHS of private negotiations with the Health Minis-
ter in an attempt to save the clinic undermined the effective-
ness of both inside and outside agitation strategies. She be-
lieves that if pro-choice forces had refused to negotiate with
the Minister, the fight would have continued over the original
bill, which she contends would never have passed.
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Activists’ experience and knowledge of the ACT political land-
scape and previous experience campaigning on the issue in
the ACT did not necessarily benefit pro-choice activists or strat-
egy. One activist argues that her lack of previous experience
campaigning on the issue in the ACT may have increased her
effectiveness because, unlike those with more knowledge, she
did not expect the fight to be easy. Similarly, academic Gina
Anderson also believes that activists without specific knowl-
edge about the abortion issue were extremely effective during
the campaign. She qualifies this observation with the belief
that it was important that at least one or two did know their
way around the issue. FPACT/RHS’s representative felt that
‘being in the industry forever’ made her a credible source of
information, as well as ensuring her access to politicians, al-
though she felt that the politics of the situation made it difficult
to influence the way politicians voted. Moreover, given what
we now know to be the failure of the negotiations FPACT/
RHS was conducing with Moore, FPACT/RHS’s access to ACT
politicians may be viewed as something less than an advan-
tage.

The fact that FPACT/RHS’s representative was such a known
quantity may have worked against the pro-choice cause in
other ways. One activist suggested that one of the things the
Health Minister took advantage of in his ‘divide-and-rule’ strat-
egy was FPACT/RHS’s representative’s known dislike of ‘con-
flict and being in the public eye’. He capitalised on his knowl-
edge that she was not someone who wanted to play hardball
in public, but would be drawn to a backroom negotiated strat-
egy.

The media was generally seen to be on the side of the pro-
choice movement. One activist’s unhappiness with the politi-
cal outcome made her cynical about the impact the media
can have on the debate, although she notes the importance of
the media after the event to put a positive spin on the out-
come. Another noted that the media had little interest in who
the campaign team had nominated to speak on their behalf.
Instead the media themselves chose whom they would seek
out and question on a given day or topic.
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Activists said that no formal discussions were had or explicit
agreements made about the language that would be used and
the way the issue would be framed during the campaign. In-
stead, an unspoken consensus prevailed about these issues.
Thus in rally speeches and advertisements for protest actions
as well as letters and opinion pieces in the newspaper, rights
and choice discourse was interwoven with a public health
discourse that focused on the dire consequences of abortion
denied. To this was added a sprinkling of feminist anti-male
and anti-patriarchal language.

Thus a range of familiar women’s rights-based slogans ap-
peared in the advertisements of public meetings and rallies
and in speeches and leaflets distributed at this time. These
included: ‘Support women’s rights and the right of every child
to be a wanted child’; ‘A woman’s body – A woman’s choice!’;
and ‘Keep Abortion Safe and Legal’.

‘Rights’ and ‘choice’ discourse was used throughout the cam-
paign. It was particularly dominant in the early stages when
activists were on the offensive against the original Osborne
bill. Rights-based arguments were also seen in numerous let-
ters to the editor of the Canberra Times. The Women’s Legal
Resource Centre (WLRC) provided a legal rationale for abor-
tion as a universal political right. In a piece in the Canberra
Times (dated 7.11.98), WLRC argued that Osborne’s origi-
nal legislation infringed on women’s human rights as guar-
anteed in a number of international covenants to which Aus-
tralia is a party.

A woman’s performance group that collected donations of
coat hangers and assembled them into a large sculpture at
an early pro-choice rally expressed the public health argu-
ment. Opinion pieces and letter-writers to the Canberra Times
also spoke of the public health consequences of abortion de-
nied.

Some pro-choice activists and letter writers introduced the
patriarchal arguments when they contended that abortion was
a woman’s decision into which men – particularly middle-aged
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ones in the Assembly – should not intrude. A pro-choice Can-
berra Times opinion piece made a scathing reference to
Osborne as one of a band of men worldwide ‘who know best’
about the needs of women. A pro-choice ‘fact and fallacy’ leaflet
references the cartoon in which a wife comforts her anti-choice
husband by using her words in a tag line at the bottom: ‘Against
abortion? Don’t have one.’

A few activists avoided ‘rights talk’ and pursued the ‘health
issue’ line in their representations to Assembly members. They
saw the anti-choice movement as having been more success-
ful in making discursive shifts that were in tune with current
values. In contrast, the pro-choice movement had, as one ac-
tivist said: ‘kind of gotten stuck in the 1970s ‘biology is des-
tiny’ [arguments]…The heavy emphasis on a woman’s right
to choose – while I think it worked really well earlier – doesn’t
sit quite as comfortably in a world that has a better idea that
you can’t necessarily be that individualistic.’ However, most
ACT pro-choice activists refused to shift their discourse. Older
ones, having had success with rights talk previously, were re-
luctant to abandon it, while the radical agitators refused to
entertain any practical moderation of the argument because
they saw it as giving the anti-choice side a win.

Several anti-choice activists sought to invert the rights claims
of the pro-choice movement and particularly the legal rights
discourse articulated by the WLRC. The activists asserted that
foetuses as well as women have rights, citing the ‘scientific
evidence’ for this claim and the same international covenants
cited by WLRC.

Many, although not all, ACT anti-choice activists and organi-
sations followed the newer strategies of their US counterparts
and explicitly refused to identity as anti-choice. For example,
the movement circulated a treatise designed to discourage
doctors from performing or referring for abortions under the
neutral-sounding Doctors’ for Legal Safeguards Group. The
1998 booklet explicitly claims not to be ‘either ‘pro-choice’ or
‘pro-life’ but instead a ‘credible’ source of medical and legal
information.
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In the latter half of the campaign activist focus turned to the
content of the approved information that would be disclosed
to women considering an abortion. During this time, the anti-
choice movement went on the offensive with its informed con-
sent strategy. While their strategy included claims about the
risk abortion poses to women’s mental health and future fertil-
ity, in the ACT the majority of the claims were around a claimed
link between induced abortion and breast cancer. The essence
of the anti-choice strategy was that the disclosures made to
women seeking terminations were inadequate and that wom-
en’s lack of relevant information, combined with the preda-
tory and financial motives of the ‘abortion industry’, coerced
women into having abortions they did not really want and
were not freely choosing.

There was division among the anti-choice movement. Tradi-
tionalists like the Pope and Human Life International argued
against the morality of the informed consent approach in
Osborne’s bill because it condoned abortion in some cases.
Local groups like ACT Right to Life responded by branding
this perspective ‘out of step’.

Most media attention was directed to the claims around breast
cancer and the claim that women need to see foetal pictures in
order to make an informed decision. Anti-choice activists ar-
gued that women should receive as much information as pos-
sible from the medical profession and that women, not the
‘experts,’ should decide what information was relevant to their
decision. The rational-sounding strategies served to avoid the
‘extremist’ tag that US anti-choice research showed leads many
in the public to ‘turn off’ to anti-choice arguments (Swope,
1998:31-35). The informed consent message was also designed
to resonate with feminist sensibilities, having been taken whole-
sale from radical feminist discourses opposing women’s use of
assisted reproductive technologies and mifepristone. Further,
the strategy allowed the anti-choice movement to appear to
care about women, instead of just foetuses. The absence of
this element was a weakness in their previous strategies that
the pro-choice movement had successfully exploited.
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The pro-choice response to this complex and unfamiliar anti-
choice strategy was ad-hoc, defensive, literal and severed from
a larger ‘integrated’ feminist analysis. For example, a lengthy
flyer for a rally in December 1998 called for readers to ‘reject
anti-abortion information packages’ but offered no arguments
as to why they were not really ‘information.’ So ‘distressing’
did one activist find the unfamiliar breast cancer strategy, that
it took her until after the issue died down to reflect on other
ways she might have responded to the anti-choice claims. She
now believes it might have been best to have coupled the lit-
eral academic response she made to the legitimacy of anti-
choice statistical claims with her personal distress as a breast
cancer sufferer in having her tragedy used as a means for pro-
choice ends. This would have questioned the integrity of anti-
choice claims to be concerned about the adequacy of informed
consent because they truly care about women, rather than as
a means to achieve anti-choice ends.

The validity of breast cancer data and its claim to be included
in disclosures made to women considering abortion, is un-
likely to excite the interest of large numbers in the wider pub-
lic. However the larger question of whether women should
have more information and who should decide what informa-
tion is relevant – as well as suspicions about those arguing to
restrict their informational access – is likely to have emotional
bite. This is particularly true in respect of the educated femi-
nist-inclined women of childbearing age at which it is targeted.

Once Osborne’s original legislation was introduced, however,
the ACT pro-choice movement had a crisis on its hands. There
was no time to analyse anti-choice informed consent strate-
gies and to develop responses consistent with feminist analy-
ses of reproductive politics. This sort of work needed to have
been done prior to the crisis.

The ACT anti-choice movement’s tactics were relatively subtle
and restrained. Capitalising on longstanding discomfort among
politicians and in the wider community about the quality of
women’s decision-making around unplanned pregnancy, they
used feminist health advocate arguments to contend that gov-
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ernmental legislation was required to ensure women were given
the information they needed to make an informed decision.
Their discussion of ‘post-abortion syndrome’ was carefully
crafted, subtle and allowed them to kill several birds with one
stone. To depressed or angry women who have experienced
an abortion, it provided an explanation for their symptoms
and a target for blame. To those considering abortion, it sug-
gested that, however confident they feel about their decision,
they are vulnerable to later regret and emotional upheaval.

The public health discourse – raising the spectre of unsafe abor-
tion – fell flat in the ACT campaign because of the ACT’s geo-
graphical location. The ACT is sandwiched between two states
with liberal laws and access and there is a recent history of
ACT women crossing the border to obtain services. Early in
1998 a new book on abortion had inspired intense debate
among activists about the refocusing of pro-choice arguments
around women’s moral agency. They argued that pro-choice
advocates should not disregard the morality within in which
women frame their decision around abortion and that they
should move away from a public women’s rights discourse.
The explicit rejection by ACT Pro-Choice of such a
reconfiguration of pro-choice arguments and their decision to
re-embrace the old rights/choice discourse deprived the pro-
choice campaign of an effective framework to meet the im-
plied and explicit claims of the newer anti-choice informed
consent strategy. This is not to say that the uniform adoption
of such discourse would have changed the outcome in the
ACT this time. The outcome was largely a foregone conclu-
sion because of parliamentary numbers and the political
agenda of the Chief Minister. Public views about abortion will
have some influence on the success of future activist endeav-
ours, however, including the current goal of electing pro-choice
candidates at the next election.

Funding
The lack of funding was an issue for all pro-choice activists
and organisations in the debate. They were specifically con-
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cerned about the lack of funding to present the pro-choice
position in the media and to use direct mail or other methods
to make the electorate aware of the abortion issue and their
representative’s position. Fundraising took up time and en-
ergy that could have been used more productively elsewhere
and funds often came out of the pockets of individual activists.
Some money was raised during the campaign, but most of it
went to fund the legal advice required by service providers
regarding the implications of the Osborne bill. When Osborne
substituted the second bill for the original, precious resources
were lost on what became useless advice.

The impact of legislative change on access
The FPACT and RHS say that the impact of the legislation on
their operations has been moderate. This is a consequence
both of the active resistance of referring doctors and clinic staff
to implementing aspects of the legislation and the capacity of
clinic staff to minimise its impact on women through their
manner of implementation. For example, in the quarterly re-
ports the RHS now has to submit to the government under the
regulation, they give only two reasons for granting termina-
tions – for the mother’s health and for ‘other medical reasons’.
In a footnote they explain that this minimal amount of detail,
less than required by the legislation, is necessary to protect the
women’s identities.

The biggest threat the legislation poses to ACT women’s ac-
cess to terminations is the prescribed 72-hour waiting period
between the time the woman signs the client declaration and
the time the termination is performed. This requirement has
proved onerous mainly to rural women who find it difficult
and expensive to make two trips to the clinic. Consequently,
many of these women now seek services across the New South
Wales border in the town of Queenbeyan. This has meant an
approximately 10% decline in client numbers for the RHS clinic.
The Queenbeyan clinic has also sought to attract women by
advertising itself as free from the restrictive legislative require-
ments under which RHS now operates.
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Case study 2: Western Australia
Summary of events
In February 1998, two doctors were charged with the unlawful
performance of an abortion. The routine abortion had been
performed in 1996 at one of the two major private abortion
clinics in Western Australia. WA police and prosecuting au-
thorities had spent most of the last twenty five years turning a
blind eye to abortion, but the Director of Public Prosecutions
(DPP) now advised police to lay charges.

The WA Association for the Legal Right to Abortion (ALRA)
responded by launching a campaign to repeal abortion laws
from the WA criminal code. Pro-choice MP Cheryl Davenport
introduced a repeal bill, the Acts Amendment (Abortion) Bill,
into the upper house of the WA parliament. At the same time,
the state government introduced a bill into the lower house
that retained abortion in the criminal code but gave MPs four
choices regarding the grounds on which women could access
abortions. On 1 April the Davenport bill passed through the
upper house with a new section in the Health Act allowing
women to access abortions of pregnancies up to twenty weeks
on the basis of informed consent. Abortions performed after
twenty weeks had to be approved by two medical practition-
ers who were members of a six-member panel appointed by
the Health Minister. The government bill passed through the
lower house on the following morning with similar provisions,
but was contained in the criminal code rather than the Health
Act.

On 8 April the President of the upper house rejected the bill.
The Davenport bill was then the only one still before parlia-
ment. Davenport entered into a long series of negotiations with
the anti-choice lobby and wavering MPs. Several anti-choice
amendments were added to the bill before it was passed by
the lower house and returned for consideration to the upper
house. On 22 May the Davenport bill was passed into law by
the upper house without further amendments. The charges
against the two doctors were dropped.
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Ground Zero: The situation before the process
of change began
Since the 1970s, most WA women had enjoyed access to safe,
clinical abortions at two private clinics operating in Perth, the
capital city of Western Australia. Virtually all terminations per-
formed in WA are performed before the 12th week of preg-
nancy, with the clinics providing services up to the 15th week.
Abortions beyond this time were available at the major teach-
ing hospital in Perth, but only if the woman or foetus had a
serious medical condition or the foetus had a severe genetic
abnormality.

ALRA was founded in the late 1960s and was the main grass
roots group active in WA around abortion prior to 1998. They
were an unusual group in a number of ways. They had a clear
agenda to reform the law. They rejected the common practice
in political and activist circles of separating the legality and
access issues and weighed the benefits of achieving one against
the possible risks to the other. ALRA had been active since
1969 and had been planning a campaign at the time of the
crisis in February 1998. As part of this planning, the group
had researched successful strategies employed by other pro-
choice organisations around the world. It had also achieved
consensus about the language and strategies to be employed
during campaigning. The group rejected rights-based argu-
ments for abortion and phrases like ‘pro-abortion’ and ‘abor-
tion on demand’. Instead, they described abortion as a health
issue and a decision about motherhood and described them-
selves as ‘pro-choice’.

In September 1997 long-time ALRA member and now MP
Cheryl Davenport presented the ALRA Committee with a pro-
posal for law reform. The draft bill sought to straddle Daven-
port’s beliefs about compromise with her continuing desire to
implement some positive changes to abortion laws. The
amendment would involve the insertion of an additional sec-
tion that sought to clarify the law by defining legal abortion.
Davenport had planned to move on the bill in early 1998, but
was overtaken by the charging of the two doctors and she
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began to consider the option of putting forward a repeal bill
rather than the amendment proposal.

Pro-choice organising
WA activists coalesced under two new banners after the doc-
tors were charged. The first group was the Coalition for Legal
Abortion, including the Public Health Association, Family Plan-
ning Western Australia, WEL, ALRA, Women Lawyers, Cen-
tre for Sexual Health, the Christian Coalition and representa-
tives from the Trades and Labor Council.

The Coalition monitored debate in parliament, wrote to poli-
ticians, conducted a poll of voters in two anti-choice seats,
kept in daily contact with the media, lobbied politicians and
wrote and disseminated the much-utilised ‘Resource Material
for Politicians.’ Dr Judy Straton from the Department of Pub-
lic Health at the University of Western Australia became the
coalition’s chief spokesperson as well as the key liaison person
between the Coalition and the Health Industry Group (HIG),
the other main pro-choice lobbying group. Straton was also
the main player briefing, consulting with and supporting Cheryl
Davenport and Diana Warnock, the key politicians steering
the bill through the parliament. She also, in the final days be-
fore the bill’s passage, wrote responses to anti-choice amend-
ments and lobbied politicians not to support them.

The idea of forming a new organisation with a new name had
been formulated by ALRA during their research of successful
pro-choice campaigns. They subsequently decided to support
the newly formed Coalition for Legal Abortion and joined the
group. They also decided to continue as a separate organisa-
tion, however. One ALRA member described their motivation
for wanting to remain separate as a desire to ensure that their
‘agenda was not diluted’. The coalition was happy that ALRA
remained separate. As one of the members explained, this al-
lowed them to pursue a more realistic approach to achieving
legislative reform and to escape ALRA’s sense of ‘ownership’
of the abortion issue.
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The second group was the Health Industry Group (HIG). The
HIG included the Australia Medical Association, the Royal
Australian College of General Practitioners, the Royal Austral-
ian College of Obstetricians and Gynaecologists, the Royal
Australian and New Zealand College of Psychiatrists, Austral-
ian Faculty of Public Health Medicine of the Royal Australa-
sian College of Physicians, the Public Health Association, Fam-
ily Planning WA and the Health Consumers Council. These
were mostly organisations that represented medical profession-
als and had a history of political conservatism. The HIG wrote
to politicians, issued press releases and responded to media
interviews. The HIG also organised, made announcements and
kept the public abreast of the medical profession’s publicly
stated intention to refuse to provide terminations in the ab-
sence of legislative clarification of the law.

Legislative strategy
In the first stage of the campaign, the pro-choice movement
was on the offensive, having seized the opportunity the arrests
had provided to push for full repeal. Public and political anxi-
ety about the DPP’s decision to enforce the law, coupled with
the medical profession’s decision to restrict access to termina-
tions, contributed to Davenport’s decision to pursue repeal
rather than proceed with her pre-arrest plans to amend the
criminal code. ALRA supported this decision and launched a
campaign that offered repeal as the solution to the crisis.

The government decided to sponsor their own staged bill that
kept abortion in the criminal code because some more liberal
members of the government thought it would be good elec-
tion politics. Key government members supported the reten-
tion of abortion in the criminal code and a staggered approach
as the means to finding a moderate solution to the problem.

Davenport decided not to support the government’s bill for
reasons that may have included the government’s withdrawal
of promised support for her bill and pressure from minor party
MPs and activist groups to pursue repeal. However, going it
alone meant that Davenport’s bill was disadvantaged by a lack
of government support.
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The turning point in the campaign was the decision of the Coa-
lition for the Defence of Human Life to release confidential in-
formation about women having terminations. This information
included the ages of the women and the gestational ages of
their foetuses, each of which was given a name by the anti-
choice agitators. The information was announced on the eve of
the resumption of debate in the lower house. Many anti-choice
MPs were appalled by the invasion of privacy and gratuity of
the stunt and believed that the banner headlines that resulted
ensured that all four options of the government bill passed its
second reading. The bill was transmitted to the upper house.

This was the high point of the campaign for the pro-choice
movement: two pro-choice bills passed by two house of par-
liament, each of which allowed abortion if a woman gave her
informed consent. Of the two, Davenport’s bill remained more
liberal.

To facilitate a reasonably smooth passage of her bill through
the lower house, Davenport had agreed by 8 April to a number
of amendments. These included a penalty of five years’ im-
prisonment for an abortion performed by a non-registered
medical practitioner, the removal of the word ‘economic’ in
the consequences for the woman making an abortion allow-
able and the inclusion of the lower house’s definition of ‘in-
formed consent’.

The government bill was ruled out of order in the upper house
on the same day pro-choice MP Diana Warnock introduced
Davenport’s concessions to the lower house. The ruling against
the government bill put Davenport under further pressure to
smoothe the ruffled feathers of those in the lower house who
resented losing ‘their bill’. It is here that things fell apart. Over
the next month, Davenport agreed to the return of unjustified
abortion into the criminal code, to restrictive dependant mi-
nor provisions and to the addition of an information clause.
On 21 May, the Davenport bill became law.

The period after each house had passed their respected abor-
tion bills was extremely stressful for pro-choice activists. Dur-
ing April, anti-choice forces began working around the clock,
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trolling United States statute books for possible amendments
to undermine the informed consent justification. Straton would
arrive at Parliament House each morning to confront a new
list of proposed anti-choice amendments. In retrospect, she
believes it would have helped if pro-choice forces had antici-
pated possible amendments and had responses prepared.

Several factors appeared to auger well for the passage of the
Davenport bill with its fundamental features intact. Davenport
and other MPs knew that MPs risked community outrage should
they fail to produce some sort of resolution to the crisis engulf-
ing WA. Since the announcement of the arrest of the two doc-
tors, several women had been admitted to hospitals with
botched self-attempted abortions. The polls were showing 82%
support for treating abortion as a private decision a woman
makes in consultation with her doctors, with 65% of electors
strongly agreeing with this statement.

Given this, it remains unclear why Davenport felt under so
much pressure to negotiate so many compromising amend-
ments to her bill. On 6 April, Straton penned a letter to all
government MPs pointing out that both bills had accepted in-
formed consent as adequate grounds for legal abortion and
pushing MPs to remove all abortion sections from the criminal
code except those referring to non-medical abortion provision.

Yet, just a few days later, with her bill the only one still in town,
Davenport seemed to be making the sort of compromises that
would only be made when a bill is really in trouble. Davenport
firmly rejects any suggestion that she got a worse outcome
than she needed to. She argues that the bill would have been
defeated in the final stage without every single one of the com-
promises she made.

Negotiations may not have been helped by the fact that nei-
ther Davenport nor Straton appeared to have agreed on clear
‘bottom lines.’ Davenport says that her bottom line was that
aborting women had to be free from the threat of prosecu-
tion and that all mention of abortion had to be removed from
the Criminal Code. Given that this latter criteria was not ob-
tained, however, and that Davenport was earlier prepared to
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put forward an amendment that only added to the Criminal
Code, it is unclear how non-negotiable this ‘bottom line’ re-
ally was. Straton claims that she and Davenport didn’t have
a bottom line position, because they did not have ‘that sort
of power.’

While Davenport insists that the bill would not have left the
lower house without the amendments, Straton suggests that
they may have been able to beat back or amend the informed
consent provision so ‘counselling’ was better defined had the
amendment not come up in the middle of the night. Another
informant suggests that the informed consent provision was a
good-faith gesture, a give-away designed to demonstrate the
‘reasonableness’ of pro-choice negotiators.

Grassroots strategies
MPs appreciated the purple ribbons worn by ALRA in the par-
liamentary gallery. Several reported that they found it reassur-
ing to look up and to know that someone was ‘on their side’,
particularly when the debate grew acrimonious. Several activ-
ists expressed frustration, however, convinced that that the
politicians were not ‘using’ them enough or as effectively as
the anti-choice politicians were using their grassroots support-
ers. ALRA felt they were overlooked as lobbyists of wavering
politicians and as providers of visible support inside the par-
liament to bolster the confidence of pro-choice MPs. One MP
specifically cited this lack of visible support and presence as
something that increased her sense of being under siege.

A lack of inside knowledge of how parliamentary lobbying
worked could have contributed to ALRA’s difficulty in ensur-
ing that MPs heard their arguments. Also, politicians saw ALRA
as one ‘side’ of the issue. This meant that when they sought to
reassert control over the internal debate by following the coa-
lition and putting out their own briefing guide for MPs, their
efforts were largely unsuccessful.

There were a variety of tensions between the Davenport/Straton
team and ALRA. These included ‘personality clashes’ and the
team’s perception that certain ALRA members believed they
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‘owned’ the abortion issue. The team perceived ALRA’s resist-
ance to any restrictions on gestational limits and their refusal
to compromise on repeal as being out of touch with the politi-
cal realities of the situation. The Coalition, on the other hand,
accepted that repeal was not ‘politically feasible’, a view expe-
rience had led Straton to share.

While some ALRA activists were distressed at being sidelined
from inside agitation activities within the parliament, some did
not feel such activities were the main part of ALRA’s brief, or
where their power lay. Instead, these activists saw their role as
working from the outside to influence public opinion and to
ensure they did so in a way that supported those with real
power working on the inside. They felt they did this success-
fully by keeping ALRA’s public health message the same as
the public health message being put forward by Davenport,
Straton and their supporters in the parliament. Because ALRA
was working externally, they were not forced to compromise
on the other message that mattered to them – women’s deci-
sion-making around motherhood. This message, unlike the
rights/choice one, had the advantage of not contradicting the
public health message being used by those working internally.

Many of the activists in ALRA and the coalition, as well as MPs
Davenport and Warnock, had been active in the pro-choice
movement for many years. Whether this was a positive thing
depends very much on whether the outcome in WA is seen as
a success or an unacceptable compromise. Long-time involve-
ment in the movement as activists or politicians seemed to
correlate with increased clarity about the compromises that
would be necessary, and an increased willingness to make those
compromises in order to achieve some sort of outcome. It is
unclear whether such ‘realistic views’ assisted or hindered them
in achieving the best possible pro-choice outcome.

As in the ACT, the impression of most activists was that the
media was generally pro-choice and that coverage was mostly
favourable. ALRA monitored and sought to intervene in the
media. Howard Sattler, the traditional scourge of the left and
an extremely popular talkback radio host, was pro-choice. He
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allowed anti-choice advocates onto his show but was dismiss-
ive of their arguments. The major daily newspaper had two
editorials on the issue, both of which supported repeal of the
old abortion laws.

The HIG, the coalition, politicians and ALRA were firmly wed-
ded to a discourse of public health. The public health discourse
was closely linked with discourse about the importance of keep-
ing the procedure legal. Such a link appeared in ALRA press
releases and ALRA went to some trouble to obtain copies of
the Public Health Association booklet, which also links health
and legal issues, in order to distribute them.

ALRA took the issue of discourse and strategy so seriously they
hired media consultants. All members agreed this was one of
the best decisions they made. The consultants were well con-
nected in the small town of Perth and provided specific advice
on how ALRA activists ought to present their case and them-
selves to the best effect.

Davenport, the coalition and ALRA characterised abortion as
a difficult and complex decision that women undertake re-
sponsibly and with due seriousness. In a letter to MPs, the
Coalition rejected the media’s blithe use of the phrase ‘abor-
tion on demand’ to describe ‘the complex and difficult deci-
sion-making process engaged in by a woman faced with an
unwanted pregnancy’. ALRA also stressed how the private and
difficult nature of abortion decision-making not only affected
women, but couples and families.

As noted, the medical profession was largely on side with the
push for repeal, although their motives and thus aspects of
their arguments differed at times from those used by pro-choice
activists. Their presence in the coalition resulted in increased
attention and seriousness from both media and politicians to
the abortion issue and to pro-choice arguments. These ben-
efits may explain the lack of objections activists made to self-
interested medical insistence that all abortion restrictions be
lifted except those restricting provision to medicos. One activ-
ist notes that she has never been able to get a politician to take
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the idea of having no restrictions on abortion seriously. She
notes that arguments against removing all restrictions cluster
around the need to protect women from unscrupulous practi-
tioners.

A number of young female lawyers come forward to tell of
their personal experiences of abortion. All on the pro-choice
side saw this strategy as extremely effective. The stories of dif-
ficult and sad decisions that resulted in non-pathological out-
comes for contemporary women contrasted sharply with anti-
choice discourse that sought to make the minority experience
of women ‘hurt by abortion’ the representative modern-day
abortion experience.

The bulk of anti-choice discourse was of the traditional sort
that confirmed the extremism of the anti-choice movement.
Anti-choice forces asserted the rights of foetuses and demonised
women and service providers as murderers. The Coalition for
the Defence of Human Life sent plastic foetal kits to every MP
and imported a recanting American abortion doctor from the
US. Anti-choice groups also used television adverts that showed
a foetus in the womb with the sound of a heartbeat that sud-
denly stops. They took out similar style advertisements on ra-
dio stations, but one station pulled the advert after receiving
complaints from listeners.

In particular, the pro-choice movement benefited from the anti-
choice decision to release confidential medical records of
women who had abortions, along with the gestational ages of
the women’s foetuses, to the press. The stunt divided the anti-
choice movement and pushed wavering politicians and mem-
bers of the public towards the pro-choice position.

The impact of legislative change on access
Since the laws have been passed, most women’s access to infor-
mation and services has improved. Plans are underway for a
clinic to begin providing access beyond 15 weeks and possibly
up to eighteen weeks. In addition, there is now a process – al-
beit an extremely restrictive one – for women to obtain post-
twenty week terminations that they had to obtain interstate in
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the past. Because clinics were always restrictive in their provi-
sion of abortions to girls under sixteen and the judicial bypass
appears to be working smoothly, access for minors may have
been improved.

The Western Australian government’s Health Department has
produced and disseminated counselling guidelines to practi-
tioners and a balanced easy-to-read information booklet for
women. These discuss the possible emotional consequences
of abortion and the risk of the procedure to fertility. No men-
tion of breast cancer is made.

Conclusion - Lessons learned from recent
Australian pro-choice experience
• Activist groups should aim to meet regularly, even when

the issue is not politically centre-stage. This will allow
them to analyse and evaluate the political players and
scene, anti-choice discourse and strategy and to formu-
late and agree on the language and strategies they will
use when campaigning.

• Forming coalitions with other pro-choice supporters and
giving those coalitions fresh names for a campaign are
proven strategies. Coalitions with the medical profession
offer numerous strategic benefits. However, activists must
remain aware of the differences that are likely to exist
between feminist pro-choice values and goals and those
of the medical profession. Mistaken assumptions about
similarities in values and goals between seemingly like-
minded groups provide ‘divide and rule’ opportunities
to the opposition.

• Grassroots activists must be wary of the assumptions they
make about, and the trust they give to, politicians. Activ-
ists should not assume that politicians running with the
abortion issue share their ‘bottom lines’.

• Activist groups should analyse and debate the meaning,
effectiveness, acceptability and relevance of older and
newer pro-choice discourses and strategies to the gen-
eral Australian situation and the specific conditions in



Australia

69

their state. Discourse and strategy effective in the past
may not be effective when conditions or times have
changed.

• The large well-funded and well-organised US anti-choice
movement supports the smaller Australian movement
with financial and informational resources as well as
personnel. Activists can anticipate some of the newer
strategies used by the Australian movement by watching
for changes in the US movement’s strategies and pro-
choice responses to these.

• Both inside and outside agitation may be effective and
can – when used in tandem – be mutually beneficial.
Inside agitation tends to involve more compromise, but
is also more likely to achieve an outcome. Outside agi-
tation allows activists to remain committed to
uncompromised ideals that can serve to remind those
working from the inside of the necessary limits to com-
promise. Inside agitators may benefit from the percep-
tion of moderation and rationality that results from con-
trasts of their methods and positions with those on the
outside.

• The anti-choice movement has borrowed depictions of
women as victims who lack moral agency and real choice
from radical feminist arguments of the 1980s and have
manipulated the feminist concept of informed consent
to serve their anti-feminist ends. This borrowing and ma-
nipulation is an attempt to appeal to feminist-oriented
women and to undermine the effectiveness of feminist
arguments and strategies. In constructing pro-choice strat-
egy and tactics, activists must attempt to anticipate ways
in which their arguments can be used against feminist
ends. They may need either to reclaim the notion of in-
formed consent or to construct a new phrase to replace
it.
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Introduction
The population of Bangladesh is now over 123 million, with
an estimated annual growth rate of 1.6% (Bangladesh Bureau
of Statistics (BBS), 1998). Forty-three percent of the popula-
tion is below the age of fifteen years and early marriage is still
the norm, in that more than 60% of women are married by
the age of fifteen. The median age at first birth is around eight-
een years (Mitra et al, 1997). Just over half (54%) of all cou-
ples use contraception and the majority use temporary meth-
ods. Although the total fertility rate has declined considerably,
it is still high, at 3.3. The maternal mortality rate of 420 per
100,000 live births (BBS, 1997) is a major concern. This high
rate is a result of poor availability as well as low utilisation of
services and a general lack of information. The low status of
women is a major determining factor for the high mortality
and morbidity burden women face.

The Bangladesh National Population Policy was drafted in
1976. The draft policy included various measures to increase
the accessibility and availability of mother and child health
(MCH) services throughout the country. It also proposed
strengthening the supervision system.

In terms of legal measures, the policy proposed liberalisation
of the law on abortion. Under the Penal Code of 1860, abor-
tion is permissible only to save the life of the expectant mother.
In all other cases abortion, self-induced or otherwise, is a
criminal offence punishable by imprisonment or fines. The
policy proposed that medical termination of pregnancy (MTP)
by a qualified medical practitioner within twelve weeks of
pregnancy would not be punishable, provided that the
woman, with the consent of her husband or legal guardian,
voluntarily submits for MTP for socio-economic or medical
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reasons. For the purposes of the law, socio-economic rea-
sons would include unintentional pregnancy, rape, desertion
by the husband or extreme penury. Medical reasons would
include risk to life or grave danger to the physical and men-
tal health of the women or risk that the child be born with a
congenital abnormality.

The draft policy was, however, not approved as the national
population policy. The main aim of the policy had been to
achieve the demographic goal of the country. This objective
remained an important one for the government despite the
rejection of the 1976 proposals. Thus, in 2000 a new Na-
tional Population Policy was formulated which reflected the
need for the prevention of unsafe abortion. Similarly, the
objectives of the Ministry of Health under the Fourth FiveYear
Plan were to create public awareness of the seriousness of
the population problem and to integrate family welfare into
the development programmes. Better maternal and child
health care was planned to reduce infant, maternal and
neonatal mortality. During the Third and Fourth Health and
Population projects, maternal and child health family plan-
ning strategies were developed to achieve a reduction in
maternal mortality and promotion of women’s health serv-
ices through nutrition and prevention of ill health. Subse-
quent programme formulation and implementation have
largely followed these strategies.

Nevertheless, abortion remains illegal in Bangladesh. This
paper looks at how, through delivery of menstrual regulation
(MR) services, many women in Bangladesh have enjoyed ac-
cess to a way in which to avoid unwanted pregnancies, while
the government has found a way of, at least partly, addressing
its population concerns. The paper is based on a literature
review, the personal experience of the author as the first MR
service provider and interviews with senior government pro-
gramme managers and an NGO executive.
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Introduction of menstrual
regulation in the national
programme
History
In 1972, the law on abortion was waived for women raped by
members of the army during the War of Liberation. During
this period abortions, some carried out very late in the preg-
nancy, were performed in a few district hospitals under the
guidance of expert teams from home and abroad. In 1974 MR
was initiated in an isolated urban model clinic where newer
methods were being introduced to study the feasibility of large-
scale introduction in the country.

The model clinic was funded by the Pathfinder Funds as a part
of a national postpartum programme. Those responsible hoped
that the introduction of modern contraceptives and menstrual
regulation procedures in the same clinical facilities would en-
hance the ability of the programme to achieve its desired de-
mographic goals. They hoped that it would help with fertility
control by providing backup services to lessen the effects of
contraceptive failure (Khan et al, 1984).

Menstrual regulation involves a surgical procedure to inter-
rupt the course of a suspected pregnant status within 14 days
of the expected onset of the missed menstrual period. During
the first 14 days of a missed period, currently available tech-
nological tools can not establish pregnancy conclusively. Thus
any simple procedure to interrupt a suspected status of preg-
nancy can be described as a means of ensuring that the woman
is not pregnant, or a treatment for delayed menstruation, rather
than as an induced abortion. The procedure is carried out by
vacuum aspiration. The source of the vacuum is usually a 50cc
plastic syringe and occasionally an electric vacuum aspirator.
Depending on the length of gestation, a flexible plastic can-
nula of varying dimensions is used.

The author was the first physician in the model clinic. The
Bangladesh government encouraged the introduction of MR
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services in a few isolated family planning clinics. In 1978, an
MR Training and Services Programme (MRTSP) was initiated
in seven government medical colleges and two government
district hospitals.

The initiatives of 1974 cannot be isolated from other develop-
ments after the war of 1971. Government leadership, in par-
ticular, must be commended for its support of the introduction
of MR. One of the prominent leaders was an entrepreneurial
secretary of health with a foreign wife; both of whom had PhDs.
His leadership, enthusiasm and commitment to women’s health
were key factors promoting the establishment of these special
projects with innovative activities.

Who defined the problem?
The Director of Service Delivery had a doctorate in public
health and was also a researcher. He made an important con-
tribution to the definition of the problem. As a technocrat at
the Directorate level, he provided leadership in planning, im-
plementing and facilitating these innovative programmes. In-
ternational support and initiative in the early phase of the family
planning programme facilitated the initiative. The leadership
and initiative of providers in undertaking new ventures were
also key in the successful implementation of the methods as
well as in the introduction of paramedics to the program.

All in all, there was an able group at the ministry and directo-
rate level who, when the donors approached them, responded
well to the idea of creating new types of organisations, inno-
vative activities and model clinics.

International assistance
Funding and technical assistance from Family Health Interna-
tional, an organisation situated in North Carolina, USA, sup-
ported research, including clinical trials on contraceptives in
the clinic. The first clinic where MR was initiated was funded
by Pathfinder Fund under the auspices of the Ministry of Health.
In about 1974, experts involved in the development of manual
vacuum aspiration (MVA) with a plastic cannula came to Bang-
ladesh under the auspices of the US Agency for International
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Development. The experts delivered lectures and demonstrated
the use of MVA at the clinic.

Until 1983 external funds were available from the United States
Agency for International Development (USAID), the Pathfinder
Fund and the Population Crisis Committee. Due to the US
government’s stance on abortion, however, almost all non-
government programmes stopped providing MR services in
order to protect their access to USAID funds in 1983-4. Donor
agencies such as the Ford Foundation and Swedish Interna-
tional Development Cooperation Agency (SIDA) stepped in
to provide bridging support. Donor interest was primarily in
achieving demographic goals through fertility control. They
were motivated by public health concerns rather than a con-
cern with women’s rights.

At national level
The doctors at the model family planning clinic learned the
method first and began performing the procedures. Some fe-
male paramedics were then trained by the doctors on a trial
basis in the MR procedures. These paramedics then started
providing services at this and other non-governmental organi-
sation (NGO) clinics under the supervision of doctors. With
this experience, paramedics were increasingly asked to pro-
vide MR services in the NGO sector.

The professional obstetrics and gynaecology practitioners at
the medical college and MR training centres were responsible
for both training the paramedics and then employing them.
Unlike in other countries, there was no apparent resistance
among the practitioners to utilising paramedics.

It was an opportune time. Intra-uterine devices, the lippes loop
and the condom were the only contraceptive methods avail-
able in 1965. Injectibles arrived around 1978. The lack of avail-
ability of adequate and appropriate contraceptive methods
facilitated the introduction and expansion of MR.

Many studies on abortion at hospitals corroborated the need
for such methods. The Ford Foundation and local experts
showed the extent of mortality due to induced abortion. Com-
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plications of induced abortion were identified as one of the
five main causes of maternal mortality.

Despite the fact that abortion was still illegal the government
included MR services in the national family planning pro-
gramme in 1979 and encouraged doctors and paramedics to
provide MR services in all government hospitals, health and
family planning complexes. A memorandum from the Popu-
lation Control and Family Planning Division of the Ministry of
Health quotes a report from the Bangladesh Institute of Law
and International Affairs (1979) to the effect that MR does not
come under the prohibition contained in the Penal Code in
that pregnancy cannot be established. Under the law, preg-
nancy is an essential element of the crime of abortion. The
MR method makes it virtually impossible for the prosecutor to
meet the required proof as in Bangladesh MR is performed
only until the tenth week following a missed menstrual period.
After that patients are referred to as abortion cases. MR is rec-
ognised as an interim method of establishing non-pregnancy
for the woman who is at risk of being pregnant. Whether or
not she is, in fact, pregnant is not an issue.

The government memorandum states that MR is part of offi-
cial policy and that the necessary logistic support for MR serv-
ices and training will be provided by the Division. Another
Division memorandum of 1980 states that MR can be per-
formed by an MR-trained, registered medical practitioner or
by a Family Welfare Visitor (FWV) who has specific training in
MR. It also specifies that an FWV should perform MR only up
to eight weeks from the last menstrual period and must do so
under the supervision of a physician. Any case of longer dura-
tion must be referred to a trained doctor. In many govern-
ment-supported clinics, the procedure is now performed by
paramedics.

The current situation
In 1985 bans were imposed on using USAID funds for MR.
Several organisations that had been receiving USAID funds
stopped providing services. Nevertheless the procedure con-
tinued to be offered within the government service network
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where people were trained and willing to perform the proce-
dure.

When USAID money was discontinued, the Ford Foundation
provided bridging funds. The Swedish International Develop-
ment Cooperation Agency (SIDA) then began funding the
NGO network to support FWV refresher training and research.
The SIDA support continues today. USAID now provides sup-
port for post abortion care. The Health and Population Sec-
tion Programme for 1998 to 2003 of the Ministry of Health
and Family Welfare includes menstrual regulation as part of
the Reproductive Health Care Package.

Existing information suggests that each year about 2.8% of all
pregnancies undergo MR and about 1.5% undergo induced
abortion. A significant number are conducted in public facili-
ties, but under unsafe conditions. Although about 12,000 doc-
tors and paramedics have received formal training in MR and
the rate of complications and side effects have been reduced
over time, the unsafe termination of pregnancies continues to
occur due to inadequately trained personnel and insufficient
logistical support. In addition, many women do not know of a
provider or are not aware of time limits. Access to legal MR
services is also inferior in rural areas compared to urban ar-
eas.

Discussion on strategy
Why not the legal route?
Most other case studies in this publication describe the strug-
gle for liberal laws. In Bangladesh significant access to termi-
nation of pregnancy has been achieved despite restrictive
laws.A legal solution to abortion was never seriously on the
agenda once MR had been introduced in Bangladesh. Most
actors and advocates of MR are content with the way the
service is being provided. Improved quality and accessibility
are the issues to be addressed rather than legality. Paramedics
are currently providing services, government provides logis-
tics and NGOs do the training. The programme thus repre-
sents good networking between government and NGOs and
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there is widespread support for protecting and promoting the
programme.

Resistance – or the lack of it
The programme, located in the family planning division of the
Ministry of Health, encountered virtually no resistance from
doctors. The doctors, who mostly work in the health division,
were not concerned about the availability of the method or
about the involvement of paramedics. Initially those
paramedics involved were family planning paramedics named
Lady Family Planning Visitors. Their name was later changed
to FWVs and they were given additional midwifery training.
There was no opposition from obstetricians and gynaecolo-
gists to this. Rather there were referrals of MR cases from the
obstetricians and gynaecologists to the centre. The specialists
were at that time performing D&C abortions in their private
practices, but were happy to have the paramedics perform
MR.

Political and religious groups also raised no objections to the
initiative, perhaps because they did not know about it.

In a country like Bangladesh there could be several reasons
for this lack of resistance. One reason, which explains the
overwhelming influence of donors, is the focus on population
objectives (this sentence is not self-explanatory). The focus on
the public health and population control perspective rather
than the women’s rights perspective or women’s socio-eco-
nomic status would also have avoided opposition from other
quarters. Thirdly, health NGOs were sensitised to women’s
health care needs and some NGOs were interested in provid-
ing MR services. This provided a fertile ground for the govern-
ment-NGO collaboration that characterises the programme.
The women NGOs feel that if they talk loudly about abortion,
there could be problems. It is more important for them that
services are provided through government clinics and that
government trained personnel, both doctors and paramedics,
perform the procedure. Further, both pre- and post-counsel-
ling is given. The service thus constitutes a good ‘package’,
with fees ranging from nominal to modest.
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Another possible reason for the lack of resistance is that the
country’s leadership were educated and enlightened as to what
was happening in the western world and had contact with in-
ternational groups. Bangladesh was not the first country in
which MR was introduced. Funding agencies were already
implementing the programme in other countries. Bangladesh
had the requisite leadership and a pressing population issue.
None of the available contraceptives were foolproof in pro-
tecting women from unwanted pregnancy. It was made clear
that MR is not a contraceptive method, it is rather a backup for
the ineffective use of contraceptives. The impetus for its intro-
duction thus came from scientists, government and interna-
tional leadership rather than from those concerned with wom-
en’s rights.

How the service works
Providers
MR training and service facilities were extended in phases and
services are now available throughout the country. There are
nearly 8,000 doctors and 6,500 paramedics trained in MR who
are posted in government clinics at national, district, thana
and union levels. (The thana is an administrative unit, cover-
ing between 250 000 and 300 000 people, while the lower-
level union covers about a tenth of this number of people.)
Services are also provided privately by doctors and paramedics.

