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TUESDAY, 11 SEPTEMBER 2018 
____________ 

 
The committee met at 12.23 pm. 
CHAIR: I now declare open this public hearing of the Health, Communities, Disability Services 

and Domestic and Family Violence Prevention Committee. I would like to start by acknowledging the 
traditional owners of the land on which we are meeting today. I am Aaron Harper, the chair of the 
committee and member for Thuringowa. With me today are: Mr Mark McArdle, the deputy chair and 
member for Caloundra; Mr Marty Hunt, the member for Nicklin; Mr Michael Berkman, the member for 
Maiwar; Mr Barry O’Rourke, the member for Rockhampton; and Ms Nikki Boyd, the member for Pine 
Rivers. Nikki is here in lieu of the member for Lytton, Joan Pease, who will join us on Wednesday.  

Today’s hearing is part of the committee’s inquiry into the Termination of Pregnancy Bill 2018. 
The inquiry was referred to the committee on 22 August 2018, and the committee is required to report 
back to the Legislative Assembly on 5 October 2018. This committee is a statutory committee of the 
Queensland parliament and as such represents the parliament. It is an all-party committee which 
takes a nonpartisan approach to its inquiries.  

This hearing is a formal proceeding of the parliament and is subject to the Legislative 
Assembly’s standing rules and orders. The committee will not require evidence to be given under 
oath, but I remind all witnesses that intentionally misleading the committee is a serious offence. 
Hansard will record the proceedings and a copy of the transcript will be available from our web page. 
I remind all those in attendance today that these proceedings are similar to parliament to the extent 
that the public cannot participate. I remind members of the public that they may be admitted to, or 
excluded from, the hearing at the committee’s discretion. Please note that as this is a public hearing 
you may be filmed or photographed. 

This particular inquiry is the third iteration of the Termination of Pregnancy Bill or, as it was 
previously referred to in the 55th Parliament, the abortion law reform bill. Both Mr McArdle and I were 
members of that health committee when Mr Rob Pyne, the previous member for Cairns, introduced 
that bill into parliament. That bill simply looked at decriminalising abortion in Queensland. It did not 
have any caveats around gestational limits, safe zones or conscientious objection. That bill was 
referred to the Queensland Law Reform Commission, which did consider the work of the previous 
committee. The commission heard from a further 1,200 submitters, spoke with a number of 
community groups and organisations such as the AMA, and came up with the draft bill which is part 
of this inquiry. The draft bill does look at key aspects of this particular iteration of the bill. We will 
report to parliament in due course.  

This inquiry drew a range of divergent views across the state. It is incumbent on me as chair 
to steer the committee through what can be a very sensitive subject. I ask that any submitters or 
people who provide evidence do so in a respectful and considerate manner throughout the 
proceedings.  

McKENNA, Dr Liz, Private capacity (via teleconference)  
CHAIR: We might ask that you start with an opening statement before we move to questions 

from the committee. 
Dr McKenna: I apologise that I cannot appear in person. This is not my preferred way of 

communicating with you either, but I have a surgical list commencing at one o’clock so please forgive 
me.  

I am a practising obstetrician and gynaecologist based in Cairns. The Royal Australian and 
New Zealand College of Obstetrics and Gynaecologists, of which I am a member, advocates for the 
decriminalisation of abortion and equity of access to abortion services. I am Queensland born and 
bred. Of my 29 years as a doctor I have spent 25 years practising in North Queensland, 23 of those 
years here in Cairns. I practised public obstetrics for 17 years and I am now employed as a full-time 
private gynaecologist. The Cairns community is small and I am on good terms with all of my private 
and public colleagues. We meet collectively monthly for education meetings, and I have their blessing 
to speak on behalf of my craft group.  
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I am one of 12 children and I was raised as a Catholic. Having trained as a medical 
professional, I have always been determined to provide optimal care to my patients with no judgement 
but careful counselling and consideration. I was personally outraged seven years ago when my son, 
then 16 years of age, was instructed during a religion lesson at his Catholic school here in Cairns that 
in Australia terminations of pregnancy are carried out at full term by exerting blunt trauma to the 
newborn. When I questioned the Christian brother who had engaged a nurse to provide this lecture, 
he acknowledged that it was a scare tactic and no more was said. Not one of those boys lectured on 
the topic believed the information that was provided.  

I have provided surgical terminations in a relieving capacity for many years to cover the 
gynaecologist who originally set up this service in Cairns. These procedures are performed up to a 
gestation of 14 weeks. I performed this service continuously over a four-month period in late 2016 
while a funding model was being investigated for a publicly funded procedure. At no time in my career 
have I ever been asked to consider terminating a normal pregnancy over 22 weeks. At no time in my 
career have I been asked to electively terminate pregnancy based on the sex of the foetus. In 
preparation for this hearing, I have taken the liberty of canvassing all of my colleagues here in Cairns 
both publicly and privately regarding this matter and at no time have any of them experienced these 
requests. Several of them were attending a conference when I sent out the group request, and they 
proffered the question to colleagues in their vicinity with the same response.  

The termination of an abnormal foetus with a chromosomal or anatomical structural abnormality 
that is incompatible with life at a gestation beyond 22 weeks is the domain of the public hospital 
system. This procedure is then carried out after much consultation with fetomaternal specialists and 
paediatricians with the utmost dignity. It offers the family the certainty of a set delivery time in 
appropriately respectful circumstances where the grieving process can begin unhindered.  

