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The field of abortion counseling originated in the abortion rights movement of the 1970s. During its
evolution to the present day, it has faced significant challenges, primarily arising from the increasing
politicization and stigmatization of abortion since legalization. Abortion counseling has been affected
not only by the imposition of antiabortion statutes, but also by the changing needs of patients who
have come of age in a very different era than when this occupation was first developed. One major
innovation—head and heart counseling—departs in significant ways from previous conventions of the
field and illustrates the complex and changing political meanings of abortion and therefore the chal-
lenges to abortion providers in the years following Roe v Wade. (Am J Public Health. 2013;103:57-65.
doi:10.2105/AJPH.2012.301063)

“Our patients are not coming to ‘exercise their constitutional rights.
They want to talk about prayer and forgiveness.

WHAT SHOULD STAFF IN
abortion-providing facilities say
to abortion patients prior to the
procedure? This seemingly sim-
ple question is of course not sim-
ple at all, in light of the deep
social and political divide over
abortion that continues to char-
acterize the contemporary United
States, some 40 years after legal-
ization. This conflict has inevita-
bly had consequences for how
abortion is organized as a ser-
vice. Beyond their efforts to over-
turn Roe v Wade, opponents
have sought in numerous ways to
regulate the delivery of abortion,
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—Claire Keyes, Daily Beast"

including staff interactions with
patients. State legislatures, for
example, have passed laws that
mandate that patients be forced
to view their ultrasounds and
hear detailed descriptions of
their fetus’s development; numer-
ous states have also dictated
scripts—often containing untrue
statements—that clinic staff must
deliver to patients.’

Abortion rights supporters, and
particularly those who work in
abortion-providing facilities, vehe-
mently reject opponents’ argu-
ments that such regulations are in
abortion patients’ interest; rather,

they argue, these requirements
exist to make access to abortion
more difficult and the experience
more upsetting. Although they
reject what they see as politically
driven restrictions, however,
those involved in abortion provi-
sion are not in complete agree-
ment about what precisely the
abortion experience should be for
patients. In particular, opinions
differ about what the nonmedical
component of abortion should be,
that is, the talking, or counseling,
portion of the abortion visit.
Alissa Perrucci, author of a recent
highly regarded book on abortion
counseling, has commented on
the “lack of consensus on the
breadth and depth of responsibil-
ity that abortion providers have
toward working with patients’
emotions.”*

What is commonly referred to
as counseling in the abortion set-
ting actually involves three sepa-
rate functions: obtaining informed
consent, which includes ruling
out coercion; patient education,
which involves explaining the
actual technical aspects of the
procedure and possible complica-
tions; and counseling, which
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involves addressing the patient’s
feelings about her forthcoming
procedure.’ The first two func-
tions are fairly straightforward
(albeit often compromised by leg-
islative mandates), but counseling
practices have varied consider-
ably among different abortion-
providing settings and have
changed over time.

The field of abortion counsel-
ing has evolved considerably
from its origins in the abortion
rights movement of the 1970s.
The field has faced significant
challenges, primarily from the
increasing politicization and stig-
matization of abortion since legal-
ization. Abortion counseling has
been affected not only by the
imposition of antiabortion stat-
utes, but also by the changing
needs of patients who have come
of age in a very different era than
when this occupation was first
developed. One major innovation,
head and heart counseling,
departs in significant ways from
previous conventions of the field
and illustrates the complex and
changing political meanings of
abortion—and therefore the chal-
lenges to abortion providers—in
the years following Roe.

Abortion counseling can be
viewed as a case study of a new
occupation, created by one social
movement—the abortion rights
movement of the 1970s—but
sharply affected by another, the
antiabortion movement that
shortly followed. Abortion coun-
seling can be understood as a
movement-affiliated occupation
that ultimately found itself torn
between the political needs of the
larger abortion rights movement
and the emotional needs of many
of the individuals served by the
provider wing of that movement.
To understand the history of
abortion counseling and its cur-
rent challenges, I conducted
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interviews with 25 veteran abor-
tion counselors who have worked
in this field since the years sur-
rounding the Roe v Wade deci-
sion in 1973.°