About half of the doctors who obtain MR training are interns
in the medical college hospitals. The remainder are already
employed in medical posts. Many private physicians also ob-
tain training and provide MR services in their private prac-
tices.

The FWVs are an important component of the service in both
in government facilities and in their private capacity, espe-
cially in rural areas. The FWVs have at least ten years of for-
mal schooling prior to their 18-month course in family plan-
ning and MCH. They learn to insert IUDs during this course
and MR techniques are taught with additional training in fresher
and refresher courses. There are two main reasons MR tech-
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niques are not taught during the basic training. Firstly, it is felt
that they need to gather experience in assessing uterus size
before performing theprocedure and secondly, not all basic
training centres are adequately equipped to train paramedics
on MR procedures and the related management issues.

FWVs are posted in almost all Thana Health Complexes and
all the Family Welfare Centres. In addition to MR services, they
provide counselling and follow up to their clients. FWVs are
also posted in most of the 4,500 unions in the country. Each
FWV attends satellite clinics twice a week, extending their serv-
ices to the peripheral level. The FWVs are vital in minimising
the number of cases in which MR is not possible because
women arrive at the rural clinics too late, more than four weeks
after missing their menstrual period. The FWVs help to mini-
mise this because they come in contact not only with the women
demanding clinical services but also with others who visit the
satellite clinics.

Training
The government provides considerable support in the form of
clinic space, salaries, and equipment for MR training and serv-
ices. At present three programmes, one government and two
non-government, train government health personnel in the
MR procedure.

Most MR training is carried out at centres by NGOs, working
under the supervision of the university medical colleges. The
MR training and service organisations use three standardised
training protocol and curricula: first time training for doctors,
first time training for FWVs and refresher training for FWVs.
To be certified, each doctor trainee has to perform at least
twenty MR cases independently and counsel twenty clients,
every new FWV trainee has to perform at least twenty-five MR
cases independently and counsel twenty-five clients and every
refresher FWV trainee has to perform ten MR cases independ-
ently and counsel ten clients. MR training covers counselling
and infection prevention. Films on contraceptives and men-
strual regulation are shown during training and alecture on
safety and comfort is part of the curriculum.
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Regulatory procedures
The MR programme is guided by a National Technical Advi-
sory Committee headed by the Director General, Directorate
of Family Planning. The members come from the Directorate
of Family Planning and four non-government organisations
which play a prominent role in the implementation of the pro-
gramme and training.

Effects of the illegal status of
abortion
While MR provides access to termination of pregnancy for
many women in Bangladesh, the illegal status of abortion
causes a range of problems.

Lack of data
The number of MRs officially reported to the Directorate of
Family Planning, including reports from MR training and some
service centres, was approximately 120,000 for a twelve month
period spanning 1998/9. MR procedures are also performed
privately by doctors and FWVs, by other medical personnel
and by traditional practitioners without formal training. De-
pendable estimates of the annual number of MR procedures
performed in the country are not available due to under-re-
porting of the MR procedures performed in private practice.
Estimates of induced abortion procedures based on interviews
with practitioners are in the range of 400,000-500,000 in one
year (Singh et al, 1997).

Utilisation of MR services and lack of knowl-
edge
The Bangladesh Demographic and Health Survey of 1996/97
(Mitra et al, 1997) shows that almost four in five women who
are or have been married know about MR, while the level of
knowledge among currently married men is low. On average,
3-4% of women reported that they had undergone MR at some
point. The proportion of those who have had MR is highest
among respondents who are currently in their late 20s and
30s.
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In spite of the widespread availability of MR services, utilisa-
tion of MR thus remains low, especially among high parity,
less educated, rural women. There could be a number of rea-
sons for this. Firstly, MR is not well publicised. Women learn
about MR services mainly through word of mouth, through
the family planning field workers, from FWAs, or from tradi-
tional birth assistants (TBAs). The FWAs are a particularly im-
portant source of information. They visit households and edu-
cate women on mother and child health and family planning.
One FWA covers about 800 households and there are about
23,500 FWAs in the country.

A second possible reason for the under-utilisation is that
paramedics are not able to reach all women as they can only
perform MR up to eight weeks. MR beyond eight weeks is done
by doctors in relatively larger centres at district level. Because
of a lack of information, many women do not know that they
must have the procedure before eight weeks. As they are illit-
erate, they do not have access to written materials and sur-
veys show that even those who have had MR, do not know
what it is.

Marie Stopes has roadside advertisements informing people
about the availability and location of MR services. While gov-
ernment and NGO clinic staff and fieldworkers are free to com-
municate with people in the community, MR publicity is not
permitted in any formal media, probably because of the social
stigma still attached to abortion.

Inappropriate use of MVA equipment
The highest proportion of abortion complications is reported
when providers are FWVs, Kabiraj (herbal healers) and self
induced. Traditional birth attendants and village doctors are
another group of providers for whom complications are re-
ported.

It has been reported that MR syringes are used by paramedics
to induce abortion. The paramedics then refer the woman to
a hospital where she receives treatment by D&C. The guide-
lines state that the MR syringe can be used for a uterus of less
than eight weeks’ size and that only the appropriate cannula
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should be used beyond this date. Research shows that the use
of the MR syringe beyond nine weeks’ gestation results in com-
plications, particularly in incomplete abortions.

There is, however, a positive side to this situation. In the pre-
MR period these women would go to an indigenous provider
who would place sticks inside the uterus. This would often re-
sult in infection and death. The trained paramedic uses a
method which is approved, but uses it beyond the recom-
mended period. Thus women have access to a facility where
their lives can be saved through lessened risk from the compli-
cations.

Rejected MR
In the training centres, MR is performed during the 6-8 week
period by FWVs and doctors using MVA. In the 8-10 week
period, it is performed by doctors using electric vacuum aspi-
ration. A study in 1990 (Kamal et al, 1993) found that nearly
one-third of women seeking MR services were rejected. Most
of the rejections were due to pregnancy durations of longer
than eight weeks as this is the period in which rural paramedics
are permitted to perform the operation by means of a plastic
syringe. At larger facilities, MR can be performed with vacuum
aspiration machines up to eight weeks. Here again, reporting
to the clinics when the pregnancy is too advanced was found
to be the most common reason for rejection for MR. There
were a variety of reasons for clients attending late at the clinic.

Many of the rejected MR clients resort to dangerous indigenous
methods of abortion and about one-fifth of maternal mortal-
ity is attributed to traditional unsafe abortions.

Drainage of hospital and family resources
The complications of illegal abortion affect not only individual
women and their families, but also medical institutions and
society as a whole. Treating these complications consumes
substantial quantities of scarce resources such as hospital beds,
blood for transfusions, costly medicines and the time of medi-
cal personnel which could be better utilised treating other
medical conditions. Studies showed that the mean duration of
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a hospital stay for post-abortion care is about six nights (Khan
et al, 1984). Cases with associated surgery usually need to
stay for more than eleven nights (Akhter, 1998).

Conclusion: The effect of MR
services on abortion seeking
practices and consequences
While the liberalisation of abortion laws goes a long way to-
ward preventing morbidity and death from unsafe procedures,
Bangladesh provides an alternative example of a way to ar-
rive at a socially acceptable and workable compromise which
provides access without a change in law. The introduction of
the menstrual regulation programme in Bangladesh is signifi-
cant because it occurred despite restrictive laws around the
termination of pregnancy.

The Bangladesh example suggests that commitment is one of
the most important requirements when one wants to increase
access to safer abortion services and thus save women’s lives.
In Bangladesh this commitment resulted in the formation of a
government-NGO partnership that provided effective leader-
ship to protect, promote and lobby for greater access to abor-
tion care through influencing both policy and the wider com-
munity.
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Introduction
Brazil is the largest and most populous country in Latin
America. It is also the country with the greatest social inequal-
ity in the world. Available statistics suggest that the richest 10%
of the population have an average per capita income approxi-
mately 56 times greater that the poorest 10% (Citizen Observa-
tory, 2000).

The Brazilian official public health system is based on univer-
sal access. The national Health Ministry plays a regulatory role.

There has never been an explicit population policy in Brazil.
Since the 1960s, however, there has been a marked reduction
in the average growth rate of the population – from 2.9% per
annum to 1.9% in the 1980s. At the same time the fertility rate
dropped from 5.6 in the 1960s to 2.5 in 1996, with a variation
from 2.3 to 3.5 depending on the region (Geographic and
Statistics Brazilian Institute (IBGE), 1996).

Even without a population policy, private family planning or-
ganisations became active in the 60s. The organisations fo-
cused on offering oral contraceptives and female sterilisation.
The Brazilian government only began offering contraceptives
in public health clinics in 1983 through the Programme for
Comprehensive Women’s Health (Programa de Atenção Inte-
gral em Saúde da Mulher, PAISM). This initiative provided the
first opportunity for feminists and the Health Ministry to work
together.

Today contraceptive use in the country is widespread. Surgi-
cal sterilisation predominates. In 1996, 40% of all women liv-
ing with men were sterilised. Sterilisation is followed by the
use of the pill, with 21% of all women living with men using
this method (Demographic Health Survey, 1996).
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Since 1940, abortion has been considered a crime under the
Brazilian Penal Code except in cases of pregnancy resulting
from rape or if there is no other way to save the life of the
pregnant woman. Very few women and health professionals
knew about this legal possibility for performing abortion until
1990. This fact, allied to the refusal of professionals to perform
the procedure and a strong moral rejection by the public of
the voluntary interruption of pregnancy, made this legal per-
mission a ‘dead letter’. Thus, until 1990, it was practically im-
possible for a woman to obtain a voluntary interruption of
pregnancy in the public heath service, even when this proce-
dure had legal protection.

The illegality of abortion in Brazil led to the expansion of a
network of clandestine abortion clinics, in which the degree of
security and sanitation was directly related to the price charged.
Thus, women with greater purchasing power managed to ne-
gotiate relatively safe abortions, while the poor had access only
to low quality clinics. This put their health and even their lives
at risk. In the safer clinics, the prices were high, causing many
women to resort to other abortion practices, such as the intro-
duction of objects into the uterus or the ingestion of substances
considered to be abortifacient. These practices are of ques-
tionable efficacy and have great potential for undesirable side
effects and consequences (Costa, 1999).

Besides the consequences for women’s health, the illegality of
abortion and the multiplicity of means used to realise it made it
difficult to study the practice with any precision. Yet different
studies, while disagreeing on the rates, all suggest that the number
of induced abortions in Brazil is high. According to the Allan
Gutmacher Institute, for example, in 1990 there were 39 abor-
tions for every 1,000 women (Allan Gutmacher Institute, 1998).

Between 1991 and 1993, abortion accounted for 11% of ma-
ternal deaths in the country (Costa, 1999). In 1998, abortion
was the fifth most common reason for hospital admission in
the public health network and was responsible for 9% of ma-
ternal deaths and 25% of the cases of sterility for tubal reasons
(Ministerio de Saude, www.saude.gov.br).
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Early political action
Since the 1970s the struggle for the right to abortion has been
one of the main causes of the feminist movement in Brazil.
There has been heated discussion among feminists as to
whether to advocate decriminalisation or legalisation. Thus
feminists discussed whether abortion should be a woman’s
right, reflecting her autonomy and self-determination, or
whether it should be performed for women only under pre-
determined circumstances. The latter arguments were based
on the rates of female morbidity and mortality due to its clan-
destine nature and the potential social, psychological and
health risks for women and their children. The former argu-
ment was based on the idea of the right of a woman over her
body. As feminists have affirmed since the 1970s: ‘Our bodies
belong to us!’

In 1989, with the election of a democratic city government, an
alliance between local government, the women’s movement
and health professionals committed to social change managed
to establish the first service for legal abortions in a public hos-
pital. The service was located in a poor, densely populated
region in São Paulo City. São Paulo is the most populous Bra-
zilian city and the main economic centre of the country. What
happens there has strong repercussions around the country.
Thus the inauguration of the Service for Legal Abortion of the
Municipal Hospital of Jabaquara was intentionally accompa-
nied by discussions with different social actors to stimulate
debate on abortion rights throughout the country. In the first
years of functioning, the service probably inspired as much
discussion as procedures, operating as a reference for debate
on abortion in different spheres. Such discussions were pro-
moted by organised feminists in alliance with progressive doc-
tors.

For five years, Jabaquara Legal Abortion Service was the only
alternative for women who did not want to continue a preg-
nancy resulting from an act of sexual violence. In 1994 the
time was ripe for expansion. The International Conference on
Population and Development (ICPD) in Cairo, activities of the
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women’s movement, more positive public opinion and sup-
port from health professionals and the judiciary provided the
stimulus. In that year a second public hospital in São Paulo
began to perform legal abortions as part of the activities of-
fered by the Services for Women Victims of Sexual Violence of
the Reference Centre for Women’s Health. This second serv-
ice was the result of an alliance between feminists and doctors
eager to find a way to perform legal abortions that was more
integrated in the overall public health framework.

Since then there has been a significant increase in legal abor-
tion services. Today there are more than 20 services in the
country equipped to provide this type of care. The distribution
is unequal and insufficient in that six of the services are in São
Paulo state and four in Porto Alegre, a southern city with a
tradition of 12 years under a progressive government. Never-
theless, the expansion of legal abortion services has allowed
the discussion of abortion to enter the daily lives of women,
health professionals and members of the legislature. Abortion
is currently the theme of legislative proposals being consid-
ered throughout the country and a frequent issue in the Brazil-
ian media and in academic, technical or political debates re-
lated to the health and autonomy of women.

This article outlines some post-1994 Brazilian initiatives aimed
at broadening women’s access to abortion. It focuses, in par-
ticular, on alliances and partnerships between civil society and
the state. The article draws on a Brazilian bibliography on the
topic as well as interviews with key informants.

The establishment of legal abortion services: a
political strategy
The establishment and expansion of legal abortion services
meets three objectives. Firstly, it guarantees women’s right to
interrupt pregnancy in cases where the law permits. Secondly,
it brings discussion about abortion into the open. Thirdly, it
stimulates the participation of the population, especially
women, in the debate and monitoring of laws that regulate
their daily lives.
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Since 1989, the establishment of services has involved the fol-
lowing steps (Castanheira, 2000):

• Activities of feminist and women’s organisations aimed
at sensitising public opinion and local spheres of gov-
ernment to the issue of abortion permitted by law;

• Discussion with different social sectors, especially the
medical, juridical and police sectors;

• Consultation by feminist organisations and feminist
health professionals within the public health service with
the hospitals of the municipal network around the choice
of location for establishment of the service;

• Organisation of a programme team through voluntary
participation by technicians from different professional
areas. Preferably, each team should include, at a mini-
mum, doctors, nurses, social workers and psychologists;

• Discussion of the operational norms for the service with
this team;

• Publication of a city regulation to establish the service in
the chosen hospital. The regulation specified parameters
such as the documentation required by the women, time
limit for the realisation of the procedure, and so on;

• Training of the technical team, done in partnership with
IPAS for training in manual vacuum aspiration; and

• Establishing the workflow and recording instruments.

How the services function
Referral to a legal abortion service can be done by the ap-
proximately 170 Women’s Police Stations that are spread
throughout the country. These stations are staffed by profes-
sionals who have received specialised training to deal with the
specific problems women face when they are violated. Women
can also be referred by non-specialised police stations, the Legal
Medical Institute (coroner’s office), support services for women
victims of violence and other health services. A woman can
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also arrive at the service without passing through these refer-
ral agencies, although this rarely occurs.

The technical criteria for inclusion in the programme vary across
the different services. The great majority of services set a 12-
week limit for the interruption of pregnancy in cases of sexual
violence or maternal risk. The only document required by law
for the legal interruption of pregnancy is the consent of the
pregnant woman or her legal representative if the pregnant
woman is a minor or incapacitated. However, the majority of
hospitals require a document from the police attesting to sexual
violence. In cases of maternal risk, the technical report of three
professionals is required.

The establishment of services for women victims of violence
has followed a route similar to that of the legal abortion serv-
ices in that they were also based on intense discussion be-
tween the police, judicial authorities and non-governmental
organisations. Every effort is directed towards facilitating the
victim’s use of services as quickly as possible, with the aim of
instituting immediate protective measures such as prevention
of pregnancy and sexually transmitted diseases (STDs) and
treatment of lesions or contusions, as well as protection and
the necessary emotional support.

No proof or documentation is necessary for the victim to re-
ceive treatment at these services since violence can be proven
by clinical examination. If, however, the woman needs a legal
abortion but does not arrive at the service within the 72 hour
period after the violence during which emergency contracep-
tion would be effective, documents are required. These include
a written police report and the written consent of the patient
or her representative. The woman must also sign a declara-
tion of informed consent stating that she is aware of different
options and rights with regard to the termination of pregnancy
resulting from rape, namely interruption, acceptance or putting
the child up for adoption (Drezett, 2000).

Despite the similar routine, the political process of lobbying
for implementation of a service for women victims of sexual
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violence is distinct from support for legal abortion services.
The existence of sexual violence shifts the discussion about
the right to interrupt pregnancy to the prevention and treat-
ment of the consequences of sexual violence. A well function-
ing service for victims of sexual violence with good access for
the community theoretically reduces the need for legal abor-
tions through the availability of emergency contraception. It
therefore encounters less resistance even in more conserva-
tive social circles. It is perhaps for this reason that ten of the 15
functioning services offering legal abortion in the country in
1998 were services for women victims of violence.

In the first six years of their existence, the services for women
victims of violence at the São Paulo Women’s Violence Refer-
ence Health Centre saw 1,118 women and performed 201 le-
gal interruptions of pregnancy (Drezett, 2000). The ratio of con-
sultations to interruptions of pregnancy varies across services,
as does the number of women seeking the services. For exam-
ple, the Women’s Violence Reference Health Centre in Joao
Pessoa, a very conservative city in the North-east, saw only 70
women in the first 18 months of functioning and performed
only six interruptions of pregnancy (REDESAUDE, 2000a).

The majority of the services offering legal abortion interrupt
the pregnancy in cases of serious foetal malformation. In these
cases there is a legal limit in terms of gestation time and judi-
cial authorisation is necessary. However, these legal require-
ments have not been a real barrier since the early 1990s when
a new generation of more progressive people entered the ju-
dicial system. In the last ten years there have been approxi-
mately 500 abortions related to serious foetal malformation,
with only three refusals.

Sensitising public opinion: The
campaign
As noted above, the establishment of a legal abortion service
involves the participation of the organised women’s movement,
of medical entities such as the Brazilian Federation of Gynae-
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cology and Obstetrics (FEBRASGO) and of local government.
These groups work together to create the technical and politi-
cal conditions necessary for the services to function. Their col-
laboration is facilitated by the overlap between the organisa-
tions, in that there are feminist doctors within the system. The
participation of the women’s movement occurs throughout the
process. Prior to implementation, they are involved with the
local public authorities and in discussion with the population.
At the time of establishment, they collaborate in the training of
the professionals, in publicising the service to the community
and in supervising implementation. Thus the co-ordinator of
the FEBRASGO National Committee for Legal Pregnancy Ter-
mination confirms: ‘We can only guarantee the quality of these
services insofar as the local organised feminist groups are work-
ing together with us’ (Andalaft, personal interview).

Nevertheless, the activities of organised women in favour of
abortion go beyond the work done around the legal abortion
services. There has been a systematic and constant effort to
keep the discussion on abortion alive, whether through the
media, the promotion of specific events on the theme or the
introduction of the theme into events on women’s health or
health in general.

The effort to sustain discussion on abortion has gained new
impetus since 1991, with the 28 September Campaign – the
International Day of Struggle for the Decriminalisation of Abor-
tion. The campaign is an effort by Latin American and Carib-
bean feminists in 14 countries to promote mobilisation for
abortion in the region. In 2000, the Brazilian National Net-
work for Health and Reproductive Rights (REDESAUDE) took
on the coordination of the campaign for the following two years.

The campaign attempts to align the struggle for the
decriminalisation of abortion within the broader agenda of
health and reproductive rights. In Brazil the campaign has been
marked by activities in the media, with the legislature and the
Ministry of Health. The chief demands are that care in respect
of legal abortion be available in all the public health services
in the country and that this provision be of the same quality as
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in the services currently in operation. These demands are the
theme of a legislative proposal that has been under considera-
tion since 1991. Technical norms for care of women and ado-
lescent victims of sexual violence have been under considera-
tion since 1999.

The Campaign Coordination Report of 2000 lists the priority
activities of the campaign as follows (REDESAUDE, 2000b):

• The maintenance and strengthening of the visibility of
the issue of unsafe abortion as a public health and social
justice issue;

• The consolidation and updating of arguments on the
right to decide about abortion as a question of human
rights and democracy;

• The broadening of the base of support for the campaign
through the strengthening of ties with legislators, law-
yers and medical associations;

• The mapping of the main forces against the right to abor-
tion and their strategies and activities; and

• An increase in the campaign’s ability to act in the field of
communications through the creation of a campaign site
on the Internet, the creation of a database on the issue
of abortion and publications.

The Campaign has steadily expanded since its inception in
Brazil in 1991 and has succeeded in placing the abortion issue
on the Brazilian political agenda. In 2000, a range of informa-
tive material was produced for different sectors of the public.
There was a pamphlet for the population in general, a special
edition of REDESAUDE’s electronic bulletin for the network’s
members, a special edition of the REDESAUDE newspaper
for health professionals, researchers and women’s organisa-
tions and a dossier for legislators. In addition, electronic pan-
els carrying this year’s theme: ‘Abortion is not a sin. Abortion
is a health right, the right to choose and the right to citizen-
ship’, were placed at the busiest crossroads in São Paulo.
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In parallel with these activities, community events including
seminars, debates and public hearings aimed at intensifying
the dialogue on the right to abortion were held in the main
cities. Target audiences included professionals in the areas of
health, the law, education and communication as well as the
general public. Municipal elections were held in approximately
6,000 cities throughout the country in 2000. Taking a position
in relation to abortion became important to the campaigns of
various candidates and operated as a dividing line among
them.

Monitoring changes in opinion
Getting the issue into the media
As a direct result of the media strategy,abortion accounted for
between 1% and 5% of all material on reproductive health
published in the major newspapers of the country between
January 1998 and September 2000. There was no time dur-
ing this period when the issue was not in the press. The sources
for the material varied greatly and included editorials, the ju-
diciary, the legislature, the executive and depositions. As ex-
pected, opinions were greatly divergent. In general, though,
the coverage was favourable (Comissão de Cidadania e
Reprodução, www.ccr.org.br).

The increase in coverage had started before this and the
amount of space dedicated to abortion doubled between 1996
and 1997, while coverage increasingly emphasised the per-
spective of rights (Melo, 1997). The shift was the result of a
feminist strategy developed during the period of requesting
people favourable to abortion to send letters, faxes or e-mails
to newspapers and magazines so as to stimulate discussion on
the issue. Yet the rights perspective did not necessarily mean
that non-feminists were in favour of abortion. Indeed, table 1
shows a smaller proportion of the editorials and columns for
which a journalist was the source in favour of abortion in 1997
than in 1996, while the proportion opposed to abortion dou-
bled.
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Table 1: Stance in relation to abortion of journalists’
writings, 1996-7

Favourable Neutral Against
1996 51% 39% 10%

1997 40% 39% 21%

Source: Melo, 1997

Nevertheless, the tide does seem to be turning. After RU 486
became available in the United States, an Internet-based opin-
ion poll asked respondents whether they felt that the pill should
also be made available commercially in Brazil as an abortifa-
cient. Overall, almost 70% of respondents were in favour of
the proposal.

The Pope’s visit and the VEJA article
In 1997 Pope Jon Paul II visited Brazil and three of the main
Brazilian newspapers conducted opinion polls on abortion at
his time. Four days before the Pope’s arrival, the Jornal do
Brasil’s front page headlines proclaimed: ‘Catholics are favour-
able to abortion’. The accompanying article reported that
Catholics in Rio de Janeiro disagreed with the Church on some
issues. In particular, 76% of the population self-identified as
Catholic favoured abortion in circumstances provided for in
the law.

The material published by the magazine VEJA probably had
even more impact than the newspaper. VEJA has one of the
highest circulations in the country and is read by the middle
and upper class. Fifteen days before the Pope’s arrival, VEJA
printed on its cover the faces of more than twenty public fig-
ures under the headline: ‘I had an abortion.’ The extensive
material inside the magazine documented the experiences of
well-known and respected women who had undergone abor-
tions. By admitting to having opted for abortion, in many cases
not necessarily due to contingencies of poverty or violence,
these women made it possible to extend the discussion of abor-
tion as a right. It also emphasised that abortion was a more
common experience among women than the more conserva-
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tive sectors were accustomed to acknowledging. Further, the
material allowed women who had had abortions and lived
silently with this experience, solitary and often feeling guilty,
to identify with others.

These media initiatives were partially a result of the active dia-
logue that the feminist movement had established with jour-
nalists since the abortion campaign began in 1991.

Catholics for Free Choice undertook further initiatives on the
occasion of the Pope’s visit. These included the writing of an
open letter to the Pope. The letter was signed by a range of
public and professional people and circulated to the press be-
fore and after being delivered to the Pope. Another initiative
involved activists’ sending postcards with pro-abortion texts
and images to all the people in their circle of personal and
professional relationships.

Dealing with the law: CFEMEA and
the situation in the legislature
Between 1991 and 1998, twenty-four different bills were pre-
sented to Congress containing proposals about provoked abor-
tions. Of these, sixteen adopted a position favourable to a wom-
an’s right to interrupt an undesired pregnancy. Proposals var-
ied and included the broadening of legal criteria, mandatory
performance of legal abortions in all parts of the public heath
service and regulation.

Intense lobbying work on the part of feminists as well as peo-
ple linked to the church helped to get these proposals tabled
in Congress and to win support for them from members of
Congress and broader society. The non-governmental Centro
Feminista de Estudos e Assessoria (CFEMEA) was founded in
the early 1990s. CFEMEA is a member of REDESAUDE and
has taken on the task of monitoring congressional action re-
lated to reproductive rights, especially in relation to abortion.
Since its inception, CFEMEA has been responsible for articu-
lating and coordinating the actions of the lobby in Congress in
favour of reproductive rights.
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Thus, each time a proposal is discussed in Congress, CFEMEA
coordinates a parallel large mobilisation of feminists. For ex-
ample, in March 1995 a proposal for a constitutional amend-
ment was presented to the National Congress with the objec-
tive of prohibiting the practice of induced abortion under any
circumstances. Feminists immediately organised themselves to
send letters and faxes to members of Congress, to publicise
and discuss the proposal in different spheres and to guarantee
the mass presence of women from all over the country at the
National Congress during voting on the proposal in April
1996.The proposal was rejected. This can be considered not
just a great victory for the feminist movement, but also a vindi-
cation of the feminists’ model of political organisation.

The same can be said of activities around the proposal to
make the performance of legal abortions mandatory through-
out the public health system. Presented in 1991, the proposal
was filed in 1995, presented again in the same year, and has
since been in process in Congress. The ongoing process has
provided the motivation for broad mobilisation. This has in-
volved the collection of signatures in support of the proposal
from representatives of distinct sectors of the society such as
the REDESAUDE, the Brazilian section of Catholics for a Free
Choice; the Articulation of Pro-Beijing Women; FEBRASGO,
the National Students Union; and the Central Workers Un-
ion, among others. Another strategy was to disseminate lists
detailing how members of Congress had voted at different
stages.

The group of proposals related to abortion that are in process
in the National Congress has stimulated the development of a
project to reform the Penal Code. The reforms would aim to
broaden the law to extend legality to, for example, cases of
serious foetal anomaly, grave risk to a women’s health and
HIV infection. The last case is particularly controversial. Some
people, including sero-positive women, argue that the ad-
vances in AIDS treatment and prevention of mother-foetus
transmission could mean that such a provision is discrimina-
tory if it makes abortion mandatory under these circumstances
rather than a right.
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To date, all the legislative proposals that have come up for
vote and which aimed to restrict the right to abortion have
been filed or rejected. This is a direct result of the intense mo-
bilisation on the part of forces favourable to the right to abor-
tion.

Further, even though abortion is considered to be a crime, it is
rare for the Brazilian judicial system to condemn women for
this act. Even in the period 1970-1989, before there was in-
tense mobilisation favourable to abortion, of a total of 765
abortion cases coming to court in the city of São Paulo, only
102 went to trial. Of these, only 32 – or 4% of the total – re-
sulted in convictions (Ardaillon, 1998).

Confronting religious discourse:
Catholics for a Free Choice
Three-quarters of the Brazilian population is Catholic. Never-
theless, a large percentage of Catholics are in favour of abor-
tion, both in the cases foreseen by law and even uncondition-
ally. There is also a high prevalence of the use of contracep-
tive methods among the Catholic population, even though
this is a practice the church rejects.

Yet the fact that many people who claim to be Catholic do not
follow religious prescriptions does not reduce the social power
of the church and its influence over the mass media and the
public in general, whether Catholic or non-Catholic. It has
particular power over the legislators.

The power of the Church in Congress is especially visible in
the activities of the Catholic Parliamentary Group (GPC), a
group of legislators from different political parties who identify
with the official positions of the Church. The GPC organises
meetings where they make speeches and debate issues related
to the themes proposed by the Church. Their aim is to arrive
at collective approaches to the issues. The vice-president of
the Republic is a member of the group.

Despite not being formally linked to the Catholic Church, the
GPC maintains close contact with the Confederation of Bish-
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ops of Brazil and with the pro-life groups, defending the invio-
lability of human life from conception. Nonetheless, women
congress members who participate in the GPC sometimes show
greater flexibility in their approach to abortion. For example,
some Catholic women representatives voted in favour of the
motion that sought to oblige public hospitals to perform abor-
tions in the cases permitted by law (REDESAUDE, 2000a).

The best example of the fact that even inside the Church there
are different positions in relation to abortion was given by Sis-
ter Ivone Gebara in 1993, when she gave an interview to a
popular magazine stating that she was in favour of abortion
on ethical and religious grounds. Although Sister Gebara was
severely punished for her stance, her attitude allowed many
Catholics and Christians to review their own position. She thus
facilitated a more open debate rather than simple religious
dogmatism.

Sister Gebara’s controversial interview took place at a time
when Brazilian feminists were attempting to reach progressive
sectors within the Church. The initiative resulted in the crea-
tion of a Brazilian section of Catholics for a Free Choice. Catho-
lics for a Free Choice participated alongside members of the
Church hierarchy in debates in the Senate and the House of
Representatives. They introduced a discourse based on doc-
trine and religious ethics that pointed to different conclusions
than those previously considered hegemonic. They showed
that, historically, the Church has not always condemned abor-
tion as a defence of life. Rather, in the early days of Christian-
ity, abortion was condemned because it could hide adultery.
Similarly, until just a few centuries ago, there was an intense
debate with respect to the moment in which the foetus be-
came human. Clearly the interruption of pregnancy can only
be considered as an attempt against life after this moment,
since before the entrance of the soul there is no human life
and therefore neither crime nor sin (Nunes, 1999).

The elaboration of counter-arguments by Catholics for a Free
Choice has a broad target audience. In particular, the organi-
sation targets religious leaders linked to popular movements.
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Through these leaders the organisation hopes to reach the ul-
timate target – people from poorer and uninformed sectors of
the population.

The alliance between feminists and the Church meant that the
more radical stance of some feminist causes had to be sof-
tened. For example, it was implicitly agreed that, while many
feminists were materialists, they would not openly question
the dogmas of faith. This pragmatic approach to the alliance
effectively increased the possibilities for introducing new ideas
and ways of thinking to sectors of the population who are less
likely to be reached by ‘traditional’ feminist militancy.

In recent years, the Catholic Church in Brazil has lost oppo-
nents to abortion through members who have opted to join
evangelical groups. In particular, the Universal Church of the
Reign of God has positioned itself publicly in favour of abor-
tion. Its stance has included the publication in its newspapers of
interviews with and articles on well-known Brazilian feminists.

The position of the Ministry of
Health
Collaboration between the Ministry of Health and the feminist
movement began with the joint elaboration of the Programme
for Comprehensive Women´s Health in 1983. In 1996 the Min-
istry of Health invited a feminist doctor to be part of the tech-
nical team in the area of women’s health. The doctor con-
cerned was a long-standing and active member of one of the
most recognised feminist organisations in Brazil. Thereafter
additional health professionals who identified with feminist
positions were invited. In less than a year the entire team in
this area of government activity was made up of public sector
health professionals who had worked directly or indirectly with
the Brazilian feminist movement.

These women took on the technical area of women’s health in
the Ministry with a firm commitment to implementing policies
and providing heath services to women based on reproduc-
tive rights.
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Thus, in 1998 technical norms for attending to women victims
of sexual violence were elaborated which included the techni-
cal procedures for interrupting pregnancy. The document came
up for discussion in Congress, where a proposal was set in
process for its suspension. However, with the mobilisation of
women and health professionals committed to the cause of
abortion, the proposal for suspension was voted down in the
House of Deputies. The technical norms in respect of care for
high-risk pregnancy include provision for the interruption of
pregnancy. This approach reinforced the directive that public
health services should be delivered in a broad and multi-disci-
plinary way that provides for abortion in those case contem-
plated in the law.

At the CAIRO +5 meeting in New York in 1999 the official
Brazilian delegation announced itself firmly in support of the
paragraph suggesting that national governments should
broaden women’s access to abortion. This stance of the Brazil-
ian government positively influenced the delegations from
other countries in the region, most of which generally adopted
a more restricted approach.

The present situation and
conclusions
Despite the victories, we still have many problems to face:

Firstly, legal interruptions of pregnancy account for approxi-
mately 1% of the hospitalisations related to abortion complica-
tions. We must therefore consider further strategies to broaden
the coverage of abortion services. It is also important to think
about the ongoing illegal abortions provided by thousands of
doctors in private clinics. These will continue, given the current
inequalities in access to health services in Brazil. On the other
hand, if the expansion of legal abortion reduces the profit of
private doctors, some could take a stance against the expansion
of the right to legal abortion performed through public services.

Secondly, until the approval of the law forcing public services
to perform legal abortions, and perhaps even after this, we
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need to put considerable effort into ensuring the expansion of
these services so as to achieve better coverage around the
country. Further, the services need to be part of an effective
network involving all services which can operate as entry points
so as to guarantee a real referral system.

At the same time, we need to consider that rape and abortion
are hidden problems and that society still has a strong preju-
dice against both. Consequently, when a woman is raped, she
often feels guilty and is too ashamed to search for help. To
convince people that rape is a crime and that a pregnancy is
not payment for a sin, is a big task. The task must include
strategies to keep the discussion alive, as well as special strate-
gies to reach poor, young and illiterate women.

We are thus still far from guaranteeing the right to interrupt a
pregnancy when the woman decides to do so. Nevertheless,
the gradualist strategies adopted in the country have shown
themselves to be efficient in ensuring that women can exercise
a right foreseen by the law but neglected for fifty years. The
victories are still fragile. We stand to lose the gains given the
ups and downs of Congress process. This fragility points to the
need for continuous mobilisation and flexibility in playing the
political game.

The Brazilian gradualist strategy has also shown itself to be
efficient in bringing the matter into public debate. Through
discussion, it has introduced and disseminated new arguments
on abortion rights. In Brazil today the right to abortion has
become an issue in the media and on the agenda of organisa-
tions that deal with women’s health. Defence of abortion rights
was one of the most important elements that helped a feminist
candidate win the 2000 elections for the government of São
Paulo City.

Traditionally, the discussion on abortion in Brazil has empha-
sised the social drama of poor women who have little access
to information and reproductive health services and who be-
come pregnant without being able to care for or do not want
more children. Thus the arguments in favour of abortion have
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framed it as a public health issue. The expansion of the femi-
nist discourse during the 1980s provoked a shifting of the de-
bate from the field of health to that of law, emphasising the
responsibility and autonomy of women (Costa, 1998). This
shift inspired the demand for decriminalisation, although there
is still much discussion as to whether there should be total
decriminalisation, partial decriminalisation or whether the most
adequate strategy is to struggle for the broadening of the legal
criteria.

The alliance of feminists with health professionals and
FEBRASGO for the implementation of legal abortion services
bore fruit that went beyond the defence of women’s rights to
the interruption of an unwanted pregnancy. The alliance has
made possible a rich and broad dialogue around sexual and
reproductive rights and ways of implementing them, given the
current political and technical positions. In the same way the
articulation of the discussion of abortion with the discussion of
violence against women has given better visibility to this prob-
lem that today has reached epidemic proportions in the coun-
try. The articulation made it possible for the problem to be
framed in terms of the autonomy of women in a way that
included not just the right to self-determination but also the
right to physical and psychic integrity.

Thus, the experience in the struggle to legalise abortion and
for sexual rights in Brazil has taught us that in seeking allies for
radical measures we should count on a reconfiguration of the
actors between the progressive and conservative camps
(Barsted, 1997). The feminist movement’s actions have been
fundamental to impeding legislative backsliding and in putting
the abortion debate on the agenda based on the right to choose,
the right to health and to citizenship. Nevertheless, these vic-
tories would not have been possible had we not been pre-
pared to negotiate and make joint proposals with other seg-
ments of society, even though this sometimes implies a retreat
in relation to more radical stances.

While the use of gradualist strategies can be difficult for many
of us who would like to see immediate attention to these de-
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mands, the Brazilian experience of broadening access to abor-
tion has taught us that often this is the better route.
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IMPLEMENTING A LIBERAL
ABORTION LAW IN GUYANA:
EXPERIENCES AND LESSONS

Fred Nunes

Population size

Women of reproductive age
(15-44)

% population living in urban
area

Gross domestic product per
capita

Human development index

Literacy rate of women aged
15+

% hospital births

Maternal mortality rate

Religious affiliation

Abortion legal status

772,755

211,013

38%

US$ 746

0.701

98%

93%

126 per 100,000 live births

57% Christian (including 6%
Roman Catholic), 33%
Hindu, 9% Muslim

Legal on request up to 8
weeks; broad indications up
to 16 weeks; to preserve life
and health of woman after 16
weeks.
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Introduction
Five years after Guyana introduced a liberal abortion law in
1995, the government had failed to give any sustained leader-
ship in implementing that law. How can one explain the fact
that, after a copybook campaign of extensive ministerial and
parliamentary consultation, so little has been done by way of
executive action? In the clear vision of hindsight, it seems that
the seeds of the poor record of implementation were carefully,
if unintentionally, sewn during the successful campaign. The
fundamental error was a singularly strong engagement between
the Pro-Reform Group (PRG) and the Minister of Health, Gail
Teixeira, who showed an unequivocal commitment to wom-
en’s reproductive rights. The PRG’s focus on the Minister failed
to include and engage the small but critical cadre of senior
technicians in the Ministry of Health.

This group, which was aloof and perhaps alienated during the
campaign, remained disinterested and disconnected from the
issue prior to 2000. They contended that unsafe abortion was
not a health priority. The net result was that no public hospital
in Guyana provided terminations under the law. Worse, even
though every government hospital continued to admit and
provide services for women with complications of abortion,
just as they had done before 1995, they submitted no reports
on those services to the Ministry of Health as required under
the new law. The Ministry of Health seemed to be contemptu-
ous of a law enacted in the name of strengthening public health.
What benefits women have derived from the law were due
largely to the work of private medical practitioners and a small
NGO established at the time of the new law to provide com-
prehensive reproductive health services, including abortions.
Of course, the actions of the Ministry of Health must be seen
in the context of a system of public administration that has a
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generally poor record of implementation in almost every sphere
of government. In turn, that poor record must be understood
to prevail in a political system characterised by weak social
organisations in a generally timid civil society.

This paper seeks to focus on the challenges of implementa-
tion. It does not address the process of law reform. After a
section setting out the context of the law, the account is pre-
sented in chronological order and in terms of the different ac-
tors.

Background
The story of the campaign for a liberal abortion law in Guy-
ana has been reported elsewhere (Nunes & Delph, 1995). Here
we provide only the basic background necessary to appreci-
ate the problems of implementation.

Preparing the ground
The People’s Progressive Party (PPP) that won the general elec-
tions of October 1992 had been the opposition party for 27
years. Almost none of its members had any experience in gov-
ernment, far less in leading a ministry. The period from the
mid-1960s to the early 1990s were years of a strong autocratic
government. During those decades much of Guyana’s middle
class emigrated to North America and the Caribbean. Both
civil society and government services grew weaker. For most
of that period the press and other media had been greatly
restrained. The Roman Catholic Church, while being the church
of only 6% of the population, had a disproportionate influ-
ence on the country’s political process. In the 1960s, it played
a pivotal role in the removal of the communist-oriented leader
of the PPP Dr Cheddi Jagan and his party from government.
In the 1990s, it played an equally significant role in calling for
the free and fair elections which led to Jagan’s assumption of
the presidency in 1992.

In 1985, toward the end of its long regime, the Peoples Na-
tional Congress (PNC) which had formed the government
continuously since December 1964, initiated discussions on a
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Medical Termination of Pregnancy (MTP) Bill. The govern-
ment’s draft was a faithful copy of the Barbados MTP Act of
1983. The Barbados Act was relatively liberal and permitted
terminations where there was risk to the mother’s life or health,
in the case of rape and for socio-economic conditions. In the
first 12 weeks one medical practitioner could respond to a re-
quest, from 13-20 weeks two practitioners had to agree, and
after 20 weeks, three practitioners were required to concur.

In Guyana, between 1985 and 1989 there had been some
public consultation on the proposed abortion law. During this
process, the compact first draft grew into a complex instru-
ment laden with controls. Although the bill had Cabinet ap-
proval, it was not sent to the National Assembly because the
general elections were scheduled for 1990 and the bill was
considered too contentious. It was shelved instead. At least
one factor leading to that action was a public rally by a funda-
mentalist Christian, anti-abortion group. While small, the in-
tensity of the rally was sufficient to persuade the Senior Minis-
ter in the Ministry of Health, who was also the Prime Minister,
not to take further action at that time. It proved to be the PNC’s
last opportunity as they lost the elections of October 1992.

Twenty years earlier, in 1971, the PNC had appointed a Spe-
cial Select Committee to examine the need for an abortion
law. Although there was vibrant public debate with several
public sessions, the Committee failed to report before the end
of the parliamentary session and so its work was null and void.

The approach to abortion law reform is typically characterised
by a great clash of values – the rights of the foetus to life against
women’s right to choose. The PRG sought to avoid that di-
chotomy. Instead, it adopted an approach that was highly re-
liant on empirical research. It fashioned a case for abortion
law reform predicated on making the issue a dialogue about
public health, not a debate about rights. In 1991, septic abor-
tion was the third highest cause of admission to hospitals and
incomplete abortion was the eighth highest cause. The PRG
argued that the old, restrictive law was doing nothing to con-
tain the number of abortions. The group contended that a
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liberal law could reduce the number of abortions and radi-
cally improve women’s health. They claimed that the new law
would save public health resources that were being spent on
treating victims of unsafe abortions.

The PRG did extensive research in the national archives and
identified editorials supportive of abortion law reform that had
appeared in the party newspapers in the 1960s and 1970s.
They used this information to persuade both parties to sup-
port the need for a new, liberal law. The group tried unsuc-
cessfully to stimulate professional groups to engage in the de-
bate. But the PRG failed to get the Guyana Bar Association or
the Guyana Association of Women Lawyers to participate. It
also failed to convince the Guyana Medical Association to take
a stand. The group did win support from individual members
in those associations, however, and took advantage of global
meetings at the time of its campaign, in particular the run-up
to the Cairo and Beijing meetings, to mobilise international
support and to bring that focus to the local campaign.

On the local front, frustrated by the intransigence of technical
officers within the Ministry of Health, it abandoned its effort to
engage them. The PRG worked with the energetic Minister
and ignored her technical and administrative officers. This
approached served the short term objective of law reform, but
was to prove a recipe for disaster for the long-term matter of
implementation.

5 May 1995: Passing the law
The bill was debated on 5 May 1995. The tension that Teixeira
had carried virtually alone for more than two years, as the sole
public champion of the need for law reform, was evident the
moment the vote was counted. It had been a tense event. It
lacked the certainty of a majority party vote as it was Guy-
ana’s first conscience vote. Unable to contain her relief at the
successful outcome, the resolute minister shed tears of relief
and triumph in the National Assembly.

The bill which the National Assembly approved was more so-
cially liberal than the Barbados Act and yet more medically
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conservative. It permitted abortion on request for the first eight
weeks. It was permitted for a wide range of reasons, including
contraceptive failure, up to the sixteenth week. It was explicit
that minors could have abortions without parental knowledge
or consent. Similarly, married women did not need their part-
ner’s knowledge or consent. Terminations after the sixteenth
week and at any stage of pregnancy were permitted to save
the woman or the foetus from grave harm.

