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Termination of Pregnancy
– A/Prof Kuruvilla George
Discussing Abortion in a Spirit of Love, Tolerance and Acceptance

As a young medical student in India in the 1960’s, I was actively involved with the local Evangelical Union (EU). EU is the 

Indian counterpart of the Christian Union (CU) in Australia. In those days, when it came to ethical issues I had no doubts in 

my mind as to what was right and what was wrong. Every issue was clearly black or white.

As I have gotten older and my hair (or whatever is left of it) has become greyer, I have become more unsure of many things in life. 

Rather than being clearly black or white, many issues fall in the grey zone. God has continued teaching me lessons and an important 

one has been accepting people as they are. Even Christians differ in our views about many things in life, including ethical issues.

“Rather than judging or trying to change others, my role is to accept people as they are. I cannot change another human being, 

only God can.”

Rather than judging or trying to change others, my role is to accept people as they are. I cannot change another human being, only 

God can. When I accept people, God will do the work of changing, if needed.

Why am I sharing my personal journey? Abortion or Termination of Pregnancy was an ethical issue where I once had very black and 

white views, which have become greyer over the years.

Many of those reading this issue of Luke’s Journal may remember that abortion was an issue which nearly split our Fellowship some 

years ago. As a result, the topic was rarely talked or written about, due to the potential for division. It was therefore a great 

encouragement to me personally that the Ethics Management Team (EMT) of the CMDFA was able to publish a “Discussion Paper” 

on Termination of Pregnancy a couple of months ago.

“It would have been unthinkable a few years ago for us to have such a discussion as a Fellowship regarding ‘Termination of 

Pregnancy’. Praise God that we can do this now in a spirit of love, tolerance and acceptance.”

The overturning of the Roe v Wade decision by the US Supreme Court in June this year has led to discussions at many of our 

workplaces and also among the general population in Australia. It is wonderful that we are able to have a mature debate about the 

Issue in this edition of Luke’s Journal. Various authors from different professional backgrounds including ethicists, obstetricians, 

Foetal Maternal Specialist, Paediatrician, Theologian, Counsellor GP Obstetricians and GP’s have contributed  to this very 

interesting edition. Some contributors have answered a number of specific questions put to them while others have written their 

thoughts without specifically answering the questions raised.

It would have been unthinkable a few years ago for us to have such a discussion as a Fellowship regarding ‘Termination of 

Pregnancy’. Praise God that we can do this now in a spirit of love, tolerance and acceptance.

https://lukesjournalcmdfa.com/2022/08/07/emt-discussion-paper-on-the-ethics-of-termination-of-pregnancy/


Some of the authors have been happy to have their names and images published while others have contributed anonymously due to

the risk of a backlash from their employers, colleagues or patients.

Unfortunately, this is the reality in an increasingly “woke” and “cancel” culture we live in. How do we as Christians in health care

respond to this? I was reminded in my devotional reading last night the verse from Micah 6:8, “He has told you, O man, what is good;

And what does the Lord require of you but to do justice, to love kindness, and to walk humbly with your God”.

A/Prof Kuruvilla George (KG) 
Kuruvilla George (KG) is a retired geriatric psychiatrist from public service in 

Victoria. KG is currently involved with a number of Christian organisations 

including being on the Board of the CMDFA. He is also the board representative 

on the Ethics Management Team (EMT). KG is married to Margaret and they 

have four children and four grandchildren

. 



A Good Argument about Abortion
– Dr Denise Cooper-Clarke
How are we to conduct public discourse?

The plumbline doesn’t judge disagreement. But it does hold me and each of us to account for how we disagree.
– Archbishop of Canterbury Justin Welby in his presidential Address to General Synod, 2015

On June 24, 2022, in Dobbs v. Jackson Women’s Health Organization the US Supreme Court ruled that the US Constitution does not

confer a right to abortion. This ruling overturned Roe v. Wade (1973), giving individual states full power to regulate abortion. Roe v.

Wade itself did not grant an absolute right to abortion. Rather the Justices sought to balance pregnant women’s privacy rights with the

right of the state to protect human life and ruled that the balance shifted as pregnancy advanced. Dobbs leaves the question of the

legality of abortion and its regulation to individual US States. Some States have moved to restrict even first trimester abortions to

varying extents once Dobbs permitted this.

Responses to Dobbs ranged from celebration to grief, including among Christians. Some saw it as an answer to prayer, that would save

many (foetal) lives. Others saw it as a disaster that would cost many (maternal) lives. A flood of commentary was generated on

mainstream and social media, including here in Australia. Dobbs was a legal judgement about the US Constitution, not a statement

about the morality of abortion, yet most articles were not directed at the Constitutional question, but at the moral question, and much

of the commentary was extremely polarised.

This article does not address the morality of abortion as such, but the way the arguments about it are conducted in public discourse.

Reading the reactions to Dobbs on social media made me feel uneasy. I was interested to explore what kind of arguments would be

persuasive – that is, that might actually shift someone’s thinking a little, or even change their minds. A friend recommended two books

Shvets Production – Pexels

1that might be helpful: How to Think by Alan Jacobs and Good Arguments by Bo Seo.2 Here I apply some of what I learnt from these 

books to an examination of two articles posted on social media by Christians in response to Dobbs.



 The second was a response:

There are two reasons why we might think that debate is not the right framework for the discussion of abortion.

First, debate dichotomises views. As Seo (p270) acknowledges, debate is a “winner-take-all kind of game”.  The debaters must adopt

either a ‘yes’ or ‘no’ position and argue either for or against a given proposition.  The adjudicator and audience must declare a winner

and a loser. And yet, as Seo (p267) observed, “Many people left the debate room feeling that the issue was complicated, that the other

side had some good arguments; that ambivalence could be a considered position”.

In relation to abortion, most people’s views do not fit neatly into ‘yes’ and ‘no’ categories.  They might be ‘maybe’ or ‘it depends’. A

wide variety of views exist in relation to both the morality of abortion and to whether and under what circumstances abortion should

be legal. These issues are related but distinct. For example, it is possible to take the view that while abortion is generally immoral, it

should not generally be illegal. We may consider that abortion is more or less morally justified depending on the circumstances,

including how far the pregnancy is advanced. Few people would take an extreme view that on the one hand, abortion is never justified,

or, on the other, that there should be no restrictions at all on abortion, even up to and including during labour. It is not as simple as

choosing between being absolutely ‘pro-life’ and absolutely ‘pro-choice’.

Secondly, debate might not be the appropriate way to frame abortion discourse is that debate is adversarial. Jacobs (p96) observes that

“One of the most deeply embedded metaphors in our common discourse (is) the one that identifies argument as a form of warfare”. In

debate, we use the language of attacking and defending, demolishing an argument, or being shot down. We conceive those with whom

we disagree as adversaries, opponents or even enemies:

Seo (182) agrees that there is “a style of argument aimed not at the discovery of truth but at victory over an opponent by any means”.

2

 2

There are many situations in which we lose something of our humanity by militarizing discussion 
and debate; and we lose something of our humanity by dehumanising our interlocutors. When 
people cease to be people because they are, to us, merely representatives or mouthpieces of 
positions we want to eradicate, then we, in our zeal to win, have sacrificed empathy: we have 
declined the opportunity to understand other people’s desires, principles, fears. And that is a great 

price to pay for supposed “victory” in debate.1 (p98)

2 



An inquisitorial model would be more helpful than an adversarial one in framing nuanced discussion of a complex and sensitive topic

such as abortion. Examples of suitable questions would include “Under what circumstances might a Christian doctor be justified in

performing a termination of pregnancy?” and “What factors should a Christian couple take into account when faced with a

decision to terminate a pregnancy or not after a diagnosis of foetal abnormality?”

Despite the problems with the debate model, Seo believes that the principles of formal debate can teach us a great deal about how to

have good arguments. What he means by a good argument is implicit in the subtitle of his book: How Debate Teaches us to Listen and

Be Heard. According to Seo, an argument begins with a conclusion – a fact, a judgement or prescription (something that should be)

that the debater wants the listener to accept. This conclusion is the topic of the debate. It must be clear and specific. ‘Abortion’ is too

general a topic. More specific topics could be:

“That the life of a foetus is inviolable from the moment of conception”;

“That there should be no legal barriers to women accessing abortion in the first trimester”;

“That danger to the mother’s life or cases of rape and incest are the only valid moral reasons for abortion” or

“That unrestricted access to abortion is necessary for the equality of women”.

In formal debate, the conclusion must then be backed up by a main claim and a set of supporting reasons and evidence, where the

main claim must link plausibly back to the conclusion. Therefore, there are two burdens of proof – the claim must be factually correct

or believable and it must plausibly link to the conclusion, that is, it must be demonstrated to be relevant to the conclusion.

Let’s then look at the argument between Winter and Campbell using these criteria.

Both posts are grounded in the assumption that the decisive factor in determining the morality of abortion is the determination of the

moral status of the foetus. As I have previously observed, “It is as if the foetus exists in isolation from a woman’s body” (p210). The

experience, interests and welfare of women are touched upon briefly by both authors but are not central in the debate.

The topic that Winter debates is his conclusion: That “Christian support for legislation prohibiting abortion is a cultural and political

stance,” or, as the headline has it, “being anti-choice is a cultural and political decision, not a biblical one”.

Winter’s main claim (the reason for his conclusion) is that “The Bible is silent on abortion”. More specifically, he claims that the Bible

says nothing directly about (induced) abortion, and that “the indirect evidence relating to biblical perspectives on the sanctity of life is

deeply conflicted”.  He gives reasons for these claims based on biblical texts, and then as supporting evidence he cites a section of the

Mishnah to demonstrate that “one of the two major religious traditions (Judaism) that looks to the Bible as an authoritative text clearly

affirms the moral necessity of abortion in certain cases”. Anticipating the objection that early Christian texts outside the New

Testament did prohibit abortion, he attributes this prohibition to “cultural accommodation to the Greek/Platonic idea that the foetus is

a living being”, “predicated on assumptions the foetus is a person”.

Winter says that Jesus’ attitude would have been the Jewish rather than the Greek one: “the principle of the priority of saving life”.

Hence, he argues that Christian opposition to the legalisation of abortion “has nothing to do with the Bible” and concludes that

“Christian support for legislation prohibiting abortion is a cultural and political decision”.

Many points could be made in response to Winter’s argument. One could argue that it is not merely a Platonic/Greek idea but self-

evident that a human foetus is a living human being; whether he or she is a ‘person’ entitled to the same protection as you or me is

what is in dispute. Citing the Mishnah does not really advance Winter’s argument, as the quoted passage deals with the most extreme

case of a conflict between the life of the mother and the foetus. Few opponents of abortion do not allow this exception.

“But to get to the heart of the matter, to rebut an argument one only needs to show that the main claim is untrue or that it

does not lead to the conclusion.”

But to get to the heart of the matter, to rebut an argument one only needs to show that the main claim is untrue or that it does not lead

to the conclusion. One can do the latter by questioning the logic or relevance of the link between the main claim and the conclusion.

(p89-90). In the case of Winter’s argument, his conclusion does not follow logically from his main claim. Many Christian ethicists

concede that the Bible does not directly address the question of induced abortion, and that the texts often cited in support of the

5 

2



human foetus having the same moral status as a born human are ambiguous. Yet they do not conclude that opposition to abortion is “a

cultural and political decision”.

Winter gives no reasons for drawing his conclusion that are related logically to his main claim. There seem to be some missing steps

that he would need to make explicit and justify for the silence of the Bible on the morality of induced abortion and the moral status of

the foetus to necessarily entail:

1) that the Bible is irrelevant in making an argument against abortion and

2) even more importantly to his argument that the only alternative to opposition to abortion being biblical is that it is cultural and

political.

First, it is simply not the case that the Bible is irrelevant to the issue of abortion. Many Christian ethicists argue from the Bible that

abortion is generally immoral (often allowing for limited but important exceptions) without relying on the ‘proof texts’ Winter

discusses. For example, Australian ethicist Michael Hill says (p446) that “The biblical writers do not explicitly address the issue of

abortion…. But silence is no argument. We will have to consider the overall perspective of the Scriptures and draw out any legitimate

implications for this topic”. (p207). Richard Hays argues that while “The Bible contains no texts about abortion”, the New Testament’s

“portrayal of God as the author and giver of life creates a general presumption against the termination of life” (p455-456). The

principle of love for neighbour and care for the most vulnerable can be applied to foetuses as well as to women, as can “the principle of

the priority of saving life”. One can argue that while the Bible leaves room for doubt as to the moral status of the foetus, one should

where possible give the foetus the benefit of the doubt. Andrew Sloane (p182) writes that “(T)he wrongness in general of abortion

doesn’t depend on saying that an embryo counts as a full-fledged human being from conception”. One particularly interesting

approach is that of pro-life feminist Sidney Callahan (p623), who argues that “women can never achieve the fulfilment of feminist goals

in a society permissive toward abortion”.

Second, a cultural and political basis for opposition to abortion is not the only alternative to a biblical basis. There is another obvious

alternative – that it is moral. There are moral arguments against abortion that do not depend in any way on the Bible. Indeed, both

opponents and supporters of abortion are agreed that abortion is a moral issue. Whether one argues that it is wrong to kill a foetus or

that it is wrong to deny women access to abortion, the arguments used are moral ones. Certainly, Winter is right to remind us that

political and cultural factors influence people’s views, perhaps very significantly in some cases. But this is true of both support for as

well as opposition to abortion. His conclusion that being ‘anti-choice’ is simply a cultural and political decision ignores the reality that

thoughtful opposition to abortion is based on moral reasoning, whether biblically or philosophically based or a combination of the two.

Winter may not agree with that moral reasoning, but he does not say so and he does not engage with it.

I turn now to Campbell’s response to Winter’s post. His position seems to be the exact opposite of Winter’s, and this is explicit in the

title of Campbell’s post: “No…you are Wrong…’” Where Winter asserts that the Bible has ‘nothing to do’ with Christian support for

legislation prohibiting abortion, Campbell asserts that ‘the Bible is clear’ about abortion. Where Winter asserts that the view that the

foetus is a person derives from Greek/Platonic thought, Campbell asserts that this view is clear in the Bible.

Campbell chooses not to address the relevance of Winter’s main claim to his conclusion but rather attempts to demonstrate that the

main claim is untrue, and that the Bible is not silent on abortion. However, what he actually demonstrates is that there are rival

interpretations of texts such as Psalm 139 and Jeremiah 1:5. This is also true of Exodus 21: 22-25, that Winter cites as supporting the view

that the foetus has a lower moral status than the pregnant woman. As Verhey observes of this text, “The passage has been quoted on all
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sides of the abortion debate… Such inferences are seldom made over-against the position on abortion with which the interpreter

starts”.  Individual biblical texts can be and have been used to argue for a ‘pro-life’ or a ‘pro-choice’ view, and it is ‘bad faith’ to suggest

that they unambiguously support one view or the other. 

“Both Winter and Campbell assume without giving reasons that a living human being is a ‘person’. This is an example of

begging the question, because that assumption is precisely what is contentious in the philosophical discussion of

abortion”. 

Both Winter and Campbell assume without giving reasons that a living human being is a ‘person’. This is an example of begging the

question, because that assumption is precisely what is contentious in the philosophical discussion of abortion. One does not need to

deny that the foetus is a living human being (that, I believe is the ‘biological fact’) to deny that s/he is a ‘person’, that is, someone to

whom the proscription of murder applies. Further, there is an argument that even if the foetus is a person, this does not imply that

abortion is always wrong. On the other hand, philosopher Donald Marquis makes an argument that even if the foetus is not a person,

that does not mean that abortion is not generally immoral.

Campbell counters Winter’s use of a passage from the Mishnah with a first century Jewish text that says that “a woman should not

destroy the unborn in her belly”.  This, together with the Mishnah quote, demonstrates that Jewish thought soon after the New

Testament period had a more nuanced view of abortion and the moral status of the foetus than is captured in the dichotomy between

‘pro-life’ and ‘pro-choice’.

 Are Winter’s and Campbell’s posts good arguments?

Seo (p176-177) formulates several rules for good debates on controversial issues: “a debate must not question the equal moral standing

of persons (involved in the debate)” and must give “due and equal consideration” to the opposing arguments”, based on the

assumption that “there are two reasonable sides to the issue”.  Neither Winter nor Campbell appear to do this.

Is either post likely to be persuasive? A study of Reddit: Change My View showed that “The more persuasive posts tended to

acknowledge uncertainties and qualifications”. (p290). Neither Winter nor Campbell do that. Each might have acknowledged that

Christians may legitimately differ over the morality of abortion and under what conditions, if any, it should be legal; and that

Christians do not fall neatly in to extreme ‘pro-life’ or ‘pro-choice’ positions.