ORIGINS OF ABORTION
COUNSELING

Abortion counseling as a dis-
tinct component of the abortion
visit had its roots in the early
1970s, before Roe, in the first
freestanding clinics established in
New York City and Washington,
DC, both of which had by then
legalized abortion. The motiva-
tion of the clinic founders
(mainly physicians) to incorpo-
rate a specific counseling func-
tion into abortion care stemmed
from the dearth of knowledge
about delivering this procedure
to large numbers of healthy
women. Before the early 1970s,
legal abortions had been largely
confined to a few women, typi-
cally very ill or carrying severely
compromised fetuses, who went
before therapeutic abortion com-
mittees in hospitals and had their
abortions performed under gen-
eral anesthesia.” Abortion legal-
ization in New York and
Washington coincided with two
medical developments: the intro-
duction of the vacuum suction
machine to US physicians and
localized anesthesia methods that
increased the safety of abortion
and made it feasible to offer out-
patient procedures in freestand-
ing clinics.® At a landmark
medical meeting on abortion in
1968, doctors sympathetic to
abortion expressed concerns
about what it would be like to
provide outpatient abortions to
large numbers of women who
would be coming from all over
the country and shortly thereaf-
ter returning to their home
communities.
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Abortion counseling has been affected not only
by the imposition of antiabortion statutes, but
also by the changing needs of patients who
have come of age in a very different era than
when this occupation was first developed.

These physicians realized,
often to their discomfort, that
legal abortion was unique as a
medical procedure, in that other-
wise healthy women were them-
selves diagnosing their condition
and its solution, rendering the
physician a mere “technician.”
Some of those at the meeting
bristled at the idea of acting as a
“rubber stamp,” in the words of
the famed obstetrician—gynecolo-
gist Alan Guttmacher,” and
expressed confusion as to
whether it was an appropriate
role for the physician to discuss
the social, psychological, and
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moral aspects of abortion with the
patient, along with the medical
ones. The response by Robert
Hall—another leading physician
advocate for legal abortion of
that era—is one that seems to
have carried the day: “She [the
patient] should receive some
guidance (but) not necessarily
from a doctor.”'°As the first free-
standing abortion clinics were
established, the founders drew
on allies from the feminist health
community to work as counsel-
ors. These were typically women
in their 20s, who had been a
crucial part of the political coali-
tion to legalize abortion and
who, often, had themselves
undergone an abortion."!

ADVOCACY VS
PROFESSIONALISM

In this formative period, two
different, if overlapping, models
arose regarding what this new
occupation of abortion counseling
should comprise. Many of the
feminist activists who were
among the first counselors to be
hired, particularly in New York,
understood their job as primarily
political. They saw their task as
advocacy for the abortion patient:
that is, to protect her from facili-
ties that the counselors perceived
as unsafe or overpriced. Inside
the clinic, the counselor’s role
was to guide the patient through-
out the abortion process, attend-
ing to both her emotional and
her physical needs.

Counselors adhering to this
advocacy model would meet out-
of-town patients at the airport,
accompany them to the clinic,
inform them of all that would be
occurring, and answer any ques-
tions. During the abortion itself,
the counselor would continue
this advocacy by speaking on a
patient’s behalf to the doctor,
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and sometimes to clinic manage-
ment, about any distress she
might experience. As a counselor
from that period recounted, some
years later, to a researcher,

It blows my mind, thinking
about it now, about how much
power we [counselors] had. . . .
The doctors were just terribly
nervous about the whole thing
and were willing to listen to
us—about what kind of counsel-
ing services there should be,
about all kinds of things. If one
of the doctors they hired was
causing too much pain or say-
ing disgusting things to patients,
we’d run into the director’s of-
fice and get him fired."

Indeed, the chapter on abor-
tion in the 1973 edition (though
not later editions) of the feminist
health classic Our Bodies, Our-
selves states, “Probably the most
important person you would
come in contact with during an
abortion would be the abortion
counselor.”"

The atmosphere surrounding
this form of advocacy counseling
in the early 1970s was overtly
political, with the victory of legal
abortion viewed by the newly
hired counselors as inseparable
from the women’s liberation
movement of that era. As Cathy,
who worked in one of the first
legal abortion clinics in a major
northeastern city, described in an
interview the culture of her clinic
and its first generation of
counselors,

We were jubilant when Roe
became the law of the land.
And the fervor and joy that

we brought to our work was
very evident. . . . There was al-
most a giddiness about women’s
rights and women’s bodies. . . .
Women’s liberation was very
much part of the whole group
of us.