Yet in respect of the medical conservatism, doctors who wish
to conduct terminations after eight weeks’ gestation, must be
‘authorized’ and these terminations must be done in ‘approved’
institutions. These cautions were deemed appropriate in view
of the poor quality of care with which some practitioners had
allegedly performed abortions before the law was passed. In
an attempt to ensure easy access, the Act makes provision for
terminations up to 12 weeks to be done by ‘any assistant’ un-
der the supervision of an authorised medical practitioner.
Consistent with the concern to reduce the high incidence of
repeat abortion, there was provision for mandatory counsel-
ling and a 48 hour waiting period designed to facilitate that
counselling.

The day after the bill was debated in the National Assembly,
its successful passage was reported in the local newspapers in
huge headlines. The following day two women went to the
Georgetown Public Hospital seeking lawful terminations. They
were turned away. The women did not know that the passage
of a bill did not make it law. The Hospital Administrator did
not know what to do in the circumstances. He had received
no instructions from the Ministry of Health.

Once a bill receives majority support in the National Assem-
bly, it must be sent to the President for his assent. Until the
President signs it and until there is formal public notice of his
signature by way of the Act appearing in the Gazette, it is not
the law of the land. Indeed, even after the parliamentary vote,
adversaries firmly believed that they would be able to frustrate
the process of lawmaking by persuading the President not to
sign the bill into law.
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But President Cheddi Jagan had no wish to protract a debate
that had already raged without respite for two years. He signed
the bill into law on 17 June 1995, just one month after it had
been passed by the National Assembly. Since there was no
commencement clause giving a future date, the Act took im-
mediate effect.

The President’s prompt action was the last effective act in re-
spect of making provision for the safe, legal, medical termina-
tion of pregnancy. So much for the law.

At the time of writing, five years later, poor women know that
they cannot lawfully terminate pregnancies at any public hos-
pital in Guyana because no abortion service is provided. The
Hospital Administrators are still uncertain of their authority to
provide abortions in accordance with the law, so they do not.
This situation has resulteds in abuse. Some doctors in public
hospitals provide abortions and charge women for them. There
have been public charges and formal investigations of such
complaints. Intimidated by strong traditions of bureaucracy,
Hospital Administrators have waited for instructions from the
Ministry before providing any service. They give greater weight
to Ministerial instructions than to the law of the land.

The PRG had urged the Minister of Health to declare a three-
month moratorium between the passage of the law and its
commencement. The idea was to allow all parties affected by
the law an opportunity to prepare and adjust to the new re-
quirements. The Ministry had to prepare forms for doctors to
submit reports, the Medical Council had to consider applica-
tions from doctors wanting to conduct terminations after eight
weeks and the Council had to develop a curriculum for doc-
tors it considered in need of special training. A curriculum for
pre- and post-abortion counselling had to be developed and
counsellors had to be trained and certified. There was a strong
wish to train doctors in manual vacuum aspiration (MVA) and
to encourage a shift from dilatation and curettage (D&C) and
general anaesthesia.
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After the law was passed
14 October 1995: Regulations issued – finally
A law without regulations is of little effect. The specific guide-
lines for making the law operational must be developed and
made available to all concerned. Aware of this need, the same
multi-party parliamentary committee that had prepared the
bill, had also prepared the regulations that were essential for
giving effect to the law. The idea was that the regulations would
be submitted immediately after the bill was approved, thereby
avoiding any delay in giving life to the law. For no apparent
reason those regulations were not set before parliament until
October, four months after the law had been enacted.

There is no evidence of any extenuating circumstances that
would have led the Minister of Health to consciously delay the
regulations for this duration. The effect was to prevent private
hospitals from applying for recognition as approved institu-
tions to do abortions because they had no notice of the need
to do so. Nor did they know specifically what equipment the
law required them to have to qualify for such standing. This
delay diminished any sense of urgency.

But these were minor inconveniences in the context of the
larger significance of the delay. The delay exposed a measure
of ambivalence on the part of the Ministry’s leadership. The
PRG had succeeded in its objective of getting a new law on
the books and it knew that the regulations had been thoroughly
prepared. The group therefore turned its attention to public
education and mounted radio spots. For the first time in more
than two years, the Minister was on her own on the abortion
issue. If she turned to her technicians for advice, they would
scarcely have treated the regulations as a matter of urgency,
since they had not been involved in the previous discussions.

Once the regulations were laid before the National Assembly,
the PRG assisted the Chief Medical Officer in converting the
comprehensive reporting requirement into a layout that could
be easily completed by physicians. The group had learned
that the failure to make the reporting forms readily available



Guyana

117

in Barbados was a main cause of the non-reporting there, in
spite of the legal requirement. Anticipating the likelihood of
resistance to complying with the reporting requirement, the
group persuaded a leading gynaecologist to make a public
statement of the importance of this data. The strategy worked.
In the first month in Guyana, there were more reports submit-
ted than in the entire 13 years under the Barbados Act.

In November 1995, a full year after the bill had been available
for comment and five months after it had been debated and
enacted into law, the Guyana Medical Association (GMA) fi-
nally showed an interest in it. The GMA made a constructive
submission to the Minister, pointing to the need for some revi-
sions. The GMA was opposed to the waiting period and man-
datory counselling and expressed grave concern about the
restriction to non-surgical methods of abortion in the first eight
weeks of gestation. The intent of the phrase ‘other than a sur-
gical method’ was to encourage MVA in place of D&Cs as the
drafters had been led to regard MVA as a non-surgical proce-
dure. The matter was discussed in the media from time to time
but the Ministry took no steps to address it. The net result was
and is that doctors continue to do D&Cs in technical breach of
the law. Minister Teixeira passed the GMA’s submission to the
Advisory Board (discussed below). In four years, the Advisory
Board has not replied to the GMA.

31 December 1995: First indication of impact
In spite of the lack of direction from the Ministry of Health,
private practitioners responded constructively to the new law.
The opponents of the new law had claimed that it would make
no difference since many of the complications entering public
hospitals were the result of services by medical practitioners.
The high incidence of incomplete abortions that were admit-
ted to public hospitals also raised the prospect that some agents,
backstreet and registered practitioners alike, may have been
inducing abortions, collecting their fees and then sending the
patients to public hospitals to have the treatment completed at
public expense. Clearly, making the service legal would have
a radical impact on any such sub-standard service. Market
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forces resulting from legalisation would eliminate any such
providers. They would have to improve their service or lose
clients.

Immediately after the law was passed a number of practition-
ers got together and decided to make a concerted effort to
improve the quality of their services. They agreed to adminis-
ter antibiotics as a prophylactic. This action, as well as the
market pressure mentioned above, were perhaps major causes
of the dramatic improvement noted by December 1995. The
PRG compared the last three months of hospital admissions
for 1994, the year before the law, with the last three months of
1995 and found a 42% reduction in the number of admis-
sions. This was the first clear indication of the impact of the
new law on women’s health and its potential for public sav-
ings.

February 1996: Baseline data
In Guyana, a primary driver of the legal campaign was the
local research data that was used by the PRG throughout the
campaign. Because of the centrality of the empirical approach
to the character and thrust of the reform movement, this sec-
tion deals in some detail with this issue.

The crucial need following the passing of the new law for reli-
able baseline data against which to measure trends could have
been substantially addressed had the Ministry simply enforced
the reporting requirement for doctors providing abortion serv-
ices. The form developed for this purpose was a comprehen-
sive one. It included substantial demographic information
about the woman, the medical aspects of the procedure as
well as pre- and post-abortion counselling and post-abortion
contraceptive decisions. Yet the form was not introduced into
use until March 1996, eight months after the law was in place,
and then for only a handful of practitioners.

Keen to generate some baseline data, , a researcher conducted
a one-week survey of ten providers and three private hospi-
tals in February 1996, just before the Ministry finally issued the
reporting form to the medical practitioners (Nunes, unpub-
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lished). Respondents were asked to give the survey to all
women seeking abortions during that week. In that period,
there were 316 terminations of pregnancy. Only two were non-
residents of Guyana and one was under 15 years of age. Ex-
trapolating from the remaining 313, the number of total abor-
tions for a year would be 16,276. Given a female population
(15-44) of 204,792, this gives an abortion rate of 79.5 per
1,000 women between 15-44 per year. Given 22,500 births
per year, that gives an abortion ratio of 42 per 100 known
pregnancies.

By working with women who reported this to be their first abor-
tion, we were able to calculate the age-specific rates for this
group. We then extrapolated for a cohort of 1,000 women
throughout their reproductive life to see how many would have
at least one abortion. The result, which we called ‘lifetime or
total abortion risk’, was 720. The pattern shows a steep in-
crease to age 24, but afterage 29 the slope is more gradual.
The figures have great significance for public policy. They trans-
form the paradigm of abortion from being a marginal experi-
ence to a predominant, mainstream one for most women in
poor countries. Access to safe abortion is therefore a matter of
paramount public health importance for women’s reproduc-
tive health. In all likelihood, a similar proportion of adult men
would probably have shared a sexual relationship resulting in
at least one abortion. In other words, at least one abortion
episode is a majority experience among sexually active adults.

The measure, lifetime abortion risk, is only concerned with
women having a first abortion. It does not count that woman
again if or when she has another abortion. Data from doctors’
reports suggest that about two-thirds of the women in Guyana
who have one abortion will have at least one other abortion.

The social profile of data from the small study may be skewed
since it relied on private providers who were mostly based in
urban areas. The results are nevertheless instructive, especially
since the government in 2000 still does not provide an abor-
tion service. The first observation is that 51% of the women
who had abortions were married and another 22% were in
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common law unions. These data challenge the stereotype that
women seeking abortions are careless, single and young. Sin-
gle women were 46% of the population 15-44, but only 21%
of those who had abortions. About 56% of the women who
had abortions had at least secondary education. This was
higher than the general population where only 37% have that
much education. Less than 9% of those who had terminations
were teenagers. Women in their 20s accounted for 51% of the
abortions, and 18% of the women who had terminations were
35 or older. Since it is unlikely that a woman who voluntarily
seeks an abortion at or after 35 plans to have further children,
the prospect of permanent contraception, especially for her
partner, needs to be a central part of counselling for these older
couples. Some 14% of the women who had abortions had no
children and 61% had two or fewer children. This suggests
that delaying first birth or spacing is a major consideration for
these women.

Only 21% of the women were using contraceptives at the
time they became pregnant. Among this group of 65 women,
48% were using the pill, and 34% were using a male con-
dom. The need for transition to longer lasting, non-user de-
pendent methods such as injectables, intra-uterine contra-
ceptive devices, implants or surgery needs to be a conscious
part of contraceptive education. Yet knowledge of contra-
ceptive methods was not the issue for these women. They
knew an average of 3.4 methods and 32% knew five or more
methods. Yet 42% had never used any method. Learning
more about the factors that militate against use thus remains
a major challenge and is the path to reducing repeat abor-
tions. Two thirds of the women (67%) who had terminations
in the week of the study reported that they had had previous
induced abortions. And 13% of the group had had at least
three previous abortions.

Form F: Reporting by practitioners
The above data relate to information collected privately, from
outside the bureaucacy and law. The reports that medical
practitioners submit to the Ministry of Health (Form F) are
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clearly one of the successes of the period of implementation.
They constitute a source of ongoing institutional data.

Immediately after the regulations appeared in the Gazette, the
then Chief Medical Officer (CMO) worked to get the modified
forms printed. He distributed them to providers and urged them
to comply with the requirement. That CMO left the Ministry
shortly after that. The new CMO has shown little or no interest
in the abortion law. He regards Form F as onerous and an
undue burden on the practitioners. Further, some doctors be-
lieve that reports of terminations may be used by the Income
Tax Department to assess their earnings and to investigate them
for the underpayment of taxes, which makes them reluctant to
comply. The new CMO has been sympathetic to these con-
cerns and has not encouraged reporting.

In spite of the generally low level of compliance, the data are
significant – as much for what they reveal as for the questions
they raise. Firstly, they show that the fear of ‘abortion tourism’
is unfounded. Almost all abortions (typically more than 99%)
are for Guyanese women resident in the country. Second, ta-
ble 1 reveals that only about 13% of all abortions are for teen-
agers. Of these, almost 9% are for young women 18-19 years
old. Women 20-29 routinely account for 53-55% of all abor-
tions. Women in stable unions account for more abortions than
single women. Most women who have abortions have sec-
ondary education (more than 60%). The ethnic and religious
patterns are a close mirror of the society. The vast majority of
reports (75%) of women having abortions are from the urban
area containing the country’s capital city, Georgetown. In every
year the majority of abortions are repeat abortions. About a
third of the women who had abortions in any one year re-
ported having had an abortion in the previous year.
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Table 1: Demographic profile of women who had
abortions, 1996-9

Mar-Dec 1996 1997 1998 1999
N 7,711 6,614 5,591 6,249

Age
 < 15 0.5  0.3  0.3  0.3

15-17 4.3  4.0  4.0  3.2

18-19 8.8  8.8  8.6  7.4

20-24 29.4 28.9 29.0 26.4

25-29 25.4 25.3 26.0 27.1

30-34 17.7 17.6 17.8 18.5

35-39 10.4 10.8  9.6 12.1

40-44 2.5  3.0  2.9  2.9

45+ 0.2  0.4  0.4  0.3

Not stated 0.8  0.9  1.6  1.8

Marital status
Married 37.3 22.4 38.2 38.6

Common Law 11.3 44.1 13.6 16.4

Single 48.6 32.2 47.3 43.5

Separated 0.1  0.3  -  0.4

Divorced 0.5  0.3  0.3  0.3

Widowed 1.3  0.3  0.0  0.2

Not stated 0.9  0.5  0.6  0.5
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Education
Post-Secondary 2.2  2.2  2.5  1.7

Secondary 56.5 64.5 63.5 60.5

Primary 40.0 32.0 32.5 36.8

Not stated 1.3  1.3  1.4  1.0

Race
East Indian 47.0 47.8 48.1 50.0

Afro-Guyanese 38.7 39.4 38.1 36.4

Mixed 13.0 11.4 12.5 12.5

Amerindian 1.0  0.8  0.7  0.5

Other 0.1  0.2  0.2  0.3

Not stated 0.2  0.4  0.3  0.2

Religion
Roman Catholic 6.1  4.4  5.5  4.6

Other Christian 52.6 53.4 53.4 53.0

Hindu 30.0 29.7 29.6 31.8

Muslim 7.6  7.7  7.6  7.2

Other 2.0  3.2  2.0  1.9

Not stated 1.7  1.6  1.9  1.5

The form has certain weaknesses. One is that it fails to identify
a sufficiently specific reason for the woman’s decision to have
an abortion. Another is that it does not capture the time spent
in providing post-abortion counselling. But the value of the
form is already evident in the trends it reveals. There is contin-
ued heavy reliance (80%) on D&C. Nevertheless, there are
very few complications. Unfortunately, the use of antibiotics
as a prophylactic is on the decline. The stage of gestation re-
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ported at termination suggests that two-thirds of all cases oc-
cur in the first eight weeks. The high figure (67%) for early
terminations could reflect women’s positive response to the
law, which permits terminations ‘on request’ at that stage. Al-
ternatively, it could represent an effort by practitioners to label
as ‘eight weeks,’ some that are in fact nine or more, in order to
be able to provide the service in their offices, as terminations
after eight weeks must be done in an ‘approved institution’.

Analysis of the data on the source, method, duration and con-
tent of counselling suggests that until there is an adequate cadre
of trained counsellors, so that doctors are no longer the main
providers of this service, the likelihood of satisfactory counsel-
ling will remain minimal. In respect of contraceptive uptake, a
full 27% of the women refused and in 1999 there was no report
for 20%. This extent of non-reporting is indicative of the lack of
discipline and commitment to counselling by providers and the
absence of any effort at enforcement from the Ministry.

Among the practitioners who submit reports, there is a heavy
reliance on hospitals (85%). If this is not representative, there
could be a whole legal service of office-based abortions that is
largely outside of these benign reports. Of the reported cases,
almost all (95%) are day cases. Yet the high reliance on D&C
also typically means an equally high reliance on general an-
aesthesia. A switch to MVA could avoid this further risk.

Among those reporting, almost everyone (96%) provided serv-
ices in Georgetown. The Ministry has not reached out to pro-
viders across the country to submit reports. There has been no
effort by the Ministry to encourage all providers to report, or
to encourage them to report all their terminations. Even at the
time of writing, the number of providers who report has never
exceeded 17, about half of the total believed to be delivering
services. Further, if a doctor reports a single abortion for the
year, he or she shows up as a provider. We have no reason to
believe that all of those who are reporting are duly reporting
every procedure they perform. We estimate that less than a
quarter of the terminations actually performed, are being re-
ported.
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The good news is that the Health Statistics Unit of the Ministry
of Health has consistently produced quarterly compilations of
the medical practitioners’ reports. These are made available
to the members of the Advisory Board and on special request
– and with much reluctance – to researchers. The very sad
news is that, in spite of the powerful data that resides in these
tables, the Advisory Board is yet to make a single recommen-
dation to the Minister, despite routinely receiving these tables.

Perhaps the most glaring weakness on the part of the Ministry
is its failure to report on the services provided in public hospi-
tals for women receiving treatment for complications of abor-
tion. The reporting form for doctors specifically seeks informa-
tion on procedures that are ‘to complete only’. These data are
particularly important for the short-term assessment of the
impact of the law. Indeed, the genesis of the law lay in the
alarming incidence of admissions for abortion complications.
That the government should fail to supply these data is a very
clear indicator of its disconnection from any objective assess-
ment of its own venture into social engineering. The reluc-
tance of the principal public institutions to conform to require-
ments that the Act has imposed on private practitioners is a
clear example of the Ministry’s disregard for the social impor-
tance of its own law.

The need for these data are all the more important in a period
in which women have gained easy access to Cytotec
(misoprostol) and are using it without the benefit of any proto-
col. This is a situation in which both the Ministry and the Ad-
visory Board should be taking the initiative in providing infor-
mation to pharmacists and doctors and engaging in public
education. Women’s reproductive health is clearly not seen as
a health priority by a male-dominated Ministry.

Advisory board
A major provision in the Act, which was given specific form
in the regulations, was the creation of an Advisory Board.
The body was to serve at least three purposes. One was to
serve as a mechanism for ongoing monitoring of the impact
of the law and of the conduct of medical practitioners under
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the law. This would permit the body to advise the Minister of
the need for any policy adjustments. Thus, rather than hav-
ing to wait for a long period and an expensive commission,
the ministry could readily learn what was working and what
needed attention.

The second purpose was to create a forum for ongoing dia-
logue between advocates and adversaries of the new law. This
was explicitly defined through the membership of the body
that was to be composed entirely of non-governmental repre-
sentatives from religious, medical and legal groups. The goal
was to continue the transparency of the debate, which was all
about intent and promise, into the period of implementation
in order to allow for all parties to learn the reality of the situa-
tion in operation. Would the liberal law result in an explosion
of abortions? Would the net result be more harm to women’s
reproductive health? Would the law have a devastating im-
pact on the morals of young children? Would it result in a
decline of interest in family planning? Would it result in public
hospitals being swamped by women seeking terminations of
pregnancy? Or would it result in a reduction in the number of
admissions for complications of abortion? Would women make
even greater reliance on legal abortion as a method of fertility
regulation? And, above all, would the pre- and post-abortion
counselling introduced with a liberal abortion law result in a
decline in reliance on abortion? The Board was designed to
be a forum in which persons with very different perspectives
could see the common data and learn from one other. It was
an opportunity for them to speak with passion and
acquireinformation.

The third objective was that the Board would serve as a cen-
tral point for information to be available to the public and for
discourse with the public. As an autonomous and independ-
ent body, it would command a certain measure of legitimacy
and each representative would have considerable influence
among their own constituencies. The Board would therefore
be a source for ongoing and informed dialogue with various
public groups.
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This critical body could not be established and these vital serv-
ices could not begin until the regulations were in effect. The
loss of momentum was debilitating to the effect that, in its five
years of operation, it has failed to fulfil its purpose. The gov-
ernment was tardy in following up on the enactment of the
law. The four-month delay in issuing the regulations was a
critical period during which the excitement of the debate dissi-
pated. When The Minister finally attempted to convene the
Board, she met with resistance from religious groups. With one
or two exceptions, she was unable to attract the calibre of per-
sons who could give stature and credibility to the Board.

In a political culture that is unschooled in dialogue, the pros-
pects for the success of the body were small. The preference is
for central, top-down control. The dominant political currency
is power. The untidiness of dialogue with the need for flexibil-
ity and the exercise of influence in the process of collabora-
tion, are all novel constructs in the political arena even within
the parties, let alone between them and civil society. It is not
surprising, then, that the Minister was slow to convene this
Board. It met for the first time more than a year after the law
passed.

But the delay was not all of the Minister’s making. She acted
with courage and determination once she decided to put it in
place. One appointment was particularly significant in that she
was successful in attracting onto the Board a strong and ar-
ticulate female leader of the opposition party. As a shadow
Minister of Health Dr Faith Harding had been a strong critic of
the Minister, but nevertheless agreed to serve on the Board.
Both women held women’s health needs above their partisan
differences

The problem lay elsewhere, with the far right religious group
that was hostile to the very notion of sitting and learning to-
gether. Those adversaries worked hard to discourage religious
leaders whom the Minister invited to join the Advisory Board
from accepting her invitations. And they succeeded. This was
a major loss. The real challenge to law reform had come form
the religious right. That was the source that challenged the
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PRG’s data and countered it with references to data from other
countries. It was the religious right that organised two large
street demonstrations. Any advisory body without a substan-
tial presence of the religious leadership known to oppose the
law would lack legitimacy. Without the energy of opposition
from high profile religious adversaries, the Board has never
commanded either the authenticity or the credibility it needed
to gain any meaningful public stature.

The Advisory Board was finally convened in mid-1996. Ex-
cept for the former Shadow Minister of Health, Faith Harding,
none of the personalities that had given spark to the debate
were on the Board. It was slow to get going and from the out-
set was marred by poor attendance. Further, in spite of re-
quests for secretarial and budgetary support, the Board re-
ceived neither for its first four critical years. Only in 2000 did it
receive some limited secretarial support for its monthly meet-
ing. In 2001, for the first time, the Ministry’s budget made some
provision for its operation.

The Ministry left the Board to find its own way. It struggled for
months over the simple question of whether it could report
only to the Minister of Health or had the capacity to make
public statements on its own behalf. The body was torn be-
tween those who felt strictly obligated to the Minister and oth-
ers who saw their role on a far broader scale. Just as the Board
was beginning to find its way, its first chairperson suffered an
untimely death.

Her death precipitated the Board’s first real crisis. How should
a successor chairperson be chosen? The regulations contained
no guidelines on this important matter. Some members felt it
should be left to them to make that determination, but the
Minister of Health insisted on selecting the chair. For at least
two members, that was their last meeting. The new chairper-
son Frederick Cox was the head of the local affiliate of the
International Planned Parenthood Federation, the Guyana
Responsible Parenthood Association (GRPA). That body had
barely participated in the campaign for the new law and had
done nothing to provide services since the law. Cox has not
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managed to give leadership to the Board. He travels frequently
and does not allow the Board to meet in his absence. It is
under his stewardship that the Board has, for four years, had
an unblemished record of not making a single recommenda-
tion to the Minister of Health.

The Advisory Board thus remains a pivotal body, but unless it
can attract a medical representative and conservative, religious
leadership, it is unlikely to approach the purposes for which it
was created.

The Board was an early casualty of the loss of momentum.
Initially, the plan was to train the members in the skills of con-
ducting meetings, interpreting statistics, listening skills, meet-
ing with stakeholders, hearing their own constituents, dealing
with the media and so on. None of this was done. The Board
members were ‘named’ and that was that. Largely lacking skills
for the task, with a few notable exceptions, they have often
been far out of their depth.

The Board lacks the skills to address the complex task it faces.
This is clearly evident in its incapacity to make any use of the
rich data it receives routinely from the Ministry’s Health Statis-
tics Unit. In four years of meetings, the Board has been unable
to have discourse with a single group.

Family Planning Association of Guyana
In spite of the weak performance of the government, and per-
haps because of it, a small NGO has been able to provide
comprehensive reproductive services, including an abortion
service. The body was created in April 1995, a few weeks be-
fore the new law was passed, in accurate anticipation that nei-
ther the Ministry nor the long-established GRPA would take
action to provide abortion services to poor women. At the time
of writing, that assumption remains, unfortunately, accurate.

The Family Planning Association of Guyana (FPAG), with for-
eign funding, has trained more than 30 counsellors and seven
training counsellors to train others. It has trained doctors in
MVA. It boasts an uptake of post-abortion contraception of
almost 100%. It provides an outreach community-based dis-
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tribution service in squatter areas around Georgetown. And it
has met or exceeded all its service targets in the last year in
terms of new clients, continuing clients, and abortion services.
On a small scale, it is doing what the Ministry should be doing.
But there is no way that a tiny NGO can take the place of an
important public institution. One measure of FPAG’s progress
is that it has had to move from its original location because it
had outgrown its first home. All the terminations done by FPAG
are provided by MVA and under local anaesthetic.

Political fortunes
President Cheddi Jagan died before the general elections of
December 1997. His wife and life-long political ally, Janet
Jagan took leadership of the party. In the 1960s, she had
been Minister of Health. It was a matter of public knowledge
that there was more than a passing tension between the first
lady, Janet Jagan and Gail Teixeira, the Minister of Health.
While Cheddi led the party and the country, he was a source
of temperance between the two. Following the contentious
election of 1997, Janet Jagan assumed the Presidency and
Gail Teixeira was reassigned to the Ministry of Youth, Sports
and Culture. A political scientist, Dr Henry Jeffrey, was ap-
pointed Minister of Health. Unlike Teixeira, who clearly had
a definite commitment to women’s need for access to safe
abortion, Jeffrey seems quite indifferent and evidently regards
the noise about abortion as a mere nuisance. Service deliv-
ery appears secondary to his grand interests in health sector
reform. Besides, Jeffrey is also Minister of Labour. And in
that role he was deeply involved in a protracted civil service
strike that ended in bitter arbitration. Abortion has simply
not been on his agenda.

Even before the PPP administration took office in 1992, there
had been feuding between the Guyana Medical Association
and the Ministry of Health. Those lines of combat were accen-
tuated during Teixeira’s tenure and have hardened into legal
warfare under Jeffrey. It is not surprising that the Advisory
Board has functioned without any medical representative for
at least a year.
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With the demise of the PRG, no other civil group has taken
any interest in being vigilant about making the law work. Indi-
vidual members of the former PRG still write strong letters to
the press and a supportive media gives coverage to their ef-
forts, but the Ministry’s intransigence persists. The culture of
the institution is one of passive resistance. There seems to be
an abiding faith that inertia overcomes all things. Where there
were officers who might have exercised some leverage, they
would disappear to study abroad for several months. In a small
Ministry, those absences were crucial.

The small group of people who constituted the PRG were
emotionally and financially exhausted by a campaign that had
lasted for longer than they had ever expected. They had stuck
doggedly to the task of winning a new law. Once that was
secured, they soon lost sight of the larger purpose of a civil law
– to provide access to safe abortion for all women. Sensing
victory in winning the new law, they too readily abandoned
their advocacy for access to safe services. The emigration of a
few key members was enough to end the vitality of the PRG.

Lessons learned
The main lessons for implementation can be expressed as fol-
lows:

• During the process of law reform, advocates were not
sufficiently mindful of the allies they would need during
implementation. They did not appreciate how much the
character of the campaign would shape the character of
implementation.

• While the process of law reform was inevitably political,
it was essential to engage the administrative and techni-
cal cadre of the implementing (Health) or other relevant
ministries (for example, Education, or Women’s Affairs)
as part of an effective strategy. The PRG did not make
adequate efforts in this area.

• Leaving implementation of a major new initiative to an
already resource-strained administrative system is haz-
ardous. It would have been prudent to assign responsi-
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bility for implementation to a specific, small, multi-skilled
project team, complete with budget, planning schedule
and reporting responsibilities.

• Given the resource scarcity in Guyana, in the early stages
of implementation it would have been wise to select spe-
cific targets for effective action – for example, a single
hospital or a single nursing school - from which manag-
ers can have quick wins and whose lessons can be repli-
cated.

• The wisdom of the religious right in withdrawing from
the public arena once the law was passed removed the
clear need for the PRG to work at consolidating the law,
or for the government to ensure that the law delivered
as it had promised. The PRG should not have been so
easily lulled. The PRG needed to persist with the politi-
cal work necessary for consolidating the law into the so-
cial consciousness. The absence of active religious op-
position was not sufficient reason for the PRG to relax its
efforts.

• The optimistic presumption that a new law would change
the social dynamic and unleash new energies of
voluntarism was without foundation. The failures of
mobilisation during the campaign persisted to haunt the
process of implementation. A corollary of this observa-
tion is the need for members of the PRG to commit them-
selves to work beyond the formal enactment of law,
through the long process of implementation towards the
broad social justice goal of real access to safe services for
all women.

• Political leaders, however charismatic and committed,
are seldom the sole agents of their own destiny. Advo-
cates should be mindful of the risks of putting all their
eggs on such a fragile political platform. That risk should
be avoided or at least hedged by contingency plans.

• International networking was an invaluable source of
technical expertise and resources during the campaign
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for law reform. But these resources should have been
harnessed to build local capacity. Because this was not
done, their impact ended with the campaign, and advo-
cates in Guyana were left vulnerable. Failing to invest in
developing international linkages for the less glamorous
tasks of implementation and service provision was also
a mistake.
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Introduction
The Medical Termination of Pregnancy (MTP) Act was passed
in India in 1971. The Act, implemented in 1972, decriminalised
abortion. The manner in which the Act is implemented re-
mains inadequate, however, and the quality of care available
to women seeking abortion care at institutions and elsewhere
is very poor. This chapter presents a critique of the legislation,
examines the process through which the Act came into being,
provides information about current access and documents ad-
vocacy efforts aimed at improving access to safe, legal and
affordable abortion care services.

The chapter is primarily a documentation of the abortion ad-
vocacy initiative of the group to which the author belongs and
so relies considerably on personal knowledge and experience.
Earlier writings on the MTP legislation and women’s move-
ment provided background material. Additional information
on the role of the women’s movement was obtained through
interviews with representatives of women’s organisations.

The MTP act
The content and the critique
Two aspects of the Act are particularly noteworthy. Firstly, the
Indian legislation represented the first time in the world that
abortion was made legal in cases of the failure of contracep-
tion. Secondly, the legislation did not require the husband’s
consent for abortion. Despite these strengths, the Act can be
criticised for the power it gives medical practitioners. Other
weaknesses are described below:

The Act stated that a termination up to twelve weeks had to be
approved by a single registered medical practitioner, while it
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needed the approval of two medical practitioners between
twelve and twenty weeks. The practitioners had to testify that
continuing the pregnancy would place the life or physical or
mental health of the woman at risk, or that there was signifi-
cant risk that the child would suffer from serious physical or
mental abnormalities. Within these definitions, a pregnancy
caused by rape was considered to pose a serious threat to the
mental health of the woman, as was the failure of contracep-
tion.

While the Act was relatively liberal in its clauses, it established
medical practitioners as the ultimate gatekeepers. Further, the
fact that failure of contraception was only considered a just
cause for married women was evidence of a moralistic posi-
tion concerning women’s sexuality which links the use of con-
traception with her marital status. This linkage precludes all
other situations in which a woman may express her sexuality
leading to an unwanted or unintended pregnancy.

The Act is open to differing interpretations by medical provid-
ers engaged in abortion care services. To date the interpreta-
tion of the law has been liberal. This could partly reflect the
government’s preoccupation with population control or the
medical profession’s commercial motivation. Nevertheless, the
possibility remains that the Act could be interpreted restric-
tively without a singleword of the text being altered (Jesani
and Iyer, 1993).

Few abortion care facilities are ‘stand-alone’. Most are situ-
ated either in the general health care service facilities or in
maternity care centres. The MTP Act specifies the need for
abortion-specific instruments. The standards do not cover the
other minimum physical standards at the health care facilities
at which abortion care services are situated.

The only medical legislation which covers general minimum
standards is the Bombay Nursing Home Act of 1949 which
covers the urban area of the state of Maharashtra and other
provincial legislation, such as the Tamil Nadu Private Clinical
Establishments Regulation Act of 1997. In the absence of any
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monitoring system, research suggests that these laws mean lit-
tle. They are also not applicable in all parts of the country.

The Act lays down the necessary qualifications and experi-
ence required of a medical practitioner to perform an abor-
tion, but does not clarify the meaning of the concept ‘assist-
ance’ when it states that the practitioner must have assisted in
at least 25 cases. This could be interpreted as not requiring
hands-on experience.

Further, the stipulated experience and training requirements
focus exclusively on medical skills. Non-medical aspects, such
as provider-client interactions, quality of information exchange
and counselling, do not feature at all. These ‘soft’ aspects of
service delivery have a special significance in abortion care
services where the service provider must be in a position to
interact with clients in a sensitive and humane manner.

The Act does not lay down any mechanism for those who
aspire to learn MTP procedures.

Implementation of the Act
The MTP Act details the reporting mechanism to be followed
by heads of abortion care facilities, but does not delineate the
responsibilities of government in terms of periodic inspection
of institutions registered to provide abortion care services. It
also does not provide mechanisms for monitoring illegal pro-
viders. The absence of these mechanisms could allow illegal
abortion services to function with impunity.

This is not to suggest that the Act should be more strictly for-
mulated, possibly restricting access to safe, legal and afford-
able abortion care services. Rather, the concern is that while a
woman may not be denied abortion care, she will usually have
no control over the quality of the care that she receives.

Perhaps the biggest problem is that basic health care services –
leave alone abortion services – are inaccessible and unavail-
able to many in India. The MTP Act fails to make the right to
access to abortion services a justiciable right. In reality, no law
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can automatically create easy access and utilisation of the abor-
tion services or automatically improve the quality of services
until general health care services are easily accessed in India.

The process of abortion
legislation
In India, unlike in many other countries, the MTP abortion
legislation was passed without much controversy or opposi-
tion. Liberalisation of abortion through the MTP Act occurred
in India without it ever having been on the agenda of the wom-
en’s movement. This section looks at how and why the Indian
government played the initiating role.

The Shah Committee
In 1964, the government’s Central Family Planning Board
expressed anxiety concerning the increasing number of induced
abortions occurring under unsanitary conditions, which af-
fected the health and life of the mother. On the recommenda-
tion of the board, the Ministry of Health constituted a commit-
tee to study the question of the legalisation of abortion. The
committee was chaired by Shantital Shah, the then Minister
for Health, Law and Judiciary in Maharashtra. Other mem-
bers represented the Indian Medical Association, the Associa-
tion of Medical Women in India, the Federation of Gynae-
cologists and Obstetricians, the Family Planning Association
of India, the All India Women’s Conference (AIWC), the Cen-
tral Social Welfare Board, the Indian Council of Child Welfare
and the Central Family Planning Institute. The mandate of the
committee was to examine the legalisation of abortion in all its
aspects – medical, social, legal and moral – and to make rec-
ommendations.

The Committee issued a questionnaire to all government min-
istries, state governments, members of the Planning Commis-
sion, members of parliament and state assemblies, central and
state family planning boards and medical, social, legal, politi-
cal and religious organisations throughout the country. A total
of 570 questionnaires were returned. Of these, 64% came from
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members of the medical community and about 25% from
welfare organisations, including family planning associations
and women’s organisations. Of the 570, only eight were from
religious leaders.

• The broad areas covered in the questionnaire included:

• Estimates of induced and spontaneous abortion;

• Reasons for, and nature of, illegal abortions;

• Conditions under which abortion should be permitted;

• Whether and when mandatory sterilisation should be
considered;

• Possible safeguard mechanisms in cases of legalised
abortion;

• Whether unmarried women and widows should have
access to abortion care services;

• Penalties to be imposed on unqualified abortion
providers; and

• Religious and cultural issues.

The committee was established as a result of concern around
public health, morbidity and mortality. The issue of women’s
right to abortion was not reflected in appointing the commit-
tee. It was also not reflected in its recommendations. The ar-
eas covered in the questionnaire show that committee mem-
bers were concerned about (a) abortion procedures by ‘un-
qualified’ people under unhygienic conditions, (b) unsafe abor-
tion-related mortality and morbidity and (c) the rate of popu-
lation growth.

The committee was dominated by bureaucrats and medical
professionals, with the exception of the AIWC – one of the
early initiatives in support of women’s issues. The AIWC was
ideologically close to what was then the largest nationalist po-
litical party, which had emerged out of the struggle for inde-
pendence. Beyond the AIWC, it seems that family planning
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associations and other welfare organisations were considered
adequate to speak on women’s behalf. Further, the committee
did not seek the participation of civil society in its delibera-
tions. It sought out the opinions of a few selected people only
through the mailed questionnaire and no efforts were made to
engage in open debate and discussions nor to seek the opin-
ions of ordinary women and men. It was a top-down approach.

The fact that religious leaders did not create an uproar sug-
gests that the issue was not of great interest to them.

The committee made recommendations and formulated leg-
islation based upon the British abortion law .

The role of the women’s movement
As noted, the women’s movement did not play a role in the
passing of India’s liberal abortion law. It has also shown lim-
ited interest in later advocacy around access to safe abortion
services. This section describes the development of the wom-
en’s movement and reasons for its stance on abortion.

Analysts have identified three ‘waves’ in the women’s move-
ment from pre-independence to date. The pre-independence
movement constituted the first wave and was characterised by
the organisation of women by men to provide active support
for men in the freedom struggle. Itwas part of the larger social
reform movement that attracted large numbers of the oppressed
and disadvantaged and was concerned with the gross viola-
tion of basic human rights through anti-women traditions such
as sati (burning of widows). During this period, women were
encouraged to enrol in schools and participate in public ac-
tivities beyond the boundaries of household chores.

The second wave occurred immediately after independence
and was a reaction to the prevailing models of development,
economic planning and organisational functioning. The pe-
riod was characterised by mass struggles around land rights,
minimum wages, price increases, corruption, and the rights of
tribal people and peasants. Middle and working class women
participated in the alternative development activities, mass
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struggles and agitation in great numbers and with militancy,
although men and political parties led and initiated the ac-
tion.

It was during the third phase, beginning in the early 1980s,
that issues such as sexual harassment and violence within the
family came into the public domain and were opened up to
debate. During this phase the movement was more fragmented
as there was no longer a common cause as there had been
during the freedom struggle. Nonetheless, this fragmentation
allowed different parts of the movement to pursue issues re-
lated to their own interests, concerns and convictions. At times
these fragmented groups left their differences aside when the
issues demanded strong lobbying and active support.

One such coming together occurred in the mid-eighties, when
there was nationwide mobilisation around the abuse of pre-
natal diagnostics for sex-discriminatory, selective abortion.
Other people’s movements joined women’s groups in this strug-
gle, which openedup many controversial issues and differences
of opinion among those who advocated for women’s right to
abortion. Some of the more important rifts included:

• Those supporting abortion as a right were faced with a
‘pro-choice’ lobby in favour of choice in respect of sex-
selective abortions;

• Those who opposed sex-selective abortion were chal-
lenged by those who supported abortion because of
eugenics.

The strong feeling in certain areas of the women’s movement
for the need to accommodate differences of opinion worked
against the development of a common position on the issue.
Some of those associated with the women’s movement today
still do not feel able to place abortion and related issues on
their agenda at all.

Firstly, some groups are not willing to accept international fund-
ing to support their activities. They fear that they may lose
autonomy and that dependence on donors will limit their free-
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dom to critique the imperialist policies of the developed na-
tions.

Secondly, the fact that liberal abortion legislation is in place
means that, theoretically at least, women have legal access to
abortion care services. And in practice women are rarely de-
nied abortion. The outstanding issues are about the quality of
services and measures to reduce women’s abortion needs.
Ensuring proper implementation generally requires more sus-
tained effort than simply changing legislation.

Thirdly, there are many other issues that the women’s move-
ment considers as priorities, both within and beyond the health
field. In the health arena, considerable energy has been spent
on addressing India’s coercive population policy and fighting
the use of hazardous contraceptives, such as injectables and
implants. By choosing different foci, the limited resources can
be used for a greater range of issues. Meanwhile, the solidarity
shown on a number of occasions between different women’s
groups and women-centred organisations demonstrates their
respect for each other’s ideologies, priorities, means and meth-
ods of achieving common goals and principles.

The role of research
In the absence of a strong interest in abortion from the wom-
en’s movement, it has been researchers who have been most
active in promoting more liberal ideas around abortion. In
1998, after about three years of struggle, the Maharashtra state
government enacted legislation banning sex-selective abor-
tions. In 1994, the central government followed suit. Having
won this battle, some of those who had participated through
health and human rights research, felt the need for further re-
search and advocacy work on abortion-related issues. These
individuals eventually formed the Centre for Enquiry into
Health and Allied Themes (CEHAT). This Centre sees its role
as conducting socially relevant and rigorous academic health
research, promoting the well-being of disadvantaged people,
strengthening the people’s health movement and realising the
right to health care.
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When CEHAT was formed, most of the existing research on
abortion had focused on the extent to which the legislation
had contributed to fertility reduction and to understanding the
socio-economic and demographic profile of women seeking
abortion care services. There was little or no attention paid in
research to improving the quality of services or the extent to
which the legislation safeguarded women’s health by prevent-
ing exposure to unsafe abortion services.

Indications that the legislation was not being properly imple-
mented prompted CEHAT to start with a scenario analysis of
induced abortions in India and of the health care system more
generally. The second focus was a critical examination of the
content of the legislation to ascertain why it was not providing
the hoped-for benefits for women.

CEHAT’s examination of the health care system exposed:

• the inadequacy of services provided to the rural popula-
tion by both the public and private health care sectors;

• the inadequate equipping in terms of staff and infrastruc-
ture of the primary health centres which constitute the
lowest level of the state health care delivery system in
India;

• the fact that, in the absence of adequate public health
services, many people were seeking health care from
private providers who were charging exorbitant fees;

• the lack of regulation of private sector provision.

The research into abortion services found that the number of
MTP institutions increased about fivefold between 1972 and
1997. The number of MTPs performed at these institutions
over the same period increased by only about 40%, suggest-
ing more widespread access, but fewer abortions performed
per institution.

Despite the increase, there is still far less provision than there
could be. There were over 22,010 primary health centres, 2,662
community health centres, and 13,692 hospitals in India in
1997 (Ministry of Health and Family Welfare (MOHFW)), all
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of which were eligible under the MTP Act to offer MTP facili-
ties. Yet only 8,891, or 23%, of these were approved MTP
institutions. The institutions each conducted, on average, 61
legal induced abortions every year. If these institutions were to
conduct all the estimated 4.7 million induced abortions (Jesani
& Iyer, 1993) in the country, they would be required to per-
form an average of 529 abortions each year. Such a nine-fold
increase in work would seriously compromise the quality of
care unless something is done to increase the number of regis-
tered institutions. To make matters worse, the available serv-
ices are distributed unequally within the states, between pri-
vate and public sectors, and between rural and urban.

The findings of CEHAT’s examination of the legislation are
summarised in the critique of the legislation above.

As CEHAT took forward its abortion research and advocacy
agenda in the 1990s, other groups also pursued research that
contributed to understanding the abortion issue. The initia-
tives included a national level study on illegal abortion con-
ducted by the governmental Indian Council for Medical Re-
search, a community-based study of induced abortion con-
ducted by King Edward Memorial Hospital Research Centre
in Pune and an assessment of the quality of institutional-based
abortion care conducted by the Centre for Operation Research
and Training.

Combining research and advocacy
The research process helped CEHAT identify the constituen-
cies which could be influenced by the proposed advocacy ini-
tiative. The most important constituencies were the state ma-
chinery, the medical community and ordinary women and
men. Given limited resources, CEHAT decided to limit its ad-
vocacy efforts to the state or provincial level. The discussion
which follows describes, chronologically, what CEHAT stud-
ied and how it embarked on advocacy in respect of each.

Women’s needs
CEHAT utilised a community-based, qualitative approach. The
research was woman-centred, and removed from the popula-
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tion control perspective that dominated abortion research for
the two decades after legalisation. The research revealed that
women were largely unaware of the fact that abortion is
legaland provided free of charge at public health care facili-
ties, including PHCs. When the legislation and situation was
explained to them, most were in favour of universal access to
abortion care services.

Their concerns in seeking abortion care were not identical to
concerns in other health-seeking situations. While women
opted for abortion in a range of situations, they were not free
of moral dilemmas and feelings of guilt about doing so. As
even talking about abortion remained taboo, CEHAT found
that women attached considerable importance to confidenti-
ality, speed of service and the husband’s signature not being
compulsory (Gupte et al, 1999). The fact that many women
appeared willing to trade safety and quality of care considera-
tions for assured confidentiality helps explain why the private
sector is often the preferred source for abortion care services.

Advocacy: Issues and strategies
CEHAT chose as its advocacy goals the development of a
mechanism for building awareness in society about abortion
legislation and for changing attitudes. The organisaiton pre-
pared a booklet and slideshow in the local language, which
covered the medical, legal, socio-cultural and political aspects
of abortion. The materials were prepared with the participa-
tion of the women from the community and drew heavily on
the insights gained in the research. To date, about 3,000 cop-
ies of the booklet have been disseminated.

