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Introduction



Thinking about Abortion


I have been researching and writing about abortion since 1990. At some point about a decade ago, it came to me that while I knew a lot about the law, the politics of abortion and how we think about the issue, I knew very little about the provision of abortion services. This book is the result of my decision to explore that gap in my knowledge. It tells the story from 1990 until the present.


This turn to explore the provision of abortion coincides with the increasing prominence in the catchcries of pro-choice politics that ‘abortion care is health care’. This definition and demand expands on ‘a woman’s right to choose’, for example. ‘Abortion care is health care’ may seem like stating the obvious but any taken-forgranted-ness of this slogan is a recent achievement. In 1994 a sympathetic journalist wrote of a newly released and groundbreaking report on women’s experiences of abortion that ‘One of the more controversial assertions of the study is that women and health care providers see abortion as a health service.’1 The focus on the provision of health care is not to displace questions of choice, rights, or justice, but to explore these as they do or do not materialise in the system of abortion provision.


The book follows the principle that the needs of the person with an unwanted pregnancy should be at the centre of our thinking about abortion. It works from the assumption that this person should have access to safe, affordable and culturally appropriate abortion care. It shifts investigation and debate away from ‘the issue’ of abortion. It is not concerned with who seeks abortion, nor their reasons for doing so, or how many occur each year, nor any justification of the moral value of abortion. Understanding how reproductive justice for all can be ensured, and how the needs of people seeking abortion can be met, involves grappling with more than questions of rights or morals, or debates about law and politics, or the stigma and shame that attaches to those who have abortions and those who provide them. This book therefore investigates how abortion services have been and are now provided in Australia, what this means and how they can be improved.


By focusing on abortion service provision, the book shifts our gaze to a set of problems that are not often brought into clear view. Its story of abortion services in Australia begins in 1990, the point at which the wave of liberalising legal change that began in this country in 1969 and which was different in each jurisdiction, and the accompanying liberalisation of access to abortion services, had settled. Abortion had become normalised as a lawful, albeit medicalised, service, but access was uneven and inequitable. Abortions were provided predominantly by small private providers, except in South Australia (SA) and the Northern Territory (NT), where public provision was the norm. There have been significant changes in the provision of abortion services in the thirty years since, however, and the restructuring of the private abortion-providing sector since 2000 following the arrival of international non-government organisation (NGO) Marie Stopes International (MSI Reproductive Choices since 2020) in Australia, the arrival in the mid-2000s and subsequent widespread availability in Australia of mifepristone (RU486), the drug that ends a pregnancy and leads to an abortion, and the impact of the achievement of decriminalisation in every jurisdiction, have not yet been given significant critical attention.


Neither has the lack of adequate access for many who seek an abortion, although this is widely acknowledged among pro-choice and feminist activists, researchers and commentators and the notion of a ‘postcode lottery’ has wide currency. While abortion has been relatively easily accessed by well-informed and economically advantaged people in all mainland Australian capital cities for the last thirty years, there are plenty of people who have needed an abortion and have not had this experience. Most people in rural, regional and remote locations have been and are poorly served, as are most who are on low incomes or find it difficult to access information, or are without residency status. The politics of geography, class and poverty, race, migration status and age shape the experience of gender that is sometimes the only power relation invoked when thinking about abortion. Those seeking an abortion later in their pregnancy also face significant obstructions that are sometimes compounded or even created by location, age and poverty. These obstructions testify to logics that are particular to the pregnant body and the way it is made socially meaningful. Calling for ‘a woman’s right to choose’ only goes halfway in grappling with these complexities: the dignity of the pregnant person and their reproductive and bodily autonomy relies on equitable access to necessary health care. The inequities in access are becoming well documented. The other side of the story—why and how the provision of abortion services is so inadequate—has rarely been the subject of research.


The Historical Legacy


This book short-circuits over a century of professional opinion and public debate in Australia that has assumed there is (for most women) something wrong with abortion—a ‘something’ that boils down to pregnant women’s desire to exert autonomy over their bodies and their reproductive lives. More specifically, it is white women’s desire to refuse maternity that has been so troubling to medical, religious, legal and political authorities, and to many members of the public.2 The tragic and brutal history of the removal of Aboriginal children from their families and communities, which is ongoing, demonstrates that Aboriginal women’s relationship to maternity is thought about and experienced quite differently. As a consequence, Aboriginal women’s responses to the issue of abortion have been more complex than a simple ‘pro-choice’ position allows for.3 Likewise, migrant and refugee women’s maternity is still today not always ideologically or materially supported in the way that white mothers’ maternal status is affirmed.4 Age, marital status, (dis)ability and sexuality also shape discourse about maternity in Australia, such that young women, those without male partners and those with disabilities have faced disapproval when becoming mothers. Sometimes abortion is considered the appropriate conclusion to their pregnancies.5


This history of opinion and debate includes the expectation that people should and will have an opinion about abortion. After all, it is supposedly one of the key moral issues of our society, and parliamentarians are regularly given a ‘conscience vote’ when they consider abortion law reform. This white Australian tradition of public debate sees abortion as a moral or religious issue, a legal issue or a political issue, but rarely as a practical matter of access to health care. I have previously argued that the regular call to debate abortion in Australia invites participation in a longstanding ritual through which the national ownership of women’s bodies is restated. 6 Since the time of federation, Australian government bodies have conducted inquiries into population and the birth rate and, since the mid century, specifically into abortion. These inquiries have repeatedly assumed, and worried over, the role of white women as mothers of children and of the nation. Even if they do not explicitly oppose abortion, nearly all continue to regard it as an exception to social and cultural norms and expectations. This history might explain why parliaments are usually much more conservative than their constituents when voting on abortion. Burdened with the responsibility for the future of the nation (or their state or territory) as they imagine it, they assume ownership of not only the nation’s material resources (including female bodies), but also of moral authority. The value put on white women as mothers and the shame historically associated with having an abortion reprise the privileged, if sometimes awkward, place of white women in the colonialist project of white supremacy.7