I respect a woman’s choice to make her own decision about how she would like to manage her 
pregnancy after discussing the options in much the same way that I respect a woman’s choice to 
choose a management option for heavy periods, pelvic pain and prolapse. I do not believe that any 
woman I have counselled has taken her decision to terminate her pregnancy lightly, and many may 
change their minds about their decision after being counselled regarding risks and consequences.  

I have personally found the process of providing care for these women very rewarding. In 2018 
I am relieved that we are finally considering decriminalising a law that has no regard for a woman’s 
right to choose how to manage her own pregnancy. That is the end of my opening statement.  

CHAIR: Thank you very much, Dr McKenna. Indeed, I concur that the Queensland Law Reform 
Commission, in the first pages of its report, refers to this as a health issue between the woman, her 
GP or obstetrician and her family. You are clearly well versed. You have practised here in the 
community for some years and I consider you are a content expert on this matter. What impact does 
it have on your practice that abortion is a criminal offence in Queensland currently?  

Dr McKenna: I do not really care about the impact on my practice. I think it is the impact on 
the women who are forced to have to negotiate quite a circuitous route to get access to a surgical 
termination. I have broad shoulders. If there was any impact because people do not agree with the 
practice of surgical terminations, it does not bother me. I think it is a privilege to be able to offer 
women options.  

CHAIR: Do you think it has an impact on women’s access to timely advice and care?  
Dr McKenna: The access for women in Far North Queensland has been jeopardised because 

the service was provided, rightly or wrongly, by a private gynaecologist even though, as we all know, 
it is publicly funded. The access since his retirement has been difficult to negotiate. We are hoping 
that, with the decriminalisation of the law, perhaps publicly we can get some more support. I can 
speak again for all of my public colleagues, having spoken to the director, who said they are more 
than happy to provide this service—those of them who have put their hands up, and those who are 
not are very happy to refer to others. We just need to find a funding model and a way for these women 
in North Queensland to access this service.  

CHAIR: Dr McKenna, in your practice here in Cairns, have you experienced any protestors 
handing out information? Further to that, the draft bill provided by the QLRC provides for safe zones 
of 150 metres. Do you have any views on that? 

Dr McKenna: I think the safe zones are essential. Historically when these procedures were 
performed in Cairns and I was relieving, I would be able to access the back car park. The women 
who I was managing on the day were often more distraught about the treatment they received by a 
small group of protestors on the outside than the ordeal they were facing coming inside and having 
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the procedure done. I have certainly experienced that over the years. We have also had protestors 
who have had heckled Caroline de Costa when she was launching a fictional book that had nothing 
to do with termination. It has not just been their treatment of us when we were coming to perform 
terminations. We have been hassled in the weekend world as well. I feel for the women. I think a 
150-metre zone is a start. I think that everyone is able to have their own opinion but I do not think 
these people have a right to influence someone who has made a decision and is going ahead with 
that.  

Ms BOYD: As a clinician, can you advise the committee whether there have ever been 
circumstances where an emergency abortion might be required to save a woman’s life?  

Dr McKenna: Yes. That would be something in the public domain. Again, Sam Scherman 
would send her apologies and would like to have been invited to speak. She is the Clinical Director 
of Obstetrics and Gynaecology at Cairns Hospital. There can be life-threatening rheumatic heart 
disease in a pregnancy that might be further advanced than the first trimester where the woman has 
a very strong possibility of dying should she go ahead to term and have childbirth. When you say 
emergency termination, we would all expect that there would have been some forethought put into 
this if the woman has been booked in for her first appointment and the risks have been laid out and 
there would be consultation with physicians and specialists in whatever area that we felt posed a 
problem to her as an emergency. Yes, there can be a reason for an emergency termination because 
the risk of mortality is such that the option would be to end the pregnancy early before the stressors 
on that lady’s cardiovascular system increased in the second and third trimester.  

Ms BOYD: How safe are abortion procedures?  
Dr McKenna: Very safe. The thromboembolic morbidity and mortality risk is higher carrying a 

pregnancy through to term than having a first-trimester abortion.  
Ms BOYD: What kind of complication rate do you see, Dr McKenna?  
Dr McKenna: Of termination?  
Ms BOYD: Yes.  
Dr McKenna: I can only speak for the terminations I provide—up to 14 weeks. The risks that 

you will speak with the patient about firstly are the anaesthetic risk. Most of these women are young 
and healthy and do not have a high anaesthetic risk. Then you will speak with them about the risk of 
infection, haemorrhage, an incomplete miscarriage termination requiring a second procedure, 
perforation leading to the need for laparoscopy and a persistent pregnancy. All of them have arranged 
follow-up with the referral service so that they can be followed through. Then you have the tiny 
complication risk of the contraceptive device that you might be inserting at the termination. Fifty per 
cent of these women have a long-acting reversible contraceptive device inserted after the termination.  

Mr BERKMAN: I am going to ask a very broad question which I am sure you have covered off 
on to some extent already. What changes do you hope to see if this bill is passed and how do you 
think the reform will make a difference to women who you deal with every day?  