While 3,000 is a small number for dissemination to the popu-
lation, the materials have reached larger numbers through the
use of networks. For example, the materials have been used in
a ‘Women and Health’ initiative, which brings together a state-
wide network of NGOs working on women’s health and re-
lated issues. Middle-level health workers in these NGOs un-
derwent a year-long training programme on gender-sensitive
women’s health care. The workers are members of the com-
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munities in which they work and thus ideally placed to take
the message further.

The booklet was launched at a public function that was opened
by the Deputy Director of Health Services in the state and to
which CEHAT invited NGOs and women’s groups, activists,
people’s organisations, office-holders of medical associations,
leading gynaecologists and the press. A gynaecologist, wom-
en’s activists, and the Deputy Director shared the platform to
express their views about women’s health and women’s abor-
tion needs. The public function served as an expression of
solidarity among the groups and a collective commitment to
the cause.

CEHAT also attempted to provide the resource material to
service providers constituting the upper cadre of the state’s
public health sector. These were the civil surgeons who are the
chief medical officers in districts and officials at the state-run
district hospital who are responsible for overseeing MTP per-
formance and approval of centres in their districts. There was
also some outreach to grassroots health workers from the pub-
lic health care sector. Unfortunately, despite their attempts,
CEHAT was unable to use the official Information, Education
and Communication (IEC) Bureau to disseminate the book-
let. It seemed that CEHAT would have to pay for this facility
and perhaps also contribute in terms of labour. The organisa-
tion chose instead to devote its energies to disseminating the
material through the NGO networks.

The slideshow was designed for illiterate and newly literate
people and contained visuals as well as text. It was primarily
used in training programmes, especially to train trainers. Dis-
semination was constrained by the need for a slide-projector,
basic training for animators and the costs involved in these. It
was thus comparatively less accessible than the booklet de-
spite its tremendous educational potential. The NGOs which
served as anchors for large networks of smaller grassroots
groups were able to use the slideshow in combination with the
booklets.
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The above efforts to disseminate the booklet and slideshow were
geared to the large rural population. For the urban population,
CEHAT made use of the mass media, especially the local press.
The organisation wrote articles for daily and weekly newspa-
pers and received some positive response from readers.

Expansion of abortion services
Given the inadequacy of current service provision, CEHAT’s
research:

• Explored ways of accommodating medical profession-
als other than the practitioners of allopathy who are cur-
rently the only ones legally allowed to provide abortion
care services;

• Explored the feasibility of introducing abortion methods
such as manual vacuum aspiration (MVA) and
misoprostol (RU486); and

• Explored the feasibility of involving paramedics in abor-
tion service provision.

The research looked at both legal and medical feasibility and
drew on the experience of other countries, both with similar
andcontrasting health care systems and health status. The re-
search also examined the capacities and skills that existing
medical and nursing courses impart, particularly to students
of Indian systems of medicines.

Advocacy: Issues and strategies
In conducting this research over a four-year period, CEHAT
interacted with women’ groups and grassroots organisations,
health activists, the medical community, the nursing and
paramedic community and state administrators. This interac-
tion gave visibility to the issue and built awareness.

CEHAT organised a state level consultation in 1998 for which
it prepared background discussion papers. The organisation
also invited representatives of other constituencies to share their
perspectives on alternative methods for expanding abortion
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care services. Invitees included medical officers from the pub-
lic health care sector, office-holders of the medical and nurs-
ing association, women’s groups involved in running training
programmes for grassroots level health workers and middle-
level health workers engaged in service provision. CEHAT
decided not to invite state representatives as they feared it might
hinder open dialogue among the other representatives.

As anticipated, many of the issues were not resolved as par-
ticipants held often divergent views about them. The allopaths
were against any expansion on the grounds that MVA is not a
method with acceptable efficacy. The allopaths also did not
approve of the idea of accommodating medical practitioners
from other systems of medicine for abortion service provision.

As regards paramedics, CEHAT had thought that imparting
skills would help to change the power relationship between
them and those with more formal qualifications. Paramedics
were not willing to take on any additional duties, however,
given their responsibility for all the work in the state’s Family
Welfare Programme.

Only the women’s health activists were prepared to explore
the involvement of paramedics in MVA. They were also in
favour of promoting other medical methods of menstrual regu-
lation such as misoprostol. However, they emphasised that
improving the existing public health care system was essential.
They cautioned that, in the absence of an improved and ac-
countable health care system, introducing such methods would
only add to women’s suffering.

The different opinions highlighted the conflicting interests of
the constituencies. The consultation also gave CEHAT, as ad-
vocates, greater clarity as to which issues to tackle in the short,
medium and longer term. For example, expansion of services
seems to present a tougher challenge for advocacy purposes,
especially as it is still in the conception phase. It is perhaps
easier to concentrate on those issues related to improvement
of the quality of existing abortion services.
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Providers and state administrators
CEHAT’s research in respect of providers focused, firstly, on
their knowledge and opinions on abortion-related issues. A
second research focus in this area involved an institution-based
assessment of the nature and quality of abortion care services.
Among state administrators, CEHAT enquired about knowl-
edge of abortion-related laws and procedures, as well as prob-
lems encountered in providing services. The investigation cov-
ered rural and urban areas, private and public, and registered
and non-registered facilities. It also covered all systems of medi-
cine, not only allopathy.

The research revealed that providers, like women, were not
adequately informed about abortion law. The immediate need,
therefore, was to inform and educate the medical community.
The quality of both general health care and abortion care was
found to be abysmal on almost all the indicators, both medical
and non-medical. Abortion care services were, if anything,
worse than other areas because women needing abortion serv-
ices are generally vulnerable and unable to negotiate for qual-
ity care. The situation is aggravated if the woman is having a
repeat abortion, or has conceived outside of marriage. The
research also revealed that the some of the state requirements
for registration as a provider of abortion were stringent and
impractical given the status of the health care system.

Advocacy: Issues and strategies
CEHAT feared a backlash and withdrawal of support from the
medical community because the research painted such a nega-
tive picture of the existing situation. It chose instead to appeal
to the medical community on the basis of the risks that women
are exposed to because of the poor quality of services.

The organisation focused on two issues. Firstly, on the infor-
mation needs of providers about the legislation and about the
administrative and technical details of approval procedure for
MTP facilities. CEHAT used the information needs of the pro-
viders in the semi-urban and rural areas to make alliances with
this powerful community. Secondly, CEHAT focused on inter-
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action with state administrators to change the restrictive rules
that were obstructing MTP approval for many. In India, as in
many other countries, interacting with the state machinery
means patience, sustained effort and a readiness to make fre-
quent trips to the Directorate of Health Services and Ministry.

With this strategic conceptualisation in mind, CEHAT organ-
ised a meeting-cum-consultation to communicate the research
findings. Representatives of the medical community (both re-
spondents and others), office holders of medical associations
and Federation of Obstetrician and Gynaecologists Society of
India and state administrators were invited. In particular,
CEHAT ensured that the Deputy Director, MTP Cell, State
participated in the meeting. The agenda included the tabling
of a draft booklet containing a guideline for MTP registration
and other relevant information. CEHAT also tabled a draft
recommendation for relaxing state-specific requirements in
respect of registration.

The information about the existing situation was presented as
resulting from systemic problems rather than holding individu-
als responsible. The documents tabled included both informa-
tion and well-reasoned arguments as to why alternatives were
preferable. Information obtained through interviews with the
state administrators responsible for implementation of the act
contributed to make the documents useful. Consultation with
experts was also important in explaining the alternatives and
in drawing up arguments to counter possible resistance.
CEHAT’s primary agenda in organising this event was to con-
solidate alliances with concerned constituencies by strategising
on the weak links in the existing service delivery system. The
organisation hoped that building alliances and facilitating the
processes required for improving access to safe and legal abor-
tion care services would complement each other and achieve
a better advocacy outcome, both in terms of quality and mul-
tiplier effect.

The booklet on MTP registration guidelines was subsequently
finalised after a consultative meeting with representatives of
the medical community, including non-allopaths and the state
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administrators. The consultative meeting helped to develope
a positive attitude towards the initiative among medical pro-
fessionals. The group also entrusted the responsibility for pur-
suing the draft recommendations with the Directorate and the
Ministry to CEHAT. The organisation has since persuaded the
state machinery to accept certain of the recommendations of
the state-level consultation. One recommendation that was not
entertained was that of allowing non-allopaths to be assistant
abortion service providers.

The combination of agendas in a single meeting proved to be
a fruitful strategy in earning the confidence of both service
providers and state administrators. It also served several other
purposes. It provided an opportunity for representatives of all
parts of the medical community to share their problems with
the most senior person from the Directorate of Health Serv-
ices in the state. The state administrators were able to share
their financial, personnel and other constraints with the pro-
viders and both constituencies were forced not only to under-
stand each others’ constraints, but also to develop tolerance
toward each other.

CEHAT has since been invited by the state to design a training
module and conduct a training programme for civil surgeons.
Civil surgeons constitute only a small fraction of the entire
health care sector, but, because they are in charge of the pub-
lic health care sector for the entire district, successfully educat-
ing and sensitising them would have a snowball effect.

The challenges ahead for
advocacy
The first challenge is to improve women’s access to safe, legal
and affordable abortion under the current law. This implies
addressing the bureaucratic hurdles by informing all those con-
cerned about the details of the registration procedure. It im-
plies sensitising and educating medical professionals in the
public and private health care service sector and putting pres-
sure on the state to increase the health budget.



India

153

The second advocacy issue is the need to articulate the right
to abortion without compromising on a position that opposes
‘selective abortion’ on the grounds of commitment to human
rights.

The third advocacy issue is to find ways to reduce women’s
abortion needs. This necessitates an improved and assured
supply of safe contraception without coercion and education
on how to use it. It also requires advocacy for women’s right to
reproductive decision-making and the separation of this from
the population control ideology.

Access to abortion care services cannot be attained outside of
the context of general health services. India will never provide
adequate abortion care services until there is comprehensive
health care for all the population. Advocates for abortion thus
need to join up with advocates promoting universal health
insurance and those who promote regulation of the private
health care sector. Abortion advocates also need to network
with women’s groups and mass organisations. In particular, it
is important to interact with health groups and initiatives such
as the People’s Health Assembly and women’s health networks
such as the Women and Health Network.

Advocacy for safe, legal and accessible abortion services faces
a range of challenges. These include:

• Limited financial, human and other resources;

• The country’s geographical spread and cultural diver-
sity;

• The sometimes conflicting interests of women as users
of services and medical professionals as providers;

• Ideological differences and differing priorities between
the different groups who need to form part of the lobby;
and

• The danger that, with a fundamentalist state, too hard a
push for reform of the existing abortion legislation with-
out mass support could spark efforts to remove the op-
portunities available at present.
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Lessons learnt
• It remains a challenge to fight for quality abortion serv-

ices even once seemingly liberal abortion legislation is
in place.

• It is difficult to mobilise the masses around the single
issue of abortion when the majority of the population
lacks access to the means to satisfy their basic needs.

• As a consequence, it is difficult to motivate people’s or-
ganisations to participate actively and in a sustained way
in abortion advocacy campaigns. Their efforts and pri-
orities are concentrated around people’s basic needs for
survival.

• Because the potential of enactment of liberal abortion
legislation is viewed too optimistically and because of
limited resources in terms of human energy and finances,
abortion advocacy has a low priority on the agenda of
the women’s movement.

• Liberal legislation, if not complemented by an adequate
implementation plan, will not achieve what it is meant
to achieve. The plan must include strategies for aware-
ness building among the concerned constituencies, such
as service providers, women and their families, imple-
menters and bureaucrats.

• CEHAT’s abortion advocacy initiative, although domi-
nated by non-medical people, earned credibility through
rigorous research and by giving due weight to the prob-
lems faced by both service providers and state adminis-
trators.

• The unregulated and dominant private health sector is
difficult to target with conventional methods of advo-
cacy given the power and monopoly they enjoy in health
care service provision in India.

• A broad-based advocacy campaign is an appropriate
strategy in the initial phase to make the issue visible at
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different levels and among different constituencies, but
CEHAT still has to find strategies to sustain the initiative,
to extend it geographically, and to develop mechanisms
to assess its usefulness to women.
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THE FIGHT FOR REPRODUCTIVE
RIGHTS IN ITALY

Antonietta Cilumbriello and Daniela Colombo

AIDOS: Italian Association for Women in Development
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A brief history of the second
feminist movement in Italy
The fight for reproductive rights and the abortion bill in Italy in
the 1970s is closely linked with the history of the second femi-
nist movement. One cannot understand why a catholic coun-
try such as Italy passed one of the most advanced abortion
bills in the world without knowing a little about what happened
in civil society, and especially in the women’s movement, in
those years.

When the Italian feminist movement began in the early 1970s,
it launched a movement for social change that promised to
alter some of the fundamental values governing Italian soci-
ety. For this reason, when feminists decided to come out in the
open – whether in Rome, Milan or Trento – they were met
with hostility that broke out into violence on the slightest pre-
text. The attacks were not only perpetrated by helmeted po-
lice in full combat gear, carrying shields and heavy truncheons,
nor only by the right wing. They were also initiated by men
from the left parties and the students’ movement.

The violent reaction served to create greater solidarity among
the women and helped the movement to grow more rapidly.
In 1971, there were two main organised groups. The Movimento
di liberazione della donna (MLD, or Women’s Liberation Move-
ment) was associated with the Radical party, a small, liberal,
anti-clerical and anti-communist party which was not repre-
sented in Parliament until 1975. The MLD immediately estab-
lished political objectives that included the struggle for divorce,
abortion, and non-sexist education. The Lotta Femminista
(Feminist Struggle) was strongest in Northern Italy. It fought
for wages for housework and had international connections in
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England, the United States of America (USA) and Canada.

In addition to these groups, there were ultra-left collectives.
For the collectives, the solution to women’s problems should
be found through a correct interpretation of Marxism. Most
collective members were women who emerged from revolu-
tionary extreme left groups and parties such as Lotta Con-
tinua, il Manifesto, and Avanguardia Operaia. For these
women, feminism created a problem similar to that of militant
black women in the USA – they had to find a way to reconcile
feminism with the sacred texts of the extreme left. Many of the
women eventually quit the extreme left groups.

The majority of the broader feminist movement worked in
small, loose, informal, consciousness-raising groups, active at
a local level. The energy of the movement came from the bot-
tom, not from the top. The day-to-day direction was derived
from conditions close to the lives of the women most involved.
The movement did not depend on any kind of leadership. In
fact, any women who emerged as natural leaders were op-
posed. Women took decisions collectively and concepts like
hierarchy, power, and delegation were rejected as products of
a male culture.

A profound feeling of belonging to a unique community united
the women working in different local settings. Unity incorpo-
rated women from the more advanced North as well as those
from the developing South, where the crimes of honour killing
and abduction were still considered part of ‘traditional norms’.
A feeling of sisterhood, of sharing a common struggle and com-
mon discovery characterised the movement. The number of
groups operating in the country at any one time was not known,
but in every small town there was at least one feminist group.
In addition, for a movement without centralised structures, there
was an enormous amount of informal communication and
mobilisation through magazines, newsletters and other me-
dia.

Over time, women from different social and economic back-
grounds started responding to feminist ideas. In 1975 the first
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feminist groups within trade unions were formed in the main
cities and soon the movement spread to women workers all
over the country. This development forced women from the
socialist and communist parties into a different view of femi-
nism and motivated them to join forces and fight in Parlia-
ment for some of the most advanced legislation on a range of
issues of interest to the women’s constituency.

An early example centred on the divorce law. In March 1974 a
number of Catholic organisations called for a referendum on
the abolition of the divorce law that had been approved by
Parliament. They did this in line with the provision in Italy
whereby any organised group can call for a referendum to
abolish a piece of legislation if it collects the signatures of 500
000 Italian citizens within a period of three months. The femi-
nist movement decided to campaign in favour of divorce and,
for the first time in the political history of the country, instead
of addressing people from the top, feminists chose different
methods – street theatre, songs, puppets, magic boxes.

When the catholic referendum was defeated, it was clear that
for the first time Italian women had made an independent
choice, rather than listening to the church. It was also clear
that feminism was speaking to the reality of contemporary so-
ciety. Even if feminists were still far in advance of what most
women were willing to accept, they had a substantial audi-
ence ready to receive the message. It was at this time that the
struggle for the liberalisation of abortion became the unifying,
nationwide issue on which all the different groups became
active.

Eight years of struggle for the
liberalisation of abortion
The legal background
In Italy, the first regulation concerning abortion was included
in the penal code of 1889. The code stated that abortion was
a crime against the right to life of the embryo. The code of
1930 went further. It included abortion among the crimes
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‘against the integrity and the health of the race’. The penalties
were severe – imprisonment in jail for two to five years for
both the woman who had undergone an abortion and the
person who had intervened. Publicity connected with contra-
ceptives was also forbidden and was punishable by imprison-
ment of up to one year and a fine of 400,000 lire, a large
amount of money at the time.

Clandestine, unsafe abortion, performed by unskilled persons
using hazardous techniques in unsanitary conditions was thus
the primary means of contraception. The condom was expen-
sive and only available in pharmacies. Women from the up-
per middle class were the only ones who could afford an abor-
tion in a clinic abroad or by a gynaecologist. The latter were
referred to as ‘golden spoons’ because of the high fees they
asked on the basis of the risk involved in performing the op-
eration.

In the early 1970s, an estimated 800,000 abortions were tak-
ing place every year. It is not possible to calculate how many
women died because of illegal, unsafe abortion or how many
were left with permanent disabilities as the cause of complica-
tions was never declared in death certificates because of the
danger to the woman and the practitioner. The extent of abor-
tion was so large, that it was not possible to apply the repres-
sive legislation. Only about one in every 10,000 illegal abor-
tions came to trial and these cases were dragged through the
courts for several years.

Tackling the issue in Parliament
In February 1970, the issue of abortion was raised for the first
time at the initial national congress of the MLD. The congress
launched a campaign to collect signatures for presentation of
a ‘people’s bill’ in Parliament. This was possible under the Ital-
ian provision whereby any organisation which collects 50,000
signatures, certified by a notary, on the text of a bill, can present
it for discussion in Parliament.

On 7 June 1971, the first bill for therapeutic abortion was pre-
sented by a group of parliamentarians from the socialist party.
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During the years which followed, further bills were presented
by different political forces. Some of these bills were progres-
sive. For example, in 1973 Loris Fortuna, a socialist who had
signed the first bill on divorce, together with other socialist MPs,
presented a bill in the House of Deputies with which the radi-
cal party and the MLD also agreed. The bill called for
decriminalisation and liberalisation of abortion. Other bills were
reactionary. A group of catholic MPs, for example, presented
a bill aiming to help a woman through pregnancy so that she
could give the baby up for adoption.

Despite these bills, the non-confessional forces could not find
agreement on a single text. The Communist party in particu-
lar, adopted a reactionary position, as it was seeking a govern-
ment alliance with the Christian Democratic Party. These were
difficult political years, with no stable majority and coalition
governments of four and five parties and the terrorism of the
red brigades raged throughout the country. For pro-abortion
campaigners, this meant that each time Parliament was dis-
solved, the political battle around legislation had to start all
over again.

Strategies
It was the feminist movement and the Radical Party that ulti-
mately organised the pressure from civil society that obliged
Parliament to legislate. A successful strategy of the Radical Party
was to collect signatures for a referendum for the abolition of
the provision in the penal code criminalising abortion. An-
other strategy was that its leaders fasted during crucial mo-
ments of the Parliamentary debate. No other political force,
except the Socialist Party, wanted the referendum as it was
clear that the Radical Parties would win and that the debate
before the vote would create more divisions in the country.

Several polls were conducted by magazines and research in-
stitutions. These showed that close on two-thirds of the public
thought that Parliament should deal with the issue. They also
showed that three in five women felt that abortion should be a
matter of concern only for the woman and her conscience
and that the church and state should not be involved. Some of
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the media with the largest circulations in the country took a
stand in favour of abortion. L’Espresso, a progressive liberal
weekly magazine, placed the photo of a crucified, pregnant,
naked woman on its cover and evoked a wave of discussion
around the country. The magazine subsequently dealt with
the issue every week until legislation was approved.

Meanwhile the feminist movement organized ‘soccorso rosa’
(pink assistance), a form of mutual aid in which, two or three
times a week, women who wanted to have an abortion could
meet in the office (or cellar) of a feminist group and be helped.
Various methods were used. A medical doctor in Florence, Dr
Crociani, who was a member of the Radical Party, performed
one abortion at low cost, using the Karman suction method
and local anaesthesia. When Dr Crociani was arrested, in Janu-
ary 1975, together with two leaders from the Radical Party,
feminists in Rome started organising clandestine task forces
who performed abortions using the Karman method in pri-
vate homes. Several feminist doctors went for training in this
method in England and the United States.

The equipment was kept in different homes and the groups
would meet in a different place each time. By organising abor-
tions in this way, women from the feminist movement wanted
to show their solidarity with women who wanted to have a
private abortion, but without being subjected to unskilled per-
sons in the poorer districts who operated on the kitchen table
or having to pay high prices to the ‘golden spoons’. Abortions
were performed collectively, with the conscious participation
of the patient, in a relaxed ambience. Charter flights were also
organised to London clinics.

Soccorso rosa started in Rome, but the example of the femi-
nist movement of Rome was copied in other cities. Many of
the groups working on the abortion issue subsequently joined
together in a coordinating body called Coordinamento
Romano Contraccezione Aborto (CRAC). CRAC organised
several rallies at crucial moments of the political debate. In
December 1975 50,000 women marched through the streets
of Rome demanding the liberalisation of abortion.
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When a young woman, Gigliola Pierobon, was arrested in
Padua, her trial became a political statement. At a certain
moment, all the women in the court who had come from vari-
ous cities cried “We all have undergone an illegal abortion”.
In the confusion that followed, three were arrested and were
later put on trial for having disturbed the court procedure. The
woman who underwent the trial later wrote a book “Il processo
degli angeli. Storia di un aborto” (The trial of the angels: his-
tory of an abortion). This was one of the many books that
were published on the issue at the time.

The feminist monthly magazine EFFE published photographs
of the full sequence of the Karman method. These photographs
had been taken in Washington in the summer of 1973 by Daniela
Colombo. In each issue of the magazine there were articles and
news about the discussions in Parliament and the struggle around
the country. A special issue on abortion was published in De-
cember 1975 at the time of the Rally organized by CRAC. In
1976, a weekly television programme on women’s issues, titled
‘Si dice donna’ (We say women), was started by a group of
progressive producers at the Italian national public television
RAI 2, with contributions from feminist journalists. The pro-
gramme soon began broadcasting documentaries and wom-
en’s stories on abortion. It was, however, stopped in 1981 at the
time of the abortion referendum called by the catholics because
of its strong feminist position on the issue.

The catholic forces, meanwhile, were divided, even within
parties. While the pro-life movement was organised by young
males, women and older men were generally in favour of leg-
islation allowing abortion to be carried out in public hospitals
under certain conditions. In a country which was supposed to
be almost 100% catholic there were many families in which a
mother, sister or daughter had undergone an unsafe, clandes-
tine operation.

The law changes
In March 1971 the Constitutional Court abolished article 553
of the penal code that prohibited the advertisement of contra-
ceptives. However, contraceptives could only be sold to regu-
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late menstruation. Italian women had to wait until 1975 for
laws which permitted contraception and created family health
counselling centres (HCCs). The 1975 law was an attempt by
the government to put a stop to the abortion discussion. It
provided for the creation of services with an integrated, holis-
tic approach to the reproductive health of women and men,
including family planning and social assistance to families. The
services could be created by municipalities, within the national
health system, as well as by private groups. By 1998, there
were 2,227 public HCCs – 1.6 for every 10,000 women aged
between 15 and 49 years. There were also 161 private HCCs.

In 1976, Parliament was dissolved because conservative po-
litical forces – in particular the Christian Democrats and Com-
munists – did not want to have the referendum for which the
Radical party had collected signatures. Two years later, how-
ever, Communist Party women who had been influenced by
feminist ideals succeeded in changing their party’s position on
the issue and a compromise was made. Law 194 of 1978,
‘Norms for the social protection of motherhood and on the
voluntary termination of pregnancy’ (VTP), was approved on
22 May 1978. It was not the best law in Europe, but it was
certainly not the worst one.

Law 194 provided, among others, that:

• VTP was available within the first 90 days of pregnancy
for any women requesting this on the grounds that her
physical or psychological health would be affected due
to health, economic, social or family conditions, or where
the foetus was expected to be malformed;

• After 90 days, a VTP could be performed where the
women’s life was at risk, or where there was a problem
with the foetus which constituted a serious hazard to the
physical and psychological health of the woman;

• To obtain an VTP, a woman needed a certificate from a
physician at a counselling centre or other social health
facility or her general practitioner;
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• A woman under 18 required approval either from her
guardian or a judge;

• Health staff had the right to refuse to take part in VTPs
on the basis of a formal declaration of conscientious
objection; and

• All VTP procedures would be covered by the national
health system and provided free of charge in public hos-
pitals.

After the legislation was passed
Advocacy for and against
The pro-life movement quickly began collecting signatures for
a referendum to abolish the law. The referendum was held in
November 1981 and the pro-life movement was badly de-
feated, with 68% of the votes against abolishing the law.

Many feminists were not satisfied with the law, but fought to
defeat the referendum. However, their dissatisfaction with
the law partly explains their subsequent relative inaction
on the issue. 1981 also marked a profound change in the
feminist movement in Italy, which had reached its peak in
the late 1970s. Feminism in Italy had never been a well-
structured ideology and the movement did not have a clear
political programme apart form the abortion struggle. By
the early 1980s, feminism had been accepted by some of
the political forces, especially the socialist and the commu-
nist parties, but they had accepted it in a way that was un-
critical of their existing practices. They thus made it coexist
with the existing principles of hierarchy and rigid organisa-
tion. Many laws were approved during the 1970s, however,
that helped to change women’s lot in Italy, including a very
progressive family law passed in 1975 that put husband and
wife on equal footing.

Among ordinary citizens, the economic crisis was preventing
young women from finding a job when they finished school.
The older feminists who had started the movement ten years
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before, and for this reason are called ‘historical feminists’, had
established better lives for themselves and in many instances
had decided to retreat from the public sphere. Very few of
them entered the ‘women’s machineries’ and equality com-
missions that were created at national and local level. Most
preferred to work in small groups concerned with specialised
issues such as women and literature, women and history,
women and music, women and arts, women and economics,
women and health, career women and women and develop-
ment. None of these groups took forward the work on the
abortion law and mobilisation to ensure quality implementa-
tion was left to the women in the institutions.

In 1995, however, when the abortion law was under severe
attack by the pro-life movement and there was a risk that dis-
cussions on a new bill would resume in Parliament, thousands
of middle-aged and younger women marched again in the
streets of Rome, with the same spirit of sisterhood as in the
1970s. The women did not want to lose something for which
they had fought so hard, but this was the last episode of na-
tional mobilisation.

Trends in VTPs conducted
The annual reports of the Minister of Health and the monthly
surveys of the National Bureau of Statistics (ISTAT) on VTPs
carried out at health facilities authorised by the law provide a
wealth of information that facilitates analysis of VTP in Italy
over the last twenty years. From a quantitative point of view,
Law 194 can be considered a success story. During the last
seventeen years, the number of VTPs performed on women
resident in Italy increased from 213,310 in 1980 to 233,976 in
1983 and then decreased to 138,357 in 1998. These and other
statistics suggest that abortion is no longer widely used as a
means of contraception.

The current more or less constant rate of VTPs is the result of
three factors:

• the institutional change, as the introduction of legisla-
tion has affected illegal abortions and in several cases
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the problem could be directly faced and prevention strat-
egies could be put in place;

• a cultural change, which was already taking place when
the Law was approved, that is different models for ma-
ternity and more efficient contraception;

• a demographic change, mainly determined by the de-
lay in the average age of marriage and first birth.

The largest decreases in abortion rates have been recorded in
those geographical areas where reproductive health services
and support to prevent abortion have been most efficiently
developed. The rate of post-abortion complication in Italy is
low compared with other European countries. This is at least
partly due to the fact that VTP is generally performed in hos-
pitals.

Some critical issues in implementation

Certification
To obtain a VTP, the woman must obtain certification that
attests to the duration of the pregnancy and the presence of
danger for the psychological or physical health of the woman.
Despite the existence of the HCCs, which are named in the
law as one of the main services which will support imple-
mentation, women still experience difficulties in using these
services for obtaining the certificate. In 1998 only 27% of
women seeking a VTP went to a HCC. Reasons include the
lack of integration between this service and the referral facili-
ties where VTP can be performed, insufficient HCCs in the
Southern regions, conscientious objection by many gynae-
cologists and the fact that they work only a few hours at the
HCC.

The certificate is therefore more often given by a private doc-
tor, generally a gynaecologist. According to data from the min-
isterial report of 1998, in 30% of cases it is given by the obstet-
ric/gynaecological service where the VTP is performed. This
suggests that a policy of support, reception and planning that
shortens the time between the certificate and the operation is
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appreciated by women as it diminishes the psycho-social im-
plications that the VTP can have.

Data for 1998 from the few regions for which data was avail-
able show that 67% of VTPs were performed within 14 days of
the date of the certificate. The situation becomes urgent if the
pregnancy has reached the tenth or eleventh week as inter-
vention depends both on the availability of gynaecologists –
who, even if they are not objectors, can raise conscientious
objection only during this stage of pregnancy – and on the
waiting list in the hospital facilities. In this situation women
must often resort to private clinics that perform the operation
at a high cost.

Conscientious objection of medical and
paramedical staff
In 1998, the rate of conscientious objection stood at more than
60% for gynaecologists, 50% for anaesthetists and 56% for
paramedical personnel. In many regions, especially in the
Centre and the North, the problem has been addressed through
services provided by private clinics with authorisation from
the regional authorities. In the South, with the exception of
Apulia, this alternative of private clinics is not available. This
could be an important cause of ongoing illegal abortions, longer
waiting times and women resorting to a VTP in another prov-
ince or region (ISTAT, 2000:105).

Where doctors are obliged to give the certificate, because no
substitute is available, they can use one of the clauses of the
law which authorises the doctor to invite the woman to wait
for one week and then to come back to communicate her de-
cision again. The use of this clause represents an attempt by
medical professionals to exercise a power that is cultural and
not scientific. The paramedic staff, for their part, especially
during the hours following the intervention when the woman
is still feeling the effect of the anaesthesia and the difficulty of
the situation, exercise a subtle conscientious objection, for ex-
ample by obliging her to listen to information on natural meth-
ods of family planning.
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Abortions among minors

The number of VTPs among minors is relatively low and de-
creasing. Data for 1998 shows that authorisation was given by
parents in 70% of the cases and by a judge in 29%. This low
rate accords with other characteristics of VTPs in Italy in that
most are performed on women who already have children. In
Italy, young women generally have their first sexual intercourse
at an older age than in other countries.

Most operations on minors are performed on young single
women, who are students in secondary schools. This suggests
that prevention could be effected in schools if sexual educa-
tion were permitted.

Conclusions
No political party has asked for the reintroduction of a puni-
tive abortion law. The pro-life movement seems stronger to-
day than it was in the 1970s, but in Italy it has chosen to use
more subtle methods, such as encouraging conscientious ob-
jection of medical and paramedical staff, rather than act vio-
lently. For example, a woman is often left alone to face a VTP.

The waiting time between certification and the intervention,
the limited time that the medical team responsible for the VTPs
spend in hospitals, the inadequate integration between the
services that certificate pregnancy and those that perform the
intervention and the limited availability of the services - espe-
cially in the South - are all manifestations of how widespread
conscientious objection is among medical and paramedical
staff.

There is also some ‘abortion fatigue’ among gynaecologists
and paramedics who are members of teams performing VTPs.
Recently, some of them have used conscientious objection as
a way of protesting against the fact that they are obliged to
spend all their working time in hospital performing abortions.
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Since Italy has one of the lowest fertility rates in the world, the
discussion on bio-ethics and the juridical rights of the foetus
surfaces quite often, even within the most progressive political
forces.

In this context, the concept of free choice for women, which
was the basis for the women’s struggle in the 1970s, has been
undermined by many organisational difficulties. Instead of fight-
ing against the system and mobilising to ensure correct appli-
cation of the law, it seems that women have preferred to or-
ganise themselves in a different way. As was the case when
abortion was illegal, women pass information by word of mouth
on where to go. This informal system of communication on
where to get the certificate, who the best doctors are and where
the waiting list is shortest, is relatively efficient and is concealed
in the women’s world where some prefer to act, rather than to
mobilise to obtain legislation which ensures good operation
everywhere.

The prospects if the centre right wins the elections in May 2001
are not good. We had an indication of what might happen
when, on 30 October 2000, pharmacies started selling emer-
gency contraception. The sales were possible because the prod-
uct had been approved by the French government and this
allowed other European countries to sell it. Approval for the
sales by the Ministry of Health raised strong objections from
catholics that reached as far as Parliament. Thus far the Minis-
ter of Health has been firm in defending this decision, but.
public authorities in those regions where centre right political
parties are in power have asked that the pharmacists should
be allowed to refuse on the basis of conscientious objection.

The pro-choice forces have not taken these attacks lying down.
There has been some reaction in the press, some declarations
by women parliamentarians and lists of friendly pharmacists
have started to circulate. We hope that if the centre right wins
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nationally, pro-choice forces will fight back firmly.
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Introduction
Background
High maternal mortality rates are found in those countries
where the law prohibits non-medical reasons for induced abor-
tion. Kenya, where abortion is permitted by law to save the
pregnant woman’s life and on ‘grounds of necessity’, is one
such country. Despite the restrictive law, many abortions con-
tinue to be performed clandestinely with serious socio-eco-
nomic and health outcomes. Changing the legal status of abor-
tion thus remains fundamental to improving women’s repro-
ductive health.

In Kenya, certain doctors, particularly gynaecologists, have
been the primary supporters of a more liberal abortion law. At
the 1993 Annual Scientific Conference of the Kenya Obstetri-
cal and Gynaecological Society (KOGS), the organisation’s
members reiterated their stand on this issue. They passed a
resolution asking the Minister of Health to present a cabinet
paper on abortion as a health issue, highlighting social, eco-
nomic and health costs to the country. They asked for a more
liberal law, but nothing resulted from their efforts. KOGS’ stance
was largely the product of strong leadership by the then chair-
person, who had been proactive in advocating on adolescent
reproductive health and abortion issues.

Unlike the gynaecologists, other doctors and health personnel
continue to hold more conservative attitudes toward abortion
law reform (Rogo, 1993). Further, the Church, especially the
Catholic Church, remains a bastion of opposition to abortion
in Kenya. Although only 28% of the population are Catholic,
the Catholic Church exerts disproportionate influence on the
reproductive health policies in the country.
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Until recently, women’s groups and non-governmental organi-
sations (NGOs) generally remained silent on the issue of abor-
tion. A number of NGOs have begun to show an interest in
the advocacy of reproductive rights, including the International
Federation of Women Lawyers, Kenya (FIDA-K), the Family
Planning Association of Kenya (FPAK), the Africa Regional
office of the International Planned Parenthood Federation
(IPPF-Africa), the Kenya Medical Association, and Ipas. The
predominant national women’s organisations have, however,
not been very vocal on reproductive rights or abortion in par-
ticular. After the Beijing Conference most women’s organisa-
tions focused on gender concerns in political participation and
economic empowerment,while remaining less vocal on health
matters.

Meanwhile, the magnitude of unsafe abortion and its conse-
quences has become a public health emergency in Kenya. In
1993 an estimated 252,800 induced abortions occurred among
schoolgirls in Kenya. Sixty percent of all gynaecological ad-
missions and up to 5% of total hospital admissions are due to
abortions (Rogo, 1993.) It is evident from the large number of
women seeking abortions that the restrictive legislation on
abortion does not receive much respect in practice. Yet, while
the law is interpreted liberally by doctors whenever they are
keen to help women in need of services, most clinicians have
not been providing abortion for the full range of reasons per-
mitted within the current law. In the prevailing atmosphere it is
unlikely that any major liberal change in the law will occur.
Emphasis must therefore be put on the fullest possible inter-
pretation of existing law, which permits abortion under ‘grounds
of necessity’, interpreted to include abortions performed on
physical or mental health grounds (UN Population Division,
1999.)

This paper looks at a unique initiative by private health pro-
viders in the western part of Kenya to make sure safe abortion
services are available to the fullest extent of the law. While
strategies for changing the law on abortion are the focus of the
overall project, the Kenyan experience highlights the possibili-
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ties within restrictive laws to ensure access to safe abortion
services. Because the western Kenya initiative did not origi-
nally intend to change the law, it would be unfair to evaluate it
in terms of its success or failure to do so. Instead, it is evaluated
as a way of achieving one aspect of the ‘broader’ picture in
expanding access to abortion services, i.e. creating a pool of
well trained and skilled, willing providers.

The paper draws on interviews with approximately thirty indi-
viduals, including public, private and non-governmental serv-
ice providers and officials and other representatives of the in-
stitutions and organisations concerned with reproductive health
and abortion services.

The Private Providers Network of Western
Kenya
In late 1996, a network of private health providers trained to
provide comprehensive, affordable post-abortion care (PAC)
and family planning was started by a local NGO - the Kisumu
Medical Educational Trust (KIMET). The Network was named
the Private Providers Network of Western Kenya (PPNWK)
and it’s philosophy was to realise the potential contribution of
private practitioners to abortion care and reproductive health
care more generally. The hypothesis was that there was no
hostility to abortion services at the community level and that
these services had been performed through the decades by
unskilled community members who are accepted and toler-
ated. By setting up the Network, community confidence in
local services for abortion and post-abortion care would im-
prove because services would now be provided by skilled health
professionals. This support might ultimately contribute to build-
ing a supportive environment for legislative change.

The project was initiated in response to the deterioration of
the health service delivery system in Kenya. Cost sharing had
been introduced in respect of most health services, including
reproductive health. Quality of care had become an issue and
some women chose to seek private services which they per-
ceived to be of better quality.
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PAC encompasses emergency treatment for abortion compli-
cations, counselling and provision of family planning infor-
mation, and links to other reproductive health services. In par-
ticular, in Kenya PAC was interpreted to include manual
vacuum aspiration (MVA) for incomplete abortion, menstrual
regulation and legal abortion as well as family planning coun-
selling and services, emergency contraception, condom pro-
motion and treatment of sexually transmitted infections (STIs).
The PPNWK aimed to expand outlets for the provision of a
range of reproductive health services by recruiting and train-
ing private providers. Trainees learnt that they could use the
same technology used in PAC to provide abortion services
and the choice as to whether to do so was left to the indi-
vidual. The project was based in western Kenya because this
region had fertility rates above the national average and high
maternal mortality due to unsafe abortion. The contraceptive
prevalence rate was one of the lowest in the country (Rogo et
al, 1998).

Involving private providers was seen as a rapid and cost effec-
tive way of expanding PAC services to the community and
hence significantly reducing the incidence of unsafe abortion,
unnecessary deaths and the competition for services, staff and
resources which often occurs in public hospitals. The Network
initially comprised physicians, but later expanded to include
mid-level providers and community health workers, and com-
munity based distributors (CBDs) for contraception. The phy-
sicians did not object to this expansion as they felt that they
had received adequate personal benefits through the training
and, at a societal level, through the hoped-for reduction in
maternal mortality. Linkages with, and the role of, other pri-
mary health workers such as herbalists and local women’s
groups are currently being explored (Rogo, Bohmer, Ombaka
1999).

The Network also connects private individual health care pro-
viders, corporate providers such as Marie Stopes and govern-
ment facilities at the district and provincial levels as it trains
providers from all of these institutions. here is a strong referral
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system set up through the Network as a result and members
gain access to the support of physicians and other Network
providers who serve as sources of referrals and professional
consultants.

The training is provided free. While it is available to all that
are qualified, the Network specifically targets public facility
providers. By incorporating key public sector providers as
members, the Network has been able to function without much
interference.

The Network shares some characteristics of a franchise. On
completion of training, the Network members are given an
initial free MVA kit and undertake to provide high quality care,
improve their facilities where required and not send any client
away for lack of money. They also submit monthly reports of
their activities, including details of abortion services provided.
The Network coordinator makes follow-up advisory visits and
members meet annually to share experiences.

The charges for services range from free to US$100 with gy-
naecologists’ bills in the top bracket and nurses in the lower
range. As noted, no client is supposed to be sent away for lack
of money and providers use a sliding scale mechanism to
charge fees. When a provider is not able to offer a service,
they refer the woman to another Network member for care.
The fact that the nurse providers have larger caseloads sug-
gests that they may be more accessible in terms of both fi-
nances and locality. Analysis of the quality of care offered by
the different providers shows that women are satisfied with the
services provided by nurses (Bradbury, 2000).

The Network is into its fourth year and has a total of about
100 active members spread throughout the region but con-
centrated around Kisumu town. Since its existence, evidence
shows that the number of abortion cases at the provincial
hospital has decreased and complicated cases and deaths
from abortion are now rare. It may also be that since the
introduction of user fees in public facilities and because of
privacy concerns, many women now opt to seek services in
the Network.
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The context
Health services in Kenya
There are fewer than 5,000 physicians and about 40,000 nurses
and clinical officers (mid-level providers) in Kenya. The doc-
tors are located mainly in large towns while the majority of
mid-level providers are to be found in smaller towns and rural
settings. Curative services are provided primarily through gov-
ernment facilities, which serve 57% of the population. The
remaining 43% use the private sector (Kenya Demographic
and Health Survey (KDHS, 1998). For the last ten years the
government has allowed the licensing of mid-level providers
for private practice. The number of private health facilities has
increased threefold over this period. This was in line with the
government’s plan to decentralise health care management
and financing through community participation, cost sharing,
and involvement of NGOs and the private sector.

Since 1989, only certain categories of health services are pro-
vided free in public sector facilities, such as services for chil-
dren under five years and some infectious diseases like tuber-
culosis. With the introduction of structural adjustment pro-
grammes and the subsequent reduction in government spend-
ing for public health services, these services are increasingly
becoming inaccessible to many Kenyans. Many women, be-
cause of their low socio-economic status, do not have access
to quality health care. The government has identified unsafe
abortion as a major cause of maternal mortality and morbid-
ity, however, and is addressing this through a recently adopted
PAC strategy. Expansion of PAC to include all government
facilities at the district level is currently ongoing.

Access to legal induced abortion services in public facilities is
restricted and very few procedures are done. Denial of care by
health professionals is common in public hospitals (Rogo et
al, 1998). Yet, despite restrictive laws, safe abortion services
are easily obtainable in Kenya for a fee. This implies that the
services are only accessible to middle and upper class women
and explains the relatively low reporting of abortion compli-
cations from public hospitals.
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Legal and policy issues
Issues of reproductive health and rights are addressed in the
framework of the national health and population policies. The
recently adopted National Population Policy for Sustainable
Development (May 2000) shows evidence of the influence of
the Cairo International Conference on Population and Devel-
opment in terms of women’s empowerment and reproductive
rights. While articulating the issue of reproductive rights, how-
ever, these rights do not include the right to abortion services
on request. The document does clearly state that no women
or girl will be denied services for post-abortion care. The un-
written message is clear: ‘If you start the abortion, we will com-
plete it.’

With regard to abortion laws, there is no statutory classifica-
tion of abortion into therapeutic, induced or other categories
in Kenya. Cases of termination of pregnancy on demand are
usually recorded as menstrual regulation. The latter term is
not commonly used in Kenya (Rogo, 1993). Most people there-
fore do not associate it with abortion or termination of preg-
nancy. While the term is understood by gynaecologists, it re-
mains foreign to most doctors, nurses and the general popula-
tion.

The constitution of Kenya spells out the right to life of all peo-
ple within its borders. The abortion law thus permits abortion
only for ‘the preservation of the women’s life’. The interpreta-
tion of this clause and of the ‘grounds of necessity’ ruling have
not been uniform in medical circles. The lack of clarity has
offered an opportunity to expand the range of conditions un-
der which abortion can be considered permissible within the
law.

Such broad interpretation is not without risk, however. Ken-
yan statutory law recognises three felonies and one misde-
meanour that bear on the act of abortion. Although the Penal
Code contains restrictive provisions relating to abortion, the
scope of these laws remains unclear. Prosecutions under this
section are few and are generally for causing the death of the
woman rather than for procurement of the abortion. The pen-
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alties for procuring an abortion are seven years’ imprisonment
for the woman seeking services and 14 years for the service
provider (Lema et al, 1992).