The feminist politics that
many of this first generation of

advocacy-oriented counselors
brought with them to their work
also led to skepticism about, if
not aversion to, more conven-
tional forms of therapy in the
clinic. As Barbara, who opened a
clinic on the West Coast with a
friend shortly after Roe, put it,

From the very beginning, we
used the word “counseling” only
because we didn’t have another
word for it, and it came out of
our mouths only every once a
while. But mostly we used the
word “advocate.” . . . We were
women’s advocates, we did in-
formation sharing, we did in-
formed consent. . . . We thought
counseling was patronizing. We
always thought that women
should come to us as they are
and our role wasn't to fix them.
... They didn’t need fixing!
They needed tools, they needed
information, they needed to
take control over their lives.

Yet during this same period a
more professionalized concept of
the role of abortion counselor
was being developed, one that
focused more sharply on counsel-
ing techniques and that put the
patient’s feelings at the center of
the abortion experience. This
model was most strongly associ-
ated with Washington, DC’s Pre-
term Clinic (one of several
Preterm Clinics operating in that
period) which quickly became
known as a major training center
for abortion workers from all
over the country. As a 1976 Pre-
term manual stated,

The new element [in freestand-
ing abortion clinics] is the intro-
duction of a counselor in full
partnership with the medical
team that is concerned with
emotional and physical aspects
of patient care. Counselors are
trained to work as co-profes-
sionals with the physician and

other medical staff.'

Terry Beresford, author of sev-
eral influential works on abortion
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counseling'® and a leading trainer
until her recent retirement,
became involved in abortion work
while at the DC Preterm Clinic,
where she ultimately became
director of staff development.
Beresford and the clinic’s first
medical director, a fervent cham-
pion of in-depth counseling, devel-
oped their own approach, as
Beresford recalled in an interview:

You would help the person de-
cide if they were clear about
their decision, you'd help to
weed out people who were
being coerced and you would
be preparing the patient to be
relaxed and comfortable for an
outpatient procedure. . . . So
every women would be seen for
at least up to an hour, as
needed. . . . The model was to
help the patient do some self-ex-
ploration so she reaches under-
standing of herself, her feelings,
and her options, and can then
take an action, and is assisted in
taking that action. . . . Your job
as a counselor is to affirm her
competency and her sense of
self-worth, and her ability to act
on her understanding.

In short, the model of counsel-
ing initially developed at Preterm
was not just about abortion per
se. The model also used the
experience of the abortion deci-
sion—“often the first important
decision a woman may have had
to make in her life,” as Beresford
and other counselors frequently
put it—as a vehicle to lead the
woman to confront other impor-
tant issues in her life.

Beresford acknowledged that as
the abortion field grew, the very
expansive view of counseling that
had been developed at Preterm
became difficult, if not impossible,
to sustain, for several reasons.
One was clinic flow—that is,
patients needed to be moved pre-
dictably and smoothly through the
abortion process, so doctors,
whose salaries were the most
expensive element in the clinic
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budget, would not be kept wait-
ing. As security and other costs
began to rise, the hiring of ade-
quate numbers of counselors
became one of the easiest items in
the clinic budget to cut. Beresford
explained,

So the goal of counseling
changed. . . . At Preterm, the
goal had been to make this ex-
perience life changing for the
woman. Later, the goal became,
“don’t let anybody get through
who's really disturbed or
doesn’t know what they’re
doing.'®

Beresford expressed both wist-
fulness that the original Preterm
model was lost—*“We used to get
letters from people that would
make you weep about what the
experience had meant to them, it
changed their lives”—and recog-
nized that such a model, where
patients were offered up to an
hour of individual counseling,
and sometimes more, could not
be replicated elsewhere or
indeed, continued even at the
several Preterm Clinics
themselves.

Beresford, after her Preterm
experience, worked at Planned
Parenthood of Baltimore, Mary-
land. In the late 1970s, she inau-
gurated the first training sessions
for abortion counselors that drew
participants from across the
country. These workshops,
beyond the practical skills they
developed, helped to forge an
occupational identity and sense
of community for counselors in
both independent clinics and
Planned Parenthood facilities.

