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CROSSROADS: WHERE MEDICINE AND THE HUMANITIES MEET

Abortion in Medical School Curricula

Atsuko Koyama*, MD, MPH, Robin Williams, MD

Studies show that in a group of five women- your
mother, sister, aunt, daughter, girlfriend- two of them
will have an abortion by age forty-four (1). Although
this statistic varies by several factorsincluding race and
marital status, abortion is one of the most commonly
performed surgical procedures in the United States and
Canada (1, 2).

Abortion is a safe, legal and common procedure, yet
it is not routinely taught in medical schools (3, 4). In
fact, there are no requirements that abortion be included
in medical school curricula (5). Because it is so
common, it is important for medical students to learn
about abortion- the technical aspects of the different
types of procedures, as well as the social, global and
public health issues involved in abortion provision.
Regardless of an individual physician's personal beliefs
about abortion, every physician has a responsibility to
help patients achieve optimal mental and physical
health, to inform patients of their reproductive health
options, and to serve as patient advocates. Only through
comprehensive education and training will future
physicians be able to meet the reproductive health needs
of women.

BACKGROUND: A GLOBAL PERSPECTIVE

To understand the importance of abortion from a
public health perspective, one need only look at
abortion incidence and maternal morbidity and
mortality. Unintended pregnancies account for 40% of
pregnancies in the developing world and 50 to 60% in
the United States and Eastern Europe (6). Globally,
more than a quarter of women who become pregnant
either have an abortion or an unwanted birth (7). Recent
statistics show that in the U.S. and Canada, 2 to 3 out of
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10 pregnancies end in abortion, and up to 40% of
women will have an abortion during their reproductive
life (1, 2, 7-10). These figures demonstrate that many
physicians and medical students who include women in
their clinical practice will inevitably treat someone who
has had an abortion.

Of the 46 million women who obtain abortions
worldwide, 20 million of them obtain illegal abortions,
resulting in 70,000 deaths per year (7, 10). Maternal
mortality rates from abortion in developing countries
are estimated to average 330 deaths per 100,000
abortions, with the rate in Africa approaching 700
deaths per 100,000 abortions, a rate hundreds of times
higher than that of developed countries (7).

The high mortality rates from abortions seen in
developing countries are unheard of in developed
countries such asthe U.S. and Canada where abortion is
legal (7, 11). When abortion is provided by trained
medical professionals, it is one of the safest surgical
procedures (2, 10). In the United States, the death rate
from abortions is less than 0.6 per 100,000 procedures
(7, 12). Although deaths caused by abortions arerare in
the U.S. and Canada, it is important for medical
students to learn about the effects of illegal abortionsin
order to appreciate the importance of safe, legal
abortionsto maternal health. AsDr. Mildred S. Hanson,
an abortion provider who began providing before Roev.
Wade, said,

"We have to let young women and men know the tragedy and the
horror of illegal abortion...And young doctors especially must
redlize what it was like when abortion wasiillega" (13).

THE LEGALITY OF ABORTION

Not every pregnancy is planned, and as shown by the
high maternal mortality rates in countries where
abortion isillegal (7), access to safe, legal abortion is a
key component to women's health. In the United States,
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in 1973, the Supreme Court recognized for the first time
that the constitutional right to privacy "is broad enough
to encompass a woman's decision whether or not to
terminate her pregnancy,” providing the possibility of
safe, legal abortions for American women (14). In
Canada, the right to safe, legal abortion was recognized
by the Supreme Court of Canada in 1988 in the
Morgentaler decision (15). In this landmark case, the
abortion law requiring the approval of a therapeutic
abortion committee before allowing women to have an
abortion was struck down as it violated awoman's right
to life, liberty and security of the person (15).

The rates of safe abortions substantially increase with
the legalization of abortion, and the complication and
death rates from abortion decrease, yet the overall rates
of abortion do not substantially change simply because
abortion is legal (7, 11). This suggests that the reasons
women have abortions are not affected by the legality or
safety of abortion, but rather, by the life circumstances
of the woman.

While this situation is alarming, a recent UK
authority (which provides some guidance in Australia)
considers the proposition that the duty of confidentiality
of a medical practitioner or researcher will not be
breached where commercial use is made of de-
identified (anonomised) data without the consent of the
source of that information. The UK Court of Appeal
held that anonomised information can be sold to
commercial third parties without liability provided that
the personal privacy of the information is protected.

WHO HAS ABORTIONS

In 2000, U.S. women of all ages, races,
socioeconomic status and marital status had abortions
(16). The highest rates were among women who were
unmarried, poor, black or Hispanic, or aged 18-29 (16).
Forty-three percent of women who have had an abortion
identified themselves as Protestant, and 27% as
Catholic (16). Sixty-one percent of women had
previously had one or more births (16). Abortion rates
were inversely proportional to income level (16).

The reasons women have abortions are many and
complex, and they are similar worldwide (6, 7). The
timing of births, the desire to control family size,
socioeconomic reasons, relationship problems, age,
marital status, maternal health, and fetal defects are all
reasons women give for having an abortion (6, 7).

ACCESSTO ABORTION SERVICESIN CANADA
AND THE U.S.

In spite of the legality of abortion in the U.S. and
Canada, many women continue to lack access to
abortion services. Two factors in particular- the

declining number of abortion providers and a changein
the distribution of abortion facilities- have significant
adverse consequences for women's health, particularly
for poor and rural women (17, 18). In Canada, only
17.8% of hospitals provide the service, and some
provinces have no provider (17). Similarly, in the
United States, in 2000, 87% of counties had no provider
(18).