Dr McKenna: There are so many changes. Psychologically, there is the fact that we consider 
this a criminal offence for a woman. None of us are in a position to judge her own personal 
circumstances and why she has come to the decision she has. The psychological distress on these 
women is significant. The financial stress on those who at present cannot access a public termination 
and are paying a lot of money to try to access a termination through private means is huge. The effect 
on the family in having to travel a long way and the stigma of having something performed which in 
other states where it is legal is the same as just going in for a routine surgical procedure I think is 
huge. If the women are counselled properly and this is no longer a criminal offence, I think the 
follow-up, the way they recover from this—because it is still quite a stressful situation for these 
women—and the long-term future for them and their families is much better. They are much better 
adjusted if they have made a decision and carried it out without it being deemed a criminal offence.  

Mr BERKMAN: There was the retirement recently of, I think you said, the sole practitioner of 
late-term abortions in Cairns; is that right?  

Dr McKenna: Yes.  
Mr BERKMAN: Can you speak to how that has affected the community more broadly and how 

you hope that these amendments might deal with those issues?  
Dr McKenna: In speaking about terminations in general, there has been a big shift in the last 

five years or so because terminations can be performed without surgery successfully up to nine weeks 
gestation, so the need for surgical terminations has decreased. There is no longer a need for a weekly 
surgical list. We are really looking for a way to provide these surgical terminations and give women 
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choices that fit in with a model where everyone can make it function. We would like it to be part of the 
public system. We would like it to be added to a gynaecology list in the public system. In an 
eight-month period in Cairns earlier this year, 70 women required surgical termination. That is not a 
big workload. The difference is that, now that we have these wonderful options of medical 
terminations with no anaesthetic and no surgical interference, we are finding a decrease in the need 
for surgical terminations. Since it is a public service, if we can decriminalise it, we can fit that and filter 
that through the public system.  

Mr McARDLE: There is, from people who should know better, a sense that a woman at 24 
weeks pregnant can walk into a public hospital system and request an abortion and it will be granted 
automatically. I think that is a concern that I have—that perception. The reality is quite different, isn’t 
it? 

Dr McKenna: The reality is very different, which is why I tried to outline that over 22 weeks—
over 14 weeks—the terminations performed in Far North Queensland are for chromosomal or 
anatomical abnormalities after much discussion with the parents and the paediatricians. Some of 
these women decide not to go ahead with their terminations but it is an option. Again, none of us, 
unless we have been faced with that decision, can put ourselves in their shoes. Over 24 weeks, 
walking in anywhere in Cairns and getting a termination—it would not happen. It is not going to 
happen. That is a complete fallacy.  

Mr McARDLE: The statement that this bill will allow long-term abortion, implying as a matter 
of right or course, is also equally incorrect?  

Dr McKenna: What do you mean by ‘long-term abortion’?  
Mr McARDLE: What they are trying to stress is virtually at any time of gestation.  
Dr McKenna: Yes. That is why I want to stress again that I understand I am only canvassing 

anecdotally my colleagues but not one of us has ever been asked to terminate a normal pregnancy 
over 22 weeks. The idea that when the law changes we will be—I do not understand the reasoning. 
I do not understand that. I think there might be one or two places in Australia that perform terminations 
over 24 weeks. They are not performed by gynaecologists and obstetricians. I have no knowledge of 
who does that or how they do that, but that is not common practice.  

CHAIR: Just to summarise, we have seen some evidence before us in this inquiry that has 
demonstrated that in the Victorian model late-term terminations have decreased because of legalising 
termination of pregnancy. We will continue that research as well. Thank you very much, Dr McKenna, 
for your time today.  

Dr McKenna: Thank you very much.  
  



Public Hearing—Inquiry into the Termination of Pregnancy Bill 2018 

Cairns - 5 - 11 Sep 2018 
 

COYLE, Dr Tim, Private capacity  

McNAMEE, Dr Heather, Private capacity  
CHAIR: Thank you very much for coming before us today. I ask if there are some opening 

statements. To get the balance right, we might start with Dr Tim Coyle and then Dr Heather 
McNamee.  

Dr Coyle: I am sure that the abortion providers will come before you today with examples of 
serious extreme cases, yet these serious cases are covered by the current abortion law in 
Queensland under Judge McGuire’s ruling of 1986. Also there is the usual implication that these 
serious cases are the norm. You must bear in mind that 95 per cent of abortions are done for social 
reasons. As for post-22-week abortions, in Victoria, which has a similar law to the one proposed in 
this bill, the perimortality figures gathered by Debbie Garratt show that in 2016, 125 post-20-week 
abortions out of 310 were done for what they call psychosocial reasons, not serious medical reasons.  

I am very concerned about the mental health problems following abortion in Queensland. I 
keep meeting young women who are suffering from depression, anxiety, mood disorders and 
complete loss of self-worth who say they have experienced this since an abortion. I would refer you 
to submission 17 from Real Choices Australia, which has excellent citations of mental health studies 
done after abortion. She cites 58 studies in all: anxiety, depression, self-harm, suicide and suicidal 
ideation. Submission 125 from the RANZCP, the royal college of psychiatrists, states that pre- and 
post-abortion counselling for women is essential and should be affordable and accessible.  