One attendee at a Beresford
workshop was Anne Baker. She
started work in a newly opened
midwestern abortion facility in
1976 after graduating college.
The physician-owner of the clinic
thought his facility would be
more reputable if counseling
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were provided, and that would
increase referrals, Baker said in
an interview. She described her
early days in the clinic as a time
of discovery. She and two other
newly hired counselors learned
on the fly:

It was trial by error. There was
nothing written about abortion
counseling. We would just go in
and talk to the woman, and
we’d come out, and at the end
of the day we’d get together
and we’d discuss the women we
saw, what they said, what we
said to them.

Despite being given consider-
able freedom by the clinic man-
ager to devise their own
protocols for counseling, Baker
and her colleagues quickly
became frustrated by the time
pressures they felt—in particular,
not to keep the clinic doctor
waiting, if a particular counseling
session was taking up too much
time—a tension that exists in
many clinics to this day.

And when I went to the first
three-day workshop that Terry
Beresford gave for all of us
fledglings across the country,
we all had the same complaints:
we were being rushed, and we
wanted to be able to have more
time with the patients, because
things would come up. They
would start talking about guilt,
they would start crying, they
would start talking about killing
the baby—we couldn’t say to
them, “scuse me, I have 10
minutes for this [counseling
session].”

Attendance at Beresford’s train-
ing sessions was a transformative
experience for Baker and facili-
tated her own professional devel-
opment as an eventual leader in
the field. Recalling the “empower-
ing experience” of the Baltimore
workshops, she described a boost
in confidence in her professional
abilities as a counselor, especially
in possessing the skills to deal
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Baker also innovated a system of
second evaluations, in which patients
whom counselors perceived to need
extra attention would be seen again
by either Baker herself or another
senior counselor.

with challenging patient issues:
“Now when they [patients]
brought up guilt, we weren't so
afraid of it, we could go into it.”
Baker compiled a list of counsel-
ing techniques that seemed to
work particularly well and even-
tually wrote several influential
works on counseling'’

Baker also innovated a system
of second evaluations, in which
patients whom counselors per-
ceived to need extra attention
would be seen again by either
Baker herself or another senior
counselor. This move to second
evaluations was an early version
of the triage that would be
expanded on by the head and
heart model of counseling.

THE NOVEMBER GANG

In 1989, a group of about 30
women who worked as counsel-
ors or clinic managers in inde-
pendent clinics (as opposed to
Planned Parenthood or hospital-
based clinics) began meeting
informally to discuss their work
and to offer one another personal
support. This group (which meets
to this day) became known as the
November Gang because of the
date of its first meeting, which
was convened by Charlotte Taft,
a longtime counselor and then a
clinic director in Texas, and
another counselor from Utah.

The immediate precipitant for
the first meeting was the
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Supreme Court decision in Web-
ster v. Reproductive Health Ser-
vices, handed down in July
1989."® Webster, which allowed
extensive new abortion restric-
tions, also led many to fear an
eventual overturning of Roe. The
original members of the Novem-
ber Gang were alarmed by the
possible implications of this rul-
ing and were dismayed that the
national pro-choice organizations
seemed helpless to respond.
However, what drew them to
gather in an airport hotel in Dal-
las, Texas, was not only national
abortion politics. The increasing
strength of the antiabortion
movement, culturally as well as
politically, in the 15 years since
legalization also deeply con-
cerned them. Meeting partici-
pants were increasingly aware of
how the antiabortion move-
ment’s success in stigmatizing
abortion was shaping the
responses of their patients, more
of whom were now coming to
the clinics visibly conflicted.

Robin, a midwestern coun-
selor, colorfully captured the
hunger that many of the counsel-
ors then felt, both for community
building and for confronting the
impact of larger abortion politics
on their work. As she recalled in
an interview, when she heard
about that first November Gang
meeting,

It was the first time I was going
to leave my two young kids

at home. . . . I said I would
crawl on my belly over broken
glass. . . . I just knew I had to
get there.

At these first meetings, those
who had been involved in abor-
tion since Roe, or in some cases
before, acknowledged the chal-
lenges presented by some con-
temporary patients. Robin, for
example, remembered drawing a

contrast between those she saw
in a New York State clinic in the
early 1970s and those she was
seeing in her midwestern state by
the late 1980s:

‘When I started, we didn’t see
patients who were “ambivalent.”
They would drive through a
snowstorm to show up in an-
other state—or they were going
to have a baby. It was really
crystal clear!

