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1. History of the CTOP A and previous parliamentary processes.

In introducing our submission it is important to note the history of wide consultation in the development of the Choice on Termination of Pregnancy Act and the Choice on Termination of Pregnancy Amendment Act No 1 of 2008 . We would urge the committee to be mindful of:


· Repeated and unsuccessful legal challenges to the principal Act;
· The need to avoid appealing to emotion and the use of graphic materials to stigmatize termination providers and services, as well as the women who use them; and creating a climate of confusion and guilt that intimidates health workers and clients. This will only serve to restrict access to safe abortion particularly for poor women and impact negatively as before 1997 on women's health status.
· The need to be wary of misinformation, including the use of pseudo-science that draws spurious links between terminations and women's ill health
2. Ultrasound.

An ultrasound is not necessary for determining the gestational age of a pregnancy prior to termination of pregnancy. Further, in the South African context, in 2007, the International Journal of Obstetrics and Gynaecology published results from a study, conducted in public sector health facilities in South Africa, titled, 'A comparison of women's, providers' and ultrasound assessments of pregnancy duration among termination of pregnancy clients in South Africa'. This study, which was conducted jointly by international and local researchers, concluded that ultrasound was not necessary for the provision of safe abortion services. Clinical examination in this context was determined to be sufficient for estimating gestational age. (See attached paper) It is also important to note that there is a lot of variation and no proven benefit of ultrasound, different providers and different machines will get different measures even for the same woman at the same time. Nurses who have done the manual vacuum aspiration (MV A) course have learned during their practical to do proper bimanual examination to determine the length of the pregnancy.

The WHO notes in their technical guidance, Abortion: Technical and Policy Guidance for Health Systems' that an Ultrasound is not essential to the provision of safe abortion services. Trying to unnecessarily insist on ultrasound in all facilities that offer termination of pregnancy will only service to restrict safe access to termination of pregnancy for women, whereas the act aims to broaden safe access. See attached material in the appendix

3. Cervical priming and incompetence

Misoprostol is widely used in labour for cervical priming for delivery. This enables the cervix to be softened and able to open and does not damage the cervix. Misoprostol is also used for termination of pregnancy. It is used prior to provision of surgical abortion in the first and second trimester. In South Africa, nearly all first trimester abortions provided in the public sector are done in this way. In the second trimester, surgical methods are used mainly in the Western Cape. Years of experience and a few observational studies have shown these methods to be highly effective and safe for women. . There is no evidence to suggest that the use of Misoprostol is linked to cervical incompetence or apparent infertility. See http://www.misoprostol.ora/File/IJGO primina Fiala.pdf.  Misoprostol is also considered a life saving drug in instances of post-partum haemorrhage.

4. Abortion does not cause breast cancer

The International Journal of Cancer published a study in 2006 concluded that there is no link between abortion and breast cancer (see appendix). Those that suggest that abortion causes breast cancer cite a single study. This study has been criticized and referred to by academics as "Biased, Agenda-Driven (BAD) science". The study was funded by a pro-life organization, and the author has not academic affiliations. There is therefore no scientific evidence that abortion impacts on breast cancer in any way.

5. Abortion does not cause depression

In parliamentary public hearings in 1996 Professor Eleanor Nash from Valkenberg Psychiatric Hospital and UCT, gave evidence that the overwhelming emotion that women articulate after an abortion and subsequently is that of relief. Enclosed with the appendix is reference to a recent 2005 article in the British Medical Journal which shows no evidence of a relationship between abortion and depression.

6. Access and Counselling

A key provision within the CTOP amendment Act was to increase the pool of trained TOP service providers, specifically nurses in addition to midwives. This is consistent with other health system strengthening measures h, dealing with the human resources crisis, and is well accepted and described as 'task-shifting,2. DENOSA is advocating for abortion services to be included as a scarce skill for the Occupational Specific Dispensation as nurses are not being well remunerated for this service.

The principal act makes mention of the obligation of all health professionals to provide information related to abortion services. It also specifies that the counselling provided should be non-mandatory and non-directive. Counselling is about addressing the person and woman where she is - listening to her concerns, feelings and issues. The information provided to the women needs to appropriate and relevant.

There have been several attempts by anti-choice groups internationally to make counselling before abortion mandatory and directive. Opponents of these efforts argue that mandatory counselling is not necessary as it would be in addition to informed consent (which is required in most places including South Africa). The process of obtaining informed consent involves provision of a significant amount of information. In addition, opponents of efforts to make counselling mandatory and directive also note that this would place unnecessary burden on women who are seeking abortions and that this is simply an attempt by anti-choice individuals to limit access to abortion services.

The graphics that have been circulated by Honourable Dudley are clearly meant frighten rather than inform women and really do not have a place in a proper counselling session.

Appendix

Ultra sound

Blanchard K, Cooper D, Dickson K, Cullingworth L, Mavimbela N, von Mollendorf C, van Bogaert L, Winikoff B. A comparison of women's, providers' and ultrasound assessments of pregnancy duration among termination of pregnancy clients in South Africa. BJOG 2007;114:569-575.

Objective To compare providers' and women's estimates of duration of pregnancy with ultrasound estimates for determining medical abortion eligibility. Design Cross-sectional study.

Setting Public termination of pregnancy (TOP) services in three provinces. Sample A total of 673 women attending the above services for TOP.

Methods Women participating in a medical abortion feasibility study in South Africa provided estimates of pregnancy duration and date of last menstrual period (LMP). Each woman also had clinical and ultrasound exams. We compared estimates using the four methods, calculating the proportion of women in the 'caution zone' (£8 weeks gestation by woman or provider estimate and >8 weeks by ultrasound). Main outcome measures Mean gestational age by each method; difference between provider and LMP estimates and ultrasound estimates; and percentage of women in the 'caution zone'.