This is a real and serious problem. GP mental healthcare plans show a 50 per cent bias 
towards women. Mission Australia, a Christian charity group which provides a range of community 
services, reported in 2016 a 23 per cent instance of serious mental illness in 15- to 19-year-olds in 
Australia, an increase of nearly 20 per cent from five years ago. Personally, I have no doubt that the 
young women who have had abortions will be part of those figures. Obviously, other factors are 
involved as well. If only 10 per cent, a conservative figure, of women having abortions have 
post-abortion mental health problems, that means on a figure of 14,000 abortions in Queensland per 
annum—around the annual estimate—1,400 women are being given mental health problems every 
year by abortion.  

If abortion providers cannot find a study to their satisfaction that reports mental health problems 
following abortion, it is a bit like people in 1880 stating that there is no such thing as TB, which was 
discovered by Koch in 1882, because they have not seen a study yet; or in 1982 stating that there is 
no such thing as HIV because they have not seen a study yet, which was discovered officially in 1983. 
I could go on. The link between cigarette smoking and lung cancer was denied for years for 
commercial reasons until a study was produced proving it.  

I also draw your attention to submission 102 from the Australian Medical Association 
Queensland, which expresses serious concerns about the signing off by another medical practitioner 
of a post-22-week abortion. There is no apparent mandation for the second practitioner to fully 
examine the patient, see the patient or even see the patient’s notes or chart. Women are belittled and 
rubbished by this bill because their offspring, their babies, are treated as so much rubbish. What a 
terrible thing for women’s mental health in Queensland!  

The ALP ought to be commended for other humanitarian socialist policies, and that should 
include practical help for mothers and financial help. Many abortions are unwanted but are being 
sought because of financial or social pressures and partner coercion.  

Abortion providers should be subject to accountability and there should be a full audit of mental 
health problems following abortion, interviewing volunteering women as part of any parliamentary 
committee of inquiry. Also to start an audit, there is a need to start collecting data such as asking 
questions of women seeking abortion such as whether this is the first pregnancy, the outcome of 
previous pregnancies, use of hormonal contraception and numbers of existing children. There is very 
little data, if any, being collected to plan ahead for the best care for women.  

CHAIR: Can I pose a couple of questions—and then I will share the time equally—so we do 
not lose track of what you are saying? In your opening statement you talked about extreme cases, 
yet we just had Dr McKenna on the phone who said that in her time she had not ever been asked to 
perform a termination over 22 weeks. What do you say to that? You have just heard from a 
practising— 

Dr Coyle: That is her individual case. In 2016 or last year in Queensland there were about 76 
abortions done post 20 weeks. It was declared to be a small figure. I think 76 is quite a lot.  
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CHAIR: Out of the 15,000 I put to you that those were with severe foetal abnormalities, and 
the Queensland Law Reform Commission actually cited those cases. I gather you have read the 
QLRC report in depth?  

Dr Coyle: Yes.  
CHAIR: How long have you been practising in your area of specialty?  
Dr Coyle: As a GP, 40 years—since 1971.  
CHAIR: Located here in Cairns?  
Dr Coyle: Here in Cairns, 38 years.  
CHAIR: In your care do you ever refer women for termination?  
Dr Coyle: No, I send them—there is a very good counselling service here, and I refer them 

there. The vast majority—I would say about 99 per cent—then decide to keep their baby, which is the 
best thing for them.  

CHAIR: Have you come across complications in your practice over the years where there has 
been a woman who has had severe foetal abnormalities? What do you say to that woman? How do 
you deal with that?  

Dr Coyle: It depends on what the abnormality is. You are focusing on these rare cases. Can I 
just point out that 95 per cent of abortions are done for social reasons. In relation to the abnormality 
you are talking about, abortion is legally available for them under the current law, under the McGuire 
ruling.  

CHAIR: You would support it in the case of severe foetal abnormality where there is no chance 
of that baby surviving? Do you refer your patients, your pregnant mums, on to someone who can 
perform a termination?  

Dr Coyle: No, I do not send people for abortions.  
CHAIR: What do you do— 
Dr Coyle: You have to be very specific about the actual abnormality you are talking about. A 

lot of these abnormalities are actually treatable but people prefer to take the option to have a 
termination. I think that the best option, even for the mother, is to continue the pregnancy and treat 
the condition if that is at all possible.  

CHAIR: If that puts the mother at risk, do you weigh that up in the care of the patient—both 
patients?  

Dr Coyle: You would have to ask gynaecologists about these specific cases. I am not a 
gynaecologist. I can only really generalise about treatment like that. Let me just point out that in those 
serious cases abortion is already available for them under the current law. This law is a brutal law 
and it is unnecessary.  

CHAIR: Under the current law you support them going and seeking?  
Dr Coyle: No, I do not support abortion at all.  
Ms BOYD: Do you believe that abortion should remain in the Criminal Code?  
Dr Coyle: Where human life is concerned there has to be some regulation of doctors in 

particular.  
Ms BOYD: Your submission also stated— 

Greater than 22 weeks is a baby of significant physical size. Body parts of aborted babies of this size have been collected (in 
the US) by abortionists and sold for considerable financial gain to drug companies for experimental use.  