But counselors were now see-
ing some patients with no mem-
ory of, or affinity with, the
feminist and pro-choice sensibili-
ties of the 1970s that had ani-
mated both clinic staff and many
of the first generation of patients.
Patients were now more apt to be
apolitical, if not politically conser-
vative; religious; poor; and,
increasingly, women of color—in
short, quite different from the
mostly White, college-educated,
strongly feminist-identified, mainly
secular group of counselors (simi-
lar to many of the patients they
had seen in an earlier era) that
gathered in Dallas in 1989.

In transition were not only the
types of patients coming to the
clinics, but also the society-wide
“feeling rules” governing abor-
tion, to use the formulation of the
sociologist Arlie Hochschild."
Numerous forces in American
society during the 1980s—the
presidency of Ronald Reagan,*°
the increasing strength of the
National Right to Life Committee
and similar organizations, and the
widely distributed film The Silent
Scream, which purported to show
a late abortion—were driving a
change in the dominant feeling
rules regarding abortion from a
woman’s right to a shameful,
immoral, and selfish act.*!

The impact of these changes
at the clinic level, revealed in
November Gang discussions, was
that noticeably more patients

Joffe | Peer Reviewed | Public Health Then and Now | 61



were showing signs of difficulty
with their abortion decision.
Arlene, an interviewee who
worked in Florida at that time,
recalled in stark terms her grow-
ing realization of such changes:
“Every so often you'd walk
through the recovery room and
you'd see a woman just falling
apart.”

It was admittedly difficult for
some of the counselors to
acknowledge the ambivalence, if
not anguish, of some patients. As
one early Gang participant said,

I think we fought so hard to
protect abortion rights that
there was a real hesitation on
anybody’s part to address that
[for] some women, abortion
might be hurting them. They
shouldn’t be a candidate for an
abortion, or at least they
weren't ready to have it on the
day they came in.

Similarly, Meg, an East Coast
counselor recollected,

We would talk at great length
about “if we are doing such
great work, why are we losing
politically?” And we realized that
we were doing work that was all
about access and not about the
quality of the experience.

Some at those first meetings
even gave grudging credit to
antiabortion forces for being
more attuned to patients’ con-
flicted feelings. As Meg said,

They tapped into things that pa-
tients were concerned with. . . .
I...felt bad that they were
doing a better job at listening to
women than we were . . . and
we weren’t doing anything. In
fact, we were quite adamantly
denying that reality.

At these early November Gang
meetings, Taft introduced her
colleagues to a new model she
had developed with her staff:
head and heart counseling. As she
later explained in an interview,
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A woman comes in, and in her
head she says “I know that an
abortion is the right decision for
me,” but her heart is breaking.
So she wants an abortion and
then she changes her mind,

or she’s sobbing, or she says,

“I think an abortion is killing my
baby, but I have to have one
anyway.” So it became an easy
way for us to describe what we
were trying to do when we said,
“If we can get the woman to
connect her head and heart
before her abortion, how

much healthier will she be
afterwards.”

CHANGES IN COUNSELING
PRACTICE

The core of Taft’s argument,
which formed the basis of this
new approach, is that “just as
there may be medical contraindica-
tions to providing an abortion . . .
there are attitudinal contraindi-
cations to providing an abortion
as well.” These attitudinal contra-
indications can in most cases,
Taft believes, be resolved
through counseling, but if they
are unresolved, the patient is not
an appropriate candidate for an
abortion. Taft’s staff used a
checklist of statements during the
patient’s first contact to deter-
mine whether the woman
needed more extensive counsel-
ing before an abortion could take
place:

1. 'm against abortion but I have
no other choice.

2.1 don’t want an abortion but
someone else is forcing me or
pressuring me.

3.1 believe that having an abor-
tion is the same as murdering
a born person.

4.1 believe if I have an abortion
I will never be forgiven and I
will be separated forever from
God or my Higher Power.