Socio-cultural perspectives
Many communities in Kenya still maintain a traditional patri-
archal system in which men are the primary decision-makers
in family and social relationships. Women internalise this op-
pression, keep their place within the community and eventu-
ally earn the respect due to a mother or an elder. The tradi-
tional arrangements of gender roles reinforce men’s sense of
power and competence. In times of external challenges, as in
Africa’s current socio-economic climate, control over women
offers men of relatively low status a position of power denied
in other spheres of their lives. Despite this, men’s roles and
realities are changing in parts of Kenya (Silberschmidt, 1999).
Their paternal authority is weakening due to changing circum-
stances, including land fragmentation, increased migration to
cities, stronger local women’s groups and children’s expecta-
tions as a result of education.

Traditionally, pregnancies in unmarried girls elicited commu-
nity disapproval and punishment. Very strong social pressure
continues to exist that condemns pregnancy outside marriage.
The blame for pre-marital pregnancy is unilaterally heaped
on the woman in the absence of any corresponding sanction
on pre-marital fatherhood. These micro-prejudices are the pil-
lars of denial of women’s right to choice.

Due to their poor economic status, many of the women seek-
ing abortion services through the Network relied on men to
pay for the services. Traditionally women went to community
providers. The transaction was ‘woman-to-woman’ and it was
usually the aunt who took her niece to the abortionist and
settled the bill. It seems from the current relatively liberal stance
of these western Kenyan men in regard to abortion services
and contraception that there is a new thinking about repro-
ductive health matters. Perhaps this is due to the harsh eco-
nomic realities and the pressure on men to provide for their
own immediate families as well as extended families. This may
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also explain why many couples, particularly Catholic couples,
sought these services repeatedly. The experience in western
Kenya revealed that abortion is not just a problem for the un-
married, young girl.

In western Kenya and elsewhere in Kenya, communities have
dealt with unwanted pregnancy at the community level de-
spite the law. There have always been known providers of
abortion services within the community and traditional meth-
ods of terminating pregnancies are documented in many soci-
eties (Lema & Njau, 1990). While traditionally abortion was
exclusively procured with herbal medicines, today it has be-
come a business and a variety of people are involved. Many
have inadequate training, knowledge and skills, especially at
the rural community level.

The impact of religion on the lives of communities in Kenya is
substantial. The Catholic Church, in particular, continues to
have immense influence on reproductive health policies in
Kenya. The state has often adopted the Catholic Church’s
position on reproductive health matters. More recently, how-
ever, the President of Kenya challenged the Church’s position
on the use of condoms to fight the AIDS pandemic. This is a
departure from the state’s conservative stance on matters re-
lated to the family and specifically reproductive health issues.
The AIDS pandemic has had far-reaching consequences on
previously held norms and beliefs. The issue of gender power
relations in negotiating sexual relations and the consequences
of such relations are now the subject of heated debate in Kenya.
There is no doubt that the AIDS crisis has brought to the fore
the fundamental connection between women’s right to repro-
ductive health and socio-economic development.

Key findings
Factors that influenced the PPNWK initiative
The 1990s saw a shift in the way PAC services were provided
in Kenya. Following the Cairo Conference in 1994 and its
emphasis on the need for post-abortion care, the government
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welcomed efforts to mobilise the private sector’s involvement
in reproductive health services. Service delivery for abortion
and contraception remained a sensitive area in public facili-
ties, however, because of the restrictive law and perceived
policies. The need to maintain privacy and confidentiality fur-
ther complicated the expansion of abortion-related services
within the public sector. In the private sector no-one other than
the provider and assistant had to know that the woman had
an induced abortion. In the public sector, it was more difficult
for women – and especially girls – to keep the matter out of
the public eye. Broadening the service delivery base for abor-
tion could be done cost effectively in the private sector with
links to public facilities. The PPNWK project is one such at-
tempt to address this issue. Network members enjoyed the
support and collaboration of local public hospitals for training
and referral.

The project concept was based on the assumptions that:

• Private physicians were already providing a significant
proportion of safe post-abortion care services but were
out of reach of most women due to cost;

• Many private practitioners were willing and had the
means to provide high quality abortion care; and

• Trained well and sensitised to the responsibilities in-
volved, many of these providers would agree to provide
comprehensive reproductive health services, including
PAC and other abortion-related services at an afford-
able cost.

The international NGO donor agency that funded the project
was initially sceptical about the feasibility of the initiative, but
agreed to fund the project because of its interest in abortion
service delivery and its support for women’s and abortion rights.
The donor must also have been motivated to fund the project
given the unmet need for family planning in the region. Being
a risk-taking organisation with interest in funding areas that
others do not fund, the donor agreed to support the project.
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Within this background, the PPNWK case illustrates the im-
portance and impact of leadership and commitment to an is-
sue as evidenced by the physician who initiated the project.
The physician had consistently advocated for a liberal law on
abortion over the years. He was the chair of the KOGS in
1993 when the first attempt to liberalise the law was made. In
1987 with technical input from Ipas, he spearheaded the in-
troduction of MVA training at the national teaching hospital.
As the chair of the KMA at the time the project was launched,
he was able to intensify the fight to reduce maternal mortality
due to unsafe abortion. He used his advantaged and respected
position as a health professional and expert in reproductive
health matters in Africa and risked the consequences of the
Network operating under the current laws on abortion. His
willingness to be a vocal advocate for better services influenced
his peers in the region.

The fact that Network members were themselves local provid-
ers made them more responsive to the plight of women in their
own region. The members of the Network had deep trust and
respect for the physician’s commitment to reduce maternal
mortality in the region, which also happened to be his ancestral
land. Coupled with the high maternal mortality in western Kenya,
the region has one of the highest fertility rates and one of the
lowest contraceptive prevalence. The unmet need for contra-
ception was obvious. PAC became an entry point to compre-
hensive reproductive health services and community members
and donors recognised that an intervention at this level would
reduce maternal mortality and prevent unwanted pregnancy.

Health providers’ motivation to offer abortion
services
Even though this part of the country contains a significant Chris-
tian population and the Catholic Church is strong, there seems
to be little or no community opposition to the functioning of
the Network. Many of the providers seem unaware of any threat
to their services and only one or two members have received
warnings of possible closure of their clinics from local health
system officials.
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To short-cut any opposition from church leaders, some of the
Network members reported providing services to family mem-
bers of religious leaders in order to gain their support. In addi-
tion, the Catholic Mission Hospital facilities are utilised by the
Network for training and a staff doctor is a key trainer for the
Network. There thus appears to be some level of tolerance for
the Network activities in Catholic institutions in the region, al-
though it was not clear why this was so when Catholic institu-
tions elsewhere in the country remain very conservative.

With little resistance to their services, the health providers have
continued to offer safe abortion services with minimal compli-
cations. In fact, the Network has been able to advertise abor-
tion care services and the providers are seeing increasing num-
bers of clients. One provider located in a town on the border
had seen about 1,040 cases for abortion services in the three
months preceding this study. He had been arrested several
times but had always been released after paying some money
to the police, demonstrating a level of acceptance of the Net-
work by the law enforcement agents in this town.

Many providers said that they were motivated to continue of-
fering services because of the training they received, the sub-
sequent improvement in the quality of care and their contri-
bution to decreasing maternal mortality and morbidity. This
translated into an increased caseload and ultimately an in-
crease in their income. The monetary incentives were impor-
tant to most of the providers interviewed.

Other providers said that being a member of the Network had
developed their confidence, solidarity and given ‘a sense of
protection’ from prosecution by the law enforcers. A nurse pro-
vider had her clinic closed down for providing illegal abortion
services after she refused to bribe a health official. With assist-
ance and support from the Network, she was able to restart
her services and claims to have been empowered by this inci-
dent to deal with similar situations. She reiterated her deter-
mination to continue her services after this ordeal.
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The most notable motivation was among the mid-level health
professionals who felt empowered and proud that they could
perform procedures previously considered the sole domain of
doctors. The referral system that the Network created among
providers was also seen as a motivation to improve the quality
of care offered.

Significantly, from a ‘rights’ perspective, not even the female
providers mentioned that they were motivated by the need to
promote women’s right to reproductive choice. Only one male
provider talked about a ‘rights’ approach and the need to in-
tegrate advocacy work in the Network. His statement is, nev-
ertheless, significant and his leadership has been key in the
decline of maternal mortality at his hospital since the start of
the Network. He has a proactive stand on abortion rights and
is a Catholic. He has used his influence and power at the pro-
vincial hospital to effect changes in abortion care. As a mem-
ber of the Network, he acts as a consultant and referral point
for complicated cases.

Impact of expansion of abortion services on
advocacy
Several other activities in Kenya complement the work of the
PPNWK and may ultimately result in more accessible abor-
tion-related services and a pool of advocates who are willing
to argue for abortion law reform. For example, in 1997, given
that there are many more nurses than doctors who are will-
ing to work in under-serviced areas, a pilot project to expand
PAC training opportunities for mid-level health profession-
als was created by the USAID-funded PRIME project. The
project was carried out in the Central, Rift Valley and Nai-
robi regions, areas not covered by the PPNWK. The launch-
ing of the PRIME project proceeded smoothly because of leg-
islative and administrative support from the Nursing Council
and the Ministry of Health. The project itself included advo-
cacy activities designed to raise awareness and build policy
support and acceptance among providers for PAC. This sup-
port ultimately led to more mid-level providers joining the
Network in western Kenya.
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The project confirmed that nurse-midwives could competently
and economically provide safe, high quality PAC services.
Nurses had previously watched in frustration as women died
from complications of unsafe abortions. They could have saved
those lives, but their hands were tied by policies and regula-
tions that prevented their offering the much-needed services.
The training provided them with the skills and technology with
which, if they so chose, they could provide abortion services
while still referring to what they were doing as PAC.

Recently, the Ministry of Health has reviewed the policies and
regulations and plans are underway to train mid-level provid-
ers in PAC in all district hospitals. The National Nurses Asso-
ciation of Kenya is very supportive of including PAC as part of
the nurse-midwife curriculum. The review to effect this is cur-
rently underway.

In another effort, utilising findings from a community-based
and other studies on abortion in Kenya, the KMA in collabo-
ration with FIDA-K and other stakeholders for advocacy on
abortion have undertaken a project to expand legal policy and
access to abortion services. The project is in its initial stages.

Critique of the Kenyan
experience
Involving women
An overall analysis of the strategies used in the establishment
of the PPNWK reveals an emphasis on expanding access
through a medical focus, rather than direct advocacy for policy
change. The key players were health professionals motivated
mainly by the benefit of improving access to better quality
abortion services through training and the accompanying
monetary gains. When asked specifically about including the
women seeking services into the Network, the providers ex-
pressed the need for their involvement. There was, however, a
lack of connection between the services the providers gave
and the need for their involvement in advocacy work around
the abortion issue.
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Women’s struggle for better reproductive and sexual health is
a political struggle for control over their bodies and not merely
a demand for adding to services (Ravindran, 1995). Yet the
struggle for reproductive rights is not visible in the women’s
movement of Kenya even after the Cairo conference and the
1995 Fourth World Conference on Women in Beijing. What is
visible in the case study presented here is the leadership and
entrepreneurship of a highly distinguished male physician.
Even the Kenya Medical Women’s Association, a professional
organisation committed to women’s health and with potential
to promote women’s reproductive rights, has not seized this
opportunity and remains relatively conservative and non-com-
mittal on the issue.

Earlier efforts to liberalise the law by the KOGS may have
failed due to the lack of political pressure for change among
the public and key constituencies. In particular, the voices of
women – those affected most directly by unsafe abortion - were
missing in that effort. Today these voices are still largely miss-
ing from the debate. A valuable role for the Network to play in
the legal reform process would be to position the issue of un-
safe abortion as less of a health sector problem and to pro-
mote community responsibility and ownership for both the
problem and the solution. Forming alliances between Network
members and women’s organisations could have a positive
impact on law reform.

It is important to plan from the local level up, to respect wom-
en’s knowledge and perspectives of their health needs and to
adopt a holistic and integrated approach to solutions that take
into account the social, political and economic causes of ill
health. Involvement of women in conceptualising the project
might have identified the need for an advocacy component of
the Network at its inception. Omitting this, the women’s agenda
to achieve the right to make decisions on their reproductive
health appears to have been lost in the focus on service deliv-
ery. The danger in this strategy without an accompanying po-
litical mobilisation is the possibility that service providers and
delivery points will be targeted if opposition to the Network
mounts. Yet there seems to have been little strategising on the
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part of Network members in regard to the opposition to their
services.

A ‘public health’ or a ‘rights’ approach?
Central to the workings of the PPNWK is the assumption that
ordinary women will be able to pay for services. The widely
used argument for provision of safe abortion is the public health
and equity one which recognises that abortions are widespread
and that criminalisation increases maternal mortality through
unsafe abortions, mainly among low-income women. Middle
and upper income women can generally pay for access to safe,
clandestine services. In this context we must ask whether the
PPNWK initiative to expand abortion access discriminates
against poor women.

Although PPNWK members agreed not to turn away any
woman requiring services, it is difficult to guarantee that this
did not happen. The efforts to create a strong referral system
and to include in the Network mid-level professionals, who
charge less than physicians, were geared toward addressing
this possibility. A soon-to-be released evaluation of the Net-
work will give better insight into access to services for poor
women (Montagu et al, forthcoming). A significant finding of
this study is that many of the clients of the Network were either
married or women with their own economic base, which sug-
gests that poorer women are not able to access the service.
The challenge for the Kenyan experience, therefore, is to dem-
onstrate that all women, whatever their socio-economic situa-
tion, can access the services of the Network.

The ‘public health approach’ might be appropriate for Kenya
in the short run. The medical profession can perhaps, with
sustained support for access to services, offer the leadership
required to achieve legislative change. There is no general
‘rights framework’ in Kenya at present for one to use for abor-
tion rights. For the success of a ‘rights approach’ to achieving
reproductive health, Kenya must first lay a foundation for a
‘rights framework’. The current review of the constitution of-
fers an opportunity to articulate this agenda. While focusing
on the delivery of services, the PPNWK may need to build
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capacity in skills for activism at community level and to service
providers, to enhance the opportunity to address reproduc-
tive rights in our constitutional review.

Should the silence be broken?
Since its inception, the PPNWK seems to have chosen the
‘quiet’ advocacy approach through its focus on access as op-
posed to ‘loud and visible’ legal advocacy. This may have been
a strategic approach to reduce the high political costs attached
to efforts for reform (Shepard, 2000). In some cases, public
debate can lead to increased repression and limits on the in-
formal mechanisms that expand choice. Thus, there are ad-
vantages to continuing the silence.

Yet the disadvantages of semi-official clandestine systems like
the PPNWK cannot be ignored. When unofficial solutions to
expand reproductive choices are dependent on the judgment
of individual health providers, no-one is guaranteed access to
these solutions and no-one can ensure consistent quality. The
health and legal risks then usually fall disproportionately on
low-income or marginalised women as informal mechanisms
are safer and more commonly available as one climbs the socio-
economic ladder. The fact that those higher up on the ladder
are also the sectors with the most influence on policy decisions
can result in a lack of political will to defend abortion rights.
Hence, the ‘escape valve’ created by the PPNWK may weaken
the will of political actors in both government and civil society
to address the issue in an efficient and unified manner.

The fact that only one physician mentioned women’s rights to
abortion services identified a gap that could be used in de-
signing the next phase of intervention with the Network mem-
bers. Currently the Network members are all clearly on-board
with a better access and quality of care approach. Making the
connection with the ‘rights approach’ is a process and does
not have to happen at once. However, to have the Network
also function as an advocacy body for legal reform, this issue
would need to be addressed.
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Conclusion and lessons learnt
The PPNWK addresses a very important constituency in win-
ning the battle for liberalising the law on abortion by winning
the support of health care providers in an ongoing and sys-
tematic manner and by training doctors and nurses in safe
clinical techniques. This will be key to the implementation of
any legislative change on abortion. The PPNWK experience
now needs to be expanded to impact on the national policy
making processes. While an interview with the current chair-
person of Kenya Medical Association indicates support for the
Network, there is need to develop more formal linkages for
the growth and expansion of the Network countrywide. Al-
though the previous chairperson of KMA, who started the
Network, gave credibility to the project, the links between the
Network and KMA were not institutionalised and once the in-
dividual left, the ties loosened.

In summary, an analysis of the PPNWK reveals the following
strengths and weaknesses:

Strengths
Increased provider willingness to deal with abortion;

• By creating a Network of carefully-selected providers in
private practice, Network members are given a piece of
the economic ‘pie’, thus eliminating some of the com-
petition. This, in turn, defuses practitioners’ willingness
to report their colleagues to the police;

• A strong referral system allows providers to refer women
to other Network members if they cannot offer the serv-
ices themselves;

• By utilising government facilities for training in PAC,
some of the providers in the government institutions are
linked to the Network as members and act as referral
points for complications. Having a supportive public
health facility is key to the success of the PPNWK;
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• The change in Ministry of Health policy to train mid-
level providers in PAC services as part of the PRIME
project means that more mid-level providers will be able
to join the Network.; and

• There is interest from other countries in the PPNWK as a
model for cost-effective delivery of reproductive health
care through a network of private providers.

Weaknesses
• Lack of clarity as to whether clients are turned away for

lack of money. The economic factor is an issue that can-
not be ignored for poor women;

• Difficulty in ensuring close and consistent supervision of
providers. This could compromise quality of care. The
sustainability and potential growth or replication of the
PPNWK will depend upon its ability to ensure the qual-
ity of services being offered by member providers;

• Absence of an advocacy strategy for access and a need
for outreach and information programmes to inform
women about the Network’s services and about strate-
gies to reduce the need for abortion. According to a re-
cent evaluation, although into its fourth year, the Net-
work was not very well known by the women in the com-
munity;

• There are no clearly defined linkages between the
PPNWK and professional bodies like KMA and FIDA-K.
The Network could benefit from a broader understand-
ing and support of its activities among other professional
groups;

• There is over-concentration of the providers in and
around Kisumu town; and

• The ‘rights perspective’ to the abortion issue appears to
have received little attention and will need to be ad-
dressed if the Network is to function as an advocacy body
for legal reform.
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In conclusion, the PPNWK initiative utilises quiet action for
access as against loud advocacy for law reform. Earlier at-
tempts at law reform by the KOGS and recent public state-
ments by a key government policy-maker have met with dis-
approval and lack of political will for change. To change the
law on abortion requires political mobilisation of many ac-
tors, which could take years. The PAC enterprise offers a ‘safe’
entry point for expanding access to abortion services since
the government has adopted the PAC strategy to address the
public health and women’s health dimensions of unsafe abor-
tion. Hence the PPNWK is operating within the accepted
government policy framework for comprehensive reproduc-
tive health services.

Finally, in respect of replicating the Network within Kenya, the
dedication, commitment, leadership and entrepreneurship of
the male physician who has ensured the success of the project
may be difficult to attain elsewhere. Expansion of the Network
would require the involvement of local providers in each re-
gion and mobilisation of each community to own the problem
and solutions of unsafe abortion. The role of the medical pro-
fessionals, both doctors and mid-level providers, in this ex-
pansion needs to be well defined. The enthusiasm of the Nurs-
ing Association in providing PAC services needs to be nur-
tured so to avoid conflict with physicians. It would also be im-
portant to develop alliances with other key players in the field
of abortion in Kenya.

The mobilisation and incorporation of women and their com-
munities in the expansion of the Network cannot be over-em-
phasised. As the Network expands to other parts of the coun-
try, it will be important to involve local women in conceptual-
ising and informing the design of Network services in order to
minimise any resistance.

Lessons learnt
• The choice between adopting a ‘rights approach’ or a

‘public health approach’ when advocating for safe abor-
tion can be difficult. The dilemma can be philosophical,
but the choice should be strategic. Are the two ap-
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proaches mutually exclusive? Providers argue that, on a
practical level, a woman’s right to abortion is only possi-
ble if services are provided rather than simply talked
about. In our fight to change legislation on abortion, we
must not lose sight of the issue of access to services. We
sometimes become too easily consumed by the middle
class passion for the abstractions of ‘rights’ and misled
by the egoistic desire for the visibility of battle.

• It is unlikely that the law will change soon in Kenya’s
present socio-economic and political climate. There are
other major social justice and development issues like
AIDS and poverty alleviation that will undermine mobi-
lisation on abortion. There are, however, several activi-
ties that can be undertaken immediately, which can
greatly benefit those who need abortion services. The
PPNWK is an initiative that is responding to the need for
training and expansion of safe abortion services.

• In countries where the abortion law is restrictive, there is
an opportunity to be creative. PAC or other ‘safe’ issues
may be the best way to get people interested in this sen-
sitive issue. From this ‘safe’ base, one can expand to
other services, including abortion.

• The medical profession in Kenya, with committed lead-
ership on the issue of abortion, is in a unique position to
push the legal provisions to increase access to services.
To achieve legal reform, linkages with the women’s move-
ment and community mobilisation are necessary. Women
could be allies of the medical profession and use the
‘public health’ perspective to change the law. A ‘rights’
approach may invite too much attention and inflame
adversaries. It accentuates dichotomies and fuels con-
flict. It could also alienate some of the current allies, the
doctors and mid-level providers who are taking a risk in
offering services under the restrictive law.

• The acceptance of the PPNWK in western Kenya pro-
vides evidence of sympathy on the part of lawyers, the
police, religious leaders and others to the issue of abor-
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tion. We often do not appreciate the extent to which these
players are sympathetic.

• Understanding and addressing the interests of providers
is essential in expanding access to abortion services. Profit
can be a major factor in abortion service delivery. Fear
or loss of economic gains available under restrictive laws
may restrict support for liberalisation of the abortion laws.
On the other hand, empowering the mid-level providers
to do procedures that have been the preserve of doctors
may have motivated many of them to provide abortion
services.

• Where the women’s movement is weak on the issue of
reproductive rights, it is important to be strategic in form-
ing alliances for reproductive choice. In Kenya, the cur-
rent discussion on abortion is spearheaded by men on
both sides. Men still have political power in Kenya and
changing the law is a political process. There will thus
need to be serious consideration of alliances with male
groups and individuals.

• It is not clear what the foregoing fact means for women’s
organising on the issue. Experience in Kenya has shown
that it has been difficult to win legislation that is specific
to women’s needs. In a recent interview, the chairperson
of FIDA-K, a professional women’s organisation that has
had experience with legislative advocacy, said: ‘Wom-
en’s issues must be translated into national issues. Women
must not be portrayed as victims. An approach of a sense
of justice is more likely to succeed.’
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AUGUST 2000 REFORMS TO
MEXICO CITY ABORTION

LEGISLATION: THE LONG, HARD
STRUGGLE

Ana Cortes and Sharon Bissell1

GIRE: Information Group on Reproductive Choice

Population size

Women of reproductive age
(15-44)

% population living in
urban area

Gross Domestic Product
per capita

Literacy rate of women
(15+)

% hospital births

Maternal mortality rate

Religious affiliation

Abortion legal status

97,361,700

25,288,305

75%

US$5,764 (2000)

13%

75%

46.6 per 100,000 live births

90% Catholic

Legal only under certain conditions
which vary according to the state:
Rape, accident related abortion,
maternal health/life, fetal impair-
ment, unsolicited artifical insemi-
nation and, in one state, economic
reasons when the woman already
has three children

1 We thank Ruben Gonzalez and Edgar Gonzalez for their consultancy
on the Mexican political system and the right wing forces in Mexico
respectively.
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Introduction
The first concerted effort by women’s organisations to liberal-
ise abortion legislation in Mexico began in early 1999 in re-
sponse to the planned creation of new penal and civil codes
for Mexico City. A coalition of forty feminist non-governmen-
tal organisations (NGOs) presented a legislative proposal on
abortion to the Mexico City Parliament, taking advantage of
the favourable political climate within the greater context of
democratic transition and the fact that a party that supports
voluntary motherhood held the majority in the house. De-
spite the coalition’s analysis that the time was right, the pro-
posal faced major political obstacles, the most important of
these being the July 2000 presidential elections and the par-
ties’ desire to reach consensus on the new penal and civil codes.
These difficulties blocked possibilities for advancing on the topic
of abortion as the local parliament and political leaders avoided
addressing the controversial topic at all costs.

That the coalition’s failure to secure legislative change in 1999
was due to external political factors was confirmed in August
2000, when the Mexico City Parliament passed legislation only
slightly different from the original proposal that they had re-
jected in 1999. The favourable political context in Mexico at
that time facilitated the reform’s passage, as well as a national
media debate in which diverse sectors of Mexican society firmly
rejected an attempt to revoke legal abortion for rape survivors
in the state of Guanajuato. This paper describes the August
2000 abortion law reform in Mexico City.

The Mexican political system
For the last 70 years, political power in Mexico has been held
nationally by the Institutional Revolutionary Party (PRI). It was
not until the late 1980s and 1990s that other parties started to
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gain power. The most important of these were the National
Action Party (PAN), a centre-right party, and the Democratic
Revolution Party (PRD), a centre-left party. Before the PAN
won the 2000 presidential elections, the opposition had al-
ready governed 46% of the population through municipal
presidencies compared to only 2% in 1988.

The Mexican political system is characterised by a strong cen-
tralisation of power in the executive branch and vertical deci-
sion making, with a lack of effective division between the ex-
ecutive, legislative and judicial branches. This is expected to
change with the new PAN government and parallel democra-
tisation processes. Unprecedented political activity in recent
years has favoured an increase in civil participation in the leg-
islative processes, which is a new area of activity, particularly
for women’s groups.

Party stances on abortion differ. The PRI, as the governing
party, has historically made all legislation on abortion, from its
inclusion in state penal codes in the 1930s to modest liberali-
sation in the 1970s, 1980s and 1990s. These changes occurred
within the broader effort to implement the National Family
Planning Programme, introduced in 1974 (Ortiz-Ortega, 2001).
The PRD’s platform supports voluntary motherhood, repro-
ductive rights and the state’s obligation to recognise these rights.
The PAN is a strong opponent of abortion. Party principles
state that that human life begins at the time of conception and
that abortion should be legally penalised (GIRE, 1997).

Reproductive health and abortion in Mexico
Although the Mexican constitution guarantees the right to
health, many Mexicans do not have access to services. Health
services are provided by the Mexican Social Security Institute
(IMSS) for the employed population and by the public health
system for those who are unemployed or work in the informal
sector. According to official statistics for 1995, the IMSS cov-
ered only 40% of the population, mostly urban workers (Wom-
en’s Environment and Development Organisation, 1999). The
public health system provides for about 30% of the popula-
tion with extremely limited funding. The rest of the population
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has access to basic services through rural clinics (Comisión
Nacional de la Mujer, 2000) and limited access to secondary
health care in the public health system. Private services are
expensive and inaccessible to the majority of the population.
Approximately three million Mexicans have no access to medi-
cal services.

Officially, 96% of all women have access to basic reproductive
health services. However, government actions continue to fo-
cus principally on demographic goals rather than quality of
care. According to government statistics, almost 70% of women
of reproductive age use contraceptives, but the average is con-
siderably lower for young couples. There are no statistics for
single women or men and there are approximately 455,000
births every year among young women between 15 and 19
years old. Births to this age group account for 16% of all births
in the country (Poder Ejecutivo Federal, 1995).

Abortion is officially recognised as the third or fourth leading
cause of maternal mortality. Estimates of abortion vary exces-
sively due to its clandestine nature. Different sources give 110
(Consejo Nacional de Población, 1996), 533,100 (Alan
Guttmacher Institute, 1994) and 850,000 (Mexican Safe Moth-
erhood Committee, 1994) per year. Access to legal abortion
services is practically nil, with only one hospital in Mexico City
openly offering legal abortion services.

Feminist groups have struggled for legalisation for over thirty
years. Despite the public health authorities’ recognition of abor-
tion as a public health problem on several occasions and un-
der differing political scenarios, the government has never
designed public policy or legislation to resolve the problems
created by unsafe abortion.

Abortion legislation varies from state to state. None of the coun-
try’s 32 states penalises abortion for pregnancy through rape,
28 do not penalise for accident-related abortion, 30 for dan-
ger to the woman’s life, 11 for foetal impairment, eight for risk
to the woman’s health, five for artificial insemination without
the consent of the woman and one for socio-economic rea-
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sons in respect of women with three or more children. The
1931 Mexico City Penal Code, valid until 23 September 2000
when the August reform took effect, allowed abortion for cases
of rape, danger to the woman’s life and accident-related abor-
tion.

Mexico City August 2000
abortion law reform
Several events laid the groundwork for the August 2000 Mexico
City Penal Code reform. In July and August of 1998, an his-
torically intense three-week national media debate on abor-
tion allowed reproductive and sexual rights NGOs to increase
their visibility and strengthen their media strategies. Arguments
for decriminalisation based on social justice, public health and
ethics were disseminated and taken up by the various actors
who participated in the discussion. Mexico’s leading abortion
rights NGO, the Information Group on Reproductive Choice
(GIRE), employed a media strategy that included a consistent
presence on the radio and television and in the press, as well
as holding press conferences and making public statements in
national papers signed by recognised opinion leaders.

From 1998 to 2000, PAN legislators in three states continued
their party’s strategy to gradually attack abortion rights. They
introduced bills to amend state constitutions to protect life from
‘conception’. By so doing, they brought the issue into the po-
litical arena and sparked the opposition of PRI and PRD state
level legislators. Abortion became a political issue.

The two events that played a determining role in the Mexico
City August 2000 reform were, firstly, the work of activists to
pass liberalising legislation in 1999 and, secondly, an attempt
to revoke legal abortion for rape survivors in the state of
Guanajuato on 3 August 2000.

1999: An opportunity for justice for women?
In 1998, the Mexico City Parliament began its work to create
new city penal and civil codes. Feminist NGOs thought that
the time was right to introduce liberalising abortion law re-
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form because of their close ties with the PRD, the fact that the
PRD held the majority and because the city mayor Cárdenas
had made campaign promises regarding issues related to
health, including abortion.

A group of forty NGOs formed a coalition called the Cam-
paign for Access to Justice for Women (the ‘Access Campaign’)
and presented five proposals on women’s rights to the Parlia-
ment in March 1999. The proposals were generally well re-
ceived. The notable exception was the abortion proposal, writ-
ten by GIRE to include legislation valid in other states allow-
ing legal abortion for danger to the woman’s health, foetal
impairment and for socio-economic reasons.

The Access Campaign’s strategy was to offer information sup-
porting its reform proposals to local parliament members,
Mexico City government authorities, party leaders and the
media and to advocate for a wide public consultation on abor-
tion. This was the first lobbying attempt for concrete legisla-
tion for many Access Campaign members and the first time
that the PRD had a majority in the house. The lack of experi-
ence, technical knowledge, management of procedures and
political relations complicated the creation of new penal and
civil legislation.

The Access Campaign’s basic supposition was that if legisla-
tors had the right information, they would recognise the need
to improve legislation as a means of alleviating problems of
clandestine abortion and thousands of maternal deaths and
health-related problems. This was particularly expected of the
PRD because of its favourable stance on abortion. If legisla-
tors from other parties were also convinced, reform passage
would be even more likely. The Access Campaign was unable
to advance its negotiations with PRI and PAN legislators, how-
ever, as the PRI was not willing to risk election votes and the
PAN categorically rejected any discussion on the basis of its
party’s position on the subject.

The Campaign’s conviction that rational arguments would
prevail is recognised today as erroneous by both the organisa-
tions and legislators involved in the process. PRD legislators
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interviewed for this study claim that they were in complete
agreement with the Access Campaign’s proposal for abortion,
but were unable to include the issue on the agenda or make
public proclamations because of the upcoming presidential
elections. The situation was further complicated by the par-
ties’ desire to reach consensus across party lines on the new
legislation, which led them to delay and eventually eliminate
all discussion on abortion.

As time went by, the Access Campaign realised that the PRD
legislators did not have full power as to which items would be
included on the agenda. Orders from party leaders had sig-
nificant weight in the decision-making process. The PRD leg-
islators’ refusal to discuss abortion was clearly exposed as aris-
ing from a belief that it would damage their possibilities in the
presidential race.

In addition to the obstacle of the upcoming presidential elec-
tions, the January 2000 papal visit and the pope’s explicit ex-
hortations against abortion reminded political actors of the
power of the Catholic church. None of the parties wanted to
have the Church as a political opponent at that important time,
although during our interviews some legislators maintained
that their decision was made in 1998, prior to the pope’s visit.

The mistake that ended a debate that never
began
On the morning of 22 April 2000, the Access Campaign or-
ganised a rally of about 100 women outside the parliamen-
tary building to demand legislative reforms on abortion. In-
side, a PRD legislator presented four of the five Access Cam-
paign’s proposals, excluding abortion. While the proposals were
being presented, however, PRI and PAN legislators immedi-
ately assumed that they included a proposal on abortion, per-
haps influenced by the rally outside. Angered, they did not
listen to the presentation. The PRI began to accuse the PRD of
breaking their previous agreement not to discuss initiatives on
which there had not been prior consensus in the commission
that reviewed proposals before presenting them to the plenary.
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The PRI threatened to abandon the entire process of reforms
to the penal and civil codes.

The press instantly latched on to the situation, gathering state-
ments from PRI and PAN legislators as the presentation con-
tinued. Confusion about the real content of the presentation
persists today, but the stenographic versions of the session show
that abortion was not addressed. The PRD was obliged to re-
tract the proposals presented and forced to publicly acknowl-
edge the presentation as a mistake, although the party main-
tains that the claim that they were breaking an agreement was
unsubstantiated.

After this fiasco, the Access Campaign realised that the new pe-
nal code would not carry any changes to abortion legislation.
They decided to concentrate on the other four demands, leav-
ing abortion to be addressed at a future time. The 1999 abor-
tion debate had ended. The Access Campaign harshly criticised
the PRD for their error. Relations between Access Campaign
members and PRD legislators became somewhat tense.

Abortion for rape survivors becomes a topic of
national debate
At the beginning of 2000, national outrage brought abortion
back into the public arena with the uncovering of the case of a
thirteen year old girl who became pregnant as a result of rape
and was pressured by PAN state authorities in Baja California
to desist from her request for a legal abortion. The case was
widely covered thanks to a media campaign spearheaded by
feminist groups. Through the ongoing public debate, it be-
came clear that the media and many sectors of the population
supported rape survivors’ right to an abortion.

Reproductive and sexual rights advocates and individuals from
many other sectors made declarations against the tendency of
PAN officials and legislators to give priority to their personal
beliefs over their duties as public servants. The abortion de-
bate took on political dimensions, as the case was used by PRI
officials and legislators to criticise the fundamentalist behav-
iour of PAN officials during the presidential race.



Mexico

207

Abortion was thus contextualised within a larger debate on
the separation of church and state that continues today. The
separation, established in the mid 1800s, has been an impor-
tant facet of Mexican society throughout the 20th century, de-
spite a certain degree of flexibility on the part of the state and
restricted intervention by the Catholic church in social affairs.
This formal division was weakened in 1992 with a constitu-
tional amendment that gave legal representation to churches
and re-established relations with the Vatican. Since that time,
the Catholic church hierarchy in Mexico has increased its pres-
ence in political affairs, particularly with regard to reproduc-
tive and sexual rights. It now exercises considerable pressure
on public authorities and politicians.

On 3 August 2000, just one month after the PAN victory in the
presidential elections, an ultra-conservative group of local PAN
representatives in the state of Guanajuato passed restrictive
legislation that revoked rape survivors’ right to legal abortion.
They argued that current legislation was anti-constitutional
because it gave power to penal investigators, rather than judges,
to determine whether a rape had been committed. They also
argued that the country and particularly voters in the state of
Guanajuato, had expressed their overwhelming support of the
PAN in the July 2000 elections and that this gave the PAN the
responsibility to legislate its party position on abortion. This
interpretation of the vote caused outrage, as a large portion of
those who voted for the PAN presidential candidate were ac-
tually voting against the PRI.

Mexico City pro-choice NGOs coordinated with local activists
in Guanajuato. On 6 August, they organised a protest of about
200 women outside the state Congress during the governor’s
presentation of his official report, including the mother of the
young girl whose right to legal abortion had been obstructed
by PAN officials in Baja California. A group of local activists
and NGOs from seven cities in the state threatened to take the
issue to the United Nations and the Inter-American Court if
the reform was not vetoed. Public condemnations of the re-
form by dozens of NGOs were published in the papers through-
out the month. At least 12 women’s groups from the states of
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Chiapas and Veracruz published a letter to Fox, the national
PAN president, and an organized group of Fox supporters
demanding the legalisation of abortion. Demonstrations were
organised in several other cities, including Guanajuato, San
Luis Potosí and Chilpancingo.

On 7 August, leading reproductive and sexual rights NGOs in
Mexico City organised a press conference in front of the na-
tional PAN party headquarters, in which some feminist lead-
ers from Guanajuato were also present. Using their experi-
ence in mobilising the media, they demonstrated their indig-
nation and complete opposition to the reform. They proposed
three possible solutions: a veto from the state governor, a new
legislative proposal from the other political parties or a proc-
ess to review the constitutionality of the reform.

Directly following this meeting, national PAN leaders and
Mexico City PAN legislators expressed their opposition to the
reform and urged the governor to veto the reform. This dis-
sent led to ruptures within the PAN, mainly against the
Guanajuato legislators. A national newspaper surveyed twenty-
three PAN legislators and governors. Fifteen expressed their
opposition to the reform while only eight supported it. The
governor of Guanajuato froze the reform and called a public
consultation, paving the way for a veto. The public consulta-
tion would serve as a means for basing his veto on public will
and would protect him from criticism.

During the following weeks, legislators from all parties, politi-
cal leaders, intellectuals, the media and a wide variety of civil
society groups strongly condemned the Guanajuato reform.
Opposition to the reform from PRD and PRI leaders, legisla-
tors and officials ranged from charges of disregard for legisla-
tive procedures, imposing house majority at the last minute
and without previous discussion, links to the Catholic church,
fundamentalism and disregard for international treaties. Fed-
eral officials working in women’s affairs also condemned the
reform for this latter reason. PRD leaders and legislators pub-
lished a declaration expressing their rejection of the reform on
the basis that it challenged secularism and violated Mexico’s
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commitments in international accords. Women PRI legislators
published a similar public declaration against the reform and
the Federal Congress sent a recommendation to the governor
of Guanajuato to veto the reform.

The PRD established alliances with the PRI in opposition to
the reform only months after vehemently disassociating itself
from the PRI during the presidential race. By doing so, it sym-
bolically emerged as an opposition force to the newly empow-
ered PAN and its alliances with the Church, thus responding
to the public’s concern about how the new administration
would treat the separation of Church and state.

On the other hand, the reform received overwhelming sup-
port from the Catholic church hierarchy and anti-choice groups.
Priests from different parts of the country expressed extreme
opposition to abortion under all circumstances, even rape.
Some referred to the anti-reform efforts as part of an interna-
tional population control campaign. A very small number of
progressive priests expressed relatively liberal views towards
abortion in cases of danger to the woman’s life and argued
that it is unjust to imprison a rape victim who chooses to abort.

A Guanajuato anti-choice NGO used the media to foster sup-
port for the reform. They published anti-choice pictures and
messages in the local papers, including a full-page announce-
ment offering housing, medical expenses and adoption pro-
cedures for rape victims. The president of the Mexican Pro-
Life Committee expressed support for the reform and took the
opportunity to appropriate the word ‘homologar’ (unify). This
was a pro-choice term first used by GIRE in 1998 in a strategy
that encouraged states with stricter abortion legislation to in-
crease exceptions to legal abortion in accordance with laws
from other more liberal states. Using the term to his advan-
tage, the Pro-Life president called all states to further restrict
legislation by unifying it with the Guanajuato reform, which
had yet to be ratified. He also said that the Guanajuato state
governor should not betray his party’s principle to defend life
from conception. He demanded that Fox amend the constitu-
tion to reflect this stance and install stricter penalties for abor-
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tion practitioners. Pro-Life also organised rallies in favour of
the reform and mobilised affiliates in different states, particu-
larly Mexico City and Guanajuato.

In anticipation of biased results of the governor’s poll, repro-
ductive and sexual rights organisations from Mexico City or-
ganised a parallel poll in Guanajuato and presented its results
in a press conference three days before the governor publi-
cised his results. The poll showed that 63% of a representative
pool of Guanajuato residents were against penalising abor-
tion for rape victims and that 83% believed abortion should
be allowed under one or more circumstances. In addition, 94%
believed that polls should be carried out prior to the passage
of abortion legislation.

The results of the governor’s poll, presented on 28 August,
also showed majority disapproval of the reform (53%) and
favoured further discussion in the congress (68%). (Centre of
Opinion Studies, 2000). While the impact of the NGO poll on
the governor’s decision is unknown, it clearly served to show
that feminist groups were closely following developments and
would not accept any poll that showed contrary results. The
governor vetoed the reform on 29 August.

The role of President-elect Vicente Fox in the initiative was
questioned immediately after the release of news of the re-
form in the papers. Some believe that Fox ordered the initia-
tive to test the waters for future reform attempts at the national
level. This was denied by Fox and his administration, who
claim that Fox knew nothing of the proposed reform, which
they maintain was a strictly local affair that in no way reflected
future national plans. Nevertheless, the reform clearly repre-
sents party policy to protect life from ‘conception’ and Fox’s
own personal position on abortion.

Regardless of the origin of the proposed reform, the result of
this political mistake has been favourable to abortion rights
and damaging to the PAN. Not only did it trigger liberalising
legislation in Mexico City; it also obliged Fox and his adminis-
tration to state publicly that no such initiatives would be made
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at the national level under the Fox administration, despite their
party or personal convictions. It also sparked national debate
in which public opinion expressed pro-choice values as never
before, thus providing a basis for the subsequent Mexico City
reform.

Legislative reform in Mexico City, August 2000
In the midst of the heated debate on the Guanajuato reform,
the Access Campaign requested a meeting with the mayor of
Mexico City to renegotiate its abortion reform proposal. The
mayor was now Rosario Robles, who took over when Cárdenas
resigned to enter the presidential race. Robles had previously
told the Access Campaign that she would introduce legislative
changes on abortion following the elections, regardless of their
outcome, during a one-month window in which the PRD would
maintain the majority in the house. The PRD had been plan-
ning for a special session on 18 August. Robles responded to
the Access Campaign’s request to discuss the matter and called
a meeting on 10 August in which she informed campaign rep-
resentatives that she would place part of their abortion pro-
posal on the agenda.

The abrupt change in Robles’ and the PRD’s position towards
liberalising abortion was in clear response to the Guanajuato
reform and the overwhelming opposition against it by politi-
cal and opinion leaders and diverse sectors of civil society.
These factors created favourable conditions for liberalising re-
form that would have virtually no negative political costs for
either Robles or the PRD. The opportunity also came at a time
when the PRD was working to recuperate from the profound
setbacks it had suffered in the presidential elections. If the PRD
could use the topic of abortion wisely, it could possibly gain
back some of the support it had lost from liberal sectors that
included feminists unhappy with the PRD’s refusal to act in
1999. It would also allow Robles to strengthen her public im-
age and her position within the PRD before leaving office.

The initiative was presented on 14 August with the presence,
support and participation of numerous intellectuals, writers,
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leaders, feminists and union members as well as legislators,
politicians, local government officials and different sectors of
the PRD. In her delivery speech, Robles proclaimed that she
was not in favour of abortion, but rather of the right to volun-
tary motherhood. She called on the presidents of the PRI and
PRD, both women, to support the initiative and criticised Fox
for his silence on the intolerant attitudes of the Guanajuato
state legislators.

The Access Campaign helped develop the content of the final
version of the initiative, which eliminated sanctions for abor-
tion in cases of danger to the woman’s health and foetal mal-
formation. It also included specific procedures to guarantee
access to legal abortion services for rape survivors and obliged
Mexico City public health institutions to provide them. Although
the initiative excluded the original Access Campaign proposal
to eliminate sanctions for economic reasons, the member NGOs
considered it an important step forward and decided to give it
their full support.

Throughout this process, the Access Campaign lobbied legis-
lators, provided specialised information, helped organise the
presentation of the initiative, participated in the elaboration of
the initiative itself, advised Robles, gathered support through
press conferences, paid for advertisements and gave interviews
to the media. This was a continuation of the work begun in
1999. The Access Campaign’s activities were an important
counter to Pro-Life and the Catholic church’s efforts and a
crucial support for Robles.

The day of the special session, 18 August, the Access Cam-
paign placed several paid advertisements regarding the pro-
posed abortion legislation in national papers. One was signed
by women activists, artists, actresses and academics in favour
of the initiative. It explained that the decriminalisation of abor-
tion has been a central demand of the Mexican feminist move-
ment for years.
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The public debate
The abortion initiative was a major topic in the newspapers,
radio and television throughout the days before and after its
approval on 18 August. This period overlapped with the ongo-
ing decision-making process regarding the Guanajuato reform,
which was resolved by the Governor’s veto on 29 August.