Do you stand by that statement?  
Dr Coyle: Yes, I have the evidence here. I can give you a report on it if you want.  
Ms BOYD: Do you think that your colleagues here in Australia trade in the body parts of 

foetuses?  
Dr Coyle: No, I do not know. This is in the United States. That was in Orange County in 

California.  
Ms BOYD: You do not know doctors here in Queensland who would engage in such conduct?  
Dr Coyle: No.  
Ms BOYD: What evidence do you have that there is truth to this statement?  
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Dr Coyle: I have the evidence here. I can happily share it with you.  
Ms BOYD: You claim that abortions are a lucrative part of practices and that doctors perform 

abortions for financial gain. How do you figure that?  
Dr Coyle: They charge and collect quite a large fee, I believe. Does that not mean they are 

gaining financially? Does that not draw to mind that signing off of a post-22-week abortion by an 
abortionist working in the practice is going to cause them to gain financially if the abortion occurs?  

Ms BOYD: In your statement you say in relation to safe access zones— 
The fact that patients leave clinics or do not enter if approached peacefully and politely by outside counsellors means that they 
should never have been there, were looking for help, and had not been properly counselled in the first place.  

How often do you believe that a woman will change her mind when approached by protesters?  
Dr Coyle: That is hard to know. It is hard to say. The fact is that it does happen. From what I 

am being told it happens more than infrequently. As I say, a lot of abortions are unwanted; they have 
them for various pressure reasons such as financial or partner coercion. If offered help or just a 
last-minute helping hand, they might change their mind.  

Ms BOYD: Do you have any evidence to support this?  
Dr Coyle: Yes, I do, but I would have to obtain it for you.  
Ms BOYD: Do you think it is appropriate for a medical doctor to approach a woman outside a 

clinic?  
Dr Coyle: I think it is appropriate if somebody feels like doing so, yes.  
Ms BOYD: Have you ever engaged in this behaviour yourself?  
Dr Coyle: No.  
Ms BOYD: How do you suppose it impacts on a woman whose foetus has received a fatal 

diagnosis to be approached in this way? Do you think it is appropriate that that woman is approached?  
Dr Coyle: That is hard to say, quite honestly. The people I know who do approach people are 

quite polite and they do not pressure anybody. The ABC news gave quite a distorted view of what 
was going on by a particular group and gave a somewhat biased image of it all. I think most of these 
approaches are done in quite a pleasant sort of quiet way. If somebody does not much appreciate 
it—there is no pressure on them, as far as I know.  

Ms BOYD: In the interests of time, Chair, I am happy to leave it there. If there is extra time later, 
I have further questions.  

CHAIR: Sure.  
Dr Coyle: If you want to mention the Orange County— 
CHAIR: I actually do not think that is going to be helpful to the Queensland inquiry if you are 

saying that there is no evidence of this happening in Queensland.  
Dr Coyle: No.  
CHAIR: What happens in Orange County in the US can stay in Orange County in the US. It is 

not something that I want to look at. I am sure fellow members would agree.  
Mr BERKMAN: You have mentioned a few times that 95 per cent of abortions are for social 

reasons and you have referred to social reasons otherwise. What do you understand social reasons 
to mean in the context of a woman’s choice?  

Dr Coyle: That is how they are described: psychosocial reasons. However, I think they could 
mean anything from any sort of pressure, like financial pressure, accommodation pressure, partner 
coercion, parental pressure or income loss.  

Mr BERKMAN: You have described a very wide variety of sometimes very serious reasons that 
a woman might choose to terminate a pregnancy.  

Dr Coyle: Yes, as pressures are, yes.  
Mr BERKMAN: You also referred earlier to conflicting evidence effectively describing research 

shopping for evidence that supports the views one way or the other around the psychological impacts 
of termination. Would you consider an institution like, for example, the UK Royal College of 
Obstetricians and Gynaecologists, in consultation with the Royal College of General Practitioners, 
the Royal College of Nursing or the National Health Service in the UK, to be a reputable organisation 
whose research could be relied on?  
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Dr Coyle: Yes, I think the results of their study should definitely be considered. Since there are 
nearly 60 studies showing mental health problems after abortion, you have to look at the whole lot, I 
think.  

Mr BERKMAN: I am going to refer to a passage from what I understand is a synthesis study 
that was conducted by all those groups that I just listed. I will not read the findings verbatim, but they 
essentially suggest that adverse psychological outcomes are no more or less likely whether a woman 
chooses to have an abortion or continue with a pregnancy and that when a woman has an unintended 
pregnancy the past history of mental health problems is actually a much more pervasive determinative 
factor. Would you accept that finding?  

Dr Coyle: I would accept part of it. I think previous mental health problems definitely should be 
taken into consideration, but I do not agree that their finding of a small degree of mental health 
problems after abortion is correct. I see it all the time. I keep meeting people now who are starting to 
point out what I just talked about after abortion. As a media figure Charlotte Dawson wrote a book 
and described her descent into depression and substance abuse after her abortion. There are quite 
a lot of accounts like that.  

Mr BERKMAN: That one example I would not say is comparable to this kind of synthesis study. 
You said in your submission in relation to people who are demonstrating at termination clinics that 
you do not believe that such people of good standing should be criminalised. Should the same 
standard not apply to women who make a choice about their own bodies? Should they also not be 
criminalised in the way the Criminal Code currently does? 

Dr Coyle: Yes, I think the law should be focused on the abortion providers and not on the 
mothers. It is a matter of interpretation of the law by the authorities, I suppose, and by the judge. In 
Judge McGuire’s ruling I think the focus was on the abortion provider, not on the patient at the time, 
although the patient did complain about the abortion provider’s conduct, I believe.  