A variety of factors have contributed to the decline in
the number of providers. They range from physicians
personal moral aobjections to fears of becoming targets
of violence or harassment (19-26). In addition, certain
laws in the U.S. targeting abortion providers create
barriers, while physician-only laws restrict other
medical personnel such as nurse practitioners from
providing abortions (27, 28). Abortion education in
medical schools and residency programs is limited,
which has been shown in several studies to decrease the
likelihood of physicians choosing to provide abortions
(25, 26, 29, 30). Lastly, Catholic hospital mergers have
contributed to the lack of training opportunities while
also decreasing the number of facilities offering
abortion services (31-33).

The effect of the decrease in the total number of
abortion providers is compounded by a related trend: a
decrease in the number of hospital- based abortion
services. Data from 1998 and 2000 in the U.S. show an
18% and 14% loss, respectively, in the number of
hospitals providing abortions (18, 34). Although
hospital abortions constitute only 5% of total abortions
performed (18), this decrease disproportionately affects
poor and rural women, who rely most heavily on
hospital emergency rooms for medical care and who
must travel great distances to obtain abortion services
(8, 17, 18). In addition, abortions performed in clinics
are not always covered by Medicaid in the US or
Medicare in Canada (17, 18). The decrease in hospital
abortions also negatively affects the education of
medical students and residents, who receive the
majority of their training in hospital settings (17, 18,
35).

ABORTION IN MEDICAL SCHOOL
CURRICULA: THE REALITY

As 48% of women aged 30-34 in the U.S. have
experienced an unintended pregnancy, and 4 out of 10
women seek abortion services sometime during their
reproductive life, the lack of abortion education in
medical curricula significantly affects medical students
ability to address women's reproductive needs (1).

Espey et al. (2005) (3) surveyed Obstetrics and
Gynecology clerkship directors to determine the extent
of abortion education in U.S. medical schools. They
found that 17% of schools had no abortion education at



Vol. 8 No. 2

Abortion in Medical School Curricula 159

al and that in many other schools, coverage was
minimal (3). One organization, Medical Students for
Choice (MSFC), is currently surveying medical schools
in the U.S. and Canada about their individual curricula
The preliminary results of MSFC's study of the
reproductive health content of preclinical medical
education found that nearly 40% of the more than 50
schools surveyed do not teach any aspect of abortion in
the preclinical years (4). Indeed, the study found that,
on average, more class time is dedicated to Viagra than
to abortion procedures, pregnancy options counseling,
or abortion law and policy (4). This glimpse into U.S.
and Canadian medical curricula reveals that abortion is
not a standard component of preclinical education.

ABORTION IN MEDICAL SCHOOL
CURRICULA: THE GOAL

The teaching of abortion in medical schools and
residencies is supported by numerous professional
organizations, such as the American Medical Women's
Association (AMWA) and other international health and
human rights organizations (10, 36-39). Abortion
education in medical school curricula should include
descriptions of the different methods and procedures of
medical and surgical abortions, as well as pregnancy
options counseling, contraception, and a more global
view of abortion, such as abortion from a human rights
prospective and the effects of unsafe abortions on
maternal health. If abortion were taught in this way,
graduating medical students would understand not just
the how of abortion, but the why, resulting in more
compassionate care (2). This will also help to de-
stigmatize the procedure, possibly encouraging medical
students to become future providers.

There are many resources available for teaching
pregnancy options counseling and contraception. Anne
Baker's "Abortion and Options Counseling: A
Comprehensive Reference" and the American College
of Obstetricians and Gynecologists "Pregnancy
Choices: Raising the Baby, Adoption and Abortion™ are
excellent resources for discussing pregnancy optionsin
the classroom (40, 41). For discussing contraception,
Family Health International provides a slide set called,
"Contraceptive Technology Expert." (42) The slide set
covers topics such as injectables, lactational
amenorrhea, postpartum contraception, and intrauterine
devices and includes teaching modules with narrative,
slides, audience handouts, references and reprints of
scientific articles (42). Lastly, for students and
professors interested in improving reproductive health
education or developing a comprehensive reproductive
health elective, the AMWA Reproductive Health Model
Curriculum is an excellent resource (43).

In discussing abortion beyond the technical and

individual aspects and expanding the discussion into
abortion and comprehensive reproductive health as a
human right, The Society of Obstetricians and
Gynecologists of Canada sets out recommendations on
how physicians can put reproductive health in a human
rights perspective (36). A recommendation pertinent to
medical education is that ethical and human rights
principles be addressed early in medical training (36).
Topics of discussion could include how stereotypical
gender roles, power imbalances between men and
women, cultural standards and the level of women's
empowerment in society are linked to women's
reproductive health (36).

CONCLUSION

Abortion, as one component of comprehensive
reproductive health care education, should be a standard
part of medical school curricula. The public health
reasons for providing safe abortions, the number of
women seeking the procedure, and the human rights
implications involved, all contribute to making abortion
an essential part of medical school curricula. If your
school is not teaching you what you need to know to
provide women with comprehensive medical care, here
are some suggestions for how you can make a
difference.

Actions to take: ask questions about medical abortion
in pharmacology, pregnancy options counseling in
behavioral science, and abortion procedures during your
obstetrics and gynecology clinical rotation. Get
involved in curriculum committees, support your local
providers and professors who are including abortion in
their curricula, and encourage your peers and faculty to
talk about the myriad of issues around reproductive
health. Most importantly, find your like-minded peers
and work together to create change and make a
difference in your schools.
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