In this repeated national debate, abortion is frequently described as ‘controversial’, ‘sensitive’, ‘emotional’ and ‘difficult’. I draw from the work of Erica Millar who has pointed to the way that these descriptors lock abortion into a stigmatising and shameful framework that makes it other to the norm that pregnancy leads to motherhood.8 This representation of abortion sits somewhat contradictorily alongside the widespread normalisation of abortion among the majority of the Australian public, who have since the 1970s increasingly seen it as a ‘woman’s right to choose’. Sociologist Rebecca Albury wrote in 2007 that public debate about abortion in Australia between 2004 and 2006 indicated a widespread capacity to encompass ‘both emotional discomfort with the fact of abortion and a rational acceptance of relatively accessible services’.9 Many experiences related to bodies, sexuality, gender and health care can be ‘sensitive’ in the sense that people want privacy when they go through them, or find decision-making about them weighty or difficult, or wish to avoid the judgement of health professionals, family and friends. But none wears the mantle of ‘sensitive’ and ‘controversial’ as heavily as abortion. For the person who is pregnant and wants an abortion, and their partner, family and friends (if these are involved), abortion is about their future. It is a necessary and time-sensitive service. For those who do not have easy access to abortion, it may become an urgent, even desperate matter. So why isn’t the controversy about the failure of Australian society to adequately provide it for all those who need an abortion?


Starting from the assumption that the provision of high-quality, accessible and affordable abortion services is a social good, this book sidesteps the ‘both sides of the debate’ approach, which is common in political debate and media representation. This approach not only suggests a false equivalency between two positions but obscures both the simplicity and the complexity of abortion politics. On the one hand, public opinion about abortion in Australia has been increasingly ‘pro-choice’ for decades. For the last thirty years the percentage of Australians who reported support for abortion being readily obtainable has grown from about 60 per cent to nearly 75 per cent, those who report support for abortion only in some circumstances has dropped from about 30 per cent to about 20 per cent, and that of those who oppose abortion under all circumstances has remained steady at around 5 or 6 per cent.10 Support for decriminalisation in the last decade has been about 80 per cent. All but one piece of legislation concerning abortion that has passed through Australian parliaments in the last thirty years has been ‘pro-choice’ (the only exception, in the Australian Capital Territory [ACT] in 1998, was reversed four years later).11 Some parliaments find it a difficult journey, but they eventually vote for liberal reform. ‘Both sides of the debate’ is a furphy. ‘Pro-choice’ won years ago. I do not dismiss those people who have ethical or faith-based or other concerns that lead to discomfort with or opposition to abortion, although I reserve the right to challenge their thinking about gender and the pregnant body. But there is already an international body of literature that debates the ethics of abortion, including research that makes the case for access to abortion as a human rights issue, and reproductive autonomy as a primary principle.12 Nor do I dismiss the fervour and determination of often well-resourced groups who oppose access to abortion; we cannot afford to take our eyes away from their ideas and influence. This book argues that the views of the small minority who feel uncomfortable about or oppose abortion are not the basis on which abortion services should be thought about or provided.


On the other hand, the ongoing inadequate provision of abortion services in Australia requires an account of the complexity of the factors that have shaped these services, or their lack, so that we can see more clearly what needs to be done to improve access. Exploring this complexity involves asking new questions, seeking new information and forging new paradigms. It involves refusing the repeated return to abortion as ‘an issue’ while also understanding how the status of abortion as ‘an issue’ plays out. It involves centring the position of the pregnant person who wants an abortion, not in order to investigate them but so that their needs drive the research agenda.



The Questions to Ask


It is estimated that between one in three and one in four Australian women will have an abortion during their lifetime; some will have more than one.13 Why has the public health system in Australia not taken responsibility for the adequate provision of abortion care? Why is abortion, unlike all other simple, common and necessary healthcare procedures, provided predominantly by the private sector in Australia, at financial cost to the patient?


Australia is an affluent country with a good-quality, comprehensive health care system. This includes excellent public hospitals and government-funded community health centres where health care is provided free to the patient, a significant private sector providing primary care as well as hospital care, the subsidised provision of pharmaceutical drugs, comprehensive regulation of quality and safety, Medicare, a universal health insurance scheme, and internationally leading medical research.14 We have much to be grateful for, and Australians cling tightly to the entitlements and benefits which the public provision of health care delivers. Unfortunately, however, not everyone benefits to the same degree. Rural and remote communities, for example, generally do not enjoy the same access to health care as their urban counterparts. Significantly, the health system fails dismally to meet the needs of First Nations people.15 Our public health system also faces the growing pressures of not only an ageing population but also under-resourcing, privatisation and the pressures of being in a state of ‘continual reform’ that delivers ‘ambiguous outcomes’.16 The COVID-19 pandemic continues to strain the public system to breaking point. None of these factors, however, explain why our public health system is negligent in relation to the provision of abortion services. In 1990 only 13 per cent of abortions in Australia were provided in the public sector. That percentage has probably declined since. Abortion has been and is provided predominantly by the private sector, which, in the main, offers good-quality and non-judgemental care for a fee. In SA and the NT abortion has been and is provided predominantly in the public sector. In very recent years both Tasmania and the ACT have introduced public provision of some abortions and/or public funding for privately provided abortion. Differences in models of provision have been only loosely related to the different legal frameworks in each jurisdiction. Recommendations that state health departments take responsibility for the adequacy of abortion services have been made regularly since the late 1970s. With one exception (see Chapter 2), they have been repeatedly ignored and then forgotten. At the time of writing, among the states and territories the Victorian government has the most detailed active policy statement relating to abortion services; other states have none or less developed commitments.17 The prioritisation of universal access to termination services in the National Women’s Health Policy 2020–2030 has received renewed attention in the wake of the election of the new Australian Labor Party (ALP) federal government in 2022.18