CHAIR: I have one observation: the Queensland Law Reform Commission conducted a huge 
body of work with a number of experts that looked at this. They concluded that this was a health issue 
for the woman, not a criminal issue. Do you agree? It is a yes or no answer.  

Dr Coyle: No.  
CHAIR: Dr McNamee, can I ask you to make a brief opening statement and then we will move 

to questions. Could you cement for the benefit of the committee your qualifications and how long you 
have practised and if you do in the local area?  

Dr McNamee: I have a medical degree, obviously, and membership of the Royal College of 
British GPs and am a member of the Royal Australian College of GPs. I have a diploma in family 
planning as well. I have been a doctor for 30 years, a GP for 20 and involved in abortion for about 15 
years. I have been a medical abortion provider for about 10 years in my private practice, Cairns 
Doctors, and also working for Queensland Health in the public sexual health clinic.  

I have just a couple of little points from what Dr Coyle said. I have not brought the body of 
research that has been done around abortion and the effect on women’s mental health with me today 
because I think the Law Reform Commission reviewed a lot of that data very extensively and I think 
the facts are not in question here. About one per cent of women live to regret their abortion. Many 
are those are in violent and coercive relationships where maybe they did not have a free choice. A 
lot of reproductive abortion is actually about impregnating the woman and keeping the woman under 
control through pregnancy, not through abortion, if you look at the body of examples that are seen by 
the domestic violence services.  

I would also like to point out that the most high risk time in a woman’s reproductive life for 
serious mental health problems is the birth of her first child, particularly the postnatal period. If we 
follow Dr Coyle’s argument, no woman should have her first child because she is much more likely to 
suffer severe depression or psychosis than she would following an abortion. I think we need to stick 
to the facts here. We are not here to discuss whether abortion has certain risks. Those have all been 
quantified by the research that the Law Reform Commission has looked at. What we are here to talk 
about is whether this should be in the Criminal Code and whether I, as an abortion provider, should 
be working under the stress of the potential for criminal charges. I would say from what Dr Coyle said 
that he suspects I should be charged.  

I should not, in my consultations with my patients, need to discuss the details of Queensland 
law—I am a doctor; I am not a lawyer—in particular a law that was written in 1899. My patients are 
under enough stress in the situation of facing an unplanned pregnancy or a planned pregnancy with 
a severe foetal abnormality where a woman and her partner are put in the horrible situation of deciding 
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whether to continue with the pregnancy and have a baby die within days of birth or to have a very 
traumatic late-term abortion. As Dr McKenna has stated, and I think you yourselves are aware, the 
vast majority of abortions done beyond 20 weeks in Australia would be for these abnormalities. That 
is a horrendous thing for a woman to go through.  

Dr Coyle’s facts are actually incorrect that the law does not cover the provision of abortion for 
foetal abnormality currently. One of the problems with the current law is that it does cover 
psychosocial distress but it does not specifically cover abortion for foetal abnormality. That is one 
reason we really need this law changed.  

The current law just adds to the anxiety, shame and stigma that my patients are facing when 
they find themselves with an unplanned pregnancy in Queensland. Their reaction to it and the 
counselling I have to do with them is so different from my experiences working in the NHS in Scotland, 
where abortion was simply seen as another legal, publicly funded gynaecological procedure. All 
women with an unplanned pregnancy receive counselling. They take counselling from their partners, 
from their families, from their relatives, from their friends, from their GPs and from various 
organisations including Children by Choice, which offers objective, non-judgemental and 
non-directional counselling. I am slightly scared to think of where Dr Coyle sends a woman with an 
unplanned pregnancy, even though I would argue that the majority of his patients are actually 
geriatric. I say that from having done a locum in his practice a few years ago.  

My patients are exercising their basic human rights to control their fertility as defined by the 
World Health Organization. The Queensland parliament has a responsibility to support these rights 
by removing this archaic part of the Criminal Code. There is plenty of health regulation in place to 
oversee abortion, as there is with any medical procedure. For instance, to be allowed to prescribe the 
tablets for medical abortion you have to go through an extensive training process and you have to be 
on a register and you have to speak to Canberra every time you write a script to make sure that the 
case meets the letters of the prescribing regulations. To say that there is no regulation is ridiculous.  

The current law does have adverse effects. It makes my patients more anxious. It makes them 
feel more shamed. Some of them think abortion is illegal in Queensland and that they are doing 
something illegal instead of just exercising their health rights, and it makes doctors more reluctant to 
get involved in providing abortion services. We struggle to have proper services, particularly in rural 
and remote areas. As Dr McKenna has stated, most women with an abortion over 14 weeks or even 
under 14 weeks needing surgery are leaving Cairns for treatment at the moment which is a disgrace. 
If you are a single parent with six kids, trying to do something like get to Brisbane is extremely difficult.  

We had a prosecution in Cairns. People sometimes argue the law is irrelevant because there 
are no prosecutions. There was a prosecution in 2010 in Cairns of a young couple. It was an absolute 
disgrace. I think it shamed Queensland around the world as being archaic and misogynistic and we 
cannot let anything like that happen again. I urge the committee to support this long overdue change 
in the Queensland law following most of the states in Australia, most western countries including 
Ireland, where the Catholic Church traditionally had a lot of power which it now no longer has.  