But are these posts actually intended to persuade? Or are they rather illustrations of Seo’s observation (p292) that “(o)ne of the worst

elements of online disagreement was that participants seemed less interested in changing one another’s minds, or even in discussing

the question in hand, than in signalling to the crowd their virtues and affinities”.

Both Winter and Campbell might have been more persuasive by showing more respect for their ‘opponents’. Winter seems to dismiss

those Christians who believe there should be legal prohibition of at least some abortions as having no serious moral reasons for their

position. He identifies them with the ‘Christian Right’ and supporters of former-president Trump. Campbell is much more overtly

derisive: “colander approach to the Bible”; “false as the yeti and the bunyip”; and “he falls shorter than teeing off a 5 par hole with a

breadstick”. Seo (p103) observed that “when we chose to mock an opponent’s missteps or attack their character, we exempted

ourselves from the much harder task of wrestling with the actual disagreement at hand”.

“Much of the so-called debate about abortion is counterproductive in that it further polarises rather than facilitating

respectful listening and understanding of different views”.

Much of the so-called debate about abortion is counterproductive in that it further polarises rather than facilitating respectful 

listening and understanding of different views. The intended audience is not the one with whom one disagrees; but rather one’s own 

tribe who already tend to agree with the writer. It might be categorised as ‘playing to the gallery’.

Christians will be more persuasive when they demonstrate grace, kindness, gentleness, patience and humility when writing or 

speaking on controversial topics. We might not think this is the best way to ‘win’ an argument, yet according to biblical wisdom,

“A gentle answer turns away wrath, but a harsh word stirs up anger” (Proverbs 15:1) It is difficult for people to change their minds on 

significant moral issues. As well as using logical arguments, if we are to be persuasive, we need to demonstrate that we can be trusted 

to take the other person and their views seriously, and that we are open ourselves to being persuaded.

11

12

13 

10

2

2

2

2

https://www.reddit.com/r/changemyview/
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Roe V Wade: A Collaborative Interview Panel 
– Edited by Dr Catherine Hollier
A diverse panel of professionals share their opinions

Editor:

On June 25, 2022, the US Supreme Court overturned the Roe v Wade decision of 1973.  There have been reverberations across

Western societies, including in Australia, with rallies, protests and vehement posting on social media. 

What is Roe v Wade and what does it mean that the ruling has been overturned? What does that mean in the Australian

context?  As Christians, how might we engage our peers in discussion about the termination of pregnancy in a helpful way? 

We asked a number of people from diverse fields to respond to questions distilled from an interview in “Uncommon Pursuit” about

this topic. The following is a panel of responses to those individual questions.Others preferred to write more generally –

see articles by an Obstetrician, Dr Joseph Thomas, Dr Lachlan Dunjey.  

Note: The Luke’s Journal editorial team is aware that this article has political implications and

that, since publication, legislation may have changed nationally or in your state of residence

and practice. Luke’s Journal advises that you contact your State chair if you have any questions

or concerns regarding implications for your clinical practice.  Please note that opinions of the

authors are not necessarily the views of Luke’s Journal or the Christian Medical and Dental

Fellowship of Australia (CMDFA).

Why do you think there has been such an intense reaction in Australia to the
overturning of Roe v Wade in the USA?

GP Obstetrician:

I am not an expert on culture, but I would say that most ideas that permeate our culture in Australia are the same as those in the US,

especially with the rise of the internet and social media. Given that abortion is common (there are an estimated 50,000-100,000

abortions per year in Australia) with 1 in 6 women having had an abortion, it is something of relevance to society. Given its prevalence,

https://uncommonpursuit.net/
https://youtu.be/rY5l0Tj4cxA
https://lukesjournalcmdfa.com/2022/09/28/context-is-everything-roe-vs-wade-discussion-anonymous/
https://lukesjournalcmdfa.com/2022/09/28/finding-a-third-way-when-things-fall-apart-dr-joseph-thomas/
https://lukesjournalcmdfa.com/2022/09/28/roe-vs-wade-2022-dr-lachlan-dunjey/


it is likely that many people have personally experienced, or been involved with a friend of family member obtaining an abortion. This

unresolved emotion and guilt are potentially the fuel for this discussion.

GP Obstetrician:

Australia likens America to an older sibling who is a few steps ahead of us in decision-making and trends.  Since the sexual revolution

that began in the 1960s, laws around no-fault divorce, sexual relationships, as well as access to contraceptives and termination of

pregnancy have continued to broaden. The right to privacy has been a significant driver in law reform. Access to termination of

pregnancy has continued to increase over the last 60 years. Laws evolved to make it easier to access, portraying it no longer as a crime,

but instead as a normal part of women’s reproductive health care.

Abortion law in Australia is governed by the states, with no local equivalent to Roe v Wade to control this federally. Australian law has

followed the trend of increased access to termination of pregnancy, with every state removing abortion from the criminal code

between 1998 and 2021. WA was the first state to do so and South Australia was the last.  

Roe v Wade was a landmark case in America where the right to privacy was ruled to include access to termination of pregnancy in the

first trimester. This gave federally endorsed access to abortion to 12 weeks irrespective of state law, allowing the states to then decide

beyond this what was legal in their jurisdiction. With Roe v Wade overturned, the authority has been given back to the states. This

brings US abortion law in line with Australia’s approach.

The intense reaction seen in Australia is in part due to a misunderstanding of what Roe v Wade actually means legally, with a lack of

awareness that this is bringing America in line with how Australia legislates abortion already. However, due to the wider spectrum of

state values in America, with many conservative governments, the overturning of Roe v Wade has resulted in abortion clinics closing

and women having increasingly limited access to termination of pregnancy services now that federal protection has been withdrawn.

The media does not help. For example, significant hype has grown around issues like ectopic pregnancy, with claims that women will

be left to die and unable to access care if they find themselves in this situation. Let me illustrate with a statement from a woman, in

response to ABC’s coverage of Roe v Wade in Australia:

“I am really, really scared that [the US ruling] is going to come to Australia…so much so that I don’t want to fall pregnant.” 

This quote demonstrates the huge misinterpretation that exists in the community about what the overturning of this law actually 

means. It is almost laughable. Regarding access limitations to care for women with ectopic pregnancies, no woman in any jurisdiction 

would be denied life-saving medical care for this type of non-viable pregnancy.  This is due to the significant threat it poses to the 

woman’s life and the lack of any chance of viability for the baby if developing in the fallopian tube, where most ectopic pregnancies 

occur. 

News reports also like to focus on the rare but heart-wrenching and complex stories about minors who, having been raped, have 

difficulty accessing abortion services. These represent only a tiny proportion of those affected by this issue. However, it has been used 

as a cover story to highlight why abortion should be widely accepted and available to all.

Bioethicist: 

The overturning of Roe v Wade seems to have alarmed some Australian activists that legislated abortion rights can be removed in 

modern times (and remember that abortion is big business). My concern is that there have now been calls for abortion on demand, 

bypassing any medical or legal screening processes, as they are framed as an infringement on autonomy. Similarly, Medicare rebates 

for medical abortions are also being discussed. We have seen this also in euthanasia legislation, where proponents see safeguards for 

patients as barriers to access. It risks reducing the agency of the doctor in medical decision-making and increasing the danger to the 

patient.
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It’s hard not to be both cliched and hyperbolic in describing local and international reactions to the US Supreme Court’s recentc 

overturning of the long-standing constitutional protection of access to abortion services. Suffice to say it’s been met with both glee and 

anger, celebration and anguish. It seems to have deepened the cultural and political divides that have plagued Western democracies.

Evidence of the erosion of public discourse has been demonstrated through sloganeering, instead of reasoned discussion, the 

demonising ‘othering’ (to use an ugly neologism) instead of courteous disagreement. This seems to eclipse the possibility of nuanced 

conclusions on contentious ethical matters or laws that seek to minimise harm rather than legislate morality. This erosion of reasoned 

debate might even give credence to the notion of ‘culture wars’: that we face a battle in society between those who stand for ‘traditional 

morality’ and those who seek to erode it for their own personal and political ends.

At the  risk of inflaming sentiment or being labelled as a naive victim of an insidiously successful propaganda, I don’t believe the

‘culture wars’ narrative. But even if it was true, I would invoke the long history of Christian conscientious objection and seek to be a 

voice of peace, perhaps providing a haven and comfort to those wounded by it. More to the point, perhaps, I am of the view that the 

Scriptures, when rightly interpreted, do not support the kind of ‘right to life’ ethic that opponents of Roe v Wade have raised. All these 

beliefs colour my responses to the questions that we have been asked with regards to the Court’s decision. So, allow me to turn to the 

question.

It buys into the ‘culture wars’ narrative. For many who support women’s access to abortion services, the overturning is an illegitimate 

intrusion of moral and religious views into politics and the law. They are of the opinion that these views belong in the realm of private 

opinion, not public policy. Moreover, this imposition reflects patriarchal and misogynistic attempts to control women and their bodies, 

and a desperate attempt by conservative Christians to cling to the vestiges of their waning political power.

To those who oppose access to abortion services, the overturning represents a victory in the fight against the undermining of the

‘Judaeo-Christian ethos’ in Western culture. For those who believe that a human person comes into being from the moment of 

conception, it also safeguards the lives of vulnerable people who are unable to speak for themselves.

We’re hearing the terms ‘pro-life’ and ‘pro-choice’ being used in commentary
around Roe v Wade – can you comment on whether these are helpful to use? If not,
are there more helpful terms we can use?

GP Obstetrician:

One of the things that discourage me to engage in public discourse is the simplification of complex issues down to sound bites. People

love to be able to simply classify someone as either ‘on their team’, or ‘on the opposition’. This leads to confirmation bias by isolating

people into groups that think similarly. Individuals are more complex than the groups. Only by engaging the individual can real

discussions ensue. Jesus was often asked dichotomous questions, sometimes to trick him. Jesus refused to respond only with a  ‘yes’ or

‘no’ and would often turn a question back on the asker, or tell a story that illustrates the nuance and depth of the true answer. Rather

than using simple language, I think we should embrace complexity in discussion.

GP Obstetrician:

‘Pro-life’ and ‘pro-choice’ terminology is actually very unhelpful when discussing the issue of unplanned or unwanted pregnancies.

These are very politically loaded and polarising terms that carry with them a lot of negative history.

The ‘pro-life’ side of the debate is seen by those who are ‘pro-choice’ to advocate for saving the baby’s life at all costs. The

mother is not at all important and her needs are not considered. She loses all autonomy for the sake of the child.

The ‘pro-choice’ side of the debate is seen by those who are ‘pro-life’ as showing complete disregard for the humanity of the

baby, and therefore giving it no rights. The mother’s autonomy and rights far outweigh that of the unborn child, who is often

considered nothing but a clump of cells.



While there are people on both sides of this issue that are extreme in their views, there are also many who share a common heart for

women who find themselves in situations of unwanted pregnancies, and who want to ensure that they are cared for and that their

needs are met. The outworking of this desire, though, can look very different.

The term ‘pro-choice’ is a misnomer. It implies that the only choice this term is referring to is a woman’s right to access termination

services. A choice can only be called a choice, if there are other valid options for the woman to consider. A criticism of the ‘pro-choice’

movement is that they are not ensuring choices for the woman. For many women in crisis, they feel that termination of pregnancy is

the only option they have. Healthcare providers as well as family and friends may confirm this view and not give her any other options

to consider. This approach cannot be promoted as protecting a woman’s right to choose. 

Unfortunately, in Australia, aligning yourself with the ‘pro-life’ movement is likely to automatically discredit you from having any

valid contribution to make on the topic, in both the healthcare industry and increasingly, in the secular community as well.

Bioethicist: 

It is never helpful to use polarising terms that are polarising. We will only make progress ifs we start from a place of consensus, which

I expect is that most of us would like abortion to be legal, safe and rare. The discussion needs to move from an all-or-nothing approach

to a more nuanced discussion. Perhaps we should be asking why so many women are requesting abortions in an age which that can

provide the best reversible contraception we have ever had. Although I have yet to read it, the book, ‘The rise and triumph of the

modern self’ by Carl Trueman, has been recommended on this point, even though I haven’t read it yet.

Theologian:

No, they are not helpful terms. Unfortunately, they have become entrenched in the debate, and so it’s difficult to use other terms. In

relation to my own views, I prefer to speak of ‘welcoming life’ because it allows for the kind of nuances needed when discussing these

contested matters (and which the entrenched terms do not facilitate). 

What does it look like to discuss a Christian viewpoint with grace and truth?

GP Obstetrician:

When Jesus sent his disciples around Israel to preach about the coming of the kingdom of heaven, He warned them of being 

surrounded by wolves. He told them to be as wise as serpents and as innocent as doves. Jesus also tells us to be salt and light, and that 

salt without saltiness and light that cannot be seen are useless.

Sharing God’s truth in love is not going to be without conflict. If we say nothing about the wrongful killing of children then we are not 

serving God, nor the people we are hiding the truth from. But it is also wise to know how, when, and who to talk to about a Christian 

viewpoint on abortion.

Practically speaking, I have never spoken at length to a group of individuals who I know will vehemently disagree with me. If 

challenged on why I do not perform abortions, I ask if the group would actually like to know since it is a complex answer, and if they are 

willing to listen to me for at least ten minutes. I have never had that offer taken up. However, one on one with a colleague is a different 

story. Depending on the situation, speaking in love may mean asking a question to prick the conscience of a colleague and stimulate 

further discussion. It may mean talking about your view on the sanctity of human life given by God and when you think that life begins. 

When talking to patients, a truthful, non-judgmental, empathetic approach including talking openly about abortion and its availability 

is required. I find a majority of patients know in their conscience that abortion causes the death of a child. A non-judgmental approach 

to pregnancy counselling often leads away from abortion.



I have a colleague who would consider herself to be very ‘pro-choice,’ and who would consider me to be very ‘pro-life’ if you were to

use this terminology to describe our views about the issue of abortion. She works in a local termination clinic, and whereas I am setting

up a crisis pregnancy centre in our town. We both care for pregnant women in the same GP practice and are on the local maternity

roster at the hospital for births. We both love our women and deeply want the best for them. We have a close friendship and have

talked at length about our similarities and differences. We practice very similarly in most areas and it is a running joke that we are

actually the same person, with many people mixing us up, and with our decision-making usually being similar. But our approach to

what it means to care for a woman with an unwanted pregnancy is vastly different. She fiercely defends the rights of women to access

termination services and offers both medical and surgical terminations of pregnancy to ensure they can follow this through, while in

contrast, I passionately advocate to giving women alternative choices, encouraging them to take time and space to consider their

decision and making sure they know of the supports that exist for them if they choose to continue on with their pregnancy. Despite the

differences in our views, and the way this our perspectives changes how we care for our women, we continue to be friends and have

great respect for each other. We talk about these issues in a way that tries to learn more about where the other is coming from. 

Although we vehemently disagree, we are both better people for having each other in our lives.

As Christians, our lives should be demonstrations of grace, while still standing for truth. The issue of abortion and how we approach

this should be no different.  I seek to be an excellent doctor, to love both my colleagues and my patients well, to be beyond reproach in

all areas of my life, and to stand for truth in the decisions that I make.  When required, this will also occasionally mean standing for

truth when it is uncomfortable, with when others who may strongly disagree.  

But our call is not to argue people into agreeing with our position. Rather it is to be the salt and light that transforms. By living our lives

with grace and in truth, showing God’s love in all that we do, others will see that we carry a hope and a joy that sets us apart. We will be

a safe space that people come to for advice and wisdom. We will make people thirst for truth and hunger for whatever it is that we have

that makes us confident in who we are and what we believe. It is only out of showing people Jesus, and His love for us, His love for the

women we care for, His love for their child – born or unborn, that they may start to rethink their position on these delicate matters.

Paediatric and Foetal Cardiologist:

The first step may be to take a mental step backward and see the larger picture of our position in God’s equation. In Romans 3, Paul

details our common unrighteousness and that it is only through God’s free grace that we can be redeemed. While in the previous

chapter, He also labours the point that we are in no position to pass judgement:

‘You, therefore, have no excuse, you who pass judgement on someone else, for at whatever point you judge another, you are

condemning yourself, because you who pass judgement do the same things. Now we know that God’s judgement against those who

do such things is based on truth. So, when you, a mere human being, pass judgement on them and yet do the same things, do you

think you will escape God’s judgement? Or do you show contempt for the riches of his kindness, forbearance and patience, not

realising that God’s kindness is intended to lead you to repentance?’ (Rom 2:1-4)

I believe it is easier to have a dialogue on controversial issues (particularly those that may bring up strong feelings for us as Christ-

followers) if we are speaking from a place of true perspective. Both we and the person we are talking to are equally broken and in need

of equal volumes of grace. Dr Martyn Lloyd-Jones puts it bluntly, ‘If what you call your faith hasn’t pushed right out of your life every

sense of worthiness you’ve ever had, you haven’t got faith’. This also allows us to see more clearly the counterarguments to our

beliefs. Those on the ‘opposite’ side of the fence are, like us, trying to find the best path through their life and circumstances that make

the most sense to them. Those who do not have God as a reference point, they will reorder their priorities to a different goal.