The lack of public provision of abortion services can be compared to the public provision of maternity care. The percentage of women in Australia giving birth in public hospitals grew throughout the 1990s and 2000s, from around 50 per cent to about 75 per cent at the time of writing. 19 It would be a crude argument that explained this disparity by saying that the state chooses to support motherhood to the relative exclusion of supporting women’s reproductive autonomy when they wish to end a pregnancy. But in a survey of Australian state, territory and federal policies concerning reproduction conducted in 2013, Melissa Graham and her colleagues found that about half, including health policies, combined ‘promoting motherhood’ and ‘regulating reproduction’, by which they meant the ‘control, monitoring and regulation’ of reproductive choice.20 They concluded that this reflected ‘Australia’s predominantly pronatalist ideologies’ and the promotion of ‘normative gender roles within family’. Notwithstanding this clear orientation, state support for mothers in Australia is hardly adequate. Some mothers face a negligent or even explicitly antagonistic state. The majority of the increasing numbers of First Nations women who are incarcerated are mothers. First Nations children are increasingly removed from their mothers, families and communities.21 Some women have faced legal obstructions to the process of becoming mothers.22 The public provision of maternal health care is a site of contest and advocacy by those who seek women-centred care.23 It would be hard to argue, however, that a history of state policy in Australia in favour of maternity for respectable middle-class white women but opposed to abortion has ended, our pro-choice-ness notwithstanding.


This book asks detailed questions that emerge from this history. How is the provision of abortion services organised in Australia? Why have the great majority of public hospitals in Australia not provided abortion services? Why do so many people have to travel long distances to access abortion services? Why don’t more doctors provide abortions? Is the anti-abortion movement the main obstruction to the provision of abortion services? Are there abortion-specific issues that private providers of abortion care must confront that other private healthcare providers do not? How has the provision of abortion services changed over the last thirty years? Have the changes expanded the accessibility of abortion services? Has the price of an abortion gone up in this time? Has decriminalisation made a difference? Is the availability of early medical abortion the answer? Why are people who request abortion ‘late’ so poorly served? What should be our priorities if we want to improve access to good-quality abortion care?


The Era of Neoliberalism


In place of public responsibility for the provision of safe and affordable abortion services and widespread delivery of abortion through public hospitals and clinics, we have neoliberal abortion. The book positions neoliberalism as a central framework for telling the story of how abortion has been provided in Australia in the late twentieth and early twenty-first centuries. I use the term neoliberal abortion to signal the centrality of the market, the relative absence of the welfare state in abortion provision and the centring of the idea of the individual with choice in my analysis of the provision of abortion.


Neoliberalism refers to a set of ideas about economic and social policy that have gained global ascendancy since the 1970s, coinciding with and mutually constitutive of the current period of globalisation and growing inequality between countries and within countries.24 Neoliberalism also coincides with the rise of right-wing politics around the world, and in some cases political instability. Neoliberal policies give the market priority over the state as the rightful driver for management of the economy and the distribution of wealth and social goods; in this respect, they enact small government. The growing trend for governments to cut funding to, contract out or privatise health and social services is a neoliberal policy approach.25 While they are associated with the withdrawal of the welfare state, however, neoliberal policies also deliver an intensification of state intervention into people’s daily lives, especially for the poor and marginalised, evident in the increased demands for compliance from and surveillance practised on people receiving social security benefits, for example. The 1983–1996 ALP federal governments led by Bob Hawke and Paul Keating introduced neoliberal economic reform and policy frameworks in Australia. Their full force was, however, softened under ALP governments by the tempering effects of a politics of social inclusion.26 This approach drew on a long Australian tradition of what has been described as ‘social liberalism’, which had been shaped significantly by white women’s movements since federation and had had significant successes in the wake of the Women’s Liberation Movement.27 Since the election of the Howard Liberal National Party (LNP) government in 1996, however, major policy and economic reform in the neoliberal mode has been pursued vigorously and without social inclusion, with only a brief and mild respite during the 2007–13 ALP governments.28 The election of the ALP government in 2022 delivered some immediate relief from the harshness of the conservative LNP government 2013–2022 but it is too soon to deliver a verdict on the depth of change.


Arguably, the delivery model for abortion services that developed in Australia from the 1970s in the wake of the liberalising court rulings and law reform was Australian-style neoliberal healthcare delivery avant la lettre. By 1990, abortion was provided liberally, predominantly by private sector clinics and small businesses in the east coast capital cities and Perth, with some provision by private obstetricians and gynaecologists in private hospitals. There was very little public provision, except in SA and the NT, and to a much lesser degree in Victoria. In other words, the market determined the provision of services. Clinics existed where they were profitable. They were susceptible to all the vicissitudes of the market—competition, ebbs and flows in the labour market and ‘consumer’ demand, changes in business costs, changes in government regulation, clinical developments that brought new modes of delivery. Private abortion clinics in small markets have been and remain particularly vulnerable. In 2018, the only remaining private provider of abortion services in Hobart, Tasmania, closed its doors. This provider’s clinic in Launceston, the other major centre in the state, had closed two years earlier. The clinic’s owner cited the uptake of telehealth abortion by Tasmanian women as the reason why the fortnightly clinic in Hobart was no longer financially viable. The public system did not step into the breach to address the loss of surgical abortion services until, after concerted activism, the government announced public support for access. This is a good news story told in Chapter 2.29


A study conducted in 2014–2015 of 2326 English-speaking women who had had abortions in the private clinics run by Marie Stopes Australia (MSI Australia since 2022) gives a snapshot of what is delivered when abortion care is left to the market.30 One in ten women had needed to travel and stay away from home overnight to obtain abortion care, and one in three had incurred costs on top of those of the medical care. One-third of the women had experienced financial difficulty in paying for the abortion, with some sacrificing payment of household expenses to pay for their abortions; more than two-thirds relied on financial assistance from others to cover their costs, and 7.5 per cent did not have or chose not to use a Medicare card. This is what ‘inadequate’ and ‘inequitable’ looked like in the mid-2010s.