To the anti-choice individuals, including my colleague to my right, no-one is going to make you 
or your partner have an abortion if you do not choose to have one, but please do not try to inflict your 
extremist minority views on the majority of the population, particularly when you stoop to use 
misinformation to support your views, which are often religious based. Let the majority of 
Queenslanders who support a woman’s right to choose exercise their basic human rights of 
self-determination and control over their own bodies for the good of themselves, their families, the 
children they already have, the children they may plan to have in the future and our society as a 
whole.  

CHAIR: Thank you very much. I put to you the same question I ended with to Dr Coyle. 
Fundamentally, do you believe this is a health issue or a criminal issue?  

Dr McNamee: Absolutely, 100 per cent, as it has been in many countries. I was trained in the 
United Kingdom and abortion was decriminalised in 1968 so it has been a health issue ever since 
then.  

CHAIR: In your submission, Dr McNamee, you describe the experience of a woman who came 
to you for an abortion and encountered protestors. Can you please detail or unpack that woman’s 
experience, for the benefit of the committee?  

Dr McNamee: Yes. That was a pretty terrible situation. This lady was referred to Brisbane for 
a surgical abortion because she had gone past the level for medical. She was in a very complex 
psychosocial situation, so it was a great effort for her to travel to Brisbane. When she approached the 
clinic in Brisbane she was approached by protestors, one of whom apparently was an elderly lady 
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who she thought was maybe just being friendly who then grabbed her by the arm and said, ‘You 
mustn’t go in there. What you’re doing is wrong. You mustn’t carry on.’ Then when she realised who 
these people were she turned tail and ran from the clinic, was flown back to Cairns, all at taxpayers’ 
expense, but still had no change in her view that she could not cope with another child in her family 
in her current situation so she then travelled back to Brisbane—this was two weeks later. The 
protestors effectively meant that she received her abortion later than she would have if they had not 
been there and suffered extreme distress from these people approaching her and trying to interfere 
with her human right to decide her own decision about her body and her family.  

CHAIR: Have you ever treated a woman who has been refused care or turned away by another 
practitioner when seeking a termination?  

Dr McNamee: Shamefully many, and I have made reports to AHPRA about some of the mainly 
GPs it has been and I have encouraged women to make complaints to AHPRA. For a doctor who 
does not wish to be involved in the process of abortion, the regulations are extremely clear that that 
doctor must offer timely referral to a doctor with alternative opinions. They do not have to refer to an 
abortion clinic; they can simply pass the patient on to one of their colleagues. I have had women tell 
me stories of absolutely disgraceful behaviour by GPs in this town when they have mentioned to the 
doctor that they are not happy being pregnant and that they and their partner are considering a 
termination, including one doctor storming out of the room and refusing to even speak to the woman. 
The woman was a bit askance, was not quite sure what was going on. Another one said to the woman, 
‘You should keep your knees together in future.’ Another doctor told her that if she went ahead with 
the abortion she would go to hell and asked whether she had considered that in her decision-making. 
There has been some absolutely disgraceful behaviour. That is professional misconduct under 
AHPRA’s regulations. I have encouraged women strongly to make complaints about these doctors.  

CHAIR: I have no doubt I probably know the answer to this question, but in the QLRC report 
recommendations for the draft bill, under conscientious objection, a doctor who chooses not to assist 
in termination must, under legislation, refer to another GP. I imagine there is support for that in that 
context? 

Dr McNamee: I have some difficulties with the whole concept of conscientious objection, to be 
honest. In Scandinavian countries they have now removed it. If you are a gynaecologist in 
Scandinavia you are expected to offer the whole range of services for the pregnant woman in front of 
you, from managing her miscarriage to offering her termination to supporting her through antenatal 
care. I think it is getting to the point where if you are not able to offer the full range of services perhaps 
you should not be functioning in that specialty. That is where the northern Europeans have now gone 
with their regulations. We are decades behind them. I think we will have to accept conscientious 
objection in Australia, but one of the things is that the woman must be treated always with respect 
and that their referral must be timely.  

While many of these women who have told me their stories were intelligent older women, the 
thought of a pregnant schoolgirl going into one of these doctors and being treated like that is what 
really worries me and is one of the reasons I really encouraged the women to make complaints. I said 
to them, ‘You can see this behaviour for what it is, but please remember there are many, many 
vulnerable girls seeing these very same doctors.’ AHPRA already has that covered. I am not entirely 
sure we need that covered by the law, but I think that is a minor point compared to the rest of the 
legislation. 

Mr HUNT: I want to explore the conscientious objection area a bit more. I note that in your 
submission you essentially say that a doctor does not belong in medicine if they have a conscientious 
objection to abortion. 

Dr McNamee: I did not say in medicine. I said that I do not think you should enter the specialty 
of gynaecology in 2018 if you are going to turn women away who require termination. 

Mr HUNT: Okay. I am with you. I also note that you think it would have been preferable to 
legislate for abortion on request to 24 weeks; is that correct? 