With this in mind, a Christian opinion on termination of pregnancy can only be meaningful if we look to identify the motivations for

choosing termination. On a broader level, this is often defined as ‘pro-choice’, which from a Christian perspective can come across as

quite self-centred. In my narrow experience in maternal care as a foetal specialist, I think the factors behind a decision to terminate a

pregnancy are often more nuanced than we might like to think. A mother’s decision to end the life of her unborn child appears to

almost always be accompanied by significant emotional and mental trauma. Any public (or private) judgement of these families moves

completely against Jesus’ call to act as servants in bringing love, compassion and grace to people who are hurting. It also completely

misunderstands where the seat of judgement is. If God can show kindness, forbearance and patience with us as our righteous judge,

how much more should we show the same compassion.



Bioethicist:

It would be refreshing to look at the facts, which are that abortion involves the death of a human being, and that most women who

choose abortions do so from a lack of support for the pregnancy. The long-term risks of abortion are grossly under-reported, and it

would be better if appropriate standards of informed consent are enforced so that women are not misled into thinking that abortion is

a trivial procedure. We will not make progress by making abortion illegal. From the response to Roe v Wade, we know that women will

still seek abortions. Rather, we need to talk about abortion so that it is unthinkable, with compassion and practical help for those

women who believe they cannot support a child. However, we need to remember that some of those with whom we discuss these

issues have a personal history of abortion (themselves or someone they love) and we need to be sensitive to what they will have to lose

if they embrace an anti-abortion position.

Theologian:

It is increasingly difficult to avoid the oppositional character of public discourse mentioned earlier. But that shouldn’t stop us from

trying. Here are some key ideas:

Be sensitive. If we are to have a meaningful conversation, we need to be sensitive to the hurt and fears that lie beneath people’s words.

That’s something Christians like me need to be particularly attuned to, given our lamentable history of wounding those we are called

to love.

Respect the other, their integrity and their ideas. Respect, of course, does not necessarily mean agreement. Indeed, a sign of respect

is to take someone else’s views seriously enough to seek to understand them and, where you do disagree, to say so and figure out why.

Listen well and listen hard. Listen not just to the words people say, but to their tone, the way their body speaks. Listen, not to store up

ammunition to shoot back in debate. Instead, listen empathetically with a desire to understand, to try to see things from their point of

view.

Listen more than you speak and listen before you speak. And when you do speak, speak out of love and deep respect. The book of

James puts it well: ‘Everyone should be quick to listen, slow to speak’ (James. 1:19). Speak with a desire to grow in shared understanding

rather than to beat your conversational ‘enemy.’

Do you believe there can be medical justifications for the termination of pregnancy
that fit within Biblical ethics?

GP Obstetrician:

Although there is much nuance in the many situations that present to us in consultation, there are rarely morally ambiguous

scenarios in common practice. However, some cases may be very complicated and specific in context. The approach I would take to

grapple with these scenarios is to engage in discussions with mentors and Christian colleagues, and to put in thought, study and

prayer. Fortunately, these scenarios are unusual.

Before considering the case of ‘medically justified abortions’, we should consider the majority of abortions that we have in Australia.

There are multiple parties involved. In any abortion, you need a mother, a father, the unborn child and the doctor. Generally speaking,

the only party given a voice in this discussion in Western society is the mother. The most common reason for abortion in Australia is

the mother’s ‘choice’, with little to no justification required. Talking about medically justified abortion takes away the focus from the

majority of foetal death. Therefore, despite the confusion deliberately created by the society around us, I think that if we take a step

back and ground ourselves in faith we cannot, as Christian doctors, call the majority of terminations ‘good’.

For the more complicated scenarios, they can probably be broken down into a few categories:

1. Scenarios where there is a congenital abnormality incompatible with life outside the womb.



2. Physical or mental impairments in the foetus.

3. Pregnancy abnormalities that threaten the life of the mother (and subsequently that of the foetus).

4. Cases that could be seen as causing severe psychological harm such as rape or incest which we will address in the next

question.

In answering the first two scenarios, let us consider foetal life as a human, which I think most Christians would agree on. Would it be

morally permissible in the view of Jesus to further cut short the life of a child or adult with a severely life-limiting illness? What about a

person with a physical disability or intellectual impairments? Would it be permissible for Christians to euthanise a person with Down

syndrome (Trisomy 21) to spare them from the theoretical torment of living with Down syndrome? (Anyone who has had anything to

do with individuals with Down syndrome knows how joyful they mostly are). The answer to these questions would be, “No, it is not

permissible to shorten the lives of these individuals.” And the answer is the same when it comes to the foetus.

The third scenario is very different. A pregnancy condition that physically threatens the life of the mother if the pregnancy continues,

will ultimately also lead to the death of both the mother and unborn child. A similar scenario may be seen if conjoined twins had to be

surgically separated as both their lives were at risk, but separation could cause the death of one of them (a scenario which does occur).

In such scenarios, our intention is not to cause death in one individual, but rather, to at least save a life. To save the life of the mother in

an ectopic pregnancy, severe early pre-eclampsia or severe maternal cardiac disease, it may be necessary to cause death in the unborn

child. It would seem immoral to withhold action to at least save the life of the one that could be saved. But when this happens it is to be

mourned, not celebrated.

GP Obstetrician:

I think that the termination of pregnancy is never God’s “Plan A” for a woman or her baby.  But we live in a fallen world and there are

situations where you could argue that termination of pregnancy may be permissible. Such situations may include:

A baby with anencephaly who lacks adequate neurological tissue to live outside the womb. You might equate continuing the

pregnancy with continuing someone on life support who has no brain function left. Continuing a pregnancy with a child with

this condition poses an increased risk compared to a normal pregnancy. This might be a situation in which you could

rationalise termination of pregnancy based on the likely outcome for the baby and the increased risk to the mother’s

wellbeing.

A very young child who falls pregnant and whose body cannot sustain growing a baby.

A woman who has significant underlying conditions that actually make pregnancy incredibly dangerous for her to continue. 

Or perhaps she requires life-saving treatment that she cannot undergo while pregnant (e.g. certain cardiac conditions,

advanced cancer requiring treatment that cannot occur while pregnant).

Paediatric and Foetal Cardiologist:

As a foetal specialist, I am involved in the care of foetal congenital abnormalities, and with pregnant women and fathers who

sometimes decide to terminate the pregnancy based on a particular foetal diagnosis. As a follower of Jesus Christ, I am called to apply

Biblical truths to this aspect of my work. While I am not directly involved in the termination process, I have keenly sought God’s

direction in how to provide the best medical and spiritual care to families with such a foetal diagnosis. I should note that I am in no way

theologically trained, and therefore these comments come from my own personal reading. It only takes a quick Google search to see

how perspectives can be very different when applying the Scriptures to this area, so I would commend everyone to their own prayerful

investigation of God’s Word.

In looking to answer the question of medical justifications for termination, unfortunately, it is not a straightforward search of the Bible

for the right verses. The Scriptures do not directly comment on the active termination of pregnancy in the first place. But also, it is

noteworthy that the Bible seems to spend a proportionately small amount of time addressing the details of the daily decisions that we

all come across (whether ethically simple or complex) and so the absence of a clear directive does not mean we do not have Biblical

principles to apply. There are, however, a handful of instances in the Bible that do seem to, at least indirectly, address the sanctity of

life.2



If we agree that God views an unborn baby like any other person (though there is much variance among denominations), the question

then becomes, ‘Are there any circumstances that may arise that can overrule this?’. If we are basing our belief about termination on

God’s position regarding the sanctity of life, then any situation where the mother’s life is threatened and can only be treated with

termination of the pregnancy justifies a case for abortion.  This does remove the recourse of the Lord’s divine intervention and

healing. However, as doctors,  we have a duty of care to the patient. If both will likely die without termination, then I think this is

defendable as a Christian to consider termination.

Beyond this situation I think it becomes very grey and much more open to interpretation. If we widen the statement ‘the mother’s life

is threatened’ to include her overall health or mental health, this opens a broad range of potential scenarios to justify abortion, e.g. a

victim of rape, or someone with extremely difficult social circumstances, or a foetus with a severe congenital diagnosis. I find it very

hard to argue any of these cases from a Biblical standpoint and would feel a responsibility to care for a parent to the end that they

might still be able to continue with the pregnancy. God has certainly worked powerfully in people’s lives through tragedy. As someone

who has not experienced significant tragedy myself, and as a healthcare professional, I am misplaced to argue strongly for

continuation at all costs. Speaking from my clinical experience, a foetal diagnosis that is likely terminal or severe severe in nature can

be a very difficult journey. What I do see though, is that those parents with a strong faith have a reference point and resources for

continuing. I only wish this was present in everyone’s case.

‘Praise be to the God and Father of our Lord Jesus Christ, the Father of compassion and the God of all comfort, who comforts us in

all our troubles, so that we can comfort those in any trouble with the comfort we ourselves receive from God.’ (2 Corinthians 1:3-4)

Bioethicist:

Personally, I support the termination of pregnancy only to save the mother’s life. Some cancers, preeclampsia, heart disease, can

require termination of a pregnancy before the child reaches viability. This is a situation where you can either lose two lives or one life,

and I would elect to lose just one. (Editor’s note: ‘Fearfully and Wonderfully Made’  has a good discussion of the theology around this

topic.)

Theologian:

Yes, I do. I do not believe that the Bible supports the view that a human life begins at the time of conception. Indeed, I do not believe

that it addresses that question at all (let alone the matter of termination of pregnancy). The key passages are addressed briefly in the

CMDFA discussion paper .  My view is in line with those who believe that the Bible does not allow us to draw clear conclusions about

the personhood of an embryo. While the gift of life is to be valued, there are circumstances where other factors overpower the good of

a woman continuing with her pregnancy. These include cases where a foetus has a congenital abnormality that is incompatible with

extra-uterine life, or where continuing the pregnancy carries a serious risk to the mother’s life or well-being.

What do you think is the Biblical position on termination of pregnancy in cases of
rape or incest, particularly when a minor has been violated?

GP Obstetrician:

There is biblical precedent to consider the foetus as an unborn human child. If a man rapes a woman with whom he has a child, who

has committed the wrongdoing? Obviously, it is the man. It is not the woman, but neither is it the unborn child. So, is it right to punish

the child with the penalty of death? Similarly, in incest, though the Bible views incest as an abomination, God uses the wrongdoing for

good. There are perpetrators of incest in the genealogy of David and Jesus.

The modern justification for abortions in the cases of rape or incest is based around protecting the woman from the child who will

remind her of that crime. The literature in this area is difficult and subject to bias, but some suggest that there are better health

outcomes for those who keep the child of rape. We also must remember that a woman is not obligated to keep and raise the child

conceived out of rape or incest but may choose to have that child fostered or adopted. In my experience, I have seen three cases where
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women kept their babies conceived in rape and several where an abortion occurred. Those three women had no diagnosable mentalc 

illness years afterward, whereas my other patients had depression and anxiety after their abortions. For some, the joy of parenting their 

child brings unexpected blessings out of trauma.

GP Obstetrician:

Cases of rape and incest (particularly where minors are involved) comprise <1% of cases seeking termination. Those in favour of liberal 

abortion laws use this group to showcase why access to termination of pregnancy services should be protected. Since these make up 

such a minority of cases, laws should not be made on this basis. As Christians, we struggle to make sense of how to respond to these 

scenarios. 

I think these situations break God’s heart. His daughter has been violated in the worst possible way. This is not how God intended new 

life to come into the world. The abusive sexual violence that led to these children coming into being does not represent trust or respect 

or love or commitment, and they will not be raised by a mother and father who love each other and provide a stable family foundation.   

There is no straightforward answer to this. We live in a fallen world where evil abounds.

Yet babies that are conceived in cases of rape and incest are still members of our human family. They did nothing to decide the situation 

that brought them into being. There are many stories where women have suffered extraordinary abuse that has led to them falling 

pregnant, and the child inside them becomes the only thing that saves them. The hope and joy that a child brings is a light in the darkest 

of times. It is unfathomable to many who advocate for abortion access that a woman may choose to continue with a pregnancy that 

resulted from being raped. Yet these stories are not uncommon. There are significant mental health implications for women who suffer 

sexual abuse. Termination of pregnancy does not bring freedom from this. It is instead another cause for despair. These situations are 

good examples of where adoption can have a real place in our society. It can give a woman who faces this difficult situation an option to 

continue with the pregnancy and bring the child into the world, but not necessarily to raise the child herself. Unfortunately, adoption in 

Australia is the ‘un-choice’. It is incredibly difficult to coordinate, and to this day, remains very rare.

While the Bible does not explicitly address these issues, we know that God values all human life, including while we are still being 

formed in the womb. The Bible also makes it clear that we have all fallen short of the glory of God and are saved by grace. This means He 

loves and values the woman who is so often the victim. But He also loves and values the man who inflicted harm on her. And He loves 

and values the baby who was conceived through this union.

There will be cases where it is actually unsafe for a minor to carry a baby to term. The 10-year-old who is raped and falls pregnant may 

be irreversibly harmed physically (and emotionally) by continuing with a pregnancy, and it could potentially put her life at risk. Perhaps 

this is a time that the life of the girl needs to be protected by the ending of the child’s life. But these cases are very few. While we need to 

stand for truth, we also need to do this with grace. This in part means realising the complexity and heartbreak of the rare situations.

Our primary goal as Christians and healthcare providers needs to be to show these women love and hope, and to help them find what is 

true, good and beautiful in these devastating situations. In most cases, abortion will not be the solution. 

Bioethicist:

I do not see anything in the Bible that says abortion is okay in these situations. It is too complex an issue for this article.  (Editor: for 

amore extensive discussion of this issue, see “Fearfully and Wonderfully Made.”3)  Abortion may not be the quick fix it appears to be, 

since women in this position have reported that after the initial sexual assault, termination of the pregnancy may be experienced as a 

second assault. Also, it disregards the long-term psychological impact of abortion.



In my opinion, it is permissible and, in many instances, preferable as the lesser of two evils. We need to consider a woman’s mental 

and physical well-being. As a man, I cannot imagine the trauma of discovering oneself pregnant as a consequence of rape. Some adult 

women may be able to cope with that and choose to carry the pregnancy to term. That strikes me as an act of moral heroism. It should 

not be imposed on any woman—and certainly not by way of legislation. I do not believe a minor should ever be required to make that 

decision. The risk to her physical well-being is significant, and the potential emotional and psychological harms are incalculable.

Are there organisations and resources we can advocate for and support to care for
women seeking abortions more holistically?

Bioethicist:

Yes, there are many. Still, there are not enough of them. We particularly need more residential centres to support women who have

nowhere to live and no support in late pregnancy. It would be great if more churches lined up to support one of these centres.

Churches usually have a family program and there are probably spare prams, clothes and other baby paraphernalia they can donate.

GP Obstetrician:

Locally, you may know of individuals or groups that may be able to take a personal approach to a woman in crisis – maybe through local

community women’s groups, church or church groups. However, I would be careful with referring directly to a church or ministry

team. Social history-taking with enquiry of a patient’s support network might reveal a spiritual or religious background that could be

utilised to support the patient in a difficult time.

GP Obstetrician:

As Christians, we have a great opportunity here to show love in really practical ways that can make a significant difference to women

who find themselves with unexpected or unwanted pregnancies. As Christian healthcare providers, the consultation of women with an

unwanted pregnancy is a complex one. For many of our colleagues, this is a brief consultation where the woman is sent in the direction

of the local termination centre without much thought – a standard-length consultation in most cases. Increasingly, GPs can prescribe

the MS-2step MTOP (mifepristone and misoprostol medical termination of pregnancy) medications during that consultation.

Meaningful conscientious objection is not allowed in most states (without referring them to another provider who is willing to refer

them for termination of pregnancy, or the state Health Pregnancy Choices Hotline [or equivalent] who can direct them to termination

services). There is no requirement for women to take time to think about their options. There is no requirement for any kind of

counselling to take place prior to making an irreversible decision about the life of their child. 

In towns where there is a local pregnancy centre, we can refer these women onward. We can know that there they will be loved and

supported through this difficult decision-making time, without having to be the sole person helping to guide them. Pregnancy centres

that are run with a medical model in combination with social services can offer informed discussions around screening results and

foetal anomalies, if that is the motivation for considering termination of pregnancy. There is also scope for ultrasound to be used as a

tool for women to see their babies, to help them make more informed decisions about what/who it is inside of them.  Sexually

transmitted infection screening, mental health care plans, referrals and treatment can all be initiated where appropriate. Routine

antenatal care can also be provided.

