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established in London to cope with these very problems.
However, that leaves the rest of the nation and those who
cannot pay.

Do all women who undergo abortion need counselling
afterwards? No – they need it before they undergo an
abortion! If pre-abortion counselling is undertaken then
there is less likelihood of post-abortion trauma.1 Pre-
abortion counselling offers the opportunity for the woman
and her partner to talk about how they think this termination
will affect both their lives and their relationship.

Why is abortion not treated in exactly the same way as
other areas related to conception? Counselling is part of the
package offered to women/couples undergoing in vitro
fertilisation (IVF) and assisted conception. An informed
discussion is also required for those wishing to adopt a
child. Of course, the only people who should ever have
formal counselling are those who say they want it. The
process has to be voluntary. However, the British
Association for Counselling and Psychotherapy (BACP)
very firmly believes that anyone who chooses to have an
abortion should also be free to choose counselling to help
cope with the emotional consequences. It is a basic
component of ‘a woman’s right to choose’.

Pressurising a client to a particular course of action is
fundamentally unethical and a contradiction of our
profession. The idea of ‘informed consent’ lies at the heart
of our ethical framework and a woman needs to know, for
instance, that regret and guilt can follow the decision to
continue or terminate a pregnancy. Professional counselling
cannot be conducted by those seeking to make converts to a
cause either ‘pro-life’ or ‘pro-women’s rights’. The moral
and political views of the therapist must never be imposed
upon the client. It is essential that a person using the title
counsellor has been trained and accredited (or working
towards accreditation) to BACP standards and maintains
supervision. Advice and guidance from a well-meaning
health professional with some counselling skills but no
formal training and supervision is not counselling.
Counselling doesn’t happen just because somebody is
‘listening’.

Abortion can carry many complex emotional responses
that are often paradoxical, e.g. hope and despair or relief
and bereavement. In each case the individual needs need to
be treated individually. Pat Seber, an experienced BACP
counsellor, comments: ‘Just as in physical appearance
women are different in psychological make-up. Because
abortion is not something that most women do on a regular
basis but usually only once, they have no yardstick with
which to measure their reactions. They don’t know how they
will feel, they can only guess. Unfortunately if they get it
wrong there is no way back and for these women this can
turn into severe depression, anxiety, punitive behaviour both
towards themselves and others. Often women say “if only I
could talk to someone who has had it done”. They want to
know what they may feel both physically and emotionally.
The act of having an abortion is not something that many
women want to shout from the rooftops and are often denied
the support in coming to terms with the loss which they
would have received had it been a miscarriage’.

Overall, there is a ‘uniqueness of reaction to a not
uncommon experience’. This will decide whether a woman
recovers or lapses into depression. Common sense,
therefore, suggests that a greater provision of counselling
services within the NHS is not just legally prudent – it is
essential.
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Beyond FACTs
If only all the answers to my clinical dilemmas were known
and never changed. They are not – and never will be. So I
continue to evolve and challenge past custom and
idiosyncratic practice with requests for clinical evidence on
which to base my decisions. Through all this I need to
remain pragmatic and consider my patient’s needs in the
totality of their social and cultural environment. Evidence-
based practice does not always match the needs of the
individual; so I need to be explicit and (using patient-
appropriate language) explain why I might differ from
evidence-based medicine (EBM) in individual
circumstances. Where did I put that book for recording ‘on
a named patient basis’? Meanwhile the ever-present lawyer
perches vulture-like on my shoulder and the clock ticks as I
try to be a perfect decision-maker/communicator and
teacher whilst struggling to keep to waiting time initiatives.
Does this sound familiar?

Whatever the shortcomings of EBM (the existence of
reliable evidence being a major one), this is the future of
sound medical practice and a drive for research to provide
evidence where none exists. In recognition of the

importance of evidence to our current medical practice the
Faculty has appointed a new Clinical Effectiveness Unit
(CEU) (see pages 176–177). From January 2003 the Journal
will publish evidence-based recommendations for clinical
practice, produced by the CEU, which will be accompanied
by the multiple choice questions (MCQs) and discussion
points that you have become familiar with when using the
FACTs.

The FACT in this issue (pages 178–181) will therefore
be the last. It covers one of the most thorny dilemmas in
contraceptive practice – the management of bleeding
problems for women using progestogen-only contraception.
This is an area of our practice where evidence is often
lacking or anecdotal. I do not envy the authors their task. I
hope you, as readers, will find their contribution useful and
stimulating. I look forward to reading and publishing your
letters.

Fran Reader, FRCOG, MFFP
Editor-in-Chief, The Journal of Family Planning and
Reproductive Health Care
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