Robles and the PRD legislators faced serious political pressure
from the other political parties, particularly the PAN. Robles
was criticised for introducing a last minute initiative in a simi-
lar manner to the Guanajuato legislators and the PRI and PAN
opposed holding the special session. She was also accused of
exercising vertical and authoritarian practices common to the
PRI. Moreover, PAN leaders in Mexico City warned her that
the ‘polarising strategies of the PRD could endanger dialogue
on the entire political reform’ and announced that the PAN
legislators who were to enter office in September 2000 would
scrutinise legislation passed by the PRD (Universal, 13 Au-
gust). President-elect Vicente Fox’s ‘transition team’ also ve-
hemently criticised Robles. They asked her to retract the initia-
tive on the grounds that it did not have consensus among the
population, was unilateral, arbitrary, antidemocratic and au-
thoritarian. Fox himself never made a statement on the initia-
tive.

The initiative was generally supported by the PRD parlia-
mentary legislators. They prioritised party interests over any
discomfort with the manner in which they were practically
obliged to pass the legislation only one year after avoiding
introducing discussion of the topic to protect the PRD in the
presidential election. The initiative also had the full support
of PRD party leaders, government officials and the party presi-
dent. On the other hand, the PRD mayor-elect had stated
during his campaign that abortion was not on his political
agenda. He avoided reproductive and sexual rights NGOs
requesting his support for an abortion reform and simply
claimed to ‘respect but not share’ Robles’ position (Jornada,
13 August).
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The press and the Mexico City parliamentary legislators quickly
picked up on the contradiction in the sudden change in pos-
ture of the Mexico City PRD. The Access Campaign refrained
from bringing attention to this, recognising that it was the last
chance to pass legislation before the PRD would lose its ma-
jority.

The opposition
The Catholic church’s attempt to mesh secular democratic dis-
course with religious discourse as a means to cloak its interfer-
ence in matters outside its field of action was the object of
ridicule by press cartoonists. The Catholic hierarchy claimed
that Robles’ initiative was against God’s will and threatened to
excommunicate any person who participated in or directly or
indirectly promoted abortion. They wisely excluded Robles,
however, who commands a strong approval rating in the city.
The Church indirectly incited followers to civil disobedience if
the initiative were approved. The Church urged PRD legisla-
tors to change their minds by praying, because one does not
‘play’ with the Bible and accused the PRD of not having ana-
lysed the problem ‘with the Superior’ (Jornada, 12 August).

Pro-Life first reacted with verbal attacks and unsuccessful pub-
lic protests. They invited anti-choice militants, some with crimi-
nal records, from the United States and Canada to their dem-
onstrations. The Ministry of Foreign Affairs fined Pro-Life and
sanctioned the foreigners for trying to influence national poli-
tics. After the initiative’s approval, Pro-Life threatened to un-
dertake a ‘war against Rosario Robles and the PRD’ and to
stop paying their water bills (Jornada and Milenio, 13 August).

ProLife criticised the legalisation of abortion for foetal impair-
ment and persuaded organisations for the disabled to publicly
oppose the initiative. They symbolically closed reproductive
health clinics in Mexico City and Yucatan where they claimed
illegal abortions were being performed. In what appears to be
the beginning of a new phase in Pro-Life Mexico’s strategy,
they pressured police in Chiapas to raid a clinic and detain
staff in October 2000.
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The day of the special session, the Illustrious National College
of Mexican Lawyers and the Archdiocese of Mexico published
separate public advertisements asking legislators not to ap-
prove the initiative. The Archdiocese of Mexico announced
that the Catholic church would soon disclose more concrete
actions to stop the attempts to decriminalise abortion in Mexico
City. The day after the reform passed into law, the Archdio-
cese promoted a march organised by anti-choice organisa-
tions. The march did not have any significant repercussions.

The legislative debate: August 18
The PAN continued to pressure Robles to retract the initiative
until the last moment and disclosed that it would attend the
session to vote against the initiative. The PRI announced that
eight of its eleven legislators would attend and vote in favour.

Pro-Life organisations, PRD affiliates and Access Campaign
members demonstrated simultaneously outside the parliament
building. Throughout the ten-hour session, legislators debated
in two blocks – the PRI and the PRD on one side and the PAN
on the other. In the beginning, the PAN desperately tried to
postpone the debate until the next legislature in which they
would have house majority, but they were unsuccessful.

 PRD legislators relied heavily on documents prepared and
provided by the main NGOs from the Access Campaign. They
relied particularly on GIRE, whose documents were used by
legislators, in some cases verbatim. During the previous days,
GIRE had worked to produce, gather and distribute materials
with technical information that would allow the legislators to
present their positions with well-founded arguments. The work
to inform legislators on the situation of abortion in Mexico
had begun the previous year, with talks and presentations of
the Access Campaign’s demands as well as through the distri-
bution of materials and participation in information-sharing
meetings.

The law reform was approved as expected. The final vote was
forty-one in favour (32 PRD, s PRI, 2 from minor parties);
seven against from the PAN; and one abstention from a former
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member of the PAN who later joined the PRD. The support
given to the reform by seven of the eleven PRI legislators
brought an important consensus to the approval, although it
was very clear that the whole reform process was wrought with
opportunism, top-down decision making and political inter-
ests.

The debate was unprecedented. For the first time in Mexican
history, abortion was widely discussed in parliament and re-
ceived the attention it deserved, with the support of public
opinion and the participation of women’s groups as observers
and supporters inside the parliament building throughout the
session.

Conclusion
This historical event in the struggle for safe legal abortion in
Mexico was part of a complex transition in the national politi-
cal system. It is indisputable that the larger political context
played a fundamental role in the passage of legislation.

Obstacles and facilitating factors
The main obstacles to abortion reform promoted by the Ac-
cess Campaign in 1999 can be summarised as follows:

• The refusal of all parties to include the issue of abortion
in their legislative agenda in 1999 due to the proximity
of national elections.

• The PRD’s failure to inform the Access Campaign that
they had decided not to reform abortion law in 1998.
This had a big impact on the member organisations,
which put much energy into their advocacy efforts and
became disillusioned with the PRD when their demands
were not attended.

• Legislators’ fear of opposition from the Catholic Church,
Pro-life groups and the PAN.

• The Access Campaign’s excessive confidence in the PRD.
This was based on PRD electoral promises and platform
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principles that favour voluntary motherhood as well as
the deep political sympathy of some feminists for the
PRD, since this party formed part of traditional left-wing
sectors linked in various ways to the feminist movement.

• Feminist NGOs’ limited experience in developing multi-
ple-NGO sustained advocacy strategies for legislative
change.

• The lack of explicitly expressed support from a wide con-
stituency that supports abortion law reform.

• Limited data about legal abortion to provide decision-
makers with solid arguments in support of liberalisation.
For example, there was no or limited data on the eco-
nomic costs of clandestine abortion for the public health
system, the different effects of clandestine abortion on
low and high income populations, or the true mortality
rate for clandestine abortion.

• Limited economic capacity of the reproductive and sexual
rights movement to contract legal consultants, as well as
the lack of lawyers working in this field.

• Limited funding for major pro-choice media campaigns.

• The NGOs’ rationalist approach to legislative reform in
the beginning of their advocacy work, which made it
difficult for the movement to evaluate correctly the po-
litical interests before the 2000 national elections. Politi-
cians’ analysis was based on what they thought would
be negative costs of taking any measure to liberalise abor-
tion, even when they agreed ideologically with the is-
sue. These factors had far more weight than any NGO
attempt to provide solutions to the problems related to
clandestine abortion in Mexico.

Several factors at the macro-level influenced the Mexico City’s
2000 reform. These, together with the Guanajuato veto, re-
sulted in relative success for the liberal sectors of Mexico and a
harsh loss for the Church, the PAN, Pro-life organisations and



The Johannesburg Initiative

Advocating for abortion access

218

conservative groups in general, which they have still not ac-
cepted. The factors include the following:

• Ongoing changes in the Mexican political system that
fostered state reform, facilitating a gradual increase in
democratic elections and new possibilities for the par-
ticipation of several young political parties representing
diverse sectors of society.

• The ousting of the PRI in the presidential elections.

• The fact that abortion was seen as part of a wider debate
on the separation of Church and state, within the con-
text of increasing participation of Catholic church hier-
archy in political affairs and an uncertain future of the
secular state.

• Steadily increasing possibilities for public debate on abor-
tion, seen at this time as a topic of national interest. In
contrast to previous debates (Kulczycki, 1999), the ma-
jority of the media, including TV, radio and the press,
gave considerable support and space to different actors
supporting the Mexico City reforms and rejecting the
Guanajuato reform attempt.

• Increasing participation of civic groups, which are less
reluctant to express ideas on national political issues
within the context of the historical defeat of the PRI.

• A persistent – yet unfruitful – struggle for liberalising abor-
tion laws in Mexico by feminist individuals and organi-
sations over the last 30 years.

• The existence of a range of organisations grouped in the
Access Campaign able to carry out specialised work, such
as advocacy, organisational, informative and media.

• The ability of NGOs to overcome differences and to work
towards a common goal.

• The respect won by feminist NGOs in the media through
long and consistent work as part of an strategy that in-
cluded maintaining permanent relationships with the
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press and responding to all their needs for information
on sexual and reproductive rights.

• A feminist discourse elaborated over several years re-
garding the need for liberalising abortion laws, which
was taken up by the media and public servants. It was
deeply rewarding to hear the PRD legislators, Rosario
Robles and other politicians using feminist information
and arguments to support their positions during the par-
liamentary debates and other public speeches.

Current status of the Mexico City and
Guanajuato reforms
Although the abortion reforms were approved in the Mexico
City parliament in accordance with legal procedures, twenty-
two legislators from the PAN and the Mexican Green Ecologi-
cal Party made an appeal of unconstitutionality to the Na-
tional Supreme Court of Justice. They argue that the reform
violates the Mexican constitutional guarantee of the right to
life and that it unlawfully permits public prosecutors to author-
ise abortions in the case of rape, a faculty strictly limited to
judges.

It is not difficult to prove that the appeal lacks legal grounds,
first and foremost because there is no constitutional right to
life from the moment of conception. In terms of the second
argument, if a judge were to authorise an abortion, the proc-
ess would be too lengthy to be effective. A legal basis still needs
to be developed to supplement this practical point, however.
Appeals of this kind typically take from eight to ten months to
resolve and NGOs are already working to provide the Supreme
Court judges with legal arguments.

The future of the reform may also be at risk because the PRD
no longer has a strong presence in the new Mexico City parlia-
ment and the PAN has much more power in national politics
since the installation of the Fox administration in December.
Even so, the PRD has retained the governorship of Mexico
City and the PRD governor has the power to veto any intent
to revoke the abortion reform.
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With regards to improvements in access to legal abortion, the
Mexico City government has made no statement, campaign
or programme to guarantee the implementation of the abor-
tion reform. Because the reform is currently subject to appeal,
it is difficult to advance in concrete areas so as to ensure that
the reform offers real access to legal abortion for qualifying
women.

It is possible that the Guanajuato PAN legislators could intro-
duce a reform similar to the one the governor vetoed in Au-
gust, although the PAN suffered great political loss after the
scandal it raised.
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Introduction
June 4, 1989 marked the victory of democratic forces in par-
liamentary elections and is the symbolic date of the end of
Communism in Poland. Since then, those favouring women’s
right of choice in Poland have faced a paradox. The political
changes that resulted in the establishment of a democratic state
have brought about restrictions on women’s rights as an unex-
pected side-effect. The abortion issue in Poland has been sub-
ject to constant flux since democratisation – up, down, left,
right, back and forth, to and fro – and is still far from being
resolved to anyone’s satisfaction.

The legal status of abortion in Poland
Abortion was legalised in Poland in 1956. The regulations al-
lowed abortion on social grounds, which meant that abortion
was available practically on demand for almost forty years.
Although exact figures do not exist, it is estimated that there
were between 180,000 and 300,000 abortions per year dur-
ing this period.

During the nineties, this abortion law changed several times
and current legislation states that abortion is legal only under
the following conditions:

• if the pregnancy constitutes a threat to the life or health
of a mother and the existence of a threat is confirmed by
a doctor other than the one conducting the abortion;

• if pre-natal examinations or other medical analysis indi-
cate a high probability of severe and irreversible dam-
age to a foetus or incurable disease, threatening the life
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of a child. Again, this must be confirmed by a medical
doctor other than the one conducting the abortion; and

• if there is confirmed suspicion that the pregnancy is a
result of a criminal act. The termination of pregnancy in
this case is allowed if a woman is less than 12 weeks
pregnant. The criminal circumstances must be confirmed
by a prosecutor.

In the first two instances the termination is performed in a public
hospital. In the third the termination may also be carried out
in a private clinic.

Effects of the anti-abortion law
The Federation for Women and Family Planning has been
monitoring the implementation of the law since its inception.
Studies conducted by the Federation in 1999 and 2000 con-
firm the results of research conducted by the organisation in
1993 and 1996. The main findings are as follows:

• The anti-abortion law did not eliminate and probably
did not diminish the phenomenon of abortion. Illegal
terminations are still common. The scale of the phenom-
enon can be estimated at between 80,000 and 200,000
abortions per year.

• Illegal abortions are conducted by doctors and are very
expensive. The phenomenon is known as the ‘abortion
underground’.

• Some women travel abroad to have an abortion. This
phenomenon is known as ‘abortion tourism’. It appears
to be decreasing and currently has more of an individual
than institutional character.

• Restrictive regulations have not eliminated abortions on
social grounds. Instead they have resulted in serious limi-
tations on access to legal abortion. Public hospitals ter-
minate very few pregnancies. Many women who have a
right to abortion according to the law, but for various
reasons cannot exercise this right, are increasingly turn-
ing to the abortion underground for solutions.
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• Knowledge about conditions for lawful termination of
pregnancy is highly unsatisfactory, both in the society in
general, as well as among medical staff.

• The anti-abortion law results in personal trauma and
causes substantial health problems for hundreds of thou-
sands of women in Poland every year.

The anti-abortion law is much stricter de facto that it is de jure.
Women who are entitled to legal abortion under the Act are
very often denied the termination. Since 1993 the accessibil-
ity of legal abortions in public hospitals has deteriorated, with
some hospitals publicly admitting that they do not conduct
abortions.

Statistics
According to the 2000 government report on the implementa-
tion of the Act on Family Planning, only 151 legal abortions
were performed in public hospitals in the entire country in
1999. This is half the number of abortions performed in 1998.
The numbers are particularly striking if we remember that in
Poland there are more than ten million women of reproduc-
tive age and contraceptionis practised only to a limited extent.
Low numbers of official abortions indicate the existence of
many barriers in service provision.

The real number of abortions in Poland was not known even
when the termination of pregnancy was legal and widely prac-
tised. Available statistics only covered abortions performed in
public hospitals. Most abortions were carried out in private
clinics and were thus not included in official statistics. The of-
ficial number of abortions in the eighties was approximately
120,000. The real figure could have been up to three times
more.

It is currently even more difficult to determine the real number
of terminations carried out. The 1998 Act on the Protection of
Personal Data, which restricts access to hospital registers, has
exacerbated the problem. The Federation’s 2000 Report in-
cludes some estimates on underground abortion based on a
comparison of demographic data in countries in Central Eu-
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rope. The estimates suggest that the number of illegal abor-
tions could be as high as 200,000. These estimates are con-
firmed by a study carried out among rural women, according
to which around 90,000 rural women, who constitute 30% of
the women’s population, had an abortion in 1999.

The abortion underground
The abortion underground in Poland is well developed. Ac-
cessing a private clinic in which one can obtain an illegal ter-
mination is easy in big cities and towns – it simply requires the
woman to find the relevant press announcement. In small towns
and villages, however, doctors are not anonymous and are
afraid of stigmatisation. Further, even if it were possible to find
a local doctor who performs abortions, women prefer to travel
outside of their community to be sure that the procedure re-
mains confidential.

The price for an illegal abortion is usually between 1,500 PLN
(US$330) and 3,000 PLN (US$675). The RU-486 pill, which
has not been registered for sale, is offered for about 1,000 PLN
(US$ 220).

Abortion tourism
Information collected by the Federation suggests that the phe-
nomenon of travelling to obtain an abortion is becoming mar-
ginal. Between 1995 and 1997 there were several court trials
of agencies that had organised abortions across the eastern
and southern borders of Poland. The trials effectively scared
off potential organisers. For women the decrease in the prac-
tice means less choice and an increase in price, because termi-
nations are usually more expensive in Poland than abroad.

Struggles over abortion
Phase I: Implementation of Anti-Abortion Act
of 1993
There was no public debate on abortion under communism.
Abortion was not considered an issue, the liberal law was taken
for granted by society and was not questioned publicly by any-
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one. The Roman Catholic Church was not very active on the
topic before the election of the Polish Pope in 1978. In the
eighties anti-abortion ideas began developing within the
Church, the Solidarity movement and in medical and legal
communities. The struggle for independence was a priority
for those groups, however. Society in general , on the other
hand, was completely unprepared for anti-abortion actions. It
did not believe in the possibility of restricting abortion and,
since it did not have to defend the right to choose for almost
forty years, lacked pro-choice arguments.

The first unsuccessful attempt to challenge the 1956 abortion
regulations occurred in 1989, shortly before the first demo-
cratic elections. The restrictive draft on the protection of the
unborn child proposed to criminalise women who underwent
illegal abortion and impose a punishment of up to three years
in prison. Many members of the anti-communist opposition
became actively involved in the anti-abortion campaign which
was strongly supported by the Roman Catholic Church hier-
archy and had the personal backing of Pope John Paul II.

The next attempt was in 1990. Fundamentalist members of
parliament (MPs) hurried to ‘make the gift’ to the ‘Sainted
Father’, John Paul II, before his visit to Poland in 1991. During
the parliamentary debates on abortion in 1991 the Sejm an-
nounced national consultations on the anti-abortion draft.
These consultations were used successfully by anti-choice
groups to give the impression that many people supported a
restrictive law. The church arranged for signatures to be col-
lected in churches and at schools by parents of children at-
tending religious instruction. As a result, the anti-choice groups
managed to collect far more signatures than pro-choice groups
although all the opinion polls showed that the majority of the
society was against criminalisation of abortion. Yet this bill also
failed.

An even more restrictive bill was tabled in 1992 by members
of the Christian National Union, the most fundamentalist party.
According to the draft, abortion would have been legal only to
save a woman’s life. A woman who underwent an illegal abor-
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tion and a doctor performing such an abortion could have
been sentenced to up to two years in prison. The draft evoked
strong opposition. Two members of parliament, Zbigniew Bujak
of the Labour Union and Barbara Labuda from the Demo-
cratic Union, initiated a grassroots movement called the Com-
mittee for Referendum. The Committee called for a national
referendum on. Thousands of people across the country col-
lected signatures in support of a referendum, with over
1,300,000 signatures finally filling a petition. Parliament ig-
nored the petition and rejected a bill proposing a national ref-
erendum on abortion, but also rejected the restrictive anti-abor-
tion bill. The bill was sent to the Extraordinary Parliamentary
Commission, together with a more liberal bill, which had been
proposed by the Women’s Parliamentary Group. As a result, a
new, compromise bill was drafted and finally passed by parlia-
ment in January 1993. The new law was called the Act on
family planning, human embryo protection and conditions of
permissibility of abortion. Under the Act, abortions on social
grounds were made illegal. In practice, it meant that women
in difficult socio-economic conditions could no longer legally
have abortions.

Phase II: Failure to liberalize the anti-abortion
act
In 1994 the ‘left-wing’ parliament made an attempt to over-
turn the restrictive law and passed an amendment according
to which abortion would be legal on social grounds. Tthe Presi-
dent, Lech Walesa, vetoed the bill and the initiative failed.

While fundamentalist clergy continued to oppose legal abor-
tion, a lay movement was established in the nineties. The first
organisation to become influential politically was the Pro Life
Federation, established in 1993.

Phase III: Liberalisation of the anti-abortion act
In 1996 pro-choice parliamentarians made another attempt
to change the law when, as a result of presidential elections,
the new pro-choice President Aleksander Kwasniewski was
elected. Abortion again became a public issue. Women’s
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groups, together with a group of supportive parliamentarians,
cooperated closely to change the law. The Federation for
Women and Family Planning played an active role in this
change. The effects of the anti-abortion regulations were pub-
lished in two reports launched by the Federation and publi-
cised widely in the media and the Federation participated in
the Parliamentary Commission that formulated the final pro-
visions of the new bill.

Anti-choice activists and Catholic priests also participated in
the Commission and worked closely with anti-choice MPs. At
that time right wing forces were in the minority in the Parlia-
ment and could therefore not succeed in keeping anti-abor-
tion law intact. They did manage, however, to slow down the
process and to oppose more liberal provisions proposed by
pro-choice MPs.

The Extraordinary Parliamentary Commission debated the
issue for over three months in early 1996. The Commission
drafted a bill in terms of which (a)abortion would be legal if
the woman was in difficult life circumstances; (b)sex education
would be introduced into schools; and (c)several brands of
oral contraceptives would be subsidised by the state so as to
encourage widespread use of contraception. The anti-abor-
tion law was amended by the Polish parliament in August 1996
and was signed by President Kwasniewski. It came into force
on 4 January 1997.

Phase IV: Abortion law becomes restrictive
again
In the two months prior to the vote, the trade union Solidarity
took a leading role in trying to defeat the bill as part of their
aspiration to leadership in the right-wing coalition during the
1997 elections. Solidarity challenged the new law in the Con-
stitutional Tribunal, which decided that abortion on social
grounds was unconstitutional. It justified its decision on the
grounds that Poland is a democratic state of law, which it inter-
preted as meaning that it should protect life at every stage.
Article 38 of the Polish Constitution includes only the general
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provision of legal protection for the life of every human being.
The Tribunal’s decision and its justification were seen as an
over-interpretation by many prominent lawyers, but the deci-
sion was accepted by the new right-wing Parliament elected in
1997, which comprised many anti-choice activists as MPs and
senators.

The new Constitution was finally adopted in 1997 after con-
tinued debates which lasted several years. Anti-choice and pro-
choice groups used the opportunity to promote their issues.
Pro-choice groups tried to include a provision around repro-
ductive rights by lobbying MPs and by organising a campaign
to send letters to Parliament. The anti-choice lobby pushed for
the inclusion of the protection of life from the moment of con-
ception to natural death. Both proposals failed. As a result,
the right-wing mobilised vast protests which unsuccessfully
called on society to reject the Constitution during the constitu-
tional referendum.

Main anti-choice actors
The primary objective of the anti-choice lobby has always been
to introduce a complete ban on abortion, as proposed in the
very first drafts. They also believe that a woman who under-
goes an illegal abortion should be penalised. They are there-
fore dissatisfied with the present law. The most fundamentalist
members of parliament voted against the 1993 anti-abortion
law because it was too liberal for them and the anti-choice
movement has been putting strong emphasis on restricting
access to legal abortion. Many anti-choice doctors have occu-
pied powerful positions in medical associations. From these
positions, they have been able to influence official standards
and ethical and medical guidelines as well as target and in-
timidate other doctors, as described below. By cooperating
closely with the medical community, the anti-choice move-
ment succeeded in limiting access to abortion on medical
grounds. In cases of teenage pregnancy resulting from rape,
the Government Plenipotentiary for Family Affairs, one of the
strongest fundamentalists, was among those who spoke pub-
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licly against abortion. The anti-choice activists have been also
struggling to pass the law to introduce limitations to prenatal
examinations that are necessary to obtain permission for abor-
tion on genetic grounds. Their efforts are described below.

Solidarity movement
The Solidarity movement that led to the overturn of commu-
nism comprised many opposition groupings. It was predomi-
nantly a trade union though, which rooted its ideology in the
Roman Catholic religion and was strongly supported by the
Roman Catholic Church. The anti-choice agenda existed within
the movement even in the eighties as one of the undercur-
rents not visible to the majority of society. However, it became
one of the priority issues for Solidarity in the nineties. In 1990
Solidarity committed itself to undertaking both legal and other
activities to protect life from the moment of conception until
natural death. In 1992 Solidarity, during its General Assem-
bly, adopted a motion to support the restrictive anti-abortion
draft which was then being debated in parliament.

The position of Solidarity as a whole was opposed by the
Women’s Section of the Solidarity (WSS). According to
Malgorzata Tarasiewicz, the head of the Women’s Section, the
contradictory stance of the WSS caused the closure of the sec-
tion by the extreme fundamentalist Marian Krzaklewski, the
Solidarity leader since 1991, member of parliament since 1996
and one of the unsuccessful candidates for President in 2000.

When the anti-abortion law was liberalised in 1996, Solidarity
leaders proposed civil disobedience and called on supporters
not to pay taxes since abortions in public hospitals are cov-
ered by taxes. Further, Solidarity took the liberalised anti-abor-
tion law to the Constitutional Tribunal and won, as reported
above.

Solidarity Election Action (AWS) is a coalition of small right
wing parties and the trade union formed successfully by
Krzaklewski before the 1997 parliamentary elections. AWS
gained power in the elections, forming a coalition government
with the centre party, the Freedom Union. AWS had a so-called
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‘pro-family programme’ as one of the priorities on their politi-
cal agenda. The pro-family programme was opposed to abor-
tion, contraception and sex education.

Since 1997 the parliament and government have systemati-
cally implemented policies that effectively restrict access to le-
gal abortion as well as limit access to modern contraception
and sex education.

Roman Catholic Church
Catholics constitute about 95% of the population and the
Roman Catholic Church has always played a significant role
in the predominantly Catholic society. During the communist
regime, it promoted the movement for independence and gave
shelter to opposition activists. When communism collapsed,
the position of the Church increased significantly, due to the
fact that the former opposition became the ruling power. Since
then, the Church hierarchy has been exerting a strong influ-
ence on legislators and the government to promote their
agenda.

The main priorities of the Church are (a)to strengthen its for-
mal position within the state structure by promoting the
Concordat – the agreement with the Vatican that dismantled
the separation of church and state; (b)to introduce Catholic
instruction in public schools; and (c)to restrict legal abortion
and other reproductive rights.

In the early nineties the Church, supported strongly by Pope
John Paul II, directly pressured decision-makers to introduce
restrictive legislation. The Church also exerted a strong influ-
ence on the medical community which introduced the contro-
versial Medical Code of Ethics restricting abortion even before
the anti-abortion law was introduced. In the third and fourth
phases of the struggle against abortion, the Church changed
its strategy slightly and took a less public role. It was less visible
in abortion debates than previously because of a perceived
decrease of acceptance within society for the excessive involve-
ment of the Church in public affairs. Nevertheless, the Church
continued to support the activities of a growing anti-choice
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movement and utilised religious pulpits during Sunday masses
for anti-abortion preaching.

The pope is well known worldwide for his extreme anti-abor-
tion position. He travelled to Poland four times in the nineties
where he often made very strong statements on abortion. His
speeches played a significant role in influencing society and
decision-makers. He continues to follow the debates on abor-
tion in Poland closely and always publicises his judgements –
critical or laudatory – on a particular event. When the Parlia-
ment liberalised the law in 1996 the pope stated: ‘The nation
who kills its own children is a nation without a future.’ During
one of his multiple visits to Poland, he thanked the Pro-Life
Federation for their efforts to build a ‘civilisation of love’ in-
stead of a ‘civilisation of ‘death’.

The anti-choice movement
The first organisation to become politically influential against
liberal abortion legislation was the Pro-Life Federation, founded
in 1993. Its establishment was facilitated and supported not
only by the Church hierarchy and its national and local struc-
ture and facilities, but also by anti-choice groups from abroad,
particularly from the USA, where activists participated in train-
ing and meetings. Also in 1993, the Federation’s activists formed
Human Life International (HLI)-Europe, based in Gdansk. HLI-
Europe is very active in Central and Eastern Europe in, as
they term it, ‘building a civilisation of life’ by providing leader-
ship and capacity-building and supporting the initiatives of
national pro-life NGOs. Finally, several Catholic women’s or-
ganisations came into being, the most important being the
Catholic Women’s Forum.

The anti-choice organisations became visible after the 1994
Cairo Conference on Population and Development and inten-
sified their efforts in respect of the 1995 World Conference on
Women in Beijing. With easy access to the public and Catholic
media, they have been quite effective in promoting the anti-
choice position. They collect far more signatures on petitions
than pro-choice groups and hold anti-choice demonstrations
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that are much larger than those the pro-choice movement can
organise. During and since the change of anti-abortion law they
have become more active. They put pressure on health person-
nel to stop performing abortions and meet with the heads of
hospitals. In some hospitals, women referred for abortion are
harassed by anti-choice activists who try to make them change
their decision to have an abortion. They are reported to publi-
cise lists of ‘bad’ doctors, allegedly on the Internet, and they
hold demonstrations in front of clinics performing abortions.

Street actions have been one of the most popular forms of
action for and against legal abortion. In the early nineties rela-
tively successful demonstrations were organised by pro-choice
groups, although they never had more than several thousand
participants. In contrast, in 1996, the anti-choice groups man-
aged to organize two demonstrations of around 30 000 and
100 000 participants with the support of Radio Maryja and
Solidarity structures. As a result, this form of protest has been
given up by pro-choice groups for the time being.

Pro-choice groups
The opposition against the restrictive law has never been very
strong, which is a paradox in a pro-choice society. The oppo-
sition consists of a few non-governmental organisations (NGOs)
including women’s groups, a few political parties, and indi-
viduals from different backgrounds.

Civil society was almost non-existent under communism when
there was only a single official women’s organisation. In the
beginning of the nineties, the NGO movement emerged. It
lacked skills, human and financial resources and experience,
however, and was not successful in mobilising and organising
great numbers of supporters. It focused instead on building its
own identity and stability.

Another important barrier obstructing the activities of pro-
choice groups was the existing divisions within the movement
rooted in the communist past. Several women’s leaders asso-
ciated with the struggle against the communist regime had dif-
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ficulties in building new partnerships with the pro-choice left,
which was mainly of communist background. These divisions
resulted in a pro-choice movement that was weaker than it
might have been. The differences, although much smaller, still
exist today. On the other side, the left has failed so far to de-
velop credibility concerning their women’s programme and
this limits the possibility of stronger and more effective col-
laboration. The need to fight simultaneously against limita-
tions to family planning and sex education worsens the situa-
tion significantly and overburdens the few groups involved.

In 1992 a coalition of the League of Polish Women, Polish
Feminist Association, Young WomenChristian Association,
Neutrum Association and Pro Femina Association founded the
Federation for Women and Family Planning. The Federation’s
aim was to secure a liberal abortion law and to promote mod-
ern contraception and sex education. Today the Federation
brings together nine groups. Among the almost 200 women’s
groups in the country, however, there are virtually no other
groups for whom abortion is a priority. Several other groups
are openly pro-choice, but very few are actively involved in
abortion campaigns. The majority of the women’s groups
choose not to take a position on abortion.

Political parties
In the nineties the political scene in Poland went through a
process of transformation and crystallising. Although many
political parties emerged and played more or less significant
roles over the years, the strongest groupings which finally re-
mained are: the left (the Democratic Left Alliance (SLD) and
Labor Union); the centre (the Freedom Union (UW)); and the
right (Solidarity Election Action). It is important to recognise
the role of each of these in the abortion debate.

The right
For the right-wing, the abortion issue was always a top priority
on their political agenda. The most fanatical leaders would
always speak publicly on the issue even if it meant risking their
political position. The right-wing works closely with the Church
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hierarchy and uses religious and demographic arguments such
as the sanctity of life or the low and constantly decreasing birth
rate in their campaigns. They have been successful in recent
years in occupying strategic decision-making positions and
have introduced significant changes in Polish law and policy
that will be hard to reverse.

The left
The left is in principle pro-choice and takes up the issue of abor-
tion when it sees the need. However, with the exception of the
not very strong internal women’s lobby, which is very active on
this issue, abortion is certainly not a priority for the core party.
Some political commentators say that the left parties treat abor-
tion instrumentally - that they raise abortion mainly in electoral
campaigns in order to gain support without true commitment
to fulfill their promises after elections. Besides, the SLD, which
is a transformed former communist party and was criticised by
the right for their past anti-church policy, might fear worsening
its relations with the Roman Catholic Church.

The small Labor Union (the new left) was very active in abor-
tion debates. However, it has never been strong and, after
having failed in the parliamentary elections of 1997, has lost
its political significance.

The centre
The political centre has not adopted a common party position
on the issue of abortion because their members vary in ex-
tremes from pro-choice to anti-choice. As a result, some pro-
choice party members such as Barbara Labuda (who has now
left the party), Zofia Kuratowska, speaker of Senate and Marek
Balicki, MP, played a key role in abortion debates at some
moments of history. Although the UW as a whole was trying to
maintain neutrality on the subject, paradoxically the few ac-
tive individuals of the party played a much stronger role in
opposing and delaying the ban of abortion than members of
the programmatically pro-choice left.
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Physicians
Since the early nineties the medical community, particularly
physicians, has been influenced strongly by the Roman Catholic
Church. There are over 90,000 physicians in Poland, of whom
55% are women (Kulik, 2000). Significant numbers, with no
visible gender differences, became involved in anti-abortion
policy and campaigns even before abortion was restricted by
the state law. In 1991, during the Extraordinary National As-
sembly of Physicians, the Medical Code of Ethics was adopted
in spite of the strong opposition. The Code adopted a firm
anti-abortion position, according to which only abortion to
save a woman’s life or health and on criminal grounds was
ethically acceptable. The Ethical Code motivated public hos-
pitals to stop performing abortions even before parliament
changed the law in 1993.

Very few doctors would dare to speak openly in favour of more
liberal abortion regulations. None of them would confess pub-
licly to performing abortions. However, many gynaecologists
perform abortions illegally for huge amounts of money.

The dominant idea that abortion is immoral has been pro-
moted by the Association of the Polish Catholic Physicians,
established in 1994. The association was instrumental in many
initiatives towards restricting access to legal abortion. Two of
its leaders, Kazimierz Kapera and Maria Smereczynska, be-
came MPs. They both subsequently held the key ministerial
position of Government Plenipotentiary for Family Affairs.

According to the Polish law adopted in the nineties, physi-
cians can refuse to perform an abortion on the grounds of
conscientious objection. However, they must refer the woman
to another service provider where she can access the termina-
tion to which she is entitled. The conscience clause does not
apply in life-threatening situations. Some Polish physicians use
the conscience clause to refuse to prescribe contraception. In
practice, the clause constitutes a significant barrier to access to
legal abortion.
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Numerous healthcare providers have been obstructing access
to legal abortion. When abortion on social grounds was re-
legalised in 1997, many public hospitals issued statements that
they would not provide abortion on these grounds. One by
one, hospitals, cities or regions issued statements against abor-
tion. The General Chamber of Physicians also stated their
opposition to abortion and the local chambers of physicians
supported it.

According to a Ministry of Health report presented to Parlia-
ment on 20 February 1997, 209 obstetric/gynaecological hos-
pitals out of the entire number of 435 hospitals in Poland did
not then perform abortions on social grounds. On the other
hand, in many places where abortion was not available in
public hospitals, it was widely provided in private clinics by
the same providers who treat abortions as an important source
of additional income.

Abortions were opposed not only by directors of hospitals or
individual gynaecologists, but also by anaesthesiologists or
middle-level medical personnel such as midwives and nurses.
Some doctors who were willing to perform abortions could
not do so because they had no team to assist them. In some
cases gynaecologists had to be ‘imported’ to a particular hos-
pital. In one hospital all the anaesthesiologists refused to per-
form an abortion for a woman with heart problems and social
complications – she already had eight children. The director
of the hospital dismissed the head of its anaesthesiology de-
partment and an anaesthesiologist from another city was
brought in to assist the operation. However, the dismissal led
to protests and criticism from the medical community.

Attitudes of the society
According to a Cenrum Badania Opinii Spolecznej (Centre
for Research on Public Opinion – CRPO) survey of November
1996, 58% of those polled were in favour of the liberalised
abortion law. Only one third of the respondents were opposed
to it. According to an Osrodek Badania Opinii Publicznej (Pub-
lic Opinion Research Centre) opinion poll of the same month,



The Johannesburg Initiative

Advocating for abortion access

240

48% of respondents supported abortion on social grounds,
compared to 65% in 1993, and 39% were against. According
to a survey conducted by the CRPO in 1998, 59% supported
abortion on social grounds, while 28% were against. Although
the results of opinion polls vary significantly, it is clear that the
majority of the society, despite its Catholicism, did not support
the ban on abortion, the direct involvement of the Church in
the activities against reproductive rights and, particularly, the
role of Pope John Paul II, impeded the establishment of a
stronger, better organised and more effective pro-choice move-
ment.

During the economic transformation and with high levels of
unemployment (higher among women than men), the vast
majority of the society has had to focus on making a living.
The abortion issue has not been seen as a priority. The time
component also plays a significant role. In the early nineties
many people were afraid that they would be deprived of the
right they had enjoyed for almost forty years and which they
had expected to continue. After several years of the legal re-
strictions to abortion, people became accustomed to the new
law and learnt to live with it. New generations are growing up
for which the new law has become the norm, especially since
the Church’s teachings in schools has made some impact on
young people.

Strategies used by pro-choice
and anti-choice activists
Reaching ordinary citizens
The Study on General Public Attitudes towards Abortion De-
bates (Duch & Zielinska, 2000) illuminated some of the differ-
ences between sub-groups of the population on the issue, as
well as what might be effective strategies to reach ordinary
citizens. Two groups of women (aged 18-25 and 30-45) and
one group of men (aged 30-45) participated in the study. Al-
though the majority of participants supported legal abortion,
there were significant differences between the groups. Younger
women were neither interested in this issue, nor emotionally
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involved. Among the group of older women, only one of nine
was against abortion. Most women were emotionally pro-
choice, and their views were well-reasoned and consistent.
Men, although mostly pro-choice, neither knew much about
the law nor expressed much interest, with the exception of two
of the eight men who were emotionally involved in anti-choice
activities and were aware of the legal status of abortion.

The participants expressed their opinions about the main public
actors in the abortion debate. For all groups the campaigns
against legal abortion were more visible than pro-choice cam-
paigns. All the groups pointed out the Roman Catholic Church
as the main anti-choice actor. The study participants had no-
ticed the anti-choice actions of the Solidarity Trade Union,
Christian National Party, President Lech Walesa and Radio
Maryja. The participants could name only the SLD among the
pro-choice actors. They mentioned feminists but did not iden-
tify any pro-choice women’s groups or individuals.

The most visible forms of campaigns were demonstrations.
However, those of anti-choice groups were more visible. Those
interviewed mentioned demonstrations in front of the clinics
performing abortions in particular and the presentation of ‘The
Silent Scream’ in schools. None of the interviewed groups
seems to be interested in undertaking actions to change the
anti-abortion law. However, older women said they would
support pro-choice initiatives, for example by signing a peti-
tion or voting in a referendum. They would not participate in
a demonstration. No participant believes that he or she would
make real impact.

The study shows that pro-choice campaigns could adopt a
rights-based approach aimed at women. Older women are
particularly sensitive to the issue And their pro-choice attitude
is deeply grounded in their responsibility for the future of their
children. Therefore, they believe a woman should have the
right to make decisions. Men could be sensitive to arguments
based on the right of a family for privacy and decision-mak-
ing, but the issue of abortion is a marginal one for them in
comparison with such issues as finances and industry.
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Limiting access to prenatal tests
Limiting access to prenatal examinations such as amniocente-
sis could be seen as an important strategy to limit access to
legal abortion on genetic grounds. In the early nineties the
tests were withdrawn as routine examinations for pregnant
women over 35 years of age, despite the contradiction of such
a solution with international standards. In 1999 the possibility
of obtaining such examinations became even more limited.
Despite strong opposition, the anti-choice lobby managed to
introduce regulations that impose penalties for ‘damaging the
body of a foetus or causing damage to health, threatening its
life’. The criminal penalty is currently up to two years’ impris-
onment.

Some genetics institutes complain that their contracts with
medical insurance agencies do not secure full coverage of ex-
amination costs. This can lead to further limitation of access.
In 1999 the number of such examinations reached 2,204, up
from 1,648 in 1998 and 1,612 in 1997. Some of the increase
in 1999 can be attributed to the public debate in the media,
thanks to which many women learnt about and demanded
them. The increasing trend may well not continue.

Given the limitations, it is not surprising that there are only 40-
50 cases of abortion on the basis of damage to the foetus re-
corded each year. In 1999, 309 cases of pathological develop-
ment of the foetus were recorded, but only fifty abortions con-
ducted on this basis.

Limiting access to family planning and sex
education
The anti-choice movement struggles against modern contra-
ception and sex education with equal devotion. The current
government withdrew state subsidies for hormonal contracep-
tion, which limits financial accessibility of family planning. The
government also withdrew sex education from school curricula
and replaced it with ‘pro-family’ education which contains
misinformation concerning gender, sexuality and reproduc-
tion-related issues.
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There is no official record of contraception prevalence in Po-
land. Surveys suggest that the use of modern contraception is
still relatively rare and that a large part of the society uses al-
ternative methods such as the rhythm or calendar-based
method, or withdrawal before ejaculation. Research by
Zbigniew Izdebski (1997) showed that 55% of respondents ei-
ther did not use any method or used the above-mentioned,
ineffective methods of prevention. Condoms were used most
often, by almost 21% of the respondents, while the hormonal
pill was used by only 8% and the diaphragm by almost 5%.
Sterilisation as a method of family planning is forbidden in
Poland.

Media
In the early nineties print media and radio stations were rela-
tively supportive of the pro-choice position and would inform
the public about abortion debates. At that stage the media
raised the issue of abortion in the context of women’s dignity,
women’s rights, the right to a free decision and women’s health
and life. They would quite often describe the cases of women
affected by the anti-abortion law.

Over the years the situation has changed. Abortion-related is-
sues are now addressed in a one-sided and biased way. Some
media, particularly public TV, tend to ignore the abortion is-
sue. Others present the pro-choice position only in relation to
the anti-choice position. They focus on ‘degenerate mothers’
who abort, abandon or kill their children without any reflec-
tion about the root causes of such tragedies. They present the
stories of women who experience so-called post-abortion syn-
drome as a result of abortion.

The media shift was evoked by the multiple strategies target-
ing the media carried out by anti-choice groups and the Ro-
man Catholic Church. The anti-choice lobbyists targeted both
media owners and individual journalists, questioning their cred-
ibility and professional competence and threatening them with
court cases. Individual anti-choice activists would visit jour-
nalists to present their position and offer model foetuses, tapes
or videos with foetal heartbeats and similar gimmicks. During
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one of his visits, the pope advanced particular criticism of his
motherland’s public media as being allegedly anti-church.
These actions made journalists cautious in tackling the topic.

On the other hand, pro-choice groups put particular empha-
sis on communications with the media and succeed in pro-
moting a number of supportive articles and radio programmes.
However, the Federation had very little success with public
TV. A few years ago, after the multiple screenings of ‘The Si-
lent Scream’, which evoked official protest from pro-choice
groups, the Federation made an unsuccessful attempt to present
Dorothy Fadiman’s documentary, ‘When abortion was illegal’.
Public TV first agreed but changed its decision at the last minute
after publicising the presentation.

In the nineties the Roman Catholic Church established a net-
work of Catholic media that includes over 100 magazines and
newspapers and 30 radio and TV stations, which promote
extreme anti-choice positions. The most effective and influen-
tial is Radio Maryja, which has been the main organiser of
mass anti-abortion actions such as marches, demonstrations,
letters of support or protest and petitions.

Infiltrating key institutions
From the very beginning the anti-choice groups successfully
infiltrated key institutions and ensured the appointment of the
‘right’ people within the institutions. They managed to occupy
ministerial positions in the key ideological ministries such as
the Ministry of Health, the Ministry of Education and the Gov-
ernment Office for Family (and Women’s) Affairs in the nine-
ties. The conservatives ensured that policies and programmes
related to abortion, family planning and sex education reflected
the anti-choice approach. During recent parliamentary elec-
tions a number of anti-choice activists ran for parliament with
the support of Radio Maryja and other Catholic media and
won. Some of them occupied parliamentary, ministerial and
governmental positions and pushed forward legislation, poli-
cies and programmes for 1997-2000 that are detrimental to
women.
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In 2000 the right-wing decision-makers were also successful in
increasing their majority in the fifteen-member Constitutional
Tribunal. They managed to appoint the Ombudsman for Hu-
man Rights and the Ombudsman for Children’s Rights. These
appointments may diminish the legal chances to challenge the
anti-abortion law and other gender-insensitive policies and
practices.

New entities
Another important strategy used by the anti-choice lobby is to
found Catholic associations of key professional groups. The
most visible are the Association of Polish Catholic Physicians
mentioned above, the Association of Catholic Lawyers and
the Association of Catholic Pharmacists of Poland. The asso-
ciations of physicians and lawyers were successful in getting
their members into parliament and government. In the early
nineties the Association of Pharmacists was reported to be re-
fusing to sell contraceptives.