Being a doctor involved in a crisis pregnancy centre inevitably means that your colleagues, who know and respect you, will refer

women to you rather than to the local termination centre, knowing that you will spend the time needed with the woman to figure out

what she needs. As I have already experienced in my work setting up such a clinic, colleagues who work within the termination centres

will also refer directly to you if they have a woman they perceive as not appropriate for termination. The referrals I receive like this

bring me great joy as I know the only reason for it is the respectful relationship I share with these colleagues, who know my position on

this issue. I have done my best to approach this issue in my workplace with grace and truth, and I am starting to see the fruit from this. 

Women who come from situations of significant disadvantage may, for the first time, be seeking care for themselves in their



pregnancy. This is a great opportunity to find out who the woman is, where she has come from, what her hopes are for the future, and

what support she needs to equip her for this journey into motherhood. Pregnancy can actually be a turning point in her life where she

suddenly has a reason to hope, to step up and put past decisions behind her for the sake of her new family. While many see pregnancy

in these situations as an additional risk factor that is likely to bring greater disadvantage to the woman if she continues on to parenting,

as Christians, we can instead see that pregnancy can be a powerful turning point in the woman’s life, that changes the trajectory of her

future. It is a privilege to be a part of this transformative time in a woman’s life.

A list of Australian Pregnancy Support Organisations is available here

Collaborative Interview Panel 
Thank you to the authors who generously wrote about 

this topic for Luke’s Journal, for the benefit of the 

CMDFA and the wider Christian healthcare community. 
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this to an unborn child would need an assumption on when life begins. 

• Exodus 21:22-25 gives guidance for if a pregnant woman is injured in a fight between two men. There are interpretations on

both sides of the argument that favour a pro-choice or pro-life position! As John Piper has explained, (desiringgod.org) this

comes from differing translations of the Hebrew phrase, ‘and her children go forth’ within the passage. He shows good

evidence from the original script that this verse values a foetus to the same extent as any other human life. 
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which, if she has been unfaithful, ‘may … cause you to become a curse among your people when He makes your womb

miscarry and your abdomen swell’. While this is an example of an active step that may end the life of a foetus, the one ending
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Context is Everything: Roe Vs Wade Discussion
–Anonymous
The simple answer to a complex question is often wrong

Context is everything… here’s my context

I am a pastor’s wife, a mum, and an obstetrician and gynaecologist.  I fully believe in the value of unborn life. I also fully believe

in supporting women.

Whenever there is a simple answer to a complex question, the answer is often wrong. Context is vital – this discussion involves

different contexts: political, spiritual, social, emotional, theological and historical.

This is not an abstract issue – these are people’s lives. By God’s grace and mercy, I am invited into this sacred place to minister

love, grace, compassion and truth. It’s not a role I take lightly.

Why do you think there has been such an intense reaction in Australia to the overturning
of Roe v Wade in the USA?

It’s brought into question something that people thought was a given, the established norm. We tend to follow the US (and the UK) in

many ways. Now people are scared that something they have will be taken from them.

What do they have? Well from one view – bodily autonomy, choice over their life direction, ability to wrestle back control after a poor

decision, to cover shame, or defend themselves after a violation. If you have something that gives you power, and then it is taken away,

the immediate response is often a visceral reaction. The loss of control. A push in the back and deeper into the unknown. The emotions

are intense.

Karolina Grabowska – Pexels



When the overarching law of the land says, “It’s ok”, that also justifies your actions. Everyone says it’s ok! Now suddenly it’s not ok. So 

which is true? When shame and vulnerability are exposed, fear kicks in, and thus, the reaction.

Our modern world does not do well with fear and shame, and seeks to minimise it, cover it, or dilute it wherever possible. The world is 

looking for a solution to this problem – without looking at the only One who can give it (after all, conquering fear and shame is His core 

business).

We’re hearing the terms ‘pro-life’ and ‘pro-choice’ being used in commentary
around Roe v Wade – can you comment on these are helpful to use? If not, are there more 
helpful terms we can use?

No, they are not helpful – they are divisive.

It leaves no room for nuance, compassion, or context (and context is everything!!).  It pits the two sides (pro-life vs. pro-choice) against 

each other, and there are huge variations within each of those two camps. Until we can recognise that this issue is more grey than black 

and white, the two sides are never going to be able to hear each other.

These terms have become very entangled with religiosity and anti-religion as well. People associate Christian judgementalism with the 

term ‘pro-life’. Police officer friends were tasked with security for an abortion clinic during a ‘pro-life’ protest – they came away 

thinking, “Those poor women and those heartless Christians”. 

Someone was passionately advertising a ‘pro-life’ event during church announcements – I heard their heart for the unborn, but this

was the only focus, and I was very troubled to think how a woman who has had an abortion might feel hearing this.

We must do better than this.

People who are ‘pro-choice’ also all get tarred with the same brush – godless murderers. Remember ‘pro-choice’ is NOT the same as

‘pro-abortion’.

How can we have a discussion and love people well if these are the boxes we’ve put everyone into?

I don’t think there is a helpful term to use. There’s not going to be a simple term to delineate a complex issue. How about ‘pro-grace’?

Or ‘pro-context’?

What does it look like to discuss a Christian viewpoint with love and grace?
Well, first we have to decide on the Christian viewpoint.

We have two tasks as Christians – we have to take scripture seriously, and we have to be loving. If we’re not doing both simultaneously

then something is wrong.

Maria Oswalt – Unsplash



So what does scripture tell us about abortion? First and foremost, it doesn’t tell us anything specific. There are a few different

scriptural interpretations as to when life begins: some at first breath, some within the womb, and some before creation. It seems clear

to me that God values us even before we are born. Then, there are plenty of moments when God wants people to die. The Old

Testament barely has three chapters written before God’s standards of holiness require death. A blanket statement of “God values all

life” clearly has limitations. The Bible also shows us a recurring theme of redemptive love (grace) and giving people a choice. So there

is plenty of ‘grey’.

“A blanket statement of “God values all life” clearly has limitations. The Bible also shows us a recurring theme of

redemptive love (grace) and giving people a choice. So there is plenty of ‘grey'”.

Now, we have to apply scripture with love.

Many denominations acknowledge the grey in theology and account for them in their denominational distinctives. For example,

Baptists “oppose all forms of religious coercion and affirm the rights of all people to follow their conscience on matters of faith”, or

Churches of Christ – “In essentials unity, in non-essentials liberty, and in all things love”. These are statements of how to navigate the

grey in love, not how to apply pure doctrine like a firehose.

Scripturally, the greatest commandment is to love God and then, love your neighbour. These are our starting points. Based on this

alone, I would say as Christians we owe women an apology. This doesn’t mean we support abortion on-demand. But we need to

acknowledge that historically the church has done a pretty bad job of showing God’s love to hurting women and a broken world. And

unfortunately, it looks like the American Evangelical Church is heading that way again.

If we want to have these discussions with love and grace, we have to recognise this: it’s easy to have a very black and white theology

until your life ends up in the grey. I was struck by this before I was a doctor – I was monologuing about abortion to a (Christian) friend

when she quietly said, ”You know, I’ve had an abortion.” I was shocked, then felt deeply ashamed at how judgemental I must have

sounded. I had never considered how someone might feel hearing that. That context caught me out.

When it is your sister, your friend, your daughter… what Bible verses would you quote? What campaign posters would you use? You

wouldn’t, would you? Your belief might not change, but the conversation is different.

Listen. You need to hear where they are coming from, so you can respond with love and grace to the person, not the theory. We need to

treat others how we want to be treated.

Do you believe there can be medical justifications for termination pregnancy that fit
within Biblical ethics?
Yes. Absolutely. You just have to dig theologically deeper to get there. I’m an Obstetrician and Gynaecologist, so this is part of my job.

It’s something I have had to wrestle with. But I have the professional experience of being “in the trenches”, which most people who

speak long and loud about abortion do not.

Emma Guliani – Pexels



There are medical conditions diagnosable in utero that are incompatible with life. That decision for life has been made. Some mothers

make the agonising decision to terminate. Some carry on, knowing the inevitable outcome. Some induce early and palliate (and I think

this is sometimes confused with a late-term abortion). 

“Sometimes that mother must make the impossible choice between the child in utero, not yet viable, and her own life,

and the children she already has who need their mum”.

There are maternal conditions that threaten the life of the mother (and inevitably the foetus too). Sometimes that mother must make

the impossible choice between the child in utero, not yet viable, and her own life, and the children she already has who need their

mum.

Sometimes there are pregnancy complications early on and the outlook is grim. Some parents decide not to subject their baby (and

themselves) to more suffering. Some want everything done and we will fight to save that baby if that is their wish.

These are the more clear-cut decisions. Many are not.

Some conditions lead to disabilities but are not incompatible with life. Is this justified? I admit I struggle with this, e.g. Down

syndrome.   Welcome to the grey, where there are no blanket answers. Ultimately, the woman is my patient, and I know this is the most

heartbreaking decision she has ever had to make. Does she give up this child, deeply loved already, or give up her life to care for a

disabled child, to watch them never have a normal life, and perhaps, see them suffer? I cannot judge the woman making this decision. I

can only listen and care for her as best I can. 

Then there are the ‘social’ terminations. I’ll be honest – I wrestle with these as well. Personally, I don’t do these terminations. This is

where I draw a line. Deep down, I am grateful others do.

Anyone can end up in this situation. A woman might have had a contraceptive failure. She might be in an abusive relationship. She

might not be coping with the children she has. I’m not justifying abortion – but there’s always a back story, a context of extreme

pressure, and a real woman involved. I saw a quote recently that resonated with me – it went something like, “In my heart, I hope she

chooses life for this baby, but I will always side with the living, breathing woman sitting in front of me.”

I’m not ‘pro-abortion’. But I am ‘pro-choice’. And I hope they choose life.

If you remove the freedom to choose, that’s not loving. That’s tyranny. It’s focusing on law and control. That’s definitely not grace. And

it’s not going to stop abortions. It is just going to make it harder, more dangerous, and more traumatic for the women who make that

decision, and these women are often the most vulnerable women to start with.

Jesus didn’t condemn the woman caught in adultery. He saw her and he loved her – and that’s what changed her. That’s why she could

make a different choice. Jesus also offered the young rich ruler a choice – Jesus invited the young rich ruler to follow him, but the man

chose to walk away. Jesus didn’t go chasing him with a big stick (or a protest poster). 

Coffee with Damian – Unsplash



What do you think is the Biblical position on termination of pregnancy in cases of
rape or incest, particularly when a minor has been violated?

Honestly, I’m not sure an unbiased organisation exists, and I’d love to know if there are some.  ‘Pregnancy support centres’ can provide

great  support to women who have chosen to continue with their pregnancies. However, they are often very much ‘pro-life’ in the

decision-making process and can promote misinformation, which is very wrong. In clinics where termination is offered, often other

options are not explored to any depth.

As healthcare providers, we get the opportunity to provide holistic care. Book in that extra time. Run a bit late. Pray your heart out over

your patients.

As a pastor’s wife, I hope our church rallies around women with unplanned pregnancies with all the support we can. And I hope we can

embrace the woman who has made a different choice in the past with love and grace, not condemnation, however unintentional.

Anonymous 
The author is a specialist obstetrician and 

gynaecologist, pastor’s wife, and a mother. She works in 

both public and private practice, and has a special 

interest in teaching, ultrasound, and doctors’ wellbeing.



Finding a ‘Third Way’ when Things Fall Apart
–Dr Joseph Thomas
Being agents of transformation at our workplaces and in society

Things fall apart: 
“And I was afraid because I was naked, and so I hid.”

Things Fall Apart by Chinua Achebe is an excellent book and part of the compulsory reading for the postgraduate program at

Regent College.

‘Things fell apart’ when Adam and Eve disobeyed God, as written in Genesis 3. From the idyllic and perfectly created world where God

said, “It was all very good” (Gen 1:31), to the many curses on the created order – the land, plants, animals, and humans (Gen 3:14-24)-

everything fell apart.  The natural and normal order that was supposed to be was no more. 

None of us are exempt from “things falling apart” in our lives. It is a sad day though, when everything falls apart, though eventually,

things may slowly get back to some form of a new normal. (Editor: COVID-19 comes to mind.)

The story and title of Achebe’s book has stayed with me, and aptly describes what happens many times in a day as I talk to pregnant

mothers who have been given bad news. The challenge that I and many of the families who have faith (and often those who have no

faith as well) have is to understand what God’s role has been, and what God says, when “things fall apart”.

Detail of the painting “God reprimanding Adam and Eve” by F. Zampieri (1625)
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Ancient Hebrew concept of the universe.
https://pursuingveritasdotcom.files.wordpress.com/2014/05/ancient-

hebrew-view-of-universe.png
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Making sense of the falling apart: 
“And God said, “Let there be…”

The oft-repeated saying at Regent College is that Scripture was “written for us and not to us”, and that the literal reading of scripture

would mean reading it as it was meant to be read by the Hebrew people five thousand years ago in his/her cultural context.  Similar to

the error in reading scientific data, missing the meaning of the text on the one hand, and imputing meaning to the text that was never

meant to be there on the other hand, happens when we from the 21st century world ‘read Scripture’ as word-for-word translation.

John Walton, in his book The Lost World of Genesis One, carefully details why the account in Genesis is not about material creation

but about functional roles.  

Therefore, though we call the Bible the Word of God, we cannot seek answers for all questions from the Bible, nor should we use the

Biblical passages to make a scientific/biological treatise. I am delighted to state that we are all “fearfully and wonderfully made” and

that “I was knit together in my mother’s womb” (Ps 139:13-14).  However, I cannot use this text to answer a question on fertilisation or

human embryology, any more than an astrophysicist should state that the sun “rises at one end of the heavens and makes its circuit to

the other” (Ps 19:6) to prove that the sun rotates around the earth! How then should we be applying what the Bible says in terms of

human reproduction and the current abortion debate?

 

The reproductive processes in place: 
“And God said, “It was very good.”

God in all His wisdom made creatures with both asexual and sexual reproduction. He made creatures which are hermaphrodite;

creatures who are gender fluid choosing to be male or female based on population numbers,  and finally, among the vertebrates,

males and females who are chromosomally and structurally different. He designed them to be complementary, in that one cannot

reproduce without the other – almost mandating interdependency for procreation.  With unimaginable complexity, the reproductive

process begins with haploid sperms and ovaries carrying the instructions for human formation (DNA), implanting into the uterus with

its primed endometrium, and continuing through an orchestra of hormones and intricate cell-to-cell communications before ending

with the still-not-well-understood processes of labour and parturition. The result is a very vulnerable baby who cannot survive without

ongoing dependency.

“So, God created mankind in his own image, in the image of God he created them; male and female he created them. God

blessed them and said to them, be fruitful and increase in number; fill the earth and subdue it” (Gen 1:27 & 28).
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Digital artwork by a colleague at the Mater Maternal Foetal
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The pathology(?) of reproduction: 
“And God said, “It was not good.”

The pathology of reproduction starts with the unequal status attributed to the woman as being created second and having sinned first,

though Adam was with her at that time (Gen 3:6).

Though there is much controversy regarding the “Human Origins Debate”, much of it is resolved if we read scripture literally as an

‘Ancient Near East’-inspired text. Then the account is not about methodology or chronology on the how and when man was created,

nor about how and when the woman was created.

“So, the Lord God caused the man to fall into a deep sleep; and while he was sleeping, he took one of the man’s ribs and then closed

up the place with flesh” (Gen 2:21).

Biologically speaking, the process would be similar to cloning which would result in another male from the rib/skeletal/somatic cells

of Adam!  The missing rib in man so far has not been found! The account is therefore not about God being the first anaesthetist or

about the first surgery being performed. The account in Genesis chapter 2 is likely more about the functional roles and relationships

between humans and the created order, and between man and woman.  One is tempted to think that the translations, interpretations,

and Pauline teaching (taken out of context) continues to favour male dominance and female discrimination. “For Adam was formed

first, then Eve. And Adam was not the one deceived; it was the woman who was deceived and became a sinner” (I Tim 2:13-14). Other

than the very few matriarchal societies in the world, most patriarchal societies are rife with examples of female exploitation and male

dominance.