However, there is more to neoliberal abortion than relegation of the provision of health care to the private sector and financial difficulty for patients. Scholars who address the ways in which neoliberalism imagines people, including feminists who write about ‘postfeminism’, describe neoliberal forms of subjectivity.31 That is, they argue that neoliberalism requires and has fostered particular ways of being and of understanding ourselves and others. The ideal neoliberal subject, around whom much policy and service provision is imagined, is a self-reliant, self-managing, self-creating rational individual who creates their own life through the exercise of choice.32 This is contrary to an understanding of self as part of a collective, a family or a gender, for example, or as being shaped by political, social and cultural forces. This atomistic individualism is invoked by and applies to doctors and other healthcare workers who can choose whether or not to provide abortion care (although this phenomenon did not begin with neoliberalism). This sense of self can also be applied to and invoked by women who need an abortion and who think that they should be able to choose to have one with empowering effects. Many women, especially younger women who are often described as part of a postfeminist generation, believe that they enjoy both gender choice (as distinct from a defined gender role) and gender equality. They are encouraged to refuse any identification with victimhood, and many eschew the idea that they or any of their peers are victims. Women in unfortunate situations have simply made bad choices, so the script goes.33 The position of abortion in this conservative neoliberal imaginary can, however, be contradictory because planning and control are assumed qualities of the neoliberal subject so the need for abortion has been seen as an individual failing, if not a bad choice.34


Political scientist Kate Gleeson describes the nineteen-year-old woman who was arrested in Cairns in 2009 for having taken medication to give herself an abortion, as ‘a child of both feminist and neoliberal revolutions’.35 When police entered her home on an unrelated matter and noticed empty pill packets with non-English labelling, this young woman volunteered that she had taken abortion medication brought from the Ukraine by the sister of her boyfriend who was also arrested. When asked by police, she willingly explained that she had made a choice, with her boyfriend and family, and had no regrets: ‘“It wasn’t really that much of a big deal,” she insisted. “Just decided that I wasn’t ready for a child”’. This young woman was a self-determining neoliberal subject of choice, but also a victim of nineteenth-century Queensland law that criminalised a woman’s intentional procurement of her own miscarriage. She did not know that taking pills to bring on an abortion was potentially unlawful; neither did she know that early medical abortion was at the time available for free at the Cairns Sexual Health Clinic.36 A long eighteen months after their arrest, she and her boyfriend were acquitted by a District Court jury.


Feminist scholars and activists have long quarrelled with the limited focus on ‘choice’ in abortion politics as choice and indeed abstract rights are meaningless without affordable access to services.37 In any case, choice does not exist in an ideological vacuum. As well as ‘controversial’ and ‘sensitive’, Erica Millar argues that while abortion has been normalised as a choice in Australian public discourse since the early 1970s, it has also been construed as ‘an exceptional choice’ and one that has increasingly been understood as an inferior choice in relation to the choice of motherhood. This is discursively achieved through its representation as sad, regrettable, guilt-inducing and shameful.38 The neoliberal female subject with an unwanted pregnancy may well be judged for becoming pregnant in the first place; when an unwanted pregnancy is read as a sign of poor contraception use, or poor self-management all round, women may judge themselves as well as being judged by others. The spectre of the unruly sexual and reproductive female body is never far from the mind, in all its historically classed and raced nuance.39 And it is not only young women who may subject themselves to self-recrimination. A magazine article about the Melbourne abortion clinic at which several women were infected with the hepatitis C virus in 2008 and 2009 following negligent practice by an anaesthetist quotes a woman who had used the clinic. At forty-nine years of age, menopausal and unexpectedly in a new heterosexual relationship, the journalist writes without comment that the woman had said ‘she had not been “managing herself” very well’. Of her new partner’s self-management, no word.40


While neoliberalism in the abstract centres individual choice and individual freedom, it has historically been accompanied by the rise of conservative right-wing political ideology and often right-wing governments. The New Right in the UK, neoconservatism in the USA and what I call renewed moral conservativism in Australia identify the gains of the feminist and sexual liberation movements as the causes of the alleged breakdown of the social fabric and urge a return to traditional family forms, and thus support the winding-back of the welfare state. These right-wing politics also manifest as racism and nationalism and, contrary to neoliberal impulses, often as anti-globalisation.41 The election of the Howard government in Australia in 1996 signalled the introduction of a political environment receptive to the influence of conservative Christianity, and a turn away from sympathies to feminism at the federal level of government. In her book on the rise of the religious right in Australian politics, Marion Maddox writes that while ‘the Market God sits enthroned in treasury’ it was ‘the repressive God of Howard conservatism rattling the back door of government policy’.42 Nowhere was this more clearly evident than in the government’s orientation to abortion.43 Sociologist Margie Ripper describes a reframing of abortion in public debate in Australia during the Howard years, from a liberal and medicalised consensus to a moralising framework promoted by anti-abortionists, who were ironically aided and abetted by some feminists. Stigma and shame focused particularly on doctors, reviving the odium attached to abortion providers in the pre-liberalisation days.44 Giving Sorrow Words, published in 1999 by leading anti-abortion writer Melinda Tankard Reist, was significant in this reframing, borrowing from women’s health discourse to argue that abortion was bad for women.45 In 2003, future prime minister Malcolm Turnbull revealed the persistence of racial thinking about maternity when he spoke of the threat posed to the Australian population by an increasing Muslim population, and later, when in parliament, proved ambivalent on abortion.46 In 2006, in the context of debate about abortion in the federal parliament, Liberal backbencher Danna Vale said Australians were ‘aborting themselves out of existence’, risking Australia becoming a Muslim nation.47 In 2023 Leanne Liddle, Director of the Aboriginal Justice Unit in the NT, recounted a senior police officer’s comment made to her that the way to reduce the rate of incarceration of Aboriginal people was for them ‘to stop breeding for the next 10 to 15 years’.48 The influence of anti-abortion individuals and groups may ebb and flow, but the gendered and racialised history of discourse about maternity and abortion in Australia is hard to shake. It materialises in the context of the provision of abortion services as exceptionalism.