5.1 believe I will regret having
an abortion.*
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Although checking with the
patient on the second item, coer-
cion, had long been part of coun-
seling practice, the other issues
had not been as systematically
addressed by counselors. In Taft’s
clinic, and in the others that
adapted her model, patients
whose responses to the state-
ments raised concern not only
were given more counseling, but
also were asked to do more reflec-
tion on their own, with the help
of materials supplied by the clinic.
Over time, the most widely used
of these supplementary materials
have become a workbook, devel-
oped by a longtime counselor and
clinic manager, Margaret John-
ston.?® In this workbook, origi-
nally published in 1998, the
prospective patient is led through
exercises that explore her feelings
about abortion, her assumptions
about her support system’s reac-
tion if she has the abortion or
continues her pregnancy, her
anticipated emotional reactions
about adoption, and so on.

To implement this mode of
counseling, many early Novem-
ber Gang attendees had to relin-
quish their previous commitment
to a more unobtrusive approach.
As Arlene put it,

It involved really getting women
to talk about where they are in
their process, to step away from
this, “Her feelings are not my
business, if she made it through
the door, it’s all okay.” We had
to acknowledge that women
were coming in with ambiva-
lence, that some women come
into clinics who shouldn’t be
there, that being able to say no
to someone who's not in a good
place in their decision is the
right thing to do, and we’ve got
to learn the skills to do it.

Clearly, head and heart coun-
seling implied changing several
long-standing clinic conventions;
the most striking change, rarely
done, was sending an ambivalent
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patient home for further consid-
eration of her decision.** In such
cases, most patients returned
later, more comfortable with or,
in Taft’s terminology, more
“resolved” about the decision to
abort. In some cases, such
patients did not return, and
counselors acknowledged that it
was not known whether they
went to another clinic or ulti-
mately decided against an abor-
tion. In some cases, women who
had been urged to delay later
wrote to the clinic, enclosing pic-
tures of their child and thanking
the counselors for helping lead
them to this outcome.

Yet another change brought
about by this new approach con-
cerned the delicate issue of the
language used in counseling,
which had long vexed the abor-
tion-providing community.?®> As
Cathy, one of the original
November Gang attendees,
reflected in an interview on her
realization at an early meeting,

All of a sudden it occurred to
me, why am I not using her lan-
guage? You know, we were told,
you never, never say “baby.”
And if a patient says “baby,” you
correct her. You tell her, “It’s not
a baby, it’s cells, it’s a fetus,”
whatever. And after a point, it
felt offensive to be denying this
woman her own experience,
using her own language. And so
once that hit me, I remember
[realizing] if you can hear that,
then you can hear everything
else that she’s saying.

Similarly, Robin described her
decision to take on the potentially
explosive issue of patients’ occa-
sional use of the word “killing.”*°
After her exposure to discussions
of head and heart counseling, she
changed her previous practice of
avoiding such language when
brought up by the patient. “If the
patient used that language, we
didn’t correct her. We took the
language she used and we talked
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to her. And what we found was
that patients were opening up to
us in ways they had not before—
because they weren’t being cor-
rected, which they might have
seen as a criticism.”

Meg recalled the difficulties
but ultimately the importance of
hearing the patients’ concerns
about killing:

A woman says, ‘T feel like 'm
killing my baby” . . . we were
like, “OK, let’s just stick with
whatever her reality is and ask
how that is for her.” . .. We
would have conversations about
killing, and “Is killing the same
as murdering? Is there ever a
time when killing is justified?” . .
. We could go from there to
“Well, you're trying to protect
the lives of the three kids you've
got.” . .. To explore those issues
with them in a safe place—you
had the feeling you might be the
only person they’ve ever had
that conversation with.

Several interviewees acknowl-
edged that these changes in lan-
guage were difficult to accept
for those in the pro-choice
movement, even among their
own clinic peers. Cathy recol-
lected colleagues’ jeers at a
national conference when she
shared her changed language
practices. “There were real fears
at that point that we were play-
ing into the hands of antiabor-
tion people, of allowing patients
to use that language.” Meg simi-
larly recalled her own staff writ-
ing to a feminist journal to
object to an article she had writ-
ten urging these language
innovations.?”

Yet another change came with
the acknowledgment that many
more patients now than in the
immediate post-Roe period were
raising spiritual concerns. Cathy
related in an interview,

That was another thing that
was a no-no when I went to
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school [graduate work in coun-
seling]. You know, “the spiritual
or religious stuff had no place
in counseling.” But that isn’t
how it was for our patients. . . .
They would say everything
from “Am I going to burn in
hell?” to . . . “What if God de-
cides to punish one of my other
children?” It was a major theme
for a small percentage of
women. In fact it was in some
cases the only thing that they
were worried about.