The beginnings: 
“Then God said, “Let us make mankind in our image…”

Our DNA is not our destiny, and though we are not fully clear what being ‘made in the image of God’ (Imago Dei) means, we are sure

that there is something inherently special about human life. Biologically speaking, the definition of a human either by chromosomal

number, by anatomic structure or by function is fraught with pitfalls.  The pathologies of reproduction (in addition to miscarriage)

include twinning, molar pregnancy and twin reversed arterial perfusion (TRAP). These raise challenging questions if we are to state

that value or Imago Dei has to be attributed to each conception as a potential human. More challenging is the notion of considering a

Creation of Eve (Sistine Chapel Ceiling)
https://www.michelangelo.net/creation-of-eve/
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molar pregnancy as a potential human or a TRAP mass which will cease to live once the pump twin is delivered. We have more

complicated instances of conjoined twins when there are shared intracranial structures or a shared cardiac pump.

The potential of becoming human for ongoing normal pregnancies begins at conception, though this can only be a retrospective

statement once the child is in its mother’s arms. It is hard not to accept the potential for a human beginning as starting at conception,

but with the numerous pathologies that we see in foetal development, labour and delivery, the potential is seen to have been achieved

only after birth. The Psalmist in 139 has every reason to praise God, having been, “Fearfully and wonderfully made… when I was

made in the secret places… woven together in the depths of the earth.” However, this praise cannot be made by the molar pregnancy,

or the anembryonic pregnancy, or even the TRAP twin. Sloane argues that, “Psalm 139 does not (and probably cannot) do the work that

advocates of a conservative pro-life abortion ethic need it to do…  and does not allow us to claim that human personal life begins at

conception.” Psalm 139, he concludes, ought to stay out of the abortion debate.

Shared biology: 
“Then the Lord God said, “…for dust you are and to dust you will return.”

The concept of shared biology with the rest of creation is humbling and confronting. However, to then hold onto the uniqueness of

being human, made in the image of God – Imago Dei, is both uplifting and challenging. Science may never be able to explain this

mystery of being human. 

Maybe we need to find our answers in theology or philosophy, where the concept of ‘ensoulment’ of the embryo or ‘embodiment’ of

the soul gives the status of human to the conceptus or embryo.  The conservative Catholic view is that this occurs at conception; the

Jews believe that this happens around 10 weeks gestation; and the Islamic belief is that this occurs at 16 weeks.  Therefore, the

conservative Catholic should not consider termination for any reason; while termination according to the Jews before 10 weeks and

Muslims before 16 weeks is permissible.

Another view is that of Jones, from the Bioethics Centre at the University of Otago, who postulates that since we use the definition of

brain death as a finality in adult medicine, viable life may be considered to be a reality once coordinated neurological activity (seen

around 22 weeks) is demonstrable in a foetus.  The Hindu thinking of souls being reincarnated several million times (depending on

the good works of their previous life), results in consideration of souls being embodied in any living creature.

Although there are several references to the soul in the Old Testament, most often this is in reference to the inner person, or the

personality, and not a reference to a ‘disembodied ethereal entity’. Wright in Surprised by Hope expands this to emphasise that the

Christian hope is the bodily resurrection of individuals and not the existence of disembodied souls.  The integrated body-mind-

spirit/soul is likely consistent with Judaeo-Christian views rather than a dualistic view of separate body and soul and therefore neither

ensoulment nor embodiment may be scriptural.
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Reproductive process fell apart: 
“Then the Lord God said, “I will make your pains in childbearing very severe.”

My focus in this article is to highlight the falling apart of reproductive processes. The issues as to why terminations are chosen when

contraception should have been used; or why terminations are performed for socio-economic reasons, and how they should be

addressed is beyond this article.

I am conscious of the prevalent thinking that all reproductive processes would have been perfect, with nothing going wrong before the

Fall. However, the very nature of sexual reproduction has built-in randomness in fertilisation (e.g. why do we need 120 million sperm

programmed for the possible fertilisation of one ova?). God has put in place a wonderful, beautiful world.  However, this is not a world

without laws, and not a world where his people are endowed with superpowers: if Adam jumped off a rock, he would always fall

downwards, and would experience pain if he fell in an awkward fashion.

It is the increaseof pain that is mentioned in Genesis 3, rather than the beginning of pain (since we presume that Pacinian corpuscles,

axons and the sensorimotor cortex did exist before the Fall). We must assume that our world was created perfect, but not necessarily

created ‘safe’ or ‘pain-free’.

“We must assume that our world was created perfect, but not necessarily created ‘safe’ or ‘pain-free’”.

The increase of pain in childbearing starts with the disruption of the relationship between man and woman, resulting in the issue of

male dominance and extending to domestic violence. The consequent epidemic of single mothers (some by choice, many without

choice) and various other combinations of parenting and family in the modern world have destroyed the harmonious

interdependency that was built into the sexual reproductive model.

Donor sperm, donor egg; assisted conception, in vitro fertilization; surrogate mothers; birth mothers; adoptive parents; and so on, have

become part of the ever-growing vocabulary where science and technology have been used to help fix processes that fell apart.

Add to this the pain of early pregnancy loss; the pain and uncertainty of prenatal diagnosis; the dilemma and anxiety of decision-

making in the face of uncertain outcomes; the pain of ongoing pregnancy complications; the pain of perinatal loss of both babies and

mothers – these are only part of the story. Did the increase in pain also include the consequences of childbirth with blood loss, perineal

tears, loss of pelvic supports and consequent stress; as well as the ongoing trauma of sexual dysfunction and divorce? It is only an

increase of pain that is mentioned. Suffering is an additional dimension of pain that remains lifelong.

Barbara Ribeiro – Pexels



Pulling together what has fallen apart: 
“The Lord God made garments of skin … and clothed them.”

I can only be silent when I meet the agony that families face when they are told of a scan which has shown major and serious anomalies

that will either result in perinatal loss; or, if the baby is born alive, that will be life-limiting. I can extend this complexity to other

equally-challenging disruptions that may occur in families with the unthinkable/unimaginable instances of rape or incest where

serious injustice and harm has been done.  We can only scratch the surface of the pain and guilt a mother must have in passing on a

familial genetic disorder. Even our Lord when faced with the unbearable pain and suffering before enduring the cross prayed, “If it is

possible, let this cup be taken away from me” (Matt 26:39).

“How then, when our own Lord and God allowed the first humans the choice that determined destiny for the whole world,

would we deny choice to a mother that would determine a pregnancy outcome?”

I am certain that our great God could have easily placed the ‘tree of the knowledge of good and evil’ in an inaccessible place so that the

humans could never have had access to that tree – that would have saved us all from this disaster. However, such was not the case, and

humans were given the freedom to choose – a freedom, of course, that was misused, not just that once, but throughout the course of

human history, and in everyday living in each of our lives. How then, when our own Lord and God allowed the first humans the choice

that determined destiny for the whole world, would we deny choice to a mother that would determine a pregnancy outcome? Does this

make us ‘pro-choice’ and not ‘pro-life’?

In a deeply polarised world with ‘pro-choice’ and ‘pro-life’ as the only two positions to be taken, I am challenged to take neither. Joshua

met a ‘man’ with a drawn sword near Jericho and asked him, “Are you for us or against us”? (Josh 5:13-15) and the intriguing response

was “Neither”. Joshua was asked to take his sandals off since he was on holy ground. Neutrality and/or a ‘third way’ should enable us to

see through a broader lens which would otherwise be missed, and like this ‘man’, be able to bring a message for the situation. Walter

Winks, in his article The Third Way, elaborates how our Lord sought out and advocated for the third way.

In John 8, the woman caught in the act of adultery (adultery involves two people – whatever happened to the man!) was brought before

Jesus for stoning to death as per the Mosaic law.  Attempting to trap Jesus, they asked “Now what do you say?” (Jn 8:5) – essentially,

“Whose side are you on? Are you on the side of the upholders of the Law, or do you support this sinful woman?” Jesus was silent. I

wish what he wrote on the ground was recorded!  When he was eventually pushed to take a stand, he stated, “Let any one of you who is

without sin be the first to throw a stone at her” (Jn 8:7). All of them left without stoning the woman. What Jesus did and said in that
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situation was transformative. Mercy and compassion covered everyone – the accusers, and the accused. This was consistent with what

God the Father did in Eden, clothing the scared and naked Adam and Eve after their act of disobedience.

Is it possible for us to remain silent in the face of overwhelming human suffering and tragedy when “things fall apart”?  Are we able to

be not so caught up with being ‘pro-choice’/’pro-life’ or ‘pro-abortion’/’anti-abortion’, and instead find a third way? Are we able to be

both redemptive and restorative as our Master was when confronted? Are we able to find the mercy and compassion bestowed on us

by our God and pass it on?

Maybe then, just maybe, we could be agents of transformation at our workplaces and in our society.
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Roe vs Wade 2022 – Dr Lachlan Dunjey
Thoughts on the reaction in the USA and in Australia against the 
2022 SCOTUS decision

The Decision

Enough has been said regarding the SCOTUS decision. The Roe vs Wade decision of 1973 was wrong, and has always been wrong.

Freedom to kill your baby was never a ‘right’ to be drawn from the US Constitution and would have been far from the thoughts of the

founders.

The extreme reaction against the decision was missing the point. The judges were not judging on the rights or wrongs of abortion, they

were not making a judgment on women’s rights, they were just saying that the abortion issue has got nothing to do with the US

Constitution – “If you want the right to abort/kill your baby then go and find it elsewhere”.

Hooray for the US Constitution. May it always be protected from activist interpretation.

The Reaction

The reaction was extreme, with demonstrations against the US decision even here in Australia. Let us be clear then what the intense

reaction means. This was like a primal scream – “How dare judges take away our right to kill our babies!” This was not about rape, or

Down Syndrome or other conditions or abnormalities incompatible with life, or even wrong sex or inconvenience – it was a cry, “We

demand the right to kill our own babies –  for any reason, at any time, by any method, and no one is to interfere!”

In some instances, the reaction was not only vehement, but violent as well – to the extent of fire-bombing pregnancy centres, as well as

threatening churches and pro-life organisations.
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When the dust has settled there will be a more rational reaction to enshrine such ‘rights’, almost certainly within state law rather than

federal. In many (US) states there will be a push for, “Any reason, at any time, by any method”, but in other conservative states the

arguments will most likely involve ‘justifying’ on grounds of rape, foetal abnormalities, etc..

The Consequences

Please note that now, in most states in Australia, even when the baby is viable and is ‘accidentally’ born alive after an abortion

procedure, it can just be put to one side and left to die “because it shouldn’t have been born alive”. 

How can this be?

Note also, that in a dilatation and extraction procedure (routine after 20 weeks gestation since a curette is no longer safe), the baby is

delivered piecemeal by pulling it to pieces. Because we can’t hear it scream, no consideration is given of anaesthetic for the baby. 

How can this be?

Note also, that in Australia, when amendments have been put forward to modify proposed abortion legislation, such as prohibiting

partial birth abortion (PBA), such amendments have astonishingly been defeated. PBA involves turning the baby to a breech

presentation and, before the head is delivered, puncturing the foramen magnum with a sucker to suck the brain out, thus collapsing

the head for an easier vaginal delivery with less distress for the mother (“she can wake up pretending she was never pregnant”). This

procedure, though rarely (if ever) performed in Australia, is legally permissible.

How can this be?

As I wrote in a submission to the NSW Parliament Upper House regarding the Reproductive Health Care Reform Bill 2019

http://www.chooselifeaustralia.org.au/life/orwellian-doublespeak-and-the-nsw-abortion-bill/ 

How can it be that Members of Parliament in Australia would vote to give legislative approval to pulling off babies’ arms and legs at a

time when nerve pathways have been laid down and the child – no longer safe in what should be the safe-house womb – is screaming

and writhing in silent agony.

One day a future generation will be aghast at what we have come to accept.

Can I for once show an ultrasound image of a baby being pulled apart during half-time at a grand final football match?

MPs, hang your heads in shame!

The Implications

When so much has been achieved in Australia by the abortion lobby, the reaction then highlights the deep divide between the ‘pro-life’

respect for God’s creation and the ‘pro-choice’, pro-autonomy, “I will do it my way” anti-God voices.

And when it comes to ‘eugenic de-selection’ (read: abortion) for reasons of ‘imperfection’ or diagnosed disability, we on the ‘pro-life’

side are labelled as ‘genetic outlaws’.

Brett Sayles – Pexels
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I believe the two terms – ‘pro-life’ and ‘pro-choice’ – are here to stay and are useful to our side of the divide.

It is an extraordinary aspect of all this that even when we are completely silent we will be accused of hate-speech and intolerance just

because we exist.

And we have not even touched on the potential consequences to the mother, including regret, guilt and depression, let alone the

potential for subsequent sterility and premature birth with all its complications, and further psychological manifestations when the

connection with abortion and choice is finally realised.

Further still, as a consequence of the trivialisation of the Imago Dei and the discarding of the intrinsic value view of human life, soon

may come the creation of human life or ‘hybrid’ human life by techniques other than sperm-egg fusion and uterine implantation – the

deliberate creation of human life for research purposes, the view of human life as a commodity, and its eventual commercialisation

with inevitable exploitation to follow. http://www.chooselifeaustralia.org.au/life/medical-ethics-concern-for-society-and-the-future-of-

medicine/

A personal prayer from Dr Lachlan Dunjey

Lord Jesus, give me wisdom to not only discern the relative “importance” of:

Reaching out to others and not missing closing opportunities

The caring role of the immediate including my life’s partner, my wife of 59 years – Lord, thank you for this privilege and joy

A “selfish” enjoyment and exultation of the moment appreciating the beauty and magnificence of Your Creation

Knowing You and the power of Your resurrection and spending time in Your presence

Give me the wisdom and determination and grit to turn that discernment into action for Your Glory, even if that “action” is

“only” to rest in Your presence.

Dr Lachlan Dunjey 
Dr Lachlan Dunjey is grateful to God for almost 55 years in general practice, 

having finally retired this year. He knows there’s still much to do and seemingly so 

little time. He is still involved in ethical and moral issues that challenge both 

medicine and our nation through his websites, but is interested to hear from 

anyone led to take them over: 

http://medicinewithmorality.org.au 

http://www.conscienceinmedicine.net.au/ 

http://thebeltoftruth.org.au 

http://www.thepeoplescharter.net.au/
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A Practical Approach to Abortion for General 
Practice – Anonymous
God can guide you through the most challenging decisions

A Common Presentation

Julie is a 23-year-old woman who comes to see you in your General Practice. You have never met her before. Once the door is

shut she bursts into tears. She then tells you over the course of the next five minutes that she is pregnant to a non-committed

boyfriend. They have only been together for a month. She was taking the combined oral contraceptive pill at the time, so she is

also surprised that this has happened. She has discussed it with her boyfriend and she wants to have an abortion. 

As a Christian doctor in the emergency room or general practice, being faced with a scenario like this can be very confronting. In front

of you there is a young woman, obviously very distressed and for good reason. She probably has minimal, if any, financial resources

and may often have little emotional and/or social support.

“As the doctor in this scenario, you may think you have very little to offer. It might conflict with your conscience in that

you might not think abortion is the right choice, or you might feel guilty about denying this woman her request”.

This young woman is then faced with the daunting emotional, physical, and economic burden of raising a child alone. As the doctor in

this scenario, you may think you have very little to offer. It might conflict with your conscience in that you might not think abortion is

the right choice, or you might feel guilty about denying this woman her request. This leaves you feeling unsure of what to do. As a

Christian, this is probably one of the most common and confronting scenarios that exist within medicine.  For a General Practitioner

(GP), the above scenario is a common presentation. One quarter to one third of all Australian women have had an unplanned

pregnancy.  Coombe et. al. reports that 73.4% of these women were using some form of contraception at the time of falling pregnant.

Taft et. al reports that 17% of unplanned pregnancies were unwanted and, of the unwanted pregnancies, 53.6% women gave birth, 30.4%

women had abortions, and 15.2% women had miscarriages.

A Practical Approach – Common Practice

Today, I would like to share with you a practical approach to supporting the patient in this scenario. My proposed approach considers

Christian ethics in making decisions, and also utilises non-directive counselling as recommended by the RACGP, ACRRM, RANZCOG,

and the Department of Health (National).  For those unfamiliar with non-directive counselling, it is a style of conversation that

assumes people can solve their own problems without being provided with a direct solution from the counsellor.  Rather, the

counsellor provides unbiased, evidence-based information about all options and services available to the person.  For this to be

therapeutic, the conversation requires a few things, including: a safe space (including time) for the patient to consider their options;

discussion that takes into account the patient’s values; and finally, a consideration of the practicalities of the pregnancy and its

impacts.

Cedric Fauntleroy – Pexels
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The first step in any consultation is history-taking. 

In this, the information we require is as follows:

Is this pregnancy planned or unplanned, wanted or unwanted?

Last menstrual period, normal cycle length, and regularity.

Investigation into possible pregnancy-related symptoms – nausea and vomiting, bleeding, cramping.