On the one hand, private abortion providers face issues in common with other healthcare providers who operate small businesses. On the other hand, the market in which they operate is distinguished by the exceptional status of abortion. This has included the definition of abortion in criminal law, attention from regular public debates (including in parliaments), specific difficulty in finding medical staff, government regulations that include requirements not made in other contexts ... the list goes on. Roger, a retired abortion-providing general practitioner (GP) whom I interviewed for this book, told me that he has sometimes told patients that ‘there’s an invisible politician, lawyer and bureaucrat in the room … one of each.’ The provision of abortion services has also been distinguished by the need to deal with anti-abortion ‘protesters’ outside clinic premises, a burden experienced more intrusively by some clinics around the country than others. The objections to abortion of some GPs, or their ignorance on the subject, can also skew the market when information about abortion services is made hard to get, and women must visit more than one GP to access information about services. It is hard to think of another healthcare service that operates in such a complicated and obstructed context—a far cry from the idealised neoliberal free market.


A brief anecdote told to me by an abortion-providing GP lightened her frustration at the presence of anti-abortion ‘protesters’ at her clinic. Commenting on the attitudes to abortion that some women from Asian countries bring, Rosalie recalled patients who had made their way into the clinic through the regular barrage of ‘protesters’ and their placards with images of foetuses. With cultural immunity to the stigma that the protesters were promoting, they mistook the scene for aggressive marketing ‘touting for another clinic’. A wry tale, abortion humour to watch out for.


An Historical Approach


Investigation into the provision of abortion in Australia since the 1960s has been of less concern in the academic and popular literature than have law, politics, attitudes, social movements, media representations, epidemiology, clinical care, experience and access. Historical literature on abortion in the period before 1970 is replete with often gruesome accounts of the provision of abortion during the illegal era, but academic literature on the period since 1970 has paid little attention to the dynamics of provision, as if we don’t need to worry about that any more. Some accounts sketch the establishment of private clinics and provision in public hospitals in the 1970s and 1980s.49 Analysis of abortion—or its absence—in public policy is mostly incidental. In recent years the promising new direction of nurse-centred models of providing abortion care has been explored, alongside research into the role of doctors in providing abortion, rarely their refusing to provide, but it is scant.50 Psychologist Susie Allanson’s monograph about the Fertility Control Clinic in Melbourne, written in the wake of the murder of the clinic’s security guard by a mentally unstable anti-abortionist in 2001, is a powerful account of the workings of a private abortion clinic in crisis written by someone who worked there during the episode.51 So is her account of ‘protesters’ at the clinic, and her and its role in achieving legislated safe access zones.52 It is a valuable exception in a field where focus on the subjective, economic, social, policy and political structures through which abortion services are provided is rare.


So this history of the provision of abortion in Australia over the last thirty years sets out into relatively uncharted territory. It tells stories of how abortion has been provided in Australia during this period, and how this has changed, through a series of parallel and interweaving and overlapping chrono-thematic historical narratives. It analyses the politics, structure and logic of provision and the major changes that have taken place. It is also attentive to the more frequent minor punctuation marks that have signalled upheavals or small shifts in public and private provision over time. It picks up the story in 1990, because the changes delivered by the liberalisation of the 1970s were by that point well established, and offers an account of neoliberal abortion. It tells a story of a lack of public provision of abortion services, a theme to which I repeatedly return. It attends to both macro and micro features of abortion provision. As part of paying attention to the details of interpersonal relations and to government and commercial developments it is also concerned with political contests and the discourses that shape these contests. It is attentive to the longer history of these underlying and overt battles.


To describe the analysis they apply to social policy, feminist political scientist Carol Bacchi and her colleagues have coined the phrase ‘What’s the problem represented to be’ (WPRB).53 I follow their approach in many respects because critical analysis of how different key players (individual doctors, hospital managers and government bodies that regulate pharmaceutical drugs, for example) understand ‘the problem of abortion’ tells us much about how to intervene to address access issues. A WPRB approach assumes that the ways in which abortion services are organised don’t just respond to the pre-existing needs of unwillingly pregnant people, they also (re)produce social relations and ways of being. They reproduce ideas about people who need abortions, and ways for these people to be, in the very provision of the service that they need. A WPRB approach is a ‘governmentality’ approach, drawing on the important work of French historian and philosopher Michel Foucault. He talks about the ‘rationalities of government’ and ‘technologies of governing’.54 ‘Rationalities of government’ refers in our case to the ideologies, logics and unquestioned assumptions that underpin the ways in which abortion is provided. ‘Technologies of governing’ refers to the macro practices of governing in the broad sense, including the work of market forces, and everyday micro practices which create the experience of abortion. Two key authors on governmentality write that Foucault’s framework is particularly interested in ‘the small and diverse events that brought something new into existence … the vast array of petty managers of social and subjective experience … little engineers of the human soul, and their mundane knowledges and procedures’.55 I am particularly attracted to the idea of the ‘petty managers’, because the stories of abortion that I have been told by those I have interviewed are full of ‘petty managers’, those who manage obstruction to access and those who create new worlds of possibility for people needing abortions, in a range of micro and macro settings.


It should be clear that while the book is attentive to the ‘how’ of the provision of abortion, and revels in small details, it is underpinned by political commitment. This book understands the issue of access to abortion care through a framework that Black feminists in the USA have called Reproductive Justice.56 This is a set of principles that sees human rights for all, regardless of age, ability, class, race, sexuality or gender, as inclusive of the right to continue or not with pregnancy, to be supported in providing a safe and nourishing environment in which to raise children, and to have access to adequate health care. The book focuses on abortion in the context of the full range of reproductive issues. It aims to contribute to the achievement of reproductive justice.


Sources


This book is based in a series of oral history interviews I conducted between 2013 and 2017. I travelled to different cities around the country and interviewed people who were able to tell me about the provision of abortion services in each state and territory. The book is also grounded in the analysis of documents—including media items, conference papers, activist leaflets, articles in medical journals, records of parliamentary committees and government reports. These documents provide both the scaffolding for accounts of ‘what happened’ and evidence of how abortion has been thought about. The book’s national focus is important because models of abortion provision vary around the country. This makes it unusual in Australian research and commentary about abortion.