Anne Baker, though not for-
mally part of the November
Gang, was very influential,
through informal contacts with
many group members, in estab-
lishing the rationale of addressing
spiritual issues with abortion
patients. Starting in the early
1980s, after hearing so many
patients raise religious issues, she
invited local clergy to help her
largely secular staff deal with
such concerns.

An Episcopal priest came and
talked to us. And he was just
amazed at what we had to deal
with in our counseling sessions.
He said, “You are having an in-
credible opportunity. . . . You're
working with these people in
the moment of their greatest

need for pastoral counseling,”*®

RESPONSE TO CLAIMS OF
ABORTION DAMAGE

The development of head and
heart counseling was primarily
driven by the desire to attend to
the emotional well-being of abor-
tion patients. However, another
impetus was the growth of sev-
eral antiabortion organizations
that specifically targeted women
who regretted their abortions.
The best known of these organi-
zations at the time of the Novem-
ber Gang’s founding was WEBA
(Women Exploited by Abortion),
a group started in 1982 by David
Reardon, a psychologist who has

written widely, and controver-
sially, on the alleged psychologi-
cal damage suffered by abortion
recipients.?* WEBA, a group now
apparently defunct (although sim-
ilar groups are active), was very
effective in staging opportunities
for its members to speak about
their regretted abortions.

Several of the women I inter-
viewed specifically mentioned
their concern about creating
recruits for WEBA as an addi-
tional motive for identifying
ambivalent clients. Anne Baker
was forthright about her con-
cerns about WEBA, regarding
both the psychological manipula-
tion vulnerable abortion patients
might be subjected to and poten-
tial harm to the abortion-provid-
ing community. Explaining her
realization that some clients
should not have an abortion the
day of the appointment, or per-
haps ever, Baker said,

We felt like we had an obliga-
tion also to protect ourselves. . . .
We decided early on we are not
going to provide fuel for the fire
of WEBA So if a woman is cry-
ing and distressed and [saying],
“Everyone else is trashy but me
out in that waiting room and I
know I'm going to feel horrible,
I'm going to regret it but this is
what I need to do,” well, we
could say, “No, not here, not
now. We are going to send you
home, here are some things you
can read, here are some coun-
seling referrals. You can come
back, but we want to be able to
see some kind of change in
your acceptance, in your ability
to cope.”

Robin gave an example of a
patient who raised enough red
flags that her abortion was
delayed (although eventually it
took place). “This patient said to
us, ‘You have to do my abortion,
because you guys are baby kill-
ers and you all are going to go to
hell anyway.”
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SIGNIFICANCE OF HEAD
AND HEART COUNSELING

It is not possible to say with
any precision how many of the
approximately 1790 abortion-
providing facilities in the United
States®® employ the head and
heart counseling approach, nor
more generally what their coun-
seling practices are. The many
pressures facing beleaguered pro-
viders—the huge security costs,
which cut into the resources
available for hiring and training
counselors; the necessity to
devote limited counseling time to
state-imposed counseling man-
dates, as well as to calming down
rattled patients confronted by
screaming picketers as they
approach the clinic—have made
it difficult for many to offer more
than cursory counseling of any
kind. The facilities most likely to
incorporate aspects of the head
and heart approach are affiliated
with the Abortion Care Network,
an association of independent
clinics.** Seemingly, the most
adopted aspect of this approach
is emotional triage. The concepts
and techniques of this form of
counseling continue to be shared
at network conferences, as well
as at meetings of the National
Abortion Federation, an umbrella
group of abortion providers.

The development of head and
heart counseling is a moving
story of clinic workers whose
political identities were forged in
the Roe era, who gradually came
to perceive a gap between them-
selves and many of their patients
and to realize that these patients
had quite different understand-
ings of the abortion issue and
therefore different needs as abor-
tion recipients than had previ-
ously been the norm in abortion
care. In simplest terms, these
counselors came to understand
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that their own political commit-
ment to the larger abortion rights
movement was interfering with
another deeply held political and
occupational commitment—to
best meet the diverse needs of
their patients. Acting on this real-
ization, they broke, not without
controversy, with previous coun-
seling conventions. M
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