Gynaecological history – sexual history, previous sexually-transmitted infections (STIs)/ pelvic inflammatory disease (PID),

contraception, cervical screening history, gynaecological conditions or procedures

Obstetric history including previous miscarriages, ectopic pregnancies terminations, pregnancy complications and outcomes

Other medical history, medications including multivitamins, allergies, smoking, alcohol and recreational drug use

Social history – occupation, living situation, social supports – family, friends, groups, spiritual history

Secondly, as per any consultation, we examine the patient and perform bedside investigations including:

Blood pressure (<140/90), weight, urinalysis

Cardiovascular, respiratory, abdominal, thyroid and breast examination

Rough fundal height (in finger above symphysis units) if uterus is palpated (symphysis fundal height in cm not required under

umbilicus)

Bedside tests – urine bHCG, urinary dipstick

Edinburgh Postnatal Depression Scale

It is important to remember that if a patient presents requesting an abortion, our common practices are still relevant and important.

To merely provide a referral to the nearest abortion service is not necessarily good medical care. Rather, good medical care involves

taking an appropriate history and physical examination of the patient, which both provide more information for decision-making, and

also provide the opportunity to develop rapport with a patient whom you may not have met before.

A Practical Approach – Non-Directive Counselling

At this stage of the consultation, we begin the non-directive counselling. Pregnancy counselling is a legal part of seeking an abortion in

most states. Different states also have different laws about what kind of abortion can be performed, by whom, at what gestations and

for what reasons. It is necessary to have some idea of these for your state.

To do this counselling work, I personally recommend using a blank A4 piece of paper to document the opinions and thoughts that the

woman has regarding her options. With the paper in landscape orientation, I title it “Pregnancy Options” and place three subtitles:

“Keeping the pregnancy”, ”Adoption” and “Abortion”. It’s important to inform the patient of the different types of abortion, as well as

the availability and complications (medical and surgical) of each. Ask the patient what their current thoughts are on which options

they have already considered and the pros and cons for each option, including any emotional, physical, and financial consequences of

each decision. These can then be written into the table. Also explore whether they have any risk factors for fertility; or, if they were to

have fertility problems in the future, would that affect their decision now? Finally, talk about any support networks available to them in

Timur Weber – Pexels



the local area, including those that would support them whether they were to, or not, proceed with abortion. An example sheet can be

seen below:

Pros & Cons Keeping Pregnancy Adoption
Abortion –  

Medical and Surgical

PROS

– Having a baby

– No guilt from abortion or 

difficulty from adoption

– No guilt from abortion 

– Better 

financial health

– Better financial health 

– What my partner wants

– Allows me to continue university

CONS
– Financially costly 

– Not supported by my partner

– Difficult giving up child 

– Not supported by my partner

– Feeling guilty 

– Medical Complications

After this discussion, explain and emphasise that the patient has time to make a decision. Depending on their gestation and what

jurisdiction you are in, often there are several weeks before a final decision needs to be made. Give the patient the diagram you have

constructed together and suggest the patient discuss this with someone they trust, such as a mother, best friend, husband, or partner.

Finally, book another appointment to see them in a week and invite them to bring their trusted person with them. If they report they

are Christian, or attend church, you could prayerfully consider offering prayer for them. If you do so, keep your prayer non-

judgemental and supportive. Otherwise, pray for them in your own time. Consider sending a deidentified message to people you trust

to pray for this woman and her family. 

What About the Baby?

During the consultation, it is important to perform the necessary investigations and initial management of pregnancy as outlined

below. These will still be relevant even if she does choose abortion in the future.

Initial minimum routine investigations:

Recommended

Quantitative bHCG, FBC, blood group and antibody screen, HIV/Hep B/Hep C/Syphilis, Rubella, random

BSL

Urine M/C/S and Chlamydia/ Gonorrhoea PCR

Optional (depending on circumstances)

Early dating ultrasound (this can also be helpful for those requesting abortion in terms of urgency, timing,

and options based on gestation)

CST if due

First Trimester Screening (or lack thereof) as chosen by patient

If risk factors – early oral glucose tolerance test, iron studies, haemoglobinopathy screening, vitamin D

When this woman re-presents in a week’s time, respect her choice. You can’t stop every abortion in Australia, just as you can’t stop all

wrongdoing throughout the world. By engaging the women who attend, some of those coming, even those seeking abortion, may

choose to keep their baby. If, as Christian doctors, we show compassion and empathy to women in these vulnerable situations, we will

save some children, and I think that is what God asks of us. Personally, I don’t refer directly for abortion. I explain that due to my

conscience I cannot make the referral and instead book them an appointment with a colleague. In some states, not referring is illegal,

so you need to be aware of your local law. As an example, a Christian colleague in Victoria tells me he follows the law in referring, but

states his objection to the performing of abortion in the referral. Ultimately, where you draw your lines as a Christian depends on your



own conscience. I hope this practical guide helps prevent you from feeling overwhelmed. The next time a patient like this walks in the

door, I hope you will see it as an opportunity to perhaps prevent an abortion that may have happened if they had seen another doctor.

Anonymous
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A Spectrum of Greys – Dr Amanda Ward
God can guide you through the most challenging decisions

I have often felt quite isolated as a Christian in the field of Obstetrics and Gynaecology. I have one foot firmly implanted in my

faith, whilst the other is also firm in my convictions regarding the importance of women’s healthcare and equity in the access

to health education and contraception.

What I am clear about is that despite the challenges that I have been and will continue to be faced with, God wants me here. He has

made that abundantly clear over the many years that it has taken to qualify in this specialty. I do, however, live in constant fear of

becoming desensitised to these incredibly important ethical issues and ‘making a mistake’ as a Christian – not following what God

would ‘want’ me to do.

I often get very frustrated at the black-and-white position that many Christians hold on the issue of abortion. The unfortunate reality is

that it is very rarely black-and-white; it is a spectrum of greys and it is here that I stand in my opinion.

“I often get very frustrated at the black-and-white position that many Christians hold on the issue of abortion. The unfortunate

reality is that it is very rarely black-and-white; it is a spectrum of greys and it is here that I stand in my opinion”.

Every time an issue surrounding abortion rears its head in a patient’s journey, I attempt to navigate it with my focus on one thing – God.

That is, of course, on top of asking myself once again why I went into this specialty as a Christian – imposter syndrome is very real!

However, each time God gently leads me by the hand and makes the path clear.

Real-life examples

There are so many real-life examples that I have encountered during my journey in this field that illustrate not only the shades of grey,

but also how, in each situation, having our focus on God as health practitioners is the only way forward, not a blanket set of rules.

A lovely Christian couple came to me for routine antenatal care for their first pregnancy. On the 13 week gestational ultrasound, it was

found that the baby had a severe neural tube defect called anencephaly. For those unaware of this condition, in simple terms it is when

the brain doesn’t fully develop, and it is a condition that is not compatible with life. Babies either pass away in utero, during the labour

process, or shortly after birth.

When I was a medical student, I remember reading an article in the paper about a Christian couple that had not terminated their

pregnancy when anencephaly was diagnosed. They had carried the pregnancy to term, delivered the baby and it survived for a couple

of days after the birth. I remember thinking what an amazing act of faith that was, that we can never really understand how God works

and how that short little life may have existed just to teach a single person about Christ. The article really moved me and it shaped my

view not to support abortion in my medical practice. This was long before I started to specialise in obstetrics.

Matt Walsh – Unsplash



However, the people in the article were in the newspaper, far from the reality of the coalface.  Now I have a real-life couple sitting in

front of me in my private consulting room, and I have to tell them at 13 weeks that their baby has anencephaly. There aren’t many

words to describe how it feels to have to do this.

Timur Weber – Pexels

Of course, the couple are devastated. They are confused. They are torn between what society tells them to do in this circumstance, 

what their faith tells them to do and what they want to do. I spend hours in total (over a few sessions) listening, reflecting and 

answering their questions. We pray together. They seek the counsel of their pastor, friends and family.

What becomes clear is that the mother is struggling under the mental health burden of continuing this pregnancy. I become 

genuinely concerned that if they were to continue the pregnancy, she will not be able to withstand the enormous emotional toll that 

accompany this pregnancy and delivery.

I often reflect on the advances in medicine and ask myself the question of whether God has created technology such as ultrasound in 

order for conditions like these (which aren’t compatible with life) to be diagnosed early. I don’t know the answer to this question (I’ve 

got a list to ask God when I meet Him)… I don’t have a final opinion here, but I would encourage us as Christians to think and feel the 

reality of what this couple are going through, and not to judge harshly those who have had to make challenging decisions with 

outcomes that may differ from our own.

With the heaviest of hearts, they decide to terminate the pregnancy. It is now my decision whether to perform the procedure or to 

hand it over to a colleague who does feel comfortable performing abortions. As a clinician, there is a real weight to this decision, not 

only related to my own living faith, but also to the notion of ‘abandoning’ a patient. The ethical complexities of this are far beyond the 

scope of this article, however I endeavour to ask the perspective-shifting ‘What would Jesus do?’ question of each individual situation. 

The balance inevitably needs to be struck between not compromising our own values and ensuring that at every opportunity we are 

shining the light of Christ to those around us.

“In every challenging situation that I encounter on the issue of abortion in my clinical practice, I have a wonderful team ofc

academics, ministers and wise Christians with whom I consult for their considered opinion regarding my role in thec

management of these situations”.

In every challenging situation that I encounter on the issue of abortion in my clinical practice, I have a wonderful team of academics, 

ministers and wise Christians with whom I consult for their considered opinion regarding my role in the management of these 

situations. In these interactions, I am not seeking the superficial response of “Well done” or “We will pray for you” (although prayer is 

an essential part of this process). Instead, I am seeking truth in their wisdom as Christians. I’m asking the hard questions and I want 

real answers. Each situation is unique and needs its own prayer, wisdom and contemplation. These are the shades of grey and I need a 

team to help me navigate them.

My decision regarding this couple was to carry out the termination for them. (You may not have agreed with this, and that is okay.) 

I held her hand and prayed with her as she went to sleep.

I then had a feeling in the pit of my stomach that led me to put the ultrasound onto her belly after she fell asleep, something I don’t 

usually do. There was no clinical need, other than a compulsion. The baby had already died. God had taken this burden from me and 

turned it into the management of a miscarriage.



“The baby had already died. God had taken this burden from me and turned it into the management of a miscarriage”.

God provides solutions to these shades of grey

It is these stories and many, many more that I could tell that clearly indicate to me that God’s hand is on each and every aspect of my 

work. In even the most challenging of decisions, if I look to Him and only Him, that He will guide me through the complex maze of His 

will, medical advances and modern society. My role is to show my patients the love of Christ, not make the decisions for them.

There are some clinical situations that if I were the patient, I honestly do not know as a Christian which path I would choose. But I do 

believe that when we are at the coal face, when we are faced with these situations ourselves or have to provide care for a patient, God 

slowly does provide the solutions to these shades of grey – if we look to Him. That is why I cannot judge a patient for making a decision 

regarding their care or pregnancy in these complex situations. We have not walked in their shoes or had to make these decisions 

ourselves, so we cannot presume to know what the ‘correct’ path is; and that path may not be the same for any of us, since no two 

situations are identical. 

Only God knows that path.

In this I will put my trust.

Dr Amanda Ward  
Dr. Amanda Ward works as an Obstetrician at Monash 

Medical Centre, and privately at Cabrini and Jessie 

McPherson hospitals. Amanda is a gynaecologist at 

Jean Hailes in their medical clinics and also runs 

women's health education programs in Tanzania 

through the charity Medical Mission Aid.



The Influence of One – Dr Carolyn Russell
Pondering the ‘Abortion and Mental Health’ dilemma from a 
General Practice perspective

I am reaching the end of my clinical work in General Practice. My hair is grey, the peripheral circulation is not as good as

previously, and my senses are starting to grow a little dimmer, with eyesight changes and hearing aids needed as well!

Nevertheless, it is still a joy to use generalist skills and knowledge to help others, to consider ways of being Christ to colleagues,

and patients. To me, being a doctor is being a person united with Christ and letting His light and His love show through me. 

I rarely ‘evangelise,’ however He is mentioned often. I rarely pray aloud with people however we often sit together in God’s presence

(hour after hour actually) whether they know it or not!

The last fifteen years of my practice have been purely counselling and mental health work. I currently work as a couples and

relationship therapist. With clients, I sit and ponder the condition of their world, and their lives – due to their choices, their pain and

loss, and their capacity to manage the next day or week. Some bring a Christian perspective; others are totally atheistic, sometimes

aggressively so. However, because of the incarnation of Christ, I am compelled to be present with them (see the model from our Lord

in Philippians 2).

It is in this arena that the topic of Luke’s Journal for this edition resonates for me.  I have taught students and young doctors to do the

same – that is, to sit and ponder people’s stories, and their responses to those in similar circumstances.

May this small offering of my ponderings, and the thoughts of my colleagues and friends, be useful to you as you minister in YOUR

medical space. 

My plan: 
1. Avoid the tussle for evidence that ‘finally stops any disputes’ about the ‘mental health challenges and abortion’ debate.

2. Consider the biases that we bring to these conversations. Recognise how these affect our work with our patients and

discussions with colleagues.

3. Offer thoughts about best practice in this place and consider the evidence base for this.

4. Encourage you to be good risk assessors

5. Challenge you for the ‘long obedience in the same direction’

Nate Neelson – Unsplash



A synthesis of the literature regarding abortion and mental health is hard to create.  A web-based search will create a massive 

headache and the responses to these papers are becoming increasingly polarised.

Since the 1980s, papers have been written purporting both no increase in mental health symptoms post-abortion, and significant 

increases in mental health symptoms following it. There is such variation and emotion attached to the comments about these studies, 

and such a range of ways of researching this fraught subject.  I have listed some articles in the reference section that may be helpful for 

you to digest and consider. You could also follow the trails of their references. With many of the same reports being used both for and 

against abortion rights, it is a twisted, complicated journey.

The article by David Reardon has useful tables comparing opposing views.  This might prompt dialogue with our colleagues.  It may 

also challenge the claims we make when we speak with our patients. Research around this topic is challenging, too, because of 

methodology.

Part 2

Bias is present in all of our discussions and ‘evidence’.

Let me put my cards on the table, as I would if I was having a conversation with students or colleagues… 

I am a believer and a follower of Christ. I do not believe in abortion as ‘birth control’, or a means to ‘reduce acute anguish’.  I choose not

to say, `This person needs an abortion’, nor to refer. This is my bias, my values.  However, I cannot only read Christian literature on this

subject.

Our biases are not just personal. They also have a communal element. We tend to adopt the biases of our peers for several

practical reasons. First, by adopting the opinion of our peers as our own, we are embracing a collective wisdom that frees us

from the need to deeply research and consider every idea on our own. Second, the more completely our beliefs are aligned

within our community of peers, the less we will face conflict and suspicion. Obviously, there is never perfect alignment or

cessation of independent thinking. But the tendency to accept the ‘conventional truths’ of one’s peers as ‘fact’ is a very real

phenomenon.

I find it helpful to read the material, and to be influenced in my thinking by honest men and women attempting to make ‘numbers and

confidence Intervals’ mean something very important in the arenas of personal decision-making, policy, medical safety and moral

choice.  These researchers may be atheistic, or humanistic, or Christian or Jewish, and yet with a passion for noticing patterns and

taking seriously the phenomena evidenced in them. The result of this is that hypotheses can be derived, tested and rigorously debated,

for the good of both patients and society. This is a form of growing in our truth-telling, and one of the character qualities that must be

formed in us as we grow in Christ.

An article published by Cambridge University Press by Fergusson, D et al  encourages me (fully published online):

These conclusions have implications for both service provision and the interpretation of the law in jurisdictions such as New

Zealand, England and Wales. The finding that the extent of distress caused by the abortion is a predictor of subsequent mental

health suggests the need for providers of abortion to: 

1

It is impossible to conduct randomized double-blind studies to investigate abortion-associated outcomes. Such studies would 

require random selection of women to have abortions. Notably, the very same fact that would make such a study unethical —

forcing a group of women to have abortions—actually occurs in the real world wherein some women feel pressured or even forced 

into unwanted abortions by their partners, parents, employers, doctors, or other significant persons.2

…the Task Force on Mental Health and Abortion, of the American Psychological Association (TFMHA)  review concurred with the 

view that the complexity of this field “raises the question of whether empirical science is capable of informing understanding of 

the mental health implications of and public policy related to abortion,” admitting that many research

“questions cannot be definitively answered through empirical research because they are not pragmatically or ethically possible.”3

4
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Part 1



conduct thorough screening of abortion-related distress; to carry out adequate follow-up of those showing distress; and to

counsel those showing distress about future mental health risks and the need for support. In terms of legal issues, our findings

have important implications for jurisdictions such as England, Wales and New Zealand, where over 90% of abortions are

authorised on the grounds that proceeding with the unwanted pregnancy would pose a serious threat to the woman’s

mental health. There is no evidence in this research that would suggest that unwanted pregnancies that come to term

were associated with increased risks of mental health problems or that abortion mitigated the risks of mental health

problems in women having unwanted pregnancy. 