I interviewed nearly forty nurses, doctors, women’s health workers, social workers, managers, public health professionals, activists and advocates. Most are women and most were in their forties at least, or older, at the time of interview. Their age profile reflects my historical interest and the gender profile reflects their occupations, medical doctors excepted. The male interviewees were all doctors, most of whom have had significant public profiles as medical advocates for better abortion services. Nearly all interviewees were white, as far as I know and, given their professional status, most were middle-class at the time of interview. All had been involved in providing or supporting abortion services in Australia for a significant period of time since 1990, or at particularly strategic moments. Some had begun their involvement well before 1990. Many of the interviewees expressed clearly feminist views, but those who didn’t were all committed to providing a service essential for the reproductive autonomy of women and others with an unwanted pregnancy. I sought a reasonable cross-section of people who had occupied different positions in public and private providing organisations, plus activists and people who worked in community-based organisations. Some doctors worked in both the public and private sectors. Interviewees were recruited from among people I knew or had met at conferences, and via direct contact with those who had established public profiles. Permission to undertake the interviews was granted by the Flinders University Social and Behavioural Research Ethics Committee.57


I am deeply indebted to my interviewees for deepening my understanding of the micro and macro experience and politics of providing abortion services. The oral histories were confined to each person’s professional involvement with abortion, although for many this involvement had occupied a large part of their identity and life activity over a long period. They provide information and insight without which the book could not proceed, and appear in a few different ways. They are sources of information, although once alerted to a particular event, for example, I sought documentary evidence. They are sources of insight and opinion. I also consider them to be subjective expressions of the experience of being identified with and involved in the provision of abortion services. These different uses of oral history are recognisable to those familiar with the field.58 Some of the smallest stories told to me offered the greatest revelations. All interviewees are identified in this book by pseudonyms, even though many already had long histories of making public comment. I have done my best to disguise their personal identities, sometimes obfuscating but never lying about identifying details, and maintaining only simple references to the cities where I interviewed them and their professional identities to give some context to their voices. This was my choice, and I need to put on record that some of the interviewees were not happy with it. While some requested anonymity, most did not care whether or not they were identified. Those who wished to be identified were motivated by their belief that the stigma attached to abortion is combated by open public speech. I have overruled their preference so that I could use interview material freely without concerns about embarrassing interviewees or exposing them to criticism and to have a uniform approach to interviewees. Each were sent the transcript of their interview and gave consent for its use. A list of all interviews that I have drawn from, with minimal identifying detail, appears in the reference list at the back of the book.


Language and terminology are everything, and there are a range of terms often used when writing about abortion, all of them loaded with meaning. With respect to the experience and practice of abortion I write about abortion, not ‘termination of pregnancy’, which is the term more often used by doctors and in many formal documents. I use the term ‘unwanted pregnancy’ to describe the embodied state that leads many people to seek an abortion. I have little interest in ‘unplanned pregnancy’ or ‘unintended pregnancy’; given the contingencies of the environments through which we live—biological, economic, political, social, cultural, interpersonal—singular intent, planning and control are ideals and experiences of living that are more easily within reach for some than others (and are not necessarily universally valued). Women and others who may become pregnant, and their sexual partners, should have every access to information and appropriate contraceptive technologies. Different methods have different virtues for different people, including the degree to which they rely on exclusively female responsibility for birth control. Fertility is, however, not totally controllable, and most people who have sought abortions in Australia in the last thirty years were practising some kind of contraception when they became pregnant. Sexual and reproductive coercion interferes with the capacity of many people to control their fertility.59 In addition, there is no direct relationship between an unplanned pregnancy and abortion. Many unplanned pregnancies end, quite happily for all concerned, in birth.60 Some women are ambivalent about becoming pregnant, and report being ‘okay either way’.61 And finally, a small number of planned and initially wanted pregnancies become unwanted often in the context of diagnoses of foetal anomaly. I also acknowledge that it is not only those who identify as women who can become pregnant and want an abortion. This may be an experience for people who identify as nonbinary, gender queer, transmasculine, transgender or another gender who have bodies that can become pregnant. Such people may experience barriers to all kinds of health care, including sexual and reproductive health, that normatively gendered women do not.62 When making formal statements I therefore tend to use ‘people who need an abortion’, but when discussing the experiences of these people I more often refer to ‘women’ because historically and contemporarily, the great majority of those seeking an abortion have been and are women. ‘Pro-choice’ is recognised by many as a limiting term to describe the commitments needed to assure the adequate provision of abortion services but it maintains common currency in Australia. I use it as a broad umbrella term. Given that my discussion of those who oppose pro-choice positions is generally confined to their public and professional activism and is not interested in their personal views, I use ‘anti-abortion’ to refer to them and their activities.


The first three chapters of the book following this introduction lay out a thirty-year history of how abortion has been provided in Australia since 1990. Health sociologists Willis, Reynolds and Rudge identify the professions, the state and the market as the three major players in the healthcare system in Australia.63 The first three chapters address the historical problem of inadequate and inequitable access to abortion through discussion of these players. The next three chapters investigate the three major developments that have changed the provision of services in Australia over the last thirty years. These are the presence since 2000 of the UK-based international sexual and reproductive healthcare NGO Marie Stopes International (MSI Reproductive Choices since 2020) as an abortion-providing organisation, the politically fraught story of early medical abortion in Australia, and the decriminalisation of abortion in all but one jurisdiction. The final chapter, ‘Late’, focuses on those who are marginalised and disadvantaged by the current arrangement of the provision of abortion care in Australia because they present for a service ‘late’ in pregnancy.