Results Women's estimates of pregnancy duration were 19 days fewer than ultrasound estimates '(95% CI = -27 to 63). Mean provider- and LMP-based

estimates were two (95% CI = -30 to 35) and less than one day(s) (95% CI = ​46 to 51) fewer than ultrasound estimates. Comparing provider and ultrasound estimates, 15% of women were in the 'caution zone'; this fell to 12% if estimates of 9 weeks or fewer were considered acceptable.

Conclusions

Provider estimates of gestational age were sufficiently accurate for determining eligibility for medical abortion. LMP-based estimates were also accurate on average, but included more extreme differences from ultrasound estimates. Medical abortion could be provided in TOP facilities without ultrasound or with ultrasound on referral.

http://whqlibdoc.who.int/publications/2003/9241590343.pdf See pages 60 and 63:

Staff are likely to include nurses, midwives, health assistants, and, in some contexts, physicians. Health personnel who have already been trained and have demonstrated ability to perform a bimanual pelvic examinatio'n to diagnose signs of pregnancy and to perform a transcervical procedure such as IUD insertion, . can be trained to perform vacuum aspiration (Freedman' et al. 1986, Greenslade et al. 1993). Where medical methods of abortion are registered and available, such staff can also administer and supervise the treatment (Coyaji 2000).

As with management of normal birth and of spontaneous abortion, referral arrangements must be in place to ensure prompt, higher level of care, if required.

For this reason, trained staff should be available on call during and after health centre hours, in case of need.

2.1.3 District hospital (first referral) level

District hospital level facilities should offer all primary-care level abortion services as outlined in Table 3.1, even where such services are also available at lower levels of care. Specialized elements of care are rarely required for abortion and should not be a routine part of abortion service delivery, especially where resources are limited. For example, routine use of specialized equipment such

as ultrasound for early abortion increases costs to the health system and is not necessary for the provision of early abortion (RCOG 2000). General anaesthesia should not normally be used for early abortion since it increases the risks and costs of the procedure (Lawson et al. 1994). Hospitals should therefore offer abortion care on an outpatient basis, which is safe, minimizes costs and enhances convenience to the woman. Referral hospitals that are staffed and equipped to provide emergency obstetric care are capable of managing the complications of abortion. They should therefore be prepared to accept abortion-related referrals from health care facilities throughout the catchment area.

[table of essential medical instruments-ultrasound not included]: Table 3.2 Instruments, medications and facility requirements for abortion

Depression and unwanted first pregnancy: longitudinal cohort study British Medical Journal October 2005

Sarah Schmiege, Nancy Felipe Russo

Objective To examine the outcomes of an unwanted first pregnancy (abortion v live delivery) and risk of depression and to explain discrepancies with previous research that used the same dataset.

Design Longitudinal cohort study.

Setting Nationally representative sample of US men and women aged 14-24 in 1979.

Participants 1247 women in the US national longitudinal survey of youth who aborted or delivered an unwanted first pregnancy.

Main outcome measures Clinical cut-off and continuous scores on a 1992 measure of the Center for Epidemiological Studies depression scale.

Results Terminating compared with delivering an unwanted first pregnancy was not directly related to risk of clinically significant depression (odds ratio 1.19, 95% confidence interval 0.85 to 1.66). No evidence was found of a relation between pregnancy outcome and depression in analyses of subgroups known to vary in under-reporting of abortion. In analyses of the characteristics of non-respondents, refusal to provide information on abortion did not explain the lack of detecting a relation between abortion and mental health. The abortion group had a significantly higher mean education and income and lower total family size, all of which were associated with a lower risk of depression. Conclusions Evidence that choosing to terminate rather than deliver an unwanted first pregnancy puts women at higher risk of depression is inconclusive. Discrepancies between current findings and those of previous research using the same dataset primarily reflect differences in coding of a first pregnancy.

Int J Cancer. 2006 Oct 1;119(7):1741-5. Breast cancer risk in relation to abortion: Results from the EPIC study.

Reeves GK, Kan SW, Kev T, Ti0nneland A, Olsen A, Overvad K, Peeters PH, Clavel-Chapelon F, Paoletti X, Berrino F, Kroah V, Palli 0, Tumino R, Panico S, Vineis P, Gonzalez CA, Ardanaz E, Martinez C, Amiano P, Quiros JR, Tormo MR, Khaw KT, Trichopoulou A, Psaltopoulou T, Kalapothaki V, Naael G, Chana​Claude J, Boeina H, Lahmann PH, Wirfalt E, Kaaks R, Riboli E.

Cancer Research UK Epidemiology Unit, University of Oxford, United Kingdom.

The role of spontaneous and induced abortion on breast cancer risk is examined among 267,361 women recruited into the European Prospective Investigation into Cancer and nutrition between 1992 and 2000. The data were collected from 20 centers, across 9 countries, and included information on a total of 4,805

women with breast cancer, of whom 1,657 reported having ever had any type of abortion. Overall, the relative risk of breast cancer in women who reported ever having had a spontaneous abortion was not significantly elevated when compared with women who reported never having had such an abortion (RR = 1.07, 95% CI = 0.99-1.14). However, there was some evidence of a slight increase in the risk of breast cancer among women who reported having had 2 or more spontaneous abortions (1.20, 1.07-1.35). The relative risk of breast cancer among women who reported ever having had an induced abortion when compared to women who reported never having had an induced abortion was 0.95 (0.87-1.03). Overall, the findings provide further unbiased evidence of the lack of an adverse effect of induced abortion on breast cancer risk.

This large and recent study conducted by the leading UK Cancer Research group, concludes that there no evidence between abortion and breast cancer