In addition, although recent reviews of the evidence have concluded that abortion is not associated with increased mental

health risks when compared with unwanted pregnancies that come to term, no review to date has found that abortion is

associated with a reduction in mental health risks. Collectively, this evidence raises important questions about the practice

of justifying termination of pregnancy on the grounds that this procedure will reduce risks of mental health problems in

women having an unwanted pregnancy. Currently there is no evidence to support the assumptions underlying this

practice, and the findings of the present study suggest that abortion may, in fact, increase mental health risks among

those women who find seeking and obtaining an abortion a distressing experience. (emphasis by the author).

We must continue these discussions, influence the researchers and policy-makers, and speak honestly to each other in medical tea

rooms and consulting rooms.

Part 3

My decisions in work and in life are influenced by ‘the ONE’. The ONE person who presents with despair, the ONE person in conflict,

the ONE family in crisis, the ONE unexpectedly-pregnant adolescent in my room who imagines life is over.  But more than that, it is

influenced by the Holy One who is above all. This is the One True God, the Creator and Sustainer of Life, and who reaches down into

this world of ONEs. 

So, my approach to abortion and mental health is to invite the ONE into the room:  welcome their presence and uniqueness, move

towards them and just listen.

Is there evidence for this practice?

The General Practitioner who has worked in a town for many years, heard the stories of families for generations, listened to joy and

heartbreak, knows that the evidence is in the relationship of trust which grows, the returning patient who allows you to do all manner

of examinations and investigations to discover pathology, and tells others to come to that practice ‘because they look after you there’.

But enough of anecdotes – the medical communication literature since Lucien Leape in 1991  has been surprising doctors with

evidence that suggests that blood pressure management is tighter when the Doctor and patient listen to each others’ ideas and

needs;   that the HbA1C level is significantly lower in patients with diabetes when the treating doctors listen to the struggles of the

patient about their glucose control, then offer education and support for 5 minutes per visit.  In contrast, the recovery of a patient

post-surgery is significantly negatively affected when there is tension in communication in the operating theatre, especially between

medical and nursing staff, and the reverse is true when there is positive regard expressed between these two groups of carers.

What do we notice if we listen to mental health conversations around pregnancy?

Joy, shock, loss of control. Rape, violence.  Mixed emotions – despair, and yet desire. Tiredness. Entitlement. Caring.  Moral

outrage. Grief and sadness…. Conflict, lies, embellishment or exaggerating symptoms. Pressure, panic, embarrassment,

caught out, trapped… The list of the experiences of these people is almost endless – for both men and women, our colleagues

included.

Actually, we might not hear any of this, as if the ‘A-word’ is used, we may cease to be present to the ONE…. Our own pain and distress,

especially around beliefs which are held dearly, may cause us to stop noticing or hearing the story that is being enacted in front of us.

At this point, we may cease to be ONE who can become a trustworthy companion through the next part of the journey.

I am going to assume that you as a Christian are totally convinced of the position of the sanctity of life around abortion, and the final

choice in not referring for termination of pregnancy; but this ONE needs us now.  There are risks in any procedure, to mental and
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physical health. There are other ways to manage this event which are safer for all.  The risks must be sought, and the care for the

person evident in our discussion. The preventive nature of our work must be at the fore here.

How to start this mental health conversation

Be Christ to them – present, truthful and humble:

Check your own self and attitudes: watch for panic, and avoidance

Do not usurp the qualities of God that are not ever ours –   particularly the ‘3 omnis’….. we do not know all, we are

not all-powerful, cannot be ever present , AND we are NOT self-sufficient. That means, we must listen to another

perspective.  We cannot control for everything, cannot save all people, and we must not stay unsupported in our

processes.

Manage your calendar:

Time must be allotted: adequate for an exploring conversation, or divided into a number of appointments

Welcome the stranger. (Deut 10:19)

Love the stranger even if they have a different position than ours. Use the minimal encouragers of, “Tell me more,”

turning towards their ideas by thinking about them (linger on them rather than moving on), paraphrasing and

reflecting emotions.

Always look for the whole:

Hear about the whole person – their situation and background – with humility and curiosity. Don’t see them simply

as a ‘person wanting an abortion’.

Be incarnational  (we are Jesus to them, at this point):

Be with them in the pain, fear and the journey. This is through joining with them, and empathic statements that show

that we see and hear them.

Gentle probes towards truth telling, for example:

“Do you know about this way of managing a pregnancy?”

“Have you considered keeping the pregnancy?”

“What are your thoughts about regret? About grief? About physical consequences?”

“Every single person has a story that will break your heart. And if you’re paying attention, many people… have a story that will

bring you to your knees..” – Brené Brown

Pray for yourself and the other – silently and consistently as you work.

Seek counsel with your mentors and debrief challenging conversations – a plug for General Practice Supervision!

Part 4

The research is clear about persons at high risk of adverse mental health outcomes, whilst some will continue to live with their

decision in a way that is satisfying to them and not show any obvious significant mental health outcomes.  It is in the stories that we

hear, while connecting with our patients, that we note the potential risk factors for future mental health challenges.

Table-PMC(nih.gov)
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https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6207970/table/table1-2050312118807624/?report=objectonly


TFMHA identified risk factors

Risk factors for mental health problems after an abortion identified by the American Psychological Association’s Task Force

on Mental Health and Abortion (TFMHA) in 2008.

Other risk factors: the presence of domestic violence, cultural beliefs and restrictions around pregnancy/abortion 

When the stories heard contain any of these risk factors, underscore the need to keep connection and intentionally make this

appointment – either with you, or a referral to others.

Part 5

Let’s be very real here – though we have listened, loved, told truth, and encouraged in other alternatives, our patients may choose

abortion as their next step.

What is the appropriate response in being mental health workers and advocates? 13



Summary
Your life in medicine will include discussion of topics around which you have strong beliefs and reactions.

There are researchers and writers wanting to collaborate and serve their profession honestly. Read them and think with them.  Check 

your statements and claims.

Build relationship.  Build trust with colleagues and patients.

Prevent the risky outcomes as much as possible by being aware and being a clinician who continues to listen to the whole, and 

responds to the complete story.  Working in mental health around the issue of abortion can be distressing and tiring, and just 

considering it reminds me of a book I read a long time ago, which encouraged me in my walk with Christ – A Long Obedience in the 

same Direction – this is wearing the yoke of Christ. 

"Take my yoke upon you, and learn from me, for I am gentle and lowly in heart, and you will find rest for your souls.”

Matthew 11.29  ESV

Dr Carolyn Russell 
Dr Carolyn Russell is a GP / Psychotherapist / Couples Counsellor / Educator and 

the Principal of Foundations Counselling Centre, a multidisciplinary mental 

health centre in Brisbane. Her Christian family is part of the Presbyterian Church 

of Queensland, where her husband is an elder.  

She is a keen Nana, and loves to hang out with her three children, their partners 

and granddaughter. With them she reads voraciously, kayaks, cooks and is 

creative with cloth.  

She is exploring ideas around retiring from formal medical work and moving into 

facilitating the growth of others with training, and small group work. 
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Make a tailored response to this persons’ conflict and thoughts or beliefs.  Another less mindful response is to categorise, or to 

create a medicalised syndrome.  If we do the latter we move away from the vulnerable, conflicted space, where we are being humbly 

immersed – God working through us for the good of the other.  Doing other than being immersed can sanitise the appointments and 

lessen the power of our presence for safety and healing.14

Make steps towards relationship, regardless of their choice about continuation of the pregnancy.

Book the next appointment.

Let them know that you wish to check on them after the procedure to do duty-of-care follow up

Attend to any affect changes early by doing the same as you did when you were hearing the story initially. Listen and welcome

this ONE into your room. Treat appropriately if grief reactions are severe, or diagnosable conditions result.

Notice if there is isolation, and work for more connection and support.

Create opportunities to speak to the future – hope-filled conversations which build in the next months. Notice their dreams and

imagine them. Connect with the affect in the imagined dreams and mark it with a response. 

Record the conversations in your notes and refer to them when you see them again.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6207970/
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POEM: Left with Regret – Anonymous
Acknowledging an unborn child

One day I will meet you

    as a spirit nurtured by God.

Grown in His light, His child.

You could not be mine,

    your earthly father, unaccepting.

Your beginning was not greeted with joy

   but with despair, in a godless marriage.

A little girl, God said in my heart.

   I named you Katerina.

Two brothers never knew of you

   That would have led to greater condemnation.

You dwelt within me for 11 weeks,

   all I was left with was pain.

Know that I am heartbroken,

      still,

 left with regret.

(Author’s name withheld for privacy)

Mon Petit Chou Photography – Unsplash



Pregnancy: Risk Factor or Transformative 
Opportunity? – Dr Sarah Jensen
Providing an alternative pathway where a confronting antenatal
diagnosis is faced

The Consultation

For a Christian healthcare professional, the consultation with a woman who finds herself unexpectedly pregnant is a unique

and deeply challenging opportunity. It is one that many dread, with the fear of the Australian Health Practitioner Regulation

Agency (AHPRA) hanging like the sword of Damocles and the pressure to conform to political and societal expectations a heavy

presence in the room.

Some choose to avoid this situation completely, posting signs in the waiting room to deter any patient who may be considering such a

conversation. Others accept the challenge awkwardly, not quite knowing where to look or what to say. They feel relief when the woman

leaves the room, satisfied that they complied with the minimum referral standards while not compromising their own values or being

complicit in any way to the decision the woman makes after leaving.  

In my years as a GP Obstetrician, it has become apparent that the reason this consultation is difficult is because referring a woman for

termination of pregnancy is the ‘wide and easy road’ for a practitioner. The consultation would be much simpler, and our day would

run to time if we merely gave her that referral and sent her on her way. But, as Christian doctors, we invariably have hesitations about

this being the best choice. While termination may appear to be the easier option for us and for the woman, we know that this pathway

of care often leads to harm.

“But, as Christian doctors, we invariably have hesitations about this being the best choice. While termination may appear to be

the easier option for us and for the woman, we know that this pathway of care often leads to harm.”

Yet to sit with her and hear about the social isolation and lack of support, the unemployment, the domestic violence, the lack of safe

housing – all the factors in her life that lead her to feel she has no choice in the matter – this is much harder. And whilst we may choose

to sit in compassion and listen, cancelling or delaying the next hour of appointments to allow us the time to be thorough – actually

finding solutions that make her load easier and give her hope feels practically impossible.



The Choice

The divisive debate around abortion – well known by the polarised placards of the pro-life and pro-choice movement – fills the echo-

chambers of social media, the corridors of parliament and the sidewalks of city marches. The recent overturning of the Roe v Wade

case in the USA has further fuelled the emotion and vitriol around this issue. But how does this rhetoric translate into care for the

woman before you, with the world on her shoulders; not knowing what to do or where to turn?  Sure, she can go down the road and end

the pregnancy, with a referral in hand, or not. Most women are acutely aware of that option. There are an increasing number of GPs

who are authorised to prescribe MS2-step (mifepristone and misoprostol) medical terminations; and there is a centre in most regions

that offer surgical solutions for women less than 16 weeks gestation. There is also an escalating push to widen this access, with public

hospitals coming under pressure to offer terminations or risk their funding; telehealth abortion services expanding exponentially; and

governments promising increased funding to remove financial barriers for women seeking terminations (the ACT Government

recently announcing $4.6 million over 4 years to remove out-of-pocket costs for women accessing terminations <16 weeks gestation). 

Increasing cultural pressures, often aided by the lack of alternatives offered when help is sought, commonly lead a woman to believe

that ending the pregnancy is the expected and best thing for her. But where does this leave her after she has gone through with it? 

Society told her that ending the pregnancy was a triumph for women’s rights, a win for exercising her right to choose. Yet it seems a

‘choice’ where there appear to be no other valid options. If she was alone prior to choosing the pills or procedure to end the pregnancy,

she likely remains without anyone by her side. She may be bleeding heavily, with little follow up or post-termination care. She may still

be without a safe place to live, without a job, or in the same violent relationship that led her to end the pregnancy in the first place. 

Surely this is not the highest goal for which we should strive. Surely our women deserve better. How can a society possibly flourish if

this is considered ‘progress’ and a glorious achievement to be celebrated? There must be a better way.

The Problem

We make the mistake of assuming that the underlying cause of a woman’s disadvantage is economic. And with the cost of living rising

so steeply, one might be forgiven for this assumption. But it is not economics that lie at the core of homelessness, poverty, domestic

violence, or social isolation. Rather, it is a lack of healthy relationships that is the primary factor in most instances. Healthy and

strong family relationships correlate directly with access to practical support, resource provision, emotional care, respite, peace of

mind, and a safe home. In contrast, where there is a lack of healthy relationships, women are far more likely to experience significant

disadvantage. And for these women, an unexpected pregnancy can cause disadvantage to quickly become a crisis.

There are three potential outcomes when there are a lack of healthy relationships and support networks in a woman’s life. Firstly, the

woman may end the pregnancy, not necessarily because she doesn’t want the child but more likely because she is overwhelmed,

under-supported, and feels there is no other choice. Secondly, she may continue with the pregnancy, but ultimately have her child

taken from her after birth because she does not have the right people in place to enable her to safely continue to care for the child. And

finally, the woman may continue with the pregnancy and manage to keep her baby, but go on to live with the same risk factors she was

enduring prior to having a child – only now she is at an even greater disadvantage due to the demands of being a mother.

The reality is that the health system as we know it cannot provide the relational community that is needed for these women.  I

cannot possibly offer this kind of care in the twenty minutes I spend with a woman in my general practice rooms every few

weeks.

The reality is that the health system as we know it cannot provide the relational community that is needed for these women. I cannot

possibly offer this kind of care in the twenty minutes I spend with a woman in my general practice rooms every few weeks. Likewise,



the hospital midwives and social workers cannot provide this support in their allocated time slots. Their appointments may help put

out spot fires and facilitate some essential services for the woman, but they know better than most that this is simply not enough.

There must be more that we can offer beyond confined appointments and narrow service provision. Women need community. They

need relationship. Women need comprehensive and whole person care.

The Opportunity

One of the great mistakes of the current medical perspective is that pregnancy is fundamentally seen as an additional risk factor that

needs to be mitigated.  Whatever the cause of a woman’s disadvantage, pregnancy is seen to increase it. If a woman is unemployed, she

will have an even harder time securing work if she is pregnant. If she is in an abusive relationship, being pregnant will commonly

make this worse. If she has depression or anxiety, her vulnerability to exacerbation of her conditions in the perinatal period will be a

cause for significant concern.  The cost and sacrifices required to raise a child will be seen to greatly limit her opportunity for life-

improvement into the future.

While there is some truth in these concerns, I have come to realise that pregnancy also has the potential to be a key transformative

event in a woman’s life. Perhaps for the first time ever, she may actively seek care for herself, consider her future, and set her sights on

building a strong foundation for her new family. This provides a tremendous opportunity for health practitioners involved in her

care. We are privileged to play a part in countering the narrative of disadvantage and instead help the woman to find the support she

needs to turn this around. This might include facilitating healthy peer and mentoring relationships, engaging in holistic care for her

physical and mental health, and equipping her to become a capable and confident mother who can overcome the challenges she

faces. If you help build a mother’s resilience, providing her the medical, social and relational support required for what can be an

incredibly difficult time, then this decreases the risk factors that lead to disadvantage for her and her child’s developmental outcomes.

If done well, this is the most powerful opportunity in her life to break the cycle of generational disadvantage that plagues our

communities.

If done well, this is the most powerful opportunity in her life to break the cycle of generational disadvantage that plagues our

communities.

Just this week I met a girl who is in her second trimester. She came to see me directly from work where she has a stable income. She

has recently moved back in with her Mum which means she has a safe home to go back to after she finishes our appointment. The

story she told me of her recent months did not match with the girl that sat in front of me. Only recently, she was homeless,

unemployed, estranged from her family and in a dangerous cycle of alcohol addiction and drug use. She had an abortion a few years

back which she identified as a key event that furthered her downward spiral. She had multiple suicide attempts and no hope for her

future. When she found herself unexpectedly pregnant again, she knew she could not go down the same path as before. She knew she

would not survive it.  Both the physical trauma and mental pain it put her through was not something she could repeat. Being pregnant

has helped her to begin to turn her life around. She has “done a complete 180” as she explained it.  She still has a long way to go to

overcome the obstacles she is facing, but being pregnant has given her a reason to live and she has started to make changes that will

have a lasting impact on her future and that of her child. I feel honoured to be a part of that journey.