Location


My academic interest in abortion began with my PhD, which focused on the experiences and memories of South Australian women who had had abortions before they were legal. I identified then, as I do now, as a feminist scholar who is located through the privileges of middle-class whiteness, consolidated since 1999 in the security of permanent academic employment. Since my PhD I have explored contemporary discourse on abortion as evidenced in law reforms, political debate and the media, always with its pre-liberalisation history in mind. Around 2013, I shifted my focus to the provision of abortion services. I received two small research grants from the Faculty of Social and Behavioural Sciences and Flinders University that allowed me to travel to meet people and conduct interviews, and to pay for them to be transcribed. I was marginally involved in the political debates about abortion in SA in the early 1990s and more significantly in Tasmania at the end of 2001, when the threatened arrest of doctors at the Royal Hobart Hospital led to a crisis in the provision of services, and then law reform just before Christmas that year. After dipping my toes into creative activism in Adelaide in 2013 (we danced!), I joined with others to form the SA Abortion Action Coalition (saaac) at the end of 2015. Being among a group who led the campaign to improve access to abortion services in SA, with a focus on decriminalisation, has been a major commitment of my time and energy since then. This book’s completion has been slowed as a result. The context for writing this book is not only the climax of the decriminalisation of abortion in all Australian jurisdictions (except WA), but my location in SA. As noted above, abortion services in SA in the post-liberalisation period have been provided predominantly in the public system—since 2000, almost exclusively so. There are lot of problems with abortion provision in SA, but for most people in metropolitan Adelaide provision has been of high quality, and free. Since 2000, over 50 per cent of all abortions in SA have been provided at the Pregnancy Advisory Centre (PAC), a freestanding abortion clinic that is part of the public system. This service is unique in Australia (see Chapter 2). Coming from SA skews my vision, as would any other state or territory location. We have direct experience of what an excellent public service might look like. South Australian abortion activists and providers therefore tend to look at provision in other states with an extra-acute eye for the inequity of their reliance on private provision. Finishing the book has coincided with the COVID-19 pandemic. The impact of this pandemic on our health system and our economy has brought to light the precarity of much about our system of abortion provision. The book has also come to fruition in the wake of the overturning of the Roe v Wade ruling by the Supreme Court in the US, which garnered much attention in Australia, and in the context of renewed hopes for better public policy and public provision.


A friend tells me a story of her abortion, sought in the late-1980s when she was a young woman. She had to travel a small but significant distance to the abortion clinic. She came from a Catholic family and lived in a conservative social and political environment. She worked in a typically female-dominated, low-paid occupation. She told no one of her pregnancy or her abortion, and travelled by herself on the day. I guess she paid for the abortion herself too. My first response is to express concern and sympathy that she had been so alone. She corrects me. Her aloneness made the abortion possible. She knew clearly that she wanted it. If she had told anyone, she says, they would have talked her out of it. Somehow she knew where to go and how to get there. Her wilfulness shines out of this story. Continuing the pregnancy was not the future she wanted, and the abortion clinic enabled her to embody her desire to not be pregnant when people or forces from other parts of her life might have stopped her. Her journey inspires this book, which centres on the non-negotiable necessity of the provision of abortion services. It is motivated by the desire to make journeys to abortion care easier for those who currently find them difficult, or even out of reach, and better supported for all.





Chapter 1



Neoliberal


Abortion provision in Australia has historically been defined through criminal law, making it unique in Australian health care. Like most health care in Australia, abortion care is now provided by a mixture of public and private health services. In the case of abortion, however, the balance between public and private provision is remarkably different from that of any other form of essential health care.


The 1996 National Health & Medical Research Council (NHMRC) report on abortion in Australia reports benchmark data from when this book takes off. It described an ‘overwhelming predominance’ of private clinics in 1990, which delivered a ‘prompt service of generally good quality on day-care bases’.1 In 1990, these specialised clinics provided over 80 per cent of all abortions across the nation. Obstetricians and gynaecologists (O&Gs), mostly in private hospitals, provided a further 7 per cent. Public hospitals that provided abortions for little or no cost accounted for just 13 per cent nationally, although the figure varied widely across jurisdictions. Interstate and intrastate travel to access abortion care was common.


This is the model of service provision I describe as ‘neoliberal abortion’. Neoliberalism, with its increasing understanding of those who need care as ‘consumers’, expressed through government policy about funding and structure, has increasingly shaped all aspects of health care in Australia. In the case of the public health system, this has taken the form of (sometimes seemingly endless) restructuring under the principles of New Public Management.2 However, unlike some of the health services that have been outsourced to the private sector, abortion was never comprehensively provided by the public sector to start with. This is the result of a historical legacy of moral conservatism and criminalisation of abortion care, as well as the continuation during the post-liberalisation period of the existing system of abortion provision by doctors and clinics in New South Wales (NSW) and Victoria, and to a lesser extent in Western Australia (WA), that had existed illegally in the 1950s and 1960s.


The Australian system of abortion provision can be contextualised by reference to those of similar countries. Our system is most like that in the USA, where private operators, including not-for-profit organisations, have provided the overwhelming majority of abortion care since liberalisation.3 The major difference is that while insurance coverage for abortion care in the USA is uneven, Medicare—Australia’s universal healthcare insurance scheme, previously Medibank—has included abortion as a rebatable item since its inception in 1975. In Britain, consistent with the provision of health care through the National Health Service (NHS), nearly all abortion care is provided free to the patient, although increasingly from the early 1990s it has mostly been delivered by independent sector providers under contract to the NHS.4 In Aotearoa New Zealand, abortion is also provided free to the patient through the public health system.5


This chapter gives an overview of the system of predominantly private provision of abortion services that has been in place in Australia since 1990. At that time there were approximately 80,000 abortions performed annually and all were provided surgically. First trimester procedures, those up to 14 weeks of pregnancy, made up about 95 per cent of all abortions. These procedures were done by vacuum aspiration which involved gentle suction to remove the contents of the uterus. This method had a very low rate of complications, meaning that in 1990 in Australia abortion was a safe medical procedure. For patients in the mid trimester of pregnancy the safer dilation and curettage (D&C) method was replacing instillation, where saline or other fluid is introduced into the uterus to bring on labour. Abortion induced early in pregnancy by taking medication (early medical abortion), using mifepristone (RU486) and misoprostol, did not become commonplace in Australia until 2013.


Abortion Service Provision, 1990


In Victoria, in 1990, public hospitals provided about 17 per cent of all abortions, the lion’s share of them at the Royal Women’s Hospital (RWH) in central Melbourne.6 The Fertility Control Clinic (FCC) in East Melbourne was the most significant player in the private scene. Established in 1972 by abortion campaigner Dr Bertram Wainer, it was a training ground for many doctors who would go on to provide abortions for years to come, with some opening their own clinics.7 Dr Christine Healy was one of these; her clinic in North Melbourne opened in 1983. Dr Mark Jones, who set up The Women’s Clinic on Richmond Hill (initially called the Wainer Clinic for Women) with Jo Wainer, Bert’s widow, in 1990, was another. There were three other private clinics in Melbourne in 1990, mostly in the middle-class inner northern and eastern suburbs.