Several Catholic research institutions have been established,
while the old ones have intensified their efforts to provide ‘sci-
entific’ arguments for fundamentalist policies. In recent years,
the network of teachers of natural family planning has been
established, the only one subsidised by the State. The training
for educators on sexuality-related issues has been monopo-
lised by institutions with biased curricula. These institutions
are the only ones authorised to issue certificates necessary to
teach at schools.

Multiple forms of pressure
The Roman Catholic clergy and anti-choice groups have uti-
lised diverse forms of pressure on legislators, institutions and
individuals involved in the process of implementation of the
anti-abortion act as well as professionals dealing with abor-
tion, contraception and sex education, in particular, health
personnel and school teachers. Liberal members of Parliament
as well as other groups say they are exposed to multiple forms
of pressure, some of them very nasty, such as naming from
church pulpits, threatening phone calls or letters or even the
painting of houses and cars red. The tactics are intended to
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achieve the desired attitudes, such as ‘correct’ voting or re-
fusal to perform abortions, prescribe contraception or provide
sex education. Many victims of such pressure have withdrawn
from their former pro-choice positions and activities. One
prominent member of the Committee for Referendum who,
when he became the Minister of Health of the left Govern-
ment, did not support the liberalisation of abortion law, is one
of the most striking examples.

Law enforcement institutions are another important target.
They experience pressure to investigate the abortion under-
ground. The Federation attributes the more pro-active policy
in following up on these cases to this pressure.

Specific pro-choice strategies
An important strategy for pro-choice groups is documenting
and publicising the effects of the anti-abortion law. National
reports were published in 1994, 1996 and 2000 and have been
widely used in parliamentary debates by the Federation for
Women and Family Planning. The Federation also submitted
two reports to the United Nations Committee on Economic,
Social and Cultural Rights (1998) and the Human Rights Com-
mittee (1999). Both committees expressed their concern about
the effects of the anti-abortion law in Poland and recommended
that the Polish government change its policies. These recom-
mendations have been used extensively in lobbying and ad-
vocacy activities.

Nationally, the Federation has attempted to use the Polish
Ombudsman for Human Rights. In 1997 the Federation put
forward a complaint concerning the withdrawal of state subsi-
dies for hormonal contraceptives. Although the Ombudsman
agreed that the withdrawal constituted gender-based discrimi-
nation, the Ministry of Health did not change its decision. In
2000 the Federation failed in two complaints considered by
the new right-wing Ombudsman. One concerned police inter-
vention in a private gynaecological clinic performing illegal
abortion and the second concerned school textbooks present-
ing sexuality-related issues in a biased and unscientific way.
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One legal opportunity was missed by pro-choice groups. When
the restrictive law was introduced for the first time, the Federa-
tion should have taken it to the Constitutional Tribunal on the
basis that women were being deprived of rights they already
had. According to Polish law, no-one can be deprived of exist-
ing rights. Unfortunately, this idea came too late. However,
taking into account the composition of the Tribunal, it is doubt-
ful the Federation would have won.

The language of anti-abortion campaigns
Language has played a significant role in the debates on abor-
tion in the nineties. Abortion has often been compared with
concentration camps, the holocaust, ‘death of civilisation’, ‘be-
trayal of the Polish nation’ or simply murder. The world has
been divided between those who defend life and those who
are against life. Women’s right to choose or women’s repro-
ductive rights are low in the anti-choice hierarchy of values,
much lower than protection of the life of the unborn or con-
ceived child. Liberal abortion law was presented as a remnant
from the communist system that should be removed.

The anti-abortion law has introduced new concepts into Polish
official language, such as the concept of a conceived child.
The Polish Criminal and Civil Codes replaced the idea of a
foetus with that of a conceived child. Now, even the medical
community is using this term, in spite of its ideological, non-
medical character. Another new expression created in the anti-
abortion law and, consequently, in legal codes and other rel-
evant documents, is ‘mother of a conceived child’, which means
a pregnant woman.

Conclusion
It seems probable that actions on the abortion issue will fluctu-
ate in coming years and that their fate will depend largely on
the general political situation. Recent history shows that ‘right’
and ‘left’ parliaments are being elected alternately, leading to
alternately restrictive and liberal abortion regulations. Pro-
choice forces have not yet been able to build a strong pro-
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choice movement that can defend a woman’s right to elect to
have an abortion and make that right effective, independent
of political circumstances.
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Introduction
In the years between the start of negotiations to end apartheid
and the actual elections on 27 April 1994, national mobilisa-
tion of civil society shifted from the generalised goal of over-
throwing apartheid, to more focused processes of debating
what principles and policies would shape a ‘new’ South Af-
rica. Within this process, women’s rights and health were put
onto the agenda. A civil society process of national network-
ing took place to develop thirteen women’s health policy pro-
posals, one of which concerned liberalising abortion law. The
process culminated in a Women’s Health Conference that ta-
bled these as part of the goals for the democratisation agenda.
In parallel, the African National Congress (ANC), not yet a
political party but rather a mass movement waiting to elect its
leadership into power, set up a policy development process
across all sectors. In the health sector, abortion was put on the
agenda.

The existing Abortion and Sterilisation Act of 1975 allowed
for abortion in limited circumstances, requiring, at the least,
the approval of independent physicians who then could not
perform the procedure. In practice this meant that only a few
thousand legal abortions were performed each year, while
estimates of illegal abortions stretched to 250 000 per year.
Immediately after the elections, parliament constituted an Ad-
hoc Select Committee on Abortion and Sterilisation, with pro-
portional party representation, to review the existing legisla-
tion and hear submissions. In 1995 and 1996, the Committee
organised public hearings. The 1995 hearings were to assess
whether to develop a new law. The 1996 hearings were to
debate a draft law. The process culminated in the passing of
the Choice on Termination of Pregnancy Act, which was
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gazetted on the first of February 1997. This Act provides for
abortion on request up to twelve weeks, and under a broad
set of circumstances, in consultation with a health worker, up
to twenty weeks. Minors (below eighteen years) do not require
parental consent. Trained midwives can do abortions.

Since the Act became law, there have been two constitutional
challenges. In 1998 a constitutional challenge to the whole
law was issued by three Christian groups, but failed. A subse-
quent challenge was issued by the Christian Lawyers Associa-
tion to contest the constitutionality of minors’ rights. This sec-
ond challenge is underway at the time of writing this article.

This paper explores how the law was won, the factors which
have facilitated or constrained implementation and, within
these, the role of NGOs as policy and implementation activ-
ists. The paper draws on documentation, analyses of the proc-
ess, personal experience of the authors as participants in this
process, as well as interviews with key informants who have
been involved in the policy and implementation processes. A
sample of eighteen interviewees was identified to represent
the different components of abortion – training, research, moni-
toring, advocacy, media and legal. The paper is divided into
two parts. The first considers the process of legislative change
and the second the implementation process. The concluding
section discusses linkages between the two processes, as well
as lessons learnt and challenges for the future.

The legislative process
Three issues were central in making possible the achievement
of a liberalised abortion law. They are the political and ideo-
logical climate in which abortion reform was put onto the policy
agenda; the interaction of civil society with the political proc-
ess in the shaping of new legislation; and the influence of both
of these dynamics on the content of the new law, in particular
its approach to equality and to questions of culture and reli-
gion.



The Johannesburg Initiative

Advocating for abortion access

254

The political and ideological climate
The struggle to end apartheid used a human rights discourse
which, through the negotiation process, was enshrined in a
bill of rights within the new constitution. It was, however, not
only the content of law that changed, but also the process.
Law had been the preserve of the white electorate and, in real
terms, of the white Afrikaner men who sat in Parliament. They
did not seek the perspectives of the public. When the ANC
gained power after the 1994 elections it did so on the back of
a form of participatory democracy that had been shaped by
the internal anti-apartheid movement. Its leadership, whether
in parliament or government, had no personal experience of
their new roles. This inexperience created an opportunity for
them to shape their method of policy-making from scratch.
Ministers and parliamentary committees established processes
for participation of anti-apartheid activists as well as the pub-
lic at large in legal and policy change. In the case of abortion,
a series of opportunities for public input were established, thus
opening the way for civil society to engage in the law making
process.

While the ideological focus of the time was on human rights,
issues of women’s rights and particularly women’s reproduc-
tive rights had not been taken into the mainstream of the anti-
apartheid movement prior to the 1990s. During the 1980s,
the overall discourse of nationalism had made it difficult for
women’s rights activists to get issues of reproductive rights onto
the agenda. At times young men, in particular, argued against
contraception on the basis that women should bear ‘soldiers’
for the struggle (Ritchken, 1988). Even within the black ‘estab-
lishment’, this approach was evident. The National African
Federated Chambers of Commerce and Industry, for exam-
ple, argued that blacks could not take up contraception until
South Africa’s political problems were solved (Keeton, 1985).

Anti-apartheid health activists were the only non-racial group-
ings that put women’s right to control their own reproduction
on the agenda. The Abortion Reform Action Group (ARAG),
a long-standing organisation comprised predominantly of white
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women, had had the issue on the agenda for more than twenty
years without success. Gynaecologists, too, had supported lib-
eralisation of the law for some years. A 1980 survey found
that 82% of obstetricians and gynaecologists favoured a liber-
alisation, with 32% favouring abortion on request (Domisse,
1980 cited in Albertyn, 1999).

Thus despite the overall human rights discourse, women’s rights
and health activists had to develop specific strategies for giv-
ing women’s experiences and reproductive needs a legitimate
voice in the transition process and in policy development in
particular. It was the political change that made it possible to
get the problem of unsafe and illegal backstreet abortions on
the political agenda, as a matter of gender equality and wom-
en’s rights as well as public health, despite reservations that
individuals may have had. As one interviewee put it: ‘We had
a window of opportunity with the political willingness and ac-
ceptance of women’s rights.’

Civil society’s role in the shaping of new
legislation
Organisations of civil society began to prepare for policy change
and a range of mobilising interventions, such as development
of a Women’s Charter, took place. In relation to women’s health
the most significant policy process was the mobilisation to-
wards and holding of a Women’s Health Conference. This ef-
fort involved a parallel process of networking with all inter-
ested organisations in different regions of the country to iden-
tify their concerns, while simultaneously small ‘expert’ groups
drafted policy proposals. The proposals were then debated in
the regional networks and finalised at the conference.

The process was unique, both in taking advantage of the envi-
ronment of mobilisation and helping to shape ideas about what
consultation should mean. In the words of one participant in
the conference: ‘The conference was a breakthrough for South
African women’ (Cited in Klugman, 1997:14). The depth of
outreach of this process, and the fact that it created opportuni-
ties for women who had previously been completely
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marginalised from policy processes and at the same time in-
cluded people who were poised to enter senior positions in
government, gave it substantial legitimacy when it was used
for advocacy once the formal legislative process began.

In parallel with this process the ANC was preparing its election
platform. There was an overlap between actors here, as two of
the regional representatives of the ANC’s Women’s Health
Commission were simultaneously involved in the Women’s
Health Conference process. Further, these two individuals ran
organisations – the Women’s Health Project (WHP) and the
Reproductive Health Research Unit (RHRU) – that played sig-
nificant roles in the subsequent process of lobbying for and
implementation of a new law. Two other members of the Com-
mission subsequently became the Minister of Health
(Nkosazana Zuma) and the head of the Health Select Com-
mittee (Manto Tshabalala Msimang) under the new govern-
ment.

The group developed a range of proposals for the ANC’s Health
Plan. Significantly, the issue of abortion came onto their agenda
through grassroots membership. When Commission members
invited representatives from all ANC branches in one region
to come to a meeting to discuss what needed to change in
relation to women’s health, some of these representatives put
access to abortion on the table. The Commission in turn pre-
sented this to the larger body of health activists collectively
working on the Health Plan. There was substantial argument
there. Even within the Women’s Health Commission, some
representatives felt it might be easier to win commitment to
liberalisation if it remained limited. Others, including the fu-
ture first Minister of Health, argued that that the Women’s
Health Commission should take a strong position and try to
win it, rather than admitting defeat without a battle.

Amongst health activists in general, the tension was expressed
as one between their own recognition of backstreet abortions
as a public health problem and their simultaneous concern
that, if the ANC had liberalising abortion law on its agenda,
this would undermine its position in the elections. However,
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strong arguments about both the health and rights dimensions
of the issue persuaded the meeting. It was ultimately included
in the ANC’s election platform on health in the statement that:
‘Every woman must have the right to choose whether or not
to have an early termination of pregnancy according to her
own individual beliefs. Equally, health workers have the right
to refuse participation in termination of pregnancy, according
to their beliefs (African National Congress, 1994:57).

This position, which committed the ANC to legal reform, was
thus a product of civil society, since at that point no elections
had taken place. It was not, however, uncontested within the
ANC. Ongoing advocacy was needed to keep it on the agenda
and after the elections prodding from both within the new
government and by those outside helped to get the legislative
process going.

The public hearings held by the parliamentary committee on
health, as well as those held in 2000 to monitor the implemen-
tation of the Choice on Termination of Pregnancy Bill, main-
tained the formal opportunities for civil society participation.
But it was not only the formal policy process that created these
opportunities. Many of the players both inside and out of gov-
ernment had worked together on the issue prior to the change
of government, and there were links of ‘comradeship’ which
gave people in civil society organisations easy access to those
in power. This is what Stevens describes as ‘soft boundaries’
(Stevens, 2000). Moreover, the ANC had no institutionalised
research grouping or staff to support parliamentarians in
strategising or establishing consultative processes. Thus they
turned to their erstwhile comrades. This gave those in the ‘pro-
choice’ establishment much greater access than any other
groupings.

Human rights, health and development-oriented NGOs or-
ganised themselves into the Reproductive Rights Alliance (RRA)
and strategised diverse means of making an impact. Staff of
these NGOs became legal advisers to parliament and later to
government in developing regulations. Their staff advised on
how to find people to give evidence in the hearings and en-
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sured that those who were poor could access parliamentary
funds to come to speak at hearings. Many of those who gave
evidence had gained experience in talking on the issues through
the Women’s Health Conference process. NGO staff under-
took advocacy to health committees in both provincial legisla-
tures and the national parliament. In characterising the link-
ages between people in government and in pro-choice NGOs
and research institutions, an NGO interviewee noted that ‘we’d
all come from this partnership and had all developed what we
wanted to achieve together, politically’.

Despite working within the RRA, different NGOs used differ-
ent entry points for advocacy. Some used the human rights
discourse of the time, in an effort to turn around the moral
debates carried in the press. Others attempted to draw atten-
tion to the public health dimensions. The most significant public
health intervention was an initiative by a research NGO to
involve medical schools in gaining national baseline data on
morbidity and mortality related to abortion – what a repre-
sentative of the NGO described as ‘an objective epidemiologi-
cal base to what we knew was going to be a political argu-
ment’. The study was conducted under the auspices of the
‘neutral’ Medical Research Council. The evidence from this
study made a major impact on politicians during the public
hearings. Particularly important was its assertion that access to
safe and legal abortions would reduce costs to the health sys-
tem given the existing costs of addressing complications frm
unsafe abortion.

Other NGO interventions included dissemination of a pam-
phlet targeting parliamentarians with information on the pub-
lic health impact of unsafe abortions and the organisation of a
tour to Bangladesh. The latter allowed provincial department
of health officials working in reproductive health to see how
services could be delivered at low cost and high quality through
the ‘menstrual regulation’ programme. This built the confidence
of officials to give evidence at the hearings (Lund, 1997:8).

However, aside from the few women’s and reproductive health
interest groups and one fledgling nurses’ organisation, Con-
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cerned Nurses of South Africa, progressive organisations of
health workers chose to put their attention elsewhere. They
focused, for example, on the need for overall health system
reform and more equitable financing systems to meet the needs
of the majority.

Organisations of nurses, too, showed minimal interest in the
abortion issue. The organisations were at that stage more con-
cerned with internal transition issues as there had been sepa-
rate organisations for whites and blacks and they were in the
process of amalgamating. Possibly for these reasons, very little
attention was given to the health systems implications of the
proposed new law. In addition, health service interviewees
indicated that they were aware of the legal process, but that
there was no formal consultation with the health sector or those
who would later have to implement.

Those who were against liberalisation of the law, and indeed
against any legal access to abortion, were completely outside
of the process. They had no entry point except the formal hear-
ings where they gave evidence. But the ideological environ-
ment was against them. As one RRA organiser noted: ‘What
impressed us as unique to the South African experience was
the fact that it was so many black women who … were now
sitting on the health committee and asking the questions, and
attacking the wealthy white men [who gave evidence at the
hearings] who were now feeling like they had no power’ (cited
in Klugman 2000).

In parallel to the legal process, during 1995 and 1996 the in-
terim constitution was finalised through a mixture of nation-
wide calls for public input and the participation of political
leadership and their expert advisers. In this process the ANC
was ambivalent. On the one hand, it recognised abortion as
an important issue. On the other hand, it feared political divi-
siveness were it to take a position. However, women’s rights
activists were ‘within the system’ at this stage. Women consti-
tuted more than 25% of elected members of parliament and
the ANC had publicly committed itself to abortion in its health
plan and to reproductive rights as one of the key gender issues
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to be addressed in a post-apartheid constitution. Moreover,
NGOs and research organisations had been preparing not only
for the legal process but also for the constitutional negotia-
tions. For example, the Centre for Applied Legal Studies and
the RRA coordinator had undertaken background work and
consultations with international experts to support activists
within the constitutional negotiations in arguing for reproduc-
tive rights. The shared agenda and soft boundaries between
those inside and outside the negotiations facilitated daily sup-
port, provision of arguments and evidence such that the final
constitution includes clauses stating: ‘Everyone has the right
to bodily and psychological integrity, which includes the rights
to make decision concerning reproduction; to security in and
control over their body’ (clause 27(12)2a,b) and ‘Everyone
has the right to have access to health care services, including
reproductive health care’ (clause 27(1)a).

The influence of context and actors on the
content of the new law

Race and gender equality and equity
Pro-choice NGOs focused their attention on what would most
influence politicians. The first argument thus related to ending
the inequalities institutionalised under apartheid. Under the
previous law, only a few thousand abortions were performed
legally each year and most of the women concerned were
white. In addition, most white women, having greater access
to money, could either use personal contact with sympathetic
gynaecologists, or pay the costs of going to Europe to secure
an abortion. Thus the RRA ensured that rural women who
had been criminalised for having abortions came to give evi-
dence, thereby showing that it was black women who suffered
most under the current laws. This argument was not about
either women’s rights or public health, but about ending the
discrimination of apartheid.

In addition, women’s rights were a point of mobilisation and a
number of key points in the Act reflect the politicians’ and
activist NGOs’ commitment to achieve gender equality. In
particular that the Act provides for abortion on request for the
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first trimester. This removes control from the medical profes-
sion or judicial system, recognising women’s rights as individu-
als to make decisions about their bodies themselves. Also the
fact that the law does not include any requirement of spousal
or parental consent reinforces the idea of women’s control over
their own bodies.

The equity focus of the law is most clear in its efforts to ensure
that rural women will also be able to access abortions, by al-
lowing midwives to undertake them in the first trimester. How
was this content won? The debate began during the process of
the Women’s Health Conference debates. At that time, ARAG
had developed a draft law as a means of giving content to
their demand for legal reform. The organisation had some-
what of a medical and population control orientation. Their
draft aimed to ensure women’s access to abortion, but was
constrained by the assumption that this should remain the
domain of doctors. The Women’s Health Conference process
brought this lobby together with members of organisations with
more of a women’s and reproductive rights orientation. This
latter group were less influenced by the medical profession’s
attempt to keep women’s bodies under their control and more
concerned about ensuring equity in access to abortions, par-
ticularly for those reliant on public health services which, at
primary level, are run almost entirely by nurses. As a result the
policy proposal emerging from this conference, while follow-
ing the overall provisions of the ARAG draft, argued that mid-
wives should also be able to perform abortions.

Questions of culture and religion
The fact that abortion was first addressed in ANC policy within
its Health Plan reflects the ANC’s recognition of abortion as a
critical public health issue. In the language of its text, however,
the tensions within both the ANC and society are apparent.
The public discourse on rights is evident. The country had
beaten apartheid and now everyone had a right to freedom
and to choice. At the same time, health workers’ rights are
given equal attention. This reflects the concern about election
support and recognition that the electorate would have moral
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or cultural problems with abortion. No doubt these views were
also shared by some drafters of the Health Plan.

The concept of ‘rights’ as articulated during the anti-apartheid
struggle and within the new constitution was all encompass-
ing. It included people’s right to religious freedom enshrined
alongside the right to freedom from discrimination. In a 1995
national survey of 1 000 adult South Africans conducted for
the Constitutional Assembly, 34% were against abortion in all
circumstances 45% supported the existing law and 21% sup-
ported women’s choice. (Everatt and Budlender, 1999). A study
of the perspectives of members of the nursing association in-
dicated that 64% did not support abortion (The Democratic
Nursing Organisation of South Africa, 2000:1). Since the par-
liamentary hearings were public events, anyone could partici-
pate. This raises the question of how it was possible to prom-
ulgate the law in a country in which the majority of people
appeared to be against liberalisation of abortion law.

There does not appear to have been a single agreed strategy
on how to address the religious and cultural objections to the
law. Collectively, however, the diverse strategies undertaken
by difference players were very effective. On the one hand,
some academics and legal activists interviewed argued that it
was strategically necessary to avoid engaging with health work-
ers prior to winning the law, as ‘if it is broadly consulted then
we could end up with reactionary bills, which hold up pro-
gressive legislation’. Further, ‘widespread consultation with
nurses or a referendum would result in a long drawn process,
resulting in a very diluted Act, with limited powers for wom-
en’s rights’. A number of interviewees also referred to the threat
of ‘American money’ being used to mobilise anti-abortion
groupings. Thus the government and RRA believed that op-
position forces would grow if the legal process were left for too
long.

At the same time there was a very pro-active strategy to build
a network of pro-choice religious leaders to speak to the press
and counteract the voice of the religious anti-abortion lobby.
The strategy aimed, at a minimum, to win over those who
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supported abortion as a choice in the case of rape. In addition
to creating a public pro-choice religious voice, this approach
included efforts to identify religious women who had had abor-
tions and were prepared to testify in parliament as to why a
woman might find herself opting for an abortion despite her
religious beliefs. This endeavour proved exceptionally effec-
tive when a young catholic woman gave evidence that she
had become pregnant by her spiritual adviser and subsequently
obtained an abortion that was paid for by the (catholic) church.

A similar approach was used in relation to arguments that abor-
tion was against African culture. NGOs ensured that there were
black men, in particular, who spoke for liberalising the law in
an effort to undermine the argument that ‘African’ people did
not undertake abortion. This was further strengthened by pres-
entation of research showing that abortions had been per-
formed across culture and class in South Africa for hundreds
of years (Bradford, 1991). Further, RRA members within the
mass democratic movement put substantial energy into get-
ting the right to abortion onto the agendas and public plat-
forms of organisations representing the majority, and particu-
larly the Congress of South African Trade Unions, South Afri-
can Communist Party and the ANC Women’s League. In con-
trast to this behind-the-scenes approach, some NGOs mobi-
lised public demonstrations to counter-balance those of anti-
choice groupings described below.

In addition to these strategies, some pro-choice NGOs followed
an active strategy to help counter negative media. This included
building supportive relations with specific media representa-
tives, particularly women, and training media to understand
the concept of and need for reproductive rights. One inter-
viewee pointed out that the media’s interest in covering the
abortion issue was strengthened by the fact that it was not only
health activists raising the issue, but ‘women from all sectors’.
‘When Winnie (Madikizela Mandela) says something then
grassroots women fight for it.’

While these strategies were effective, they need to be under-
stood in the context of the absence of mass mobilisation of an
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anti-abortion lobby. One potential anti-abortion constituency
could have been organisations of nurses. As indicated above,
however, progressive health workers’ organisations were di-
recting their attention elsewhere. The predominantly black
Concerned Nurses of South Africa (Conusa) was in the proc-
ess of trying to amalgamate with the more conservative, white-
led South African Nursing Association (SANA). While the lead-
ership of Conusa aligned themselves with the values of the
new government, SANA leaders appeared to be anti-choice.
Thus, despite Conusa’s evidence at the public hearings, it was
not possible to mobilise nurses in support of a pro-choice po-
sition.

While a number of the anti-choice organisations which gave
evidence at the public hearings were organisations of nurses
or doctors, their spokespeople were white and they could not
claim to speak for the majority. Anti-choice health workers’
organisations linked up with anti-choice religious groupings.
At the time of the bill coming to parliament, over twenty anti-
abortion groups united in demonstrations under the National
Alliance for Life. While they gained a fair amount of press
coverage, they did not manage to mobilise the numbers re-
quired to be taken seriously as a major constituency. The pub-
lic voice for this alliance was a doctor. However, he was a white
man, and this undermined his legitimacy. Also, a pro-choice
activist brought to the attention of politicians that one of the
people giving evidence for this grouping was linked to Hu-
man Life International, which had been associated with right-
wing political activities and arms dealing in the 1980s.

Clearly there were tensions within the ANC once the bill was
ready to come to parliament on how to handle the balance
between women’s rights and religious rights. There was a sub-
stantial lobby from ANC members to allow individual voting.
After major efforts by both ANC parliamentarians and NGOs,
clauses which balanced health workers’ right to conscientious
objection with the requirement that they refer clients were re-
moved from the legislation in return for an agreement that all
ANC parliamentarians would vote as a bloc. The motivation
was once again that women’s suffering had to be kept on cen-



South Africa

265

tre stage. The fact that many of those supporting the law, such
as the Minister of Health, were themselves religious (in her
case, catholic) was significant. Thus in her speech to open the
debate on the bill, the Minister of Health said: ‘We deeply re-
spect the pro-life view of our fellow Christians. Their argu-
ments have some theological support and we sense a genuine
concern for the sacredness of life. Their theological explica-
tion, however, is idealistic to the point where human suffering
is ignored’ (cited in Stevens, 1998:80).

How did these issues play out in the content of the law? As
noted earlier, the ANC policy had explicitly noted the right of
health workers to choose not to do abortions. In the first drafts
of the bill, the right to conscientious objection was retained.
However, the balance of power both amongst lobbyists and
within parliament was such that it was ultimately removed from
the text. The final law says that health workers must inform
women about their rights in relation to the law. It does not,
however, say that they have to refer clients, let alone that they
have to perform the procedures. One interviewee was clear:
‘The issue was conservatism. The political environment of
human rights should have been capitalised far more.’ The fail-
ure to entrench the responsibility of health workers to imple-
ment the law has led to a situation where despite the fact that
this is a national law, people employed within the public health
services do not have to refer clients and are not sanctioned
when they do not comply. This has major implications for serv-
ice provision, as discussed in the next section of the paper.

The implementation process
Within the first year of passing the Act, several actions under-
taken by politicians, service implementers and activists dis-
played their commitment towards the implementation of abor-
tion services. As one interviewee observed: ‘If Zuma (the then
Minister of Health) decided she wanted something – she got
it.’ Some of the interventions aimed at moving from policy to
implementation were:

• The drafting of the official government regulation.
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• The national group of university researchers established
to manage the Medical Research Council slowly realigned
to become the National Abortion Advisory Committee.
The committee incorporated provincial government
Mother, Child and Women’s Health (MCWH) directo-
rates as well as NGOs which had been involved in the
process of legal advocacy and met fairly regularly to
monitor implementation.

• Designation of facilities to implement abortion services
by the MCWH directorates in the provinces.

• MCWH in provinces running workshops with those re-
sponsible for service provision in order to tell them about
the new law and promote its implementation

• ‘Values clarification workshops’ which aimed to assist
health workers in relating their own personal value and
belief systems regarding abortion to the needs of their
clients.

• Publication of ‘Barometer’, a newsletter to monitor im-
plementation, by the RRA.

• Establishment of legally designated clinics by Marie
Stopes.

• Research and health systems interventions looking at im-
mediate issues such as women’s access to abortion and
clinical protocols by diverse institutions (Varkey and
Fonn, 2000a and 2000b).

The next two years, in addition to continuing the processes
initiated in the first year, witnessed the introduction of the
National Abortion Care Programme, a training programme
intended to build doctors’ and nurses’ skills in manual vacuum
aspiration, but also addressing broader requirements of clini-
cians providing abortion. The training programme kicked off
in April 1999 as the South African Nursing College approved
the abortion curriculum only in October 1998. The curricu-
lum, developed in partnership between the RHRU, the MCWH
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directorate and Ipas, an international NGO, was circulated
amongst different stakeholders for comments.

Through this national initiative inety-two midwives were trained
of whom twenty-two are trainers, eighty-one are fully qualified
midwives and sixty-nine are delivering the service (Dickson-
Tetteh, 2000). Of the first ninety-two people trained, however,
only sixty-nine are doing abortion procedures, with the remain-
der either allocated to other services or having left the public
sector. All provincial MCWH directorates were allocated
R100,000 ($17,286) to train more midwives and to date this
further training has covered a total of 158 people (personal
communication).

Three years after the Act came in, the RRA initiated parlia-
mentary hearings to review the implementation of the Act. This
provided the first forum for discussions on a diverse range of
implementation issues. In addition, it proved to be an impor-
tant tool to keep politicians on board, especially in light of the
constitutional court challenges. It also provided substantial in-
put to the bureaucracy responsible for overall policy on imple-
mentation.

Results of such efforts were visible in the steady increase in the
total number of legal abortions reported in public health facili-
ties. Within three years of the reform, these reached a total of
114,452 (Barometer, 2000). In the first six months of the pass-
ing of the Act, there were more than double the number of
legal abortions reported in public health facilities compared to
the total number of abortions conducted legally during seven
years (1984 to 1991) prior to the reform (Kustner, 1991). As
yet unpublished research indicates that there has been a de-
cline in the incidence of incomplete abortions appearing at
hospitals, which suggests the success of the abortion imple-
mentation process.

Although the Act has undoubtedly made abortion more avail-
able, access for specific groups of women continues to be a
problem (Varkey and Fonn, 2000a and 2000b). Of the 246
public health facilities designated to provide terminations, less
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than a third (28%) provide the service. Of those facilities that
are operational, 99% are in centrally located hospitals (Ba-
rometer, 1998) where 75% of first trimester procedures are
conducted. This contradicts one of the key equity intentions of
the Act, which was that first trimester abortions be conducted
at primary health care level. In addition to these service barri-
ers, studies show that only 53% of women are aware that abor-
tions up to twelve weeks of pregnancy are legal (South African
Demographic Health Survey, 1998) with more teenagers,
women without formal school education and rural women
being unaware of the service. A number of studies show that
providers and community members do not support abortion
on request and younger women’s right to choose (Varkey et
al, 2000 and Engelbrecht et al, 1999).

This section of the paper focuses on key issues that appear to
have influenced South Africa’s experience in making abortion
services available so rapidly after the legal change, yet have
resulted in limited access for many women who require abor-
tions. In particular, it considers how the structure of the health
system shaped implementation; how NGOs engaged with the
implementation process and the extent to which they were
able to play an activist role similar to that played during the
legal process; and the factors influencing community mobili-
sation for service access.

Preparedness of the health system to implement
at primary health care level
Many women approach doctors in the private sector who meet
their need for abortion. Because of the lack of appropriate
training, quality of care issues do arise in this sector. However,
this paper focuses on the public sector, given that the primary
problem of access is for those who are poor or rural and hence
dependent on the public health sector for services.

The new government inherited a public health system that
was oriented towards tertiary level care, located in urban ar-
eas. The health system was divided into separate institutions
on the basis of race, geographical area and government au-
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thority and almost three-fifths of the total health care expendi-
ture was in the private sector, which was used by less than a
quarter of the population (Tollman and Rispel, 1995). At the
time of the passage of the law and up to the present, the health
system has been engaged in an ongoing process of funda-
mental restructuring into three levels. The national level has
overall-policy making responsibilities. The provincial level
adapts national policies into provincial policies and provides
technical support on specific programmes. The district level,
which is currently being established by the provincial level,
will ultimately be responsible for the integrated implementa-
tion of services suitable to the needs of the communities within
its jurisdiction.

Local government boundaries were only finalised in mid-2000,
at which point the process of fitting districts to local govern-
ment boundaries began. Thus the scope of this restructuring is
enormous and involves not only structures, but also
reallocations of funds to promote equity and a need to reorient
health workers from a rules-driven system into a responsive,
rights-oriented service. Specific health policies such as the new
abortion law had to be implemented in this context of ongo-
ing changes in structures, lines of authority, and systems of
budgeting.

The new structure has embedded within it an internal contra-
diction in relation to such health policies, with those responsi-
ble for policy and technical support on specific issues such as
reproductive health having no authority over those, whether
at provincial or district levels, responsible for primary health
care service delivery. Thus a tension has emerged, whereby
those in hospitals and primary level management resent the
deluge of new policies coming from national to provincial with
very little consultation. This resentment is frequently expressed
in relation to funding shortages since all new policies have to
be delivered within existing or even contracting budgets.

The first step for implementation was designation of abortion
service facilities by the MCWH directorate. Its officials chose
to designate hospitals so that by the end of the year 2000 legal
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abortions in the public health service were available only in
hospitals. Further, half of these are in the two most resourced
provinces and only four primary health care level facilities have
been designated (Barometer, 2000). Government interview-
ees noted that by initially designating only hospitals, officials
from the MCWH directorate reinforced the focus on tertiary
care, thereby failing to ensure widespread services in keeping
with the intentions both of the national health system restruc-
turing process and of the abortion law. In addition, the proc-
ess followed for designation was in line with the top-down
management structure characteristic of the inherited health
system.

Interviewees also noted the problem of MCWH not having
consulted with institutional managers or conducted a proper
analysis of the designated facilities’ capabilities. As a result,
many designated facilities did not offer services. Interviewees
pointed out that this mistake is now being rectified, with MCWH
officials visiting sites rather than designating from their offices.

Designation was, however, only a starting point and an indi-
cation of the problem of lines of authority for implementation.
The MCWH directorates within national and provincial are
only responsible for policy making at their respective levels
and not actual implementation. Yet they had responsibility to
see the law implemented. Neither those within the provinces
responsible for district development nor the managers of dis-
trict health services and institutional managers such as hospi-
tal superintendents who make implementation happen were
directly included in the process of deciding how implementa-
tion would take place. They were also not involved in the
National Termination of Pregnancy Advisory Group that moni-
tored implementation. As a result, they have not yet taken
ownership for implementation.

Given that managers of services are not directly accountable
to the MCWH directorates, policy imperatives have been ig-
nored. Interviewees described how doctors did not come to
values clarification or training in MVA and the MCWH could
do nothing about this. As one noted: ‘The previous hospital
superintendent did not want to start the service. When the
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boss does not want to do anything then nothing happens.’
Likewise abortion providers in one province ranked the prob-
lem of resistance from management as the greatest problem in
abortion service delivery (Varkey and Robertson, 2000c).

That many managers and doctors do not want to provide serv-
ices is clear from the provincial reports to the National Termi-
nation of Pregnancy Advisory Group as well. Although the
initial requests for abortions were met by willing doctors, one
interviewee confirmed that ‘active resistance’ by doctors un-
dermined the ability of the services to meet the need. Another
noted that, while the ‘value clarification workshops were very
helpful…the doctors were left behind. They chose not to par-
ticipate, as always’. This problem was not actively addressed.
Interviewees suggested that part of the reason for this, is that
MCWH had no authority to address it. Had MCWH had au-
thority, this would have facilitated abortion being included into
the service package and the performance criteria of facility
managers and doctors.

Further, interviewees noted that both the MCWH officials and
most NGOs and researchers on the Advisory Group had a
clinical orientation. Thus while the problems were recognised,
the solutions identified were skewed towards medical aspects
of abortion service. They failed to take into account and ad-
dress other issues that are critical to abortion access. Thus even
the initial chairperson of this group noted that ‘perhaps it was
more successful at achieving the technical.’

The absence from the Advisory Group and the structural gap
between those responsible for initiating and implementing the
policy created an impasse. While the Advisory Group made
many recommendations, these were coming from outside the
lines of authority that determine implementation priorities. As
a result, a number of issues that were critical to extending ac-
cess could not be directly addressed. These included generic
health systems problems as identified by regional and clinic
managers and NGOs working in strengthening health systems.
For example, workshops with health workers point to the need
to address problems such as improvement of supervision,
management, communication, staff capacity, supply of drugs



The Johannesburg Initiative

Advocating for abortion access

272

and equipment and improvement of facilities, in order to im-
prove the quality of abortion services (Varkey et al, 2000c).
Another problem was difficulties faced by government in con-
vincing training institutions to change curriculum. A third was
lack of community outreach. These are considered in more
detail below.

While access to donor funding facilitated the implementation
process, it also reinforced the lack of integration of abortion
services and the verticalisation of the process. Whether this
could have been otherwise is arguable, since the overall re-
structuring process perpetuated the divide between pro-
grammes and implementation. Significantly, at the time of
writing, one province – Gauteng – is attempting to do away
with the separate ‘programme’ structures as a way of remov-
ing this disjuncture.

While the impetus of donor funding and NGO initiative,
partnered with MCWH, spearheaded the implementation proc-
ess, the process is now facing the broader problems of institu-
tionalisation which require a broader range of stakeholder
participation. Training of health workers is one of the central
requirements for institutionalisation, yet abortion has still not
been integrated into the training programmes of nursing col-
leges and medical schools, except into a post-graduate course
at one college in the country. Department of Health managers
responsible for liaising with colleges to ensure that training links
to policy developments indicated that they have been strug-
gling to resolve a dilemma. On the one hand, they want to
include abortion in the women’s health module. On the other,
they respect nurses’ rights not to get involved in abortion. To
some extent the problem of incorporation into the curriculum
is simply one of the pace of the bureaucracy: ‘We wait to get
the policy passed. This is the institutionalised way of function-
ing. We have a policy of (having) one budget year to imple-
ment such expectations.’

Interviewees argued that many of the initial implementation
processes were transitional: ‘There was an imperative to push
this through quickly, even recognising the department of health



South Africa

273

hadn’t yet had an opportunity to completely transform itself or
prepare itself.’ In this context, NGOs which had good donor
contacts were able to partner directly with government to push
for implementation. Yet this intervention was not without prob-
lems. One government interviewee argued that in this process
‘because of the funds they have and the money is not seen as
Government money, national (MCWH) has also abdicated their
role over to the NGO’. Another felt: ‘The problem right now is
that instead of the Department driving the process of imple-
mentation, it is the NGO. Staff attend national abortion co-
ordination meetings, but their inputs are overturned. They lack
empowerment and confidence at such meetings’.

However, both government and NGO interviewees recognised
that, as government has strengthened, it is taking over respon-
sibility. Government is attempting to understand the reasons
for successes and failures, for example ‘instead of just knowing
how many designated institutions are functional or not, we
need to know the reasons why’. The effects of short term plan-
ning are beginning to show, and the time is now ripe for as-
sessment of the effectiveness of different interventions, as well
as of gaps where new interventions are required.

Research institutions and NGOs have been partnering with
provincial departments of health to deepen their understand-
ing of the challenges of implementation. For example projects
in the Free State (Engelbrecht et al, 1999) and Northern Cape
(Varkey et al, 2000d) look at community and health system
barriers. The Northern Cape initiative is developing a com-
munity peer education intervention and a health system change
management tool. Other studies include one on the cost of
abortions according to level of care and qualification of pro-
viders that is a useful tool for health service planning (de Pinho
and McIntyre, 1997); a study to assess the psychological ef-
fects of first trimester abortion on women that begins the de-
velopment of a screening tool for counselling (Faure, 1999);
and descriptive research that looks at the profile of women
using abortion services (Adanlawo, 1999 and Bennun, cited
in Varkey & Fonn, 2000a). All of these will be helpful in iden-
tifying which women are not accessing services and need to
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be specifically targeted. The challenge will be how to incorpo-
rate these findings into nationally institutionalised improve-
ments in service access given the systemic and capacity prob-
lems already discussed.

Community information and mobilisation
One of the notable gaps in delivery was communication with
the public about their new rights. Interviewees indicated that
this was in fact a deliberate initial strategy and ‘that there was
a concerted effort not to prepare communities as people were
afraid of creating demands that would not be met by the sys-
tem’. But three years later, besides the availability of pamphlets
and a few NGO-run community workshops, government ef-
forts have not yet been initiated. As a result, women do not
know their rights or how to access services.

While the government strategy of not building community
expectations in the initial phases of implementation is under-
standable, the question arises as to why, by 2000, NGOs and
mass-based organisations had not begun to mobilise of their
own accord. The first reason appears to be demobilisation of
mass-based organisations as they reoriented themselves to
functioning not as opposition, anti-apartheid groupings but as
organisations within a democracy. While they were able to
take bursts of action to support the new law, they did not have
the capacity to undertake ongoing campaigns on the many
issues on which activity was needed. Moreover, abortion has
not been a priority area for mass mobilisation, when com-
pared with an issue like violence against women.

However, some NGOs had planned to deliver in this area but
largely failed to do so. Some individual NGOs took up specific
actions outside of the auspices of the RRA. For example, the
Planned Parenthood Association of South Africa worked with
Kagiso TV to develop two videos – one for providers and one
for women – on their rights. The videos were translated and
distributed widely. Planned Parenthood also developed leaf-
lets with RHRU and distributed these both through the depart-
ment of health and their own networks. A recent review of
outreach activities undertaken by the RRA indicates that there
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are further diverse localised processes of outreach such as a
community training project – the Itireleng Educational Project
in the Northern Province – and the work by an individual so-
cial worker at the Dora Nginza Hospital in the Eastern Cape,
but no national co-ordination of these efforts (Braam, 2000).
This begs the question of why, when the RRA was able to pull
together diverse NGOs with diverse strategies in the legal re-
form process, it has been unable to maintain this effort and
draw on the skills and capacity of its members in a mutually
reinforcing way, despite having agreed to and raised the funds
to do so.

NGO interviewees noted that, after the victory, the RRA was
unable to maintain cohesion. Thus while some RRA members
did specific pieces of work for the DoH after the passing of the
Act, they did not engage with other RRA members about the
process or content involved, so missing opportunities to gain
insights from a more diverse range of expertise. While some
NGOs attended the National Abortion Advisory Committee,
they did not do so as part of a concerted RRA lobby with a
shared agenda for implementation and thus only the perspec-
tives of those most closely aligned with the MCWH were heard.
While member organisations took part in defending the con-
stitutional court cases, their strategy was not conceptualised
with other member organisations that worked on press mobi-
lisation and other advocacy work outside of the formal court
cases so that strategies were not mutually reinforcing. Planned
Parenthood developed the values clarification methodology.
The National Progressive Primary Health Care Network, to-
gether with an RRA staff member, developed materials for
community workshops and initially ran around twenty-
oneworkshops in different parts of the country. Other member
NGOs had not participated in or had opportunity to input
into the goals or content of these interventions and were not
confident of their appropriateness or quality. Thus this outreach
was not maintained and the networks RRA had raised funds
to establish as the base for community education were not
established. Crucial committees such as the media committee
slowly collapsed.
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Interviewees ascribed these problems to both management
problems and the inability of the RRA to retain staff, as well as
to confusion as to whether the RRA was an organisation or an
alliance. Activities which the RRA took upon itself, such as
production of the monitoring journal ‘Barometer’ or facilitat-
ing of the parliamentary hearings to monitor implementation,
it did relatively well, except when it had no programme staff.
The confusion around organisation or alliance arose specifi-
cally in relation to funding. Thus one interviewee noted that
the RRA ‘were one of the few organisations with dedicated
funding to do the work. Certainly [my organisation] had no
money for this and anything we did, including my time on
management committee which was often substantial, was fi-
nanced through other projects…’ What is clear is that donors
are not overly enthusiastic about funding ‘abortion’ work and
this poses enormous challenges for organisations working in
other areas of reproductive health and rights.’

Interviewees noted that since the RRA had funds, NGOs landed
up competing with each other. ‘People looked at what they
could get out from the RRA rather than what they could give
to it’ rather than finding a coherent strategy for using those
funds for member NGOs to deliver to agreed goals. In a con-
text where few donors were willing to support abortion work
on a national scale, NGOs with contacts made greater progress
than others in achieving their goals. The interviewees all spoke
of the need for greater collaboration, but had contradictory views
about the extent to which this was possible. Above all, however,
except for the RRA, all the other NGOs had other areas of inter-
est in sexual and reproductive rights and health or even beyond
this. With the legal victory won, organisations incorporated edu-
cation, advocacy or research on abortion but no longer gave it
primacy in the face of the threat of AIDS, the ongoing prob-
lem of violence against women and other pressing concerns.

Conclusion
The impetus to change the abortion law was driven by the
policy activism of diverse organisations of civil society. They
used a range of strategies, from research to media mobilisa-
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tion to ensuring that the voices of both ordinary people (the
constituency of politicians) and religious people were heard in
support of women’s right to choose abortion to internal mobi-
lisation within the ruling party. Their ability to mobilise funds
and to do a degree of collective strategising through the RRA
allowed their interactions to be mutually reinforcing. However,
the effectiveness of these diverse strategies was partly because
of the political context, in which those in government had only
recently left civil society, their political party had no research
or strategic arm of its own and hence partnerships developed
in the anti-apartheid and negotiations period were maintained
during the legal process.