The Vision

First Steps Pregnancy Support (FSPS) began as a small group of passionate professional Christian women who got together to discuss

how we could make a difference in our region for the many pregnant women experiencing disadvantage. We began by compiling a

directory of all the local services available that have support to offer a pregnant or newly-parenting woman. This is now a fantastic



resource for local service providers, but we soon realised it was only a small part of the solution to providing better pathways of care for

these women.  We concluded that a central contact point was needed, within a relational context, to coordinate this care.  While there

are many wonderful pregnancy support organisations that operate as social services, we as health professionals had a heart for

providing the additional layer of evidence-based comprehensive medical care for pregnant women facing challenging circumstances.

We aim to create personal pathways of care with each woman to ensure she receives support that is tailored to her individual needs.

The wider community has so much to offer, and we will facilitate her access to the services providers that already exist in the region as

well as local businesses and professionals who are eager to lend a hand. Our medical expertise will enable us to provide evidence-based

education and health advice throughout pregnancy and into parenting – an area that is majorly lacking in our current health system

and leaves women feeling anxious and completely unprepared as they anticipate birth and motherhood. We aim to offer mental health

support that is multi-faceted and may include mental health treatment plans, medication and referrals, in addition to counselling and

general support. We aim to provide an alternative pathway where a confronting antenatal diagnosis is faced, to give time and space for

a decision to be made, and to provide medical oversight through this process.  In addition, we hope that First Steps Pregnancy Support

will give our local medical colleagues confidence to support women who are pregnant and in challenging circumstances throughout

their pregnancy and post-natal care, because they recognise the opportunity for transformation and have a clear referral pathway to

facilitate this journey in the context of relational care and community.

A “First Steps Pregnancy Support” Scenario

Renee* thinks she is about 10 weeks pregnant.  She is referred to First Steps Pregnancy Support (FSPS) by her GP after an initial early

pregnancy consultation. She is in a very difficult situation with an abusive partner, no family to support her and she recently lost her

job as she was struggling to get out of bed in the morning. She was not meant to fall pregnant, and she cannot see a pathway ahead that

could allow her to continue with the pregnancy even though a part of her thinks she might want to.

When she walks through our doors, she feels welcome with FSPS team members greeting her, giving her a cup of good coffee and

spending time with her. She feels listened to by our available social worker who talks with her about her past, where she is at currently,

and what her hopes are for the future. She feels hopeful for the first time in forever, as she hears about the wide range of support that



is available to her within the local community.  She feels cautiously excited as she meets with one of our doctors and has the

opportunity to see her baby for the first time on our ultrasound machine.  She feels reassured when she is told that she is in good

health and she very much could continue with her pregnancy if she wanted to, with regular input from the First Steps team and help to

link in with other services in the area. She leaves our clinic feeling valued as a person, optimistic for the future, and supported by our

staff as well as the community networks with which we have offered to engage her.

This first visit is just the foundation for the care we will be able to offer this woman. As her pregnancy progresses, she is able to gain

greater independence when a local business responds to our social media request and offers her casual employment.  She attends our

birthing classes and preparation for parenting groups and grows in confidence as she prepares to be a mother. She attends our weekly

drop-in sessions and finds friendship and acceptance amongst the other women that are pregnant or have recently had their babies.

Through the local community network, she is able to find a place of safety after having the courage to leave her abusive partner.  She

feels empowered through the support she is given by a local lawyer who helps her to navigate the system following her relationship

breakdown.

And ultimately through all of this, she continues on to give birth to a healthy baby girl who becomes the centre of her world and with

whom she develops an unbreakable bond. Her daughter goes on to grow up with a capable and self–assured mother who has found

her place in the wider community and who can love her and provide for her, still within the context of a supportive community. She

continues to attend weekly drop-in sessions at our clinic to support new women coming through and to share her experiences with

them, giving her life experience further meaning and purpose.[1] 

*Renee is not a real person, but a constructed story based on combined anecdotal experiences. 

Whilst First Steps Pregnancy Support is not yet in the operational phase, this is the vision we have for women who come

through our doors.  We hope to begin taking clients in early 2023. For more information visit www.fsps.org.au or email

contact@fsps.org.au.

Dr Sarah Jensen 

Dr Sarah Jensen is a GP Obstetrician who delights in caring for Mums-to-be.  She 

is the Medical Director of a new organisation First Steps Pregnancy Support and 

is particularly passionate about equipping women to live out their God-given 

potential as capable and flourishing mothers. Sarah lives and works in the 

Queanbeyan Region of NSW with her husband and three young children. 

http://www.fsps.org.au/


Prepare for the Abortion Request – Anonymous
What would you do in practice?

On the weekend of 3-4 June 2012, I was the on-call respiratory registrar for my hospital. I received a phone call from the

emergency department (ED) about a 26 year old girl who had returned from overseas travel in East Asia with a productive

cough, haemoptysis and fever. I heard from ED that the girl was pregnant. The girl had just just found out about her pregnancy

on the same day she presented to ED. Her last menstrual period had been 5 weeks ago. The girl had not expected that she would

be pregnant. Her response was immediate. She said, “How do I kill it?”

Later, I discovered from the mother that the ED consultant had explained that termination of pregnancy cannot be performed right

there and then in the ED, and that the girl needed a referral to King Edward Memorial Hospital. In her case, because the baby was still

early in development, a hormonal pill could be used, rather than dilatation and curettage.

“… she had not expected that she would be pregnant, but her response was immediate. She said, ‘How do I kill it?'”

I addressed her respiratory illness. I also spoke to the girl about her newly discovered pregnancy. I did not try to avoid the “elephant in

the room”.

I approached the subject by clarifying her understanding and perception. Having heard that the girl had already found out about her

pregnancy in ED, I asked, “Do you understand that you’re pregnant?”

The girl replied, “Yes.”

I went on to ask, “So, how are you feeling? Is this news a shock, finding out that you’re pregnant?”

I had heard about her immediate response. Her response to me was also to-the-point, “I hate children. I never want to have children.

Children disgust me. I’m going to kill this baby as soon as I get discharged from here.”

The intensity of her attitude struck me.

I gently said, “Do you know how this could have happened?”

The girl replied without hesitation, “Yes. I had sex. But I’ve had unprotected sex for 4 years, I didn’t think I would get pregnant.”

I explained to her that although she had indeed had some significant previous medical issues that reduced her fertility. However, being

female, and not menopausal, if she had sex, she could get pregnant. The chance of pregnancy would still be present even if she was

infertile. I ventured further, “And what are your feelings now, about this pregnancy?”
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“The girl replied, ‘I’ve finally reached a place where I’m having a good time, I’m not going to let this get in the way. I won’t

let a baby get in my way.’”

The girl replied, “I’ve finally reached a place where I’m having a good time, I’m not going to let this get in the way. I won’t let a baby get

in my way.”

I discussed the reasons for carrying through with her baby first, particularly given her issues with fertility. I highlighted this to her,

“Whilst you can and have become pregnant, your fertility has been affected. Do you realise that you may not get another chance to be

a mother?”

The girl said that she was sure that she didn’t want children, that she hated them, and shrugged off the gentle observation that she was

once a child herself.

I was only a couple of years older than her but she listened when I said that people sometimes feel sure about the decision they make

at the time when they are young, but the lifelong implications of that decision is not known to them. In response, she shared that she

had previously tried to convince doctors to give her a hysterectomy, but they had not granted her this, as they had said the same thing

as me. Other doctors have also said the same thing to her, that while still young, she may feel that she would never want babies, but she

may change her mind later in life.

The girl’s mother was also present and she said to me, “If you knew her, you’d know she’s extremely selfish. She’s high maintenance.

She looks after herself. She wouldn’t look after anyone else.”

The girl added, “I prefer to spend my money on myself. I’d rather buy myself some clothes than spend money on a child.”

It was surprising to me to see the girl being so unashamedly and blatantly self-centred, but I kept my opinion to myself and went on to

discuss reasons for not supporting termination of the pregnancy. The term, termination of pregnancy, is ironically a euphemism used

by healthcare workers to make the issue less confronting. In stark contrast, the girl involved, was a lot more frank about not hiding the

real issue. So, I didn’t use the euphemism with her. I spoke to the girl using her own language, “I believe you said it yourself – that it’s

killing your child. Are you really sure you want to live with that on your conscience?”

The girl was not perturbed, “I just want to go back to [East Asia], and go and have fun. It’s my life. I’m not going to let the baby stop

that.”

I was more nonplussed than she was, “Why so sure? How is killing your own child so easy? Does it make it easier because your baby is

smaller and more vulnerable than you?”

Again, she quickly shrugged off my comments, “It doesn’t matter whether it is smaller or not. I don’t think it’s about the baby being

smaller. If people try to stop me from doing things as I want, I would kill them if I could – the only thing that has stopped me is that I do

not want to go to jail.”

I had to clarify, “Really, you would kill people to get what you want in life, as long as you wouldn’t go to jail?”

The girl was as hard-as-nails, “Yes. Wouldn’t you?”
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I couldn’t quite believe that someone could live so selfishly and not care about the consequences, unless they impacted their own

selves. Thinking on my feet, I responded to her, “No I wouldn’t. Although, there are some who kill other people and live with that, such

as gangsters who make it their lifestyle, I don’t think most people would be at peace with doing that.”

In retrospect, I realised I could have replied to her question by explaining more about why I wouldn’t. I could have told her that I

believe that God gives value to life and shared about who God is to me. If I had the opportunity again, I want to share with her that God

has not discarded me even though I actually deserve that (Romans 5:8), and that instead of discarding me, God has adopted me as His

son, and has shown me His mercy, love and care. And so I live for Him as my king, rather than just for self. and that I care for what and

who God values. I would tell the girl to value the life of her baby, who is dependent on the parent for care. I would share that my belief

also impacts my care of her, and that my care for her as someone who God values, motivates me to spend my time having this

conversation with her, although I was sleep-deprived from being on-call all weekend. I care, because I know I have received care from

God even though I don’t deserve Him. I care for her baby, who is significant to God, not just from birth, but from conception (Psalm

51:5).

“… I realised I could have replied to her question by explaining more about why I wouldn’t. I could have told her that I

believe God gives value to life, and shared about who God is to me.”

I went on to discuss the pregnancy. I was so taken aback by the girl’s hardened self-absorbed attitude that I could have been stunned

into silence otherwise. To keep the conversation going, I raised with the girl my (previously planned) thoughts about the pregnancy

specifically. I discussed the alternatives to abortion with her, “Have you considered options besides getting rid of your baby as you’ve

wanted? What about giving your baby up for adoption?”

The girl’s reply was again prompt, “But then I would have to carry this baby in my body all that time. I don’t want to have to carry a baby

in my body!”

I suggested, “Perhaps that would be a comparatively short time, compared to a lifetime with the baby, or a lifetime of living with having

killed your baby…”

Nevertheless, she remained undeterred and astonishingly callous, “No, I don’t want to give time out of my life to this baby. You can’t

even sell your baby like you can in the US, so there’s not even that perk of keeping the baby alive.”

I was speechless, astonished at her selfishness, but I also appreciated her frankness about the only reasons that she would be

motivated to not abort her baby. I tried again, “Really? That happens in the US? People are selling their babies?”

“Yes, and people are using women to be surrogate mothers to carry their babies for them,” she answered. “Anyway, I do things my own

way. I don’t need anyone to tell me what to do.”

I responded, “You’re right. You have to make the decision yourself, because you will bear the responsibility for your own decision. But

this is not a light decision to make, this is significant for you, as well as for your baby. I need to help you to consider what’s involved in

your decision. Similar to when you had to have the high resolution CT of your chest before, and the radiologist came to inform you

about the risks of being irradiated, and weighed up the reasons for and against doing the scan. You could go ahead without knowing or

understanding the factors involved but if you just went ahead anyway, you might end up with consequences that you hadn’t thought

about either. So it’s important to discuss things now.”

The girl nodded. This time, there was no rebuttal. She actually did seem to appreciate and agree with my point. She seemed

remarkably unperturbed by her selfish motivations and frankness about her willingness to kill a life. I wondered if other girls would

have questioned themselves more. She had also been remarkably cheerful about her mother’s description of her as being extremely

selfish.



Her mother said, “I’m against abortion myself, but she’s an adult and has to make her own decisions.” Her mother then asked me,

“Are you going to give her a referral to get an abortion?”

I said, “I’m not. Actually, I don’t even know how that gets done.”

Her mother stated, “She needs a referral to get things done at King Edward Memorial Hospital. It’s alright, we’ll go to my GP and get a

referral.”

I had done what I could to counsel this girl about issues that she need to think about. I have tried to help encourage her to keep her

baby alive and not kill the baby. It was remarkable to me that she was so unafraid to recognise this as killing, and call it as it is, and so

upfront and sure about her selfish motivations. I prayed for her that night. I hoped that some of the things I had raised with her would

stir her to rethink her planned course of action.

“I had done what I could to counsel this girl about issues she needed to think about. I have tried to encourage her to keep

her baby alive and not kill the baby.”

I was grateful for the opportunity to engage in a conversation about termination of pregnancy that normally presents to the general

practitioners (GPs), emergency department (ED) doctors, and obstetrician/gynaecologists, rather than to a respiratory registrar. I was

also curious about what others would do in such a situation. Do other Christian / non-Christian doctors have these conversations, and

what do they say? And what a significant responsibility for Christian doctors…our words could make a significant life-or-death

difference.

In my own training at medical school and during my general practice and obstetrics/gynaecology terms, there had been little mention

of how to approach requests for abortion, and even less about encouraging the pregnant patient to consider the issues involved and

providing support through the pregnancy. Even in the local Christian healthcare student group, there had been limited preparation for

this kind of conversations. Role-playing scenarios to rehearse an approach for guiding such a conversation, and planning responses to

anticipated reactions from the pregnant patient wanting an abortion, may be useful.

Anthony Tran Unsplash
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This article was first published in 2012, Luke's Journal 
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EMT discussion paper on the ethics of 
termination of pregnancy

This discussion paper aims to inform careful reflection on the ethics of termination of pregnancy from a Christian point of 

view. You can read our full 28 page paper as a PDF. 

Download full paper as PDF (4.67MB)

Discussions on termination of pregnancy are often heated and end up with polarised positions, each thinking they are right, and the 

other is wrong.

There are well-meaning people in all these factions who have strong reasons for their belief. In this polarising world with opposing 

beliefs, the way forward is to understand the current context of the times in which we live and the reasoning that leads us to our 

conclusions.

One may already have an established view on this issue. However, rather than stating any particular position, this discussion paper 

aims to outline different viewpoints, introducing the scaffolding behind the arguments, and equipping one to make an informed 

decision.

TO DOWNLOAD THE FULL PAPER as a printable PDF (4.67MB) SCAN THE QR CODE OR VISIT: 
lukesjournalcmdfa.com/emt-discussion-paper-on-the-ethics-of-termination-of-pregnancy/ 
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Pregnancy Support Organisations*

NATIONAL

Brave Foundation (focus on teenagers) www.bravefoundation.org.au/

Emilyʼs Voice (cultural change) www.emilysvoice.com/

LifeChoice Australia (students) www.lifechoice.org.au

National Directory (NSW based) www.righttolifensw.org.au/directory

Pregnancy Help Australia www.pregnancyhelpaustralia.org.au

Real Choices Australia www.realchoices.org.au

Zoe Support Australia www.zoesupport.com.au

NSW

Diamond Womenʼs Support (Sydney) www.diamondwomen.com.au/

Evangelicals for Life www.evangelicalsforlife.com

Hope House www.hopehouse.com.au

Right to Life (lobby group) www.righttolifensw.org.au

Zoeʼs Place (Newcastle) www.zoesplace.org.au

Lilyrose (Coff’s Harbour) www.lilyrose.org.au

ACT

Karinya House www.karinyahouse.asn.au

First Steps Pregnancy Support (starting 2023)  https://www.fsps.org.au

Tima Miroshnichenko – Pexels
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VIC

March for Babies www.marchforthebabies.org

The Babes Project www.thebabesproject.com.au

QLD

Priceless House (Brisbane) https://pricelesslife.org/

Lifehouse Pregnancy Help (Gympie) https://www.facebook.com/lifehousegympie

Eva’s Place (Toowoomba, Dalby, Kingaroy, Roma) https://www.evasplace.com.au/

Esthers (Sunshine Coast) https://esthers.com.au/

TAS

Esthers (Hobart) https://esthers.com.au/

WA

Pregnancy Problem House www.pregnancyproblemhouse.com

Pregnancy Matters http://www.pregnancymatters.org.au/

*Please contact us if this information is out-of-date, or there are further resources to include.
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