In NSW, around 10 per cent of abortions were provided in public hospitals. There were also two non-profit and six owner-operator clinics, which were concentrated in the suburbs around central Sydney. The not-for-profit Preterm, the first freestanding abortion clinic to be established in Sydney in the legal era, had become the dominant player.8 Like the FCC in Melbourne, it trained many doctors who went on to establish their own clinics, including Geoff Brodie, who established first one clinic in Randwick in the early 1980s, then others in Camperdown in the inner west and near Penrith in the outer western suburbs in the 1990s. He also trained doctors who moved on to set up their own clinics and/or become committed abortion providers. A group of O&Gs operated a clinic adjacent to Westmead Hospital until the early 2000s, and another ran a clinic in Woollahra during the 1990s, but, as elsewhere, most clinics were run by GPs. Bessie Smyth, a feminist not-for-profit clinic, operated in Sydney’s inner west.


In Queensland, public hospital provision in 1990 was described as ‘rare’, making up less than 1 per cent of all abortions. There were four private clinics in 1990—two in Brisbane, and one each (owned by GP David Grundmann) in Townsville and Rockhampton. The Greenslopes Fertility Clinic in Brisbane began offering abortions when GP Peter Bayliss joined the practice in 1978.9 Both Bayliss and Grundmann came from Melbourne, where they had been associates of Wainer. However, two clinics in Tweed Heads in NSW, just across the border from Queensland, can also be included in the count. They had been established in 1976 to service women from the south-east corner of Queensland when there were no clinics in that state.10 In 1990, some Queensland patients also travelled to Sydney to access abortion services, as they had been doing at least since the early 1970s.11


In WA, about 10 per cent of abortions were provided in public hospitals in 1990. There were also two private clinics in central Perth.12 Nanyara, operated by gynaecologist Dr Victor Chan, had been established in 1973. The Zera clinic had been established in 1976 by Dr John Charters, who practised until his death in 2000.


In Tasmania public hospital provision was 35 per cent in 1990, and there was also relatively significant private hospital provision. Nevertheless, an estimated 40 per cent of Tasmanian women seeking abortion services travelled to the mainland to access care. Public provision in the ACT was described as ‘minimal’, and there was no reference at all in the NHMRC report to private hospital provision. Most women travelled to Melbourne or Sydney. In both Tasmania and the ACT, the opening of a not-for-profit clinic in the early 1990s made a big impact, cutting the number of women who travelled across state borders to access abortion care significantly.


In SA and the NT, public provision predominated, accounting for about 60 per cent in both cases. There were no private clinics in these jurisdictions, with private hospital provision and some travel accounting for the remaining 40 per cent (although this is surmise in the case of the NT, as there is no clear data available).13 The opening of the Pregnancy Advisory Centre (PAC), a freestanding public abortion clinic, in SA in 1992 brought an end to the need for interstate travel, with its share of all abortion provision in SA growing throughout the 1990s.


Private abortion clinics were predominantly owned and run by male doctors until well into the 2000s: Rosalie, a GP abortion provider, commented in 2013 that ‘it’s the same with any sort of surgery, it’s very much a male dominated sort of thing’.14 Two leading figures throughout the 1990s and 2000s, Queensland-based David Grundmann and Sydney’s Geoff Brodie, both owned more than one clinic, as noted above. By the mid-1990s, Grundmann had clinics in Brisbane, Southport, Townsville and Rockhampton in Queensland, and in Newcastle, NSW.15 Brodie had his three clinics in Sydney. These operated into the 2000s.


Christine Healy was the only female doctor at the FCC in Melbourne in the 1980s, and the first in Australia to establish her own clinic, which she ran until retiring in 2011.16 Sue Craig opened the Gynaecare clinic in Sydney’s northern suburbs in the early 1990s; in 2013, Emma Boulton and Kath Innsley bought it and renamed it Clinic 66.17 Sue Brumby, an abortion provider since the early 1990s who had worked with both Geoff Brodie and David Grundmann, opened her own Blue Water Medical clinics in NSW in the mid-2000s.18 Meaghan Heckenberg established the Gynaecology Centres Australia (GCA) clinics around NSW with her partner, starting in 1998. Dr Judith Nash established her clinic in Perth in 2001. Dr Kathy Lewis established the FCC’s clinic in Hobart in early 2003, and another in Albury later that year. These doctors led, but by the 2000s it was no longer unusual for women to be abortion providers.


Avowedly feminist clinics also made significant contributions in three jurisdictions until the early 2000s. Two collectively operated feminist clinics were established in Sydney in the 1970s: Everywoman’s, which closed in the late 1980s, and the Bessie Smyth clinic in Homebush, which trained health professionals and students as well as providing abortion services, and struggled on until August 2002, when it was one of the first clinics to be bought by Marie Stopes Australia on its entry to the Australian market.19 The Women’s Health Foundation (WHF), a non-profit company owned by a small group of feminist women, opened a clinic in Hobart in 1991 with doctors flying in from first Sydney, then Melbourne.20 It closed in 2001 due to multiple factors including a local gynaecologist who started offering medical abortion using methotrexate, cutting into its market.21 The ACT’s government-funded community sector Family Planning organisation FPACT established a separate company, Reproductive Health Service (RHS), to open an abortion clinic there in 1994. However, in 1998 an anti-abortion law reform placed severe restrictions on the clinic’s operation, including a requirement for a 72-hour cooling-off period after a first consultation.22 When GCA opened a clinic in Queanbeyan, just over the border in NSW, advertising a one-visit process, the RHS clinic lost about 10 per cent of its business.23 FPACT sold its clinic to Marie Stopes in 2004. While the geographic and political circumstances of each clinic were specific, some interviewees were of the opinion that the way feminist principles were applied in these not-for-profit clinics, including generous ‘payment plans’ for women who could not pay (e.g. at Bessie Smyth clinic and the RHS), was inconsistent with business survival.
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