Implementation, in contrast, depended on a top-down ma-
chinery that was slow and had its own internal structures for
service delivery. Whilst the new government worked hard
within the MCWH directorate and made some headway, they
did not manage to address long term implementation issues
within the first few years, given the disjunctures in account-
ability for policy and for implementation within government
and the restructuring it was going through. Again, NGOs played
key roles, but these were no longer part of a coherent strategy.
This was partly because implementation required very diverse
interventions. These needed, for example, to maintain the le-
gal victory, to train health workers, to strengthen health sys-
tem willingness and capacity, to build community support and
knowledge and to maintain media support. Given that there
were few NGOs in the field from the start and the long-term
nature of implementation challenges, it was easier for NGOs
to go their own way than to have to put energy into maintain-
ing the alliance, negotiating the division of donor funds and
strategising together.

Lessons learnt
• Even in a conducive political and ideological context,

strategies needed to be developed to win the support of
diverse stakeholders with diverse concerns and interests.

• Different messages work for different groups. Health man-
agers and politicians concerned about resources were
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more convinced by data showing that legal access would
lower hospital costs from complications of unsafe abor-
tion and address maternal mortality. Politicians con-
cerned about addressing the needs of their constituency
responded more favourably to personal stories or to the
media’s representation of public opinion

• There is value in both gaining a direct line to decision
makers and helping them influence others from within
and working from the outside. Having both options, and
keeping very clear communication between the two,
means that when there is pressure on the inside for com-
promises, organisations working on the outside can take
up strategies to put pressure against such compromises.

• A liberal law does not determine increased service ac-
cess. Concerted mobilisation should not end with the
passing of law.

• Mobilisation and unity for a short period with a very
limited goal and targeting a relatively focused group (poli-
ticians) is much easier than long-term co-ordination and
impact on a very complex health system with multiple
levels of authority.

• Even when both government and NGOs are keen to see
immediate results, actual institutionalisation requires
longer term, institutional planning and monitoring.
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Introduction
Despite twenty-seven years of legal abortion, access to abor-
tion in the United States (US) is currently in a state of crisis.
After almost three decades of consistent anti-abortion attacks
on many fronts, the political landscape has become increas-
ingly hostile and there has been a steady erosion of access.
The burdens of this situation are borne particularly by the most
vulnerable women – young, low-income women and women
of colour. These women often face insurmountable obstacles
in trying to obtain an abortion.

The introduction of anti-choice policies and legislation has
skyrocketed over the past few years. In the 1999 legislative
session, there were more that four hundred anti-choice meas-
ures introduced and forty enacted by Congress and different
states (National Abortion Rights and Action League (NARAL)
& NARAL Foundation, 2000). Anti-choice activity has inten-
sified and continues to demoralise and stigmatise women who
have abortions and abortion itself. When we add abortion clinic
violence, the murders of providers and the existing shortage
of providers, we have a bleak picture of the status of abortion
rights.

While the majority of Americans continue to support legal
abortion, the number of people calling themselves pro-choice
is dropping and many of the supporters remain unaware of
the threats to access. Especially with the recent approval of
Mifepristone (also known as RU 486), there is a tendency to
think that access will be secured. Support for legal restrictions
on abortion has grown, especially among young people. The
work of abortion rights advocates is therefore both difficult and
critical.
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This paper reviews the history of abortion access and advo-
cacy; provides an account of the current status of access and
advocacy; maps the range of strategies in use and provides
insight into their effectiveness. The four case studies provide
examples of legislative and grassroots advocacy and organis-
ing with medical facilities and with providers.

Context
The US is a capitalist society, with significant inequalities of
race, gender, and class. Over the past two decades, the social
welfare supports that provided something of a safety net for
poor people have been severely curtailed. Programs have been
dismantled and eligibility requirements for benefits become
more restrictive. The impact on health care has been espe-
cially serious. While there is a federal program, Medicaid, that
provides health insurance for poor people, many poor and
low-income people do not qualify for benefits. Approximately
thirty-five million people have no health care coverage at all,
including twelve million women of childbearing age.

While the US is a secular society, the Catholic church and reli-
gious fundamentalist groups have significant influence over
public policy and legislation, both directly and indirectly. Since
1980 fundamentalist Christians have wielded tremendous
power within the Republican party. They have had a particu-
lar impact in the areas of reproductive and sexual politics. The
party’s official platform is explicitly opposed to abortion.

Race, class and reproductive rights
The battle over abortion dominates reproductive politics in
the US. Mainstream pro-choice organisations have had the
narrow focus of defending the legal right to abortion. In con-
trast, abortion as a single issue has not emerged with the same
vigour in low-income communities and communities of col-
our. Women of colour suffer disproportionate rates of poverty,
lack access to health care information and services, lack insur-
ance coverage and lack access to contraceptive services. Black
women are three times more likely than white to have an abor-
tion; Latina women are twice as likely (AGI, 2000). The socio-
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economic conditions manifest themselves in disproportionate
rates of HIV/AIDS, sexually transmitted infections, reproduc-
tive cancers and poorer overall reproductive health. The ma-
ternal mortality rate for black women is four times that for white
women. The rate for Hispanic women is nearly twice that of
white women. Given this situation, women of colour organi-
sations have necessarily placed abortion within a broader con-
text of reproductive health and rights and have urged the
mainstream movement to do so as well. Unfortunately, until
recently, this message has not been absorbed. Thus the his-
tory of reproductive rights advocacy in the U.S. has been one
of division, based not only on class and race divisions, but
also on the failure of the pro-choice movement to appreciate
how those differences mediate women’s reproductive lives.

Underlying the political divisions are divergent understandings
of reproductive rights, which are themselves grounded in dif-
ferent class and race experiences. Dorothy Roberts, African
American activist and legal scholar, argues that the African
American women’s narrative of reproductive rights is dramati-
cally different from the mainstream story of increasing repro-
ductive control through legalising contraception and abortion.
African American and other women of colour and low-income
women have experienced a history of dehumanisation, abuse
and coercion through policies that attempt to control them by
controlling their reproduction. Eugenics has been a persistent
theme. For example, between 100,000 and 150,000 poor
women, half of them African American, were sterilised annu-
ally under federally sponsored mass involuntary sterilisation
laws and programs in the 1970s (Roberts,1997:90).

More recently, punitive welfare ‘reform’ policies that restrict
benefits for women who have more children while receiving
public assistance, the coercive use of reproductive health tech-
nologies such as Norplant and Depo-Provera by the medical
and criminal justice community and privately funded programs
such as CRACK (a national, private organisation that pays
women who are addicted to drugs $200 to be sterilised or to
use long-acting contraceptives) all target the fertility of low-
income women (Fried, 2000: 184-187).
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For middle class women, legal abortion brought greater ac-
cess. For low-income women, access has not followed legali-
sation. Instead, they have borne the brunt of the restrictions
on access to abortion and to all other aspects of reproductive
health care.

Historical context: Abortion in the 19th

century
Until the middle of the 19th century, termination of pregnancy
was legal in the US under common law until ‘quickening’ (ap-
proximately the fourth month) and only minimally regulated.
A campaign to criminalise abortion began in the 1870s. By
the 1880s it was illegal in every state and remained so until
1973 except in cases where it was necessary to save the life of
the woman. Contraception was also illegal throughout much
of the same period. Birth control for married women was not
legalised until 1966 and for unmarried women until 1972. Il-
legal abortion was widely used, however. Although estimates
vary, an American Medical Association (AMA) committee con-
cluded that in 1872, 20% of all pregnancies were deliberately
aborted, and that nine out of ten premarital pregnancies were
aborted in the 1930s (Reagan, 1997: 23).

The 19th century criminalisation campaign was initiated by the
American Medical Association (AMA). This was part of an ef-
fort to win professional power, control medical practice and
restrict competition, especially from homeopaths and midwives.
The campaign was waged as a moral crusade (Petchesky, 1990:
80). Although the doctors argued that abortion was medically
dangerous, the attack on abortion came when abortion had
become a safer procedure.

Gender, racial and class anxieties were also integral to the AMA
campaign. Before 1840, it was poor, unwed and socially des-
perate women who had the majority of abortions. After 1840,
abortion was the systematic practice of ‘respectable women’ –
married, middle or upper class, native-born Protestants who
could afford doctors. As a result, the white Anglo-Saxon birth
rate declined. Immigrants had entered the country in large
numbers and there was a fear that the newcomers would soon
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outnumber native-born whites and threaten their political
power (Reagan, 1997:11).

The harshest impact of criminalisation was in the high rates of
women’s mortality and morbidity, linked closely to race and
class. In the 1960s in New York City, 80% of the deaths from
illegal abortion were black and Puerto Rican women (Ross,
1998:161). Overall mortality was estimated at 1,000 to 5,000
deaths annually, with hundreds of thousands more injured.
Abortion deaths accounted for half of the maternal deaths of
women of colour, compared to 25% of white deaths.

Advocacy strategies 1950s-
1973: Changing the law
While there were scattered calls for legal change, there was no
serious attempt to overturn these laws until the late 1950s.
There was also no public discussion of the issue. Kristin Luker
(1984) explains this in terms of the doctors’ success in secur-
ing medical ownership of abortion. Female ignorance was pit-
ted against technical knowledge available only to physicians.
Further, therapeutic abortion was frequent and illegal abor-
tion was an accepted part of reproductive life.

Why did this change? Rosalind Petchesky explains it in terms of
the confluence of social need, feminist activism and population
control politics. There had been important social changes – later
marriage and childbearing among young women, increasing
levels of college attendance, rising labour force participation of
young women, rising divorce rates and an increase in the number
of female-headed households. At the same time, other condi-
tions endured including ‘a sexual division of labour making
women primarily responsible for children; a lack of commitment
to government funded social services, especially child care and
health care; and the need of all women to avoid unwanted preg-
nancy for reasons of health, sexual self-determination, and so-
cial self-actualization’ (Petchesky, 1984:103-4).

Initial advocacy efforts were among small groups of profes-
sionals – public health officials, attorneys and prominent phy-
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sicians. They took a cautious, behind-the-scenes approach.
Later abortion became a ‘woman’s issue’. The early advocates
saw abortion as a public health, a doctor’s, or a population
control issue, not as a woman’s right. Organisations and coali-
tions who were not grounded in the women’s liberation move-
ment arose which were sometimes at odds with that move-
ment. Even in the re-emerging mass women’s movement, abor-
tion was controversial. The National Organisation for Women
(NOW), the largest feminist organisation, endorsed abortion
law repeal, but there was internal disagreement. There were
many who wanted to focus only on economic issues.

More radical feminist groups were often opposed to lobbying
and opted for more overt and confrontational political activi-
ties – demonstrations and rallies. They emphasised concrete
access to abortion. For example, an initiative from the feminist
movement called for ‘Free Abortion on Demand’ while more
liberally oriented groups talked about the legal right to choose.
There was also a disagreement over whether to press for legal
reform or repeal.

NARAL, the first single-issue abortion rights organisation, was
founded in 1969 at what was billed as the first national Con-
ference on Abortion Laws. Although they adopted a woman’s
rights framework, medical and population control frameworks
for abortion have tended to dominate pro-choice politics.

NARAL’s tactics were also more traditional, especially in com-
parison with the other social movements that were active, such
as the civil rights, anti-war, and women’s movement. NARAL
adopted a non-confrontational approach in the hope of mo-
bilising professionals and mainstream Americans. The organi-
sation used established channels for public education such as
conventions of professional and health organisations, cultiva-
tion of media contacts and letters to editors rather than trying
to attract media attention through their actions. They also used
conventional means of influence such as legislative lobbying
and litigation. These differences from other groups led to divi-
sions, which have persisted in various forms through decades
of abortion rights organising.
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Population control politics
Population control politics were prominent in the initial move-
ment to change abortion laws. Individual activists who had
experience in family planning and were from population or-
ganisations such as the Association for Voluntary Sterilization
and Zero Population Growth were active. African American,
feminist, pro-choice activists Angela Davis, Loretta Ross,
Dorothy Roberts and others explain why this is a problem.
They note that while African American women have consist-
ently used abortion as a means of regulating their fertility, they
have also opposed the population control politics that so of-
ten accompany advocacy efforts for both contraception and
abortion.

Loretta Ross documents the early involvement of the black
women’s club movement in the establishment of family plan-
ning clinics in black communities and their simultaneous op-
position to the racist de-population policies of population con-
trol advocates. During the 1960s and 1970s, some black na-
tionalist groups took the position that abortion and birth con-
trol were genocide. They argued that the appropriate response
was for black women to have more babies. The Black Panther
Party was the only nationalist group to support free abortions
and contraception on demand although this was controver-
sial.

The concern about genocide affected mainstream minority
organisations as well. The National Association of Coloured
People and the Urban League, both of which had supported
reproductive rights as a means of racial progress, distanced
themselves from this position in the 1960s. The legacy of ra-
cial population control policies still pervades abortion politics
today. The anti-choice movement has become adept at using
black fears about genocide and has made significant in-roads
with black churches (Ross, 1998:166).

Direct action strategies
Apart from the mainstream organisations, there were many
grassroots women’s groups and young women who saw abor-
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tion as their issue during this period. In this context, abortion
referral work – helping women wanting abortions to find pro-
viders – was a key and very effective strategy even though
some activists criticised it as only a way of helping, rather than
a political strategy.

The work helped mobilise grassroots activists and build com-
mitment. It attracted media attention, provided concrete tasks
for activists and brought activists into immediate contact with
women who were directly harmed by the laws restricting abor-
tion. As one of those involved explained: ‘Everybody was in-
volved in doing referrals. It was a tonic: We couldn’t have kept
going without the constant reminders of women who needed
help’ (Staggenborg, 1991:24). Important organisations devel-
oped from this work including ‘Jane’ (see below) and The
Clergy Consultation Services that brought large numbers of
clergy into the repeal movement.

The women’s health movement grew out of women’s libera-
tion groups. They saw themselves as part of a larger move-
ment that was challenging basic social, economic, and politi-
cal institutions. The goal was to create alternative democratic
participatory institutions. In the area of health care, this meant
that women would participate in their own health care. In con-
trast to the mainstream approach, these groups by-passed es-
tablished organisational channels and reached women directly
through new forums. These included Our Bodies/Ourselves
courses and abortion speak-outs in which women who had
illegal abortions spoke about them publicly. This promotion of
open discourse helped to break the decades of silence sur-
rounding abortion.

Radical abortion activists had a confrontational style. They
taught classes on how-to-do abortions and distributed do-it-
yourself abortion kits. They saw themselves as committing civil
disobedience and aimed to get arrested. In the late 1960s in
California, activists pioneered self-examination and then ‘men-
strual extraction’, the process which a woman or a group could
use to remove the contents of the uterus. Their goal was not to
become abortion providers but to empower women.
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In 1969, the Jane Collective was transformed from a referral
group to a provider. Jane was a grassroots women’s group.
Members were neither health professionals nor abortionists.
They were lay women who were trained by an abortion pro-
vider who also was not a doctor. Between 1969 and 1973,
Jane provided 11,000 abortions. Cost, quality of care and
women’s empowerment were the key priorities.

Legalisation
By the late 1960s advocates saw that changing laws state by
state would take forever and in some states change seemed
entirely hopeless. At the same time, there had been court vic-
tories in certain states. Several more established and resourced
organisations initiated the idea of a litigation strategy that would
have an impact throughout the country. They wanted to find
a ‘test case’ that would bring the issue to the United States
Supreme Court which usually accepts cases when different
federal courts are at odds on the same issue. This was ulti-
mately the winning strategy.It could not have succeeded, how-
ever, without the other advocacy and activism. Changes in
the social conditions that shaped women’s lives and in femi-
nist ideology were also relevant.

Several cases were brought in federal courts to challenge state
laws. One of these was Roe v Wade, the case that ultimately
gave US women the right to choose abortion. In 1973, the US
Supreme Court, by a 7-2 vote, decided Roe v Wade which
declared that all the existing abortion laws were unconstitu-
tional and that a woman’s right to make her own decision about
abortion was protected under the right to privacy. The court
did not affirm a woman’s right to bodily autonomy, however,
which is what feminists had pressed for.

From a public health perspective, the legalisation of abortion
had a tremendously positive impact. As one doctor put it: ‘The
deaths stopped overnight in 1973 and I never saw another
abortion death in all the eighteen years after that until I re-
tired’ (quoted in Miller, 1993:12).

There were also serious criticisms of Roe v Wade from femi-
nists who argued that Roe was more about the rights of doc-



United States of America

293

tors to practice medicine than about women’s rights. Black
women, too, sounded an important cautionary note. An edi-
torial supportive of Roe in the publication of the National
Council of Negro Women warned:

 The key words are ‘if she chooses.’ Bitter experience
has taught the Black woman that the administration of
justice in this country is not colourblind. Black women
on welfare have been forced to accept sterilisation in
exchange for a continuation of relief benefits and others
have been sterilised without their knowledge or consent.
A young pregnant woman recently arrested for civil rights
activities in North Carolina was convicted and told that
her punishment would be to have a forced abortion. We
must be ever vigilant that what appears on the surface to
be a step forward, does not in fact become yet another
fetter or method of enslavement (Black Woman’s Voice
II(2), Jan/Feb 1973).

Undermining and defending
abortion access, 1973-1989
Anti-abortion strategies
The legalisation of abortion galvanised its opponents. They
were quick to test the limits of Roe by sponsoring a flurry of
legislation to restrict access. Beginning immediately in 1973,
they won several legislative victories prohibiting federal fund-
ing of abortions outside the US. Later they succeeded in pro-
hibiting federal funding of abortions within the US. This policy
prevails today with few exceptions.

The anti-abortion movement used a wide array of strategies,
legal and illegal. These included election of anti-abortion can-
didates and targeting pro-choice candidates for defeat; appoint-
ments of anti-abortion judges; public education campaigns
conducted through the churches and the media; and attacks
on abortion providers. Targeting clinics and providers became
a key strategy in the 1980s. There were regular clinic block-
ades and picketing, bomb threats and other forms of vandal-
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ism, with over 80% of family planning clinics experiencing some
form of serious harassment. The use of deadly violence began
in the 1990s. There have been seven murders of doctors and
others that work in abortion clinics to date.

Abortion rights strategies

Single-issue politics: Defending Roe v Wade
While some groups like Jane worried about the impact of le-
galisation on the quality and accessibility of abortion services,
most advocates seemed to feel that the battle had been won
and the abortion rights movement declined. More radical seg-
ments of the movement mobilised after the federal funding
cuts, but it was not until the 1981 threat of a Human Life
Amendment to the United States constitution to protect foetal
life from the moment of conception that a large-scale visible
movement emerged.

Unlike the movement for legalisation, the pro-choice move-
ment of the 1980s was shaped by the need to respond to what
was, by then, a full blown and multi-faceted attack on abor-
tion rights. The anti-abortion movement appeared to be eve-
rywhere, even in the presidency. The general political context
was conservative and anti-choice. Reagan, the new president,
had been elected in part through organised efforts that included
anti-abortion organisations. Once elected, conservative, reli-
gious and anti-abortion organisations had unprecedented ac-
cess to political power and resources. The attacks on abortion
and family planning clinics intensified during this period. There
was also an impact on policy. Federal monies were channeled
to anti-abortion counseling centers and religious organisations
to teach abstinence-only sexual education. A ‘gag rule’ was
passed prohibiting family planning clinics from even counsel-
ling about abortion as an option for dealing with an unplanned
pregnancy. Throughout the Reagan and subsequent Bush
presidencies, there was an accelerated undermining of the rights
of women, people of colour, and the poor through cutbacks in
affirmative action and welfare programs, as well as on abor-
tion and reproductive health.
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In addition to the pressure to be reactive to the right wing on-
slaught, there were other significant changes that had an im-
pact on the movement. Protest in general had declined. Move-
ment leadership was professionalised, with paid staff taking
the place of activists in organisations and structures becoming
more formalised. At the same time, there was a decline in lo-
cal women’s liberation groups and more conventional interest
group politics prevailed. Several single-issue groups were cre-
ated with a focus on the political arena.

This movement was not part of a larger women’s movement
and was therefore narrower than the one which had fought
for legalisation. In the face of the anti-abortion onslaught, it
focused on defending the legal right to abortion, with appeals
to ‘choice’ and ‘privacy’ rather than ‘abortion’ and ‘women’s
rights’. Services and access were not at the forefront of the
agenda.

A multi-issue approach
Alternative groups emerged that were critical of the mainstream,
single-issue approach as too narrow, too conservative and ig-
norant of the issues that were affecting low-income women
and women of colour. These groups had their roots in other
progressive movements, including women’s health, civil rights,
anti-war and the left. The alternative groups were multi-issue
and advocated a pro-active strategy. They were also concerned
with the ways in which the abortion issue was being framed.
The language of choice spoke to those in the society who
thought of themselves as having choices, not to those who did
not. These groups wanted to create a multi-racial movement
and saw the importance of overtly opposing population con-
trol and working against sterilisation abuse and coerced abor-
tion.

They were critical of the major groups for their failure to act
against restrictions on access which affected primarily low-in-
come women and women of colour. For example, in 1977,
when Rosie Jimeñez, a single mother on welfare became the
first woman known to have died from an illegal abortion after
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the cut off of federal funding, none of the national organisa-
tions took up the issue. Analysts suggest that the traditional
abortion groups, essentially white and middle class, felt that
Rosie might not be a sympathetic figure as she was a Mexican-
American, an unwed mother in a border town noted for illegal
drug trafficking and had apparently been pregnant several times
before (Frankfort with Kissling, 1979). Further underscoring
how little value was placed on Jimenez’ life, the illegal abor-
tionist received a punishment of three days in jail and had to
pay a $100 fine.

New organisations were formed to oppose the attacks on the
reproductive rights of women of colour. While they were smaller
and lacked the resources of the large, single-issue groups, they
were effective in changing policy, raising awareness and creat-
ing a more radical political pole within the movement. The
Committee to End Sterilisation Abuse (CESA) in New York
City exposed the widespread practices of sterilising women
without their knowledge or consent. The Committee for Abor-
tion Rights and Against Sterilisation Abuse was formed with
the perspective that fighting for abortion rights necessitated
fighting against population control. The strategic tactics of these
groups included demonstrations, counter-protests at anti-abor-
tion events and a petition campaign against the Hyde Amend-
ment, the measure banning the public funding of abortion.

Women of colour reproductive health and rights organisations
also formed during this time. Individual women and men of
colour, black women’s groups, and civil rights organisations
had been part of the fight to legalise abortion. Black doctors
had been involved in providing illegal abortions and individual
black women participated in Jane and other pre-legalisation
activities. A few well known African American feminists spoke
out early about racism, about the sexism within the black na-
tionalist movement and in favour of a woman’s need and right
to make her own decisions about childbearing. But it was not
until the 1980s that women of colour groups devoted to wom-
en’s health and reproductive rights were organised. During the
1980s, women of colour active on reproductive rights issues
pursued a dual strategy. They pressured mainstream organi-



United States of America

297

sations and created separate women of colour organisations
that would promote a broader reproductive health and rights
agenda and serve to break the silence in their own communi-
ties about abortion, contraception, violence and related issues.

Intensified attacks against
access, 1990 onwards
There was another shift in the advocacy landscape when the
United States Supreme Court gave the states greater latitude
to restrict abortion access in Webster v Reproductive Health
Services in 1989. At the same time, the anti-abortion move-
ment had made abortion clinics and providers the central tar-
get of their protests. These events re-energised the pro-choice
movement. Thousands of younger women who had not been
active previously were drawn to large demonstrations and to
‘clinic defence’, maintaining a visible pro-choice presence at
clinics to counter the anti-abortion demonstrators. In April
1989, just prior to a large pro-choice march in Washington,
women of colour came together for the first time to talk about
defending abortion rights in the Defence of Roe Conference,
co-sponsored by the American Civil Liberties Union, the Reli-
gious Coalition for Abortion Rights and the Women of Colour
Partnership Programme.

This period of increased pro-choice activism ended just after
the election of pro-choice president Clinton. National advo-
cacy organisations endured, but had to struggle for members,
resources and public attention. Strategically, organisations fo-
cused on state-level organising because that is where the at-
tacks were emanating from, either legislatively in the courts or
in the form of clinic violence on the streets.

More recently, with the anti-abortion focus on ‘partial birth’
abortion, Mifepristone, foetal tissue research and deadly vio-
lence, the focus has shifted back to the national level. The
existence of a pro-choice administration has also been relevant
to this shift since pro-choice advocates have had access to
power and opportunities which were closed to them during
the Reagan/Bush years of 1980-1992.
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Current strategies to expand
access
Context
As noted, since legalisation, the major anti-abortion strategy
has been to work toward the re-criminalisation of abortion
primarily through steadily chipping away at access. This has
taken its toll primarily on women who have little power, voice
or visibility in the political arena, namely low-income women,
young women and women of colour. Before legalisation, the
consequences of illegal abortion to women’s lives and health
were dramatic for all groups of women. In contrast, this slow
erosion of access does not immediately burden middle class
white women. It has therefore been difficult to mobilise large
numbers of pro-choice supporters or to muster a widespread
sense of urgency. Younger women did not feel the impending
threat of criminalisation or loss of rights. They seemed to think
that abortion will always be there for those who really need it.

With the new Bush presidency, the overall political climate for
abortion rights has changed. Pro-choice advocates have been
galvanised by the immediate and bold attacks on abortion and
family planning. President Bush will have many opportunities
to undermine abortion rights and access through executive
orders and by sponsoring restrictive legislation. He will ap-
point two or three new Supreme Court justices and hundreds
of federal court judges as well as the heads of various agen-
cies. He has already appointed two staunch opponents of abor-
tion to his cabinet, reinstated the global gag rule and asked the
Federal Drug Administration to reconsider its approval of RU
486.

Current pro-choice strategies are multi-faceted as they try to
address the lack of access, as well as the political and ideologi-
cal losses in support for abortion rights. In addition to ap-
proaches which aim directly at increasing access, other related
goals include reactivating the traditional pro-choice constitu-
ency; reclaiming the ideological and moral ground; drawing
in new supporters; and legislative and candidate support. The



United States of America

299

listing below is an effort to provide a snapshot of the range of
strategies and national organisations involved. Many of the
organisations work in more than the one area in which we list
them.

In brief, the strategies and the national organisations involved
are:

• Training more providers: Medical Students for Choice
and the Physician Mobilisation Project (see case studies)
focus on attracting new providers, advocating for inclu-
sion of teaching about abortion and reproductive health
in medical schools and training medical students. The
American Women’s Medical Association, the Abortion
Access Project (AAP) and the National Abortion Fed-
eration and Planned Parenthood of New York City have
all produced curricula for medical schools.

• Expanding the provider pool: The National Abortion Fed-
eration and the Abortion Access Project have projects to
enable nurse practitioners, nurse midwives, and physi-
cian assistants. They also work to establish student pro-
choice groups within the professions.

• Expanding abortion services: The 18% decrease in abor-
tion services has come primarily through hospitals that
have stopped providing the services. The Hospital Ac-
cess Project (see below) is working to increase abortion
services at hospitals. Merger-Watch and Catholics for A
Free Choice are working to stop mergers of secular and
religious hospitals and to preserve reproductive health
services that are often compromised when such mergers
occur.

• Providing support for existing providers: Several asso-
ciations have been formed to offer support and ongoing
training for abortion providers. These include the Na-
tional Abortion Federation, National Association of Re-
productive Health Professionals, Physicians for Repro-
ductive Choice and Health and the National Coalition
of Abortion Providers. There are also grassroots efforts
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to mobilise community support for abortion providers
and against anti-abortion violence. Pro Choice Resource
Centre’s Communities United for Reproductive Safety,
Refuse and Resist and the clinic violence task force of
the Feminist Majority Foundation are two of the bigger
projects.

• Providing funding for low-income women and girls and
advocating for public funding: The National Network of
Abortion Funds has more than seventy-five grassroots-
based members that provide direct assistance to women
in need and advocate for public funding of abortion.
The Centre for Reproductive Law and Policy, the Re-
productive Freedom Project of the American Civil Lib-
erties Union and the NOW Legal Defense and Educa-
tion Fund are the major groups trying to use the courts
to get states to pay for abortions.

• Broadening the agenda and mobilising new constituen-
cies: The National Black Women’s Health Project, Na-
tional Asian Women’s Health Organisation, Asian Pa-
cific Islanders for Reproductive Health, National Latina
Health Organisation, Native American Women’s Health
Education Resource Centre and CARE 2000 Campaign
(see below) represent groups organising communities of
colour.

• Changing public opinion and regaining the moral high
ground: NARAL’s Pro Choice Public Education Project
focuses on reaching young people through the media.

• Mobilising the religious community: The Religious Coa-
lition for Reproductive Choice and Catholics for A Free
Choice work to organise the faith community on repro-
ductive health and rights issues.

• Organising young women: Choice USA, the Feminist
Majority Fund and the Civil Liberties and Public Policy
Programme at Hampshire College all focus on mobilis-
ing college and high school students.
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In addition to the above targets and strategies, pro-choice or-
ganisations and strategies focus on goals which are necessary
to preserve legal abortion and to increase access. The strate-
gies and organisations involved include the following:

• Providing services, training, as well as advocacy and lob-
bying: Because the medical establishment did not em-
brace abortion care and service provision, advocacy
groups have had to provide this as well as ongoing train-
ing in new procedures. The Planned Parenthood Fed-
eration of America and its affiliates, clinic and individual
abortion providers and the National Abortion Federa-
tion have taken a leading role in this.

• Challenging conscience clauses: Physicians, hospitals,
medical schools and now pharmacists have all claimed
conscience protection to avoid providing services and
referrals for abortion and contraception. The Reproduc-
tive Freedom Project of the American Civil Liberties
Union and the Pro-Choice Resource Centre have taken
the lead in investigating existing legislation and policy
and in bringing advocates together to frame model leg-
islation and mount political challenges.

Case studies
We cannot possibly do justice to this impressive array of re-
productive rights advocacy. Instead we have chosen to high-
light four grassroots approaches to expanding abortion access.
None primarily involves changes in law. The first three are
efforts to address different aspects of the provider shortage.
The last one looks at a 1994 effort to restore public funding for
abortion and its revival in 2000.

Case study I: The Physician Mobilisation
Project
As noted, women of colour and low-income women represent
a significant number of women with the most need and least
access to abortion services. At the same time, mobilisation of
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advocates and physicians of colour has been limited. The Phy-
sician Mobilisation Project addresses this problem.

The Institute for Women and Ethnic Studies (IWES) was cre-
ated in 1990 by two female physicians in response to the ab-
sence of African American physician voices on issues related
to reproductive health and choice. Its mission is to ensure ac-
cess to comprehensive reproductive health care for African
Americans by increasing the commitment of physicians to the
delivery of such services. IWES acknowledges the importance
of having a physician group that can address and respond to
the unique concerns of women of colour and low-income
women.

The Physician Mobilization Project was the first project of IWES.
Since 1990, IWES has instituted programmes designed to ex-
pose minority physicians in training to reproductive health and
rights issues. It is the only effort specifically aimed at promot-
ing reproductive health and rights issues with minority practi-
tioners.

The initiative includes a variety of programmes. The Interna-
tional Fertility Management Programme held in conjunction
with the University of the West Indies-Jamaica, the University
of Edinburgh-Scotland and the Karolinska Institute-Sweden
brought together twelvestudents to do elective work focused
on RU 486. It was felt that exposure to common abortion prac-
tices internationally would positively alter domestic perspec-
tives of practitioners. IWES also sponsored Reproductive Health
Internships in the Office of Public Health family planning clin-
ics between 1996 and 1998. Six to ten medical students of
colour were recruited each year to participate in this rotation.
Through the provision of reproductive health services in a
public health setting, students were exposed to the broad and
complex issues affecting low-income women.

The Reproductive Health Advocacy Programme recruited mi-
nority medical students to participate in a dialogue on repro-
ductive health through the use of facilitated discussions. These
discussions included an introduction to advocacy organisations
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such as the National Black Women’s Health Project and Medi-
cal Students for Choice. At the conclusion of the workshops
students were encouraged, though the provision of technical
assistance and financial support, to develop advocacy initia-
tives on reproductive health on their campuses and in their or-
ganisations. This strategy has been successful in its growth and
outreach to minority students. It also fosters the ability of medi-
cal students to advocate within their professional organisations
and amongst their peers. The project facilitates current and fu-
ture collaborative work between the advocacy and medical com-
munities, which is vital in the expansion of services. An exam-
ple of this collaborative work has been the involvement of ad-
vocacy groups on panels of the national and regional confer-
ences of the Student National Medial Association, the minority
medical student organisation that participated in the programme.
These linkages with minority medical students and organisa-
tional advocates will help to establish and expand an integrated
and strengthened advocacy for abortion access.

Case study II: The Hospitals Project
The decline in abortion services over the last twenty years has
been caused in part by a decrease in hospital-based abortion
services. The number of hospitals performing abortions fell
from 1,405 in 1982 to 703 in 1996 (Abortion Access Project,
1999). The number decreased by 18% between 1992 and 1996
alone. Only 14% of US hospitals currently provide abortions
and many of these perform only a few procedures per year.
The Alan Guttmacher Institute study also found that while in
1973, 81% of all providers were in hospitals, in 1996 only
36% of providers were in hospitals and less than 7% of all
abortion procedures were performed in hospitals (Abortion
Access Project, 1999).

The limited provision of hospital-based abortion services re-
stricts access for women who lack other options. For rural
women, hospitals may represent the only source of medical
care, yet nine out of ten abortion providers are located in
metropolitan areas. Low-income women also rely on hospi-
tals for care as hospitals may accept Medicaid funding which
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many clinics do not and certain states provide free or indigent
care. Hospitals play an important role in access as services at
hospitals may enhance access for women with special medical
needs or complications. Hospitals also perform late abortions,
which many clinics are not equipped to do. Finally, a critical
role of hospitals is to provide training sites for medical resi-
dents. Hospitals that don’t provide abortions at all, or do very
few, cannot fulfil this role (Abortion Access Project, 1999).

The Hospitals Project was initiated by the AAP, a grassroots
organisation based in Boston, Massachusetts, in 1993 as a di-
rect response to the decreasing number of hospital-based abor-
tion services. Strategies used by this project are primarily grass-
roots in that efforts are made to mobilise community support
and pressure. The strategies are aimed at changing policy at
the institutional rather than governmental or legislative level.
Through community organising, negotiation with hospitals,
public education and raising awareness about obstacles to
access, the project pressures hospitals to offer abortion serv-
ices and to make them more accessible to larger numbers of
women.

This is also a movement building strategy to draw in new ac-
tivists. It has the potential to create broader coalitions and new
allies. Having hospitals provide abortions as a service to
women, helps shift abortion into the realm of comprehensive
health care for women as opposed to being a segregated serv-
ice. AAP recently began a successful campaign to pressure
Catholic hospitals in Massachusetts to offer emergency con-
traception to rape victims.

In 1998 AAP co-founded the Hospital Access Collaborative,
with the goal of engaging more states in the vital work of in-
creasing hospital based abortion services. Currently, twenty-
four states across the country are working on hospital access
projects. The ultimate goal of the Hospital Access Collabora-
tive is to increase hospital-based abortion services by dissemi-
nating information about the different but complementary
models of organising around hospital access developed by
groups around the country.
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In terms of capacity building for the movement, the campaign
in Massachusetts has been successful in several ways which
are crucial, not just to the present period, but also in the ongo-
ing battle to preserve and expand abortion rights. In the first
three years of organising, five hospitals changed their intake
procedures to increase the accessibility of abortion services.
Two hospitals changed their policies to allow the use of free
care funds to cover abortion procedures. One hospital that
did not previously have abortion services has started provid-
ing abortions. Another religiously affiliated hospital reversed
its policy prohibiting affiliated doctors from performing abor-
tions. These victories have not only expanded access, they
have also expanded people’s understanding of the importance
of the battle (Abortion Access Project, 1999).

Local activists have been involved in the advocacy efforts, with
support and technical assistance from AAP, itself a commu-
nity-based organisation. This strategy exemplifies the impor-
tance of having women who are most affected in the forefront
of advocacy initiatives. With respect to challenges, translating
the agendas of national organisations into concrete grassroots
activities requires an understanding and appreciation of local
communities and skills in grassroots organising in order to
ensure that the interests, needs and issues of that community
are prioritised. AAP uses a definition of access that makes cen-
tral women’s ability to gain access. Further, the Hospital Ac-
cess Collaborative and AAP support local projects, share ex-
periences and organise working meetings but leave the actual
organising to people in the communities.

Case Study III: Midlevel access initiatives
In 1990, the National Abortion Federation (NAF) and the
American College of Obstetricians and Gynaecologists
(ACOG), with foundation support, organised a symposium to
identify causes and find solutions to the pressing issue of the
provider shortage. Anti-abortion violence and harassment and
the sheer magnitude of service caseloads were identified as
disincentives to existing and potential providers. It was also
recognised that as older physicians who provided abortions
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reached retirement, there did not exist an expansive ‘pool’ of
replacements. The decline in residency programmes offering
training in abortion techniques exacerbated this problem.

Utilising midlevel service providers – physician assistants, nurse
practitioners and certified nurse midwives – was seen as an
important strategy for addressing the problem. Research data
substantiated midlevels’ ability to perform first trimester abor-
tions. The strategy provides an economical approach to abor-
tion services. As midlevels tend to work in service areas that
are under-served, the needs of rural women could be met.

There are, however, significant barriers to this approach. From
the legal perspective, the majority of states have ‘physician
only’ laws that may be interpreted to restrict midlevels’ ability
to provide abortion services. In addition, the medical commu-
nity as well as patients think that only physicians can provide
this procedure safely. It was important therefore, that strate-
gies be developed that would address these attitudes and pro-
mote the midlevel practitioner.

This initiative directly targets the medical community. Key to
the utilisation of midlevels was to have an already engaged
and willing group of midlevel providers. Through collabora-
tive work with the professional societies of midlevel clinicians,
associations were encouraged to provide avenues and incen-
tives for training in abortion care. Through advocacy with the
professional associations and conferences of midlevels, edu-
cation and awareness with respect to encouraging midlevels
to pursue training could be achieved. Education and advo-
cacy on behalf of midlevel providers would better educate the
medical community about their skills and abilities. Consumer
education in the form of news articles and other media were
used to educate the public about the valuable and qualified
services of midlevel practitioners. Collaborative work with
physicians promoted the work of midlevels as service enhance-
ment and not service competition. This was seen as critical in
establishing rapport with physician practices.

With respect to the legal strategy, NAF decided that state law
should be not be addressed though the development of a na-
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tional model. Instead, a state by state assessment by affiliates
was considered most appropriate due to the complex and dif-
fering state laws.

This project has already had important outcomes. After the
initial symposium, a range of professional organisations rep-
resenting midlevels issued statements supporting midlevels’
involvement in the provision of abortion services. In 1994 the
ACOG endorsed a statement that encouraged programmes to
train physicians and other licensed health professionals to pro-
vide abortion services in collaborative settings. This was sig-
nificant in that it encouraged collaborative working relation-
ships between midlevels and physicians.

In 1997, NAF developed Clinicians for Choice, an umbrella
group for Physician Assistants for Choice, Nurse Practitioners
for Choice and Midwives for Choice. The goal of this group is
to increase the education and training of midlevels and to build
support networks. To date, their membership is over 3,500.
There are fifty-seven state chapters in the US and parts of
Canada. This core group of state contacts is a critical part of
NAF’s strategy to promote midlevel access through grassroots
activities on the local and state level.

Case study IV: Campaign for Abortion and
Reproductive Equity
As noted, women of colour advocates have consistently ar-
gued that in communities of colour abortion rights must be
promoted as part of a larger agenda which speaks to all the
health, child bearing and reproductive rights and needs for
access and services. The pro-choice movement has not been
adequately responsive to this message. Even in its single-issue
politics, it has not focused on issues of access which especially
burden women of colour. Thus in 1993, the Campaign for
Abortion and Reproductive Equity (C.A.R.E.) campaign was
created by the National Black Women’s Health Project to ad-
dress the need for federal funding of abortion services.

CARE developed an advocacy strategy to repeal federal policy
that banned the federal funding of abortion. In addition to
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focusing on low-income women and women of colour, it also
addressed other groups of women who relied on the federal
government for their insurance. This included women in the
District of Columbia, women in federal prisons, women in the
military, the Peace Corps and Native American women. The
timing of the campaign was strategic in that the political cli-
mate had changed with the election of President Bill Clinton
in 1992, a pro-choice president.

The larger goal of the campaign was to rescind the restrictive
abortion language that limited poor women’s access to abor-
tion though direct lobbying of policy-makers and grassroots
organising of constituents. The campaign targeted five spe-
cific appropriations bills that addressed the identified groups
of women. The primary strategies used were direct lobbying
of members of Congress by organisational advocates and con-
stituents and grassroots organising in Congressional districts.
In addition to these legislative strategies, advocates undertook
internal lobbying efforts with respect to getting mainstream
groups to prioritise this issue and dedicate time and resources
accordingly.

While the attempt to repeal the Hyde Amendment (legislation
prohibiting public funding of abortion) was not successful, the
effort expanded the legislative language to state that federal
monies could be used to fund abortions in the case of rape,
incest and danger to the life of the mother. This language ap-
plied to the five targeted bills. In addition, the campaign gained
the support and leadership of five female Senators who be-
came spokespersons and leaders on this issue. The CARE cam-
paign thus demonstrated the ability to engage members of
Congress on what were deemed ‘unpopular issues’ that pri-
marily affected the poor.

The organising of women of colour helped to increase the vis-
ibility of women of colour and their issues in the wider move-
ment. It also helped to push the issue of abortion within the
context of reproductive health and rights. This was successful
in mobilising the grassroots on non-popular issues and it proved
a point to mainstream organisations that felt that advocacy
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which focused on the needs of low-income women and women
of colour was not a viable strategy. It proved that with the right
amount of attention, energy and resources the rights of all
women could be upheld.

In 1999, the National Network of Abortion Funds initiated
C.A.R.E. 2000, the Campaign for Access and Reproductive
Equity. This campaign addresses the need to embed abortion
rights in a larger, broader agenda and to broaden the focus
and constituencies of the pro-choice movement. It is multi-
issue and multi-dimensional in its strategies. The focus is on
low-incomewomen, women of colour, and young women.

The major strategies of C.A.R.E. 2000 include building broad
coalitions at the national and local levels; grassroots organis-
ing for a broad, reproductive rights and health agenda in which
access is prominent; developing the leadership of the women
most affected by the lack of access; building ongoing, working
relationships between pro-choice groups and those working
on economic justice for women; opposing legislation at the
national and state levels which restricts access; and promoting
legislation which increases access.

In its first year the Campaign has built a foundation. It has
created a national planning group, hired a full-time campaign
director, developed a website and an organising manual and
held national and grassroots launching events. It is currently
moving into the next phase in which it will initiate grassroots
activities in eleven target states.

Lessons learned
• Legalisation of abortion does not bring access to all

women. Socio-economic inequalities determine access
and quality of care both before and after legalisation.

• Advocacy efforts that emphasise securing formal, legal
rights are likely to leave out those without the economic
or political means to make these rights operational.
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• If advocacy strategies do not take into account the race,
class and gender dimensions of reproductive politics,
there will be divisions in the movement, or lack of par-
ticipation from certain constituencies.

• Women with the least power and resources bear the brunt
of restricted abortion access under both conditions of
illegality and legality.

• Large numbers of women use abortion as a method of
fertility control regardless of its legal status or medical
safety.

• The legal status of abortion in the US had a significant
impact on its medical safety. Dangers to women’s lives
and health resulting from self-abortion and bad provid-
ers are more likely under conditions of illegality.

• One impetus for legalisation and expanding abortion
access has been from population control advocates.
When feminists do not distance themselves from these
politics, abortion can be used as a tool of eugenics and
racial divisions within advocacy movements are deep-
ened.

• Change in policy came from political advocacy and from
changes in the socio-economic conditions shaping wom-
en’s lives.

• Advocacy strategies cannot be clearly separated from pro-
viding a service or helping women. Both before and af-
ter legalisation, advocates have had to engage in both
in order to provide access.

• Vigilance cannot end with legalisation. Advocacy efforts
are needed to monitor and to secure implementation of
legal changes. Public support for abortion rights and the
rights themselves are fragile. Movements and organisa-
tions must have the capacity to sustain these fluctuations.

• Significant advocacy strategies derive from grassroots ac-
tivism.
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• Alliances of providers and activists are significant for ex-
panding access, especially if training and providing serv-
ices have not been institutionalised or mainstreamed.

• Multi-faceted strategies complement each other. Often
advocates do not see this and try to impose one strategy
or tactic.
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