Dr McNamee: Only because that is what is working well in Victoria. Again, I think that is a fairly 
minor point. All late abortions involve at least two medical practitioners, if not more. In fact, all 
abortions in my experience involve more than one doctor. The woman who comes to see me has 
often already seen a GP and had a discussion with that doctor and then they come to see me, say, 
for the medical abortion. When I refer for a surgical abortion, I have already been involved in the 
woman’s care and I then send her on to the gynaecologist. By the time you get up to complicated 
abortions post 20 weeks, there will always be two medical practitioners involved. I think that is normal 
medical practice. 
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As for 22 weeks, 24 weeks, if you want to argue about the limited viability, again, we can look 
at what is happening in Europe. In some countries they have decided not to resuscitate under 24 
weeks because the outcomes are so poor—with the number of children who end up with a physical 
or mental disability who were resuscitated at those extremes of life. It is difficult to argue around 
viability because medicine is endlessly becoming more complicated and they are more able to 
resuscitate. It was only that that is what was working well in Victoria. I feel Australia should have 
national policies around these things. 

Mr HUNT: Putting aside for a moment GPs who obviously completely object to abortion and 
the unethical behaviour that you have described, which is covered under AHPRA laws et cetera, do 
you think it is reasonable for a GP or even a gynaecologist to find somewhere along that line where 
they are uncomfortable with an abortion?  

Dr McNamee: I think we are all uncomfortable with abortion. I think this is the thing that people 
who are not involved in this area of medicine do not understand. I would rather no Australian woman 
ever had to have an abortion ever again, but contraception is not perfect and lives are far from perfect. 
In fact, there is a lot of chaos in women’s lives. I think it is an emotive issue. Most of the people who 
object strongly are doing that for religious reasons, and I do not think religion has any place in 
medicine, but that is another argument. As a doctor, you have to be comfortable with your practice 
and with what you do from day to day. That is why AHPRA does have a conscientious objection 
paragraph—to allow doctors to not be directly involved in the process. That is where we are at at the 
moment. 

There is something I do object to. For instance, in the hospital in this town, a senior 
gynaecologist was approached by a registrar who was seeing a girl in emergency who had been 
raped—which they did not manage to establish but they found out later—and was requesting a 
termination. The gynaecology registrar went to the consultant and said, ‘I don’t know what to do. I’m 
new to Cairns. What happens?’ The consultant turned around and said, ‘Tell her abortions are illegal 
in Queensland,’ so that girl walked straight out of emergency and in front of a car. Thankfully, she did 
not die and she was not seriously injured. We managed to see her through the Sexual Health Service 
and arrange a surgical abortion, but those are the sorts of attitudes of people with a conscientious 
objection when they take things too far. 

Mr HUNT: What about an instance where a GP has treated a patient for years and knows the 
patient well and the patient comes to him pregnant and very, very distressed and requesting an 
abortion? That GP has a conscientious objection, based on the assessment that this person is in an 
upset state, and they should be referred to counselling. The law requires them to refer on to an 
abortion, does it not, in this bill? 

Dr McNamee: No. The law and AHPRA’s regulations require that that doctor refer that patient 
to another healthcare provider who does not have extreme views around abortion. 

Mr HUNT: I am talking about a GP who may not have extreme views. They just want to make 
an assessment of this patient who is requesting an abortion but who is distressed. They would rather 
refer for counselling first as a clinical assessment. 

Dr McNamee: That is what happens every day and I do that every day. What the people who 
try to shoot down those of us who offer termination do not realise is that we are practising in a sensitive 
and responsible way. I have turned women away when they have put the abortion pills on the desk 
because I do not feel that they have had sufficient time or discussed it with sufficient people to be 
sure that what they are doing is right. 

Mr HUNT: That is what I am getting at. Is there a danger with this section? A GP may be scared 
of some criminal repercussions under this section and refer for abortion, when it would be more 
appropriate under the circumstances to do exactly what you said. 

Dr McNamee: Are you saying that the current law is going to cause that problem? 
Mr HUNT: No, the proposed bill, sorry. The proposed bill contains an obligation for that GP to 

refer for abortion. What I am talking about is if that GP feels that the preferred referral is to refer 
someone to counselling, having made that assessment—which, as you said, you do all the time. I am 
not talking about people with extreme views here. Would this section have the danger of making a 
GP fearful if they referred for counselling instead of for abortion? 

Dr McNamee: No, not at all because we discuss counselling with every single woman we see 
with an unplanned pregnancy. That is just part of the normal process of a consultation with a woman 
presenting with an unplanned pregnancy. The majority of women who have just found out they are 
pregnant when they did not intend to be are in an upset state naturally—so are their husbands, so 
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are their friends. Part of the discussion we have is whether they want to seek some formal counselling 
or whether they feel they can work through that, talking to their husband, talking to their partner, 
talking to their family. That is standard medical practice. You would never be sanctioned for offering 
good help and advice to your patients. I think that is not true. 

CHAIR: We need to move on to the next question. Member for Pine Rivers, do you have a 
question?  

Ms BOYD: We are out of time.  
CHAIR: We are. I thank you both for presenting today. 
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GORTON, Ms Carla, Member, Pro Choice Cairns 

HAIG, Dr Kay, Member, Pro Choice Cairns 

POWER, Ms Elizabeth, Member, Pro Choice Cairns  
CHAIR: Thank you for joining us today. Would you like to make an opening statement before 

we move to some questions?  
Ms Gorton: I would like to start by acknowledging the traditional owners of the land on which 

we meet today—the Gimuy Walubara Yidinji peoples and the Yirrganydji peoples of the Cairns 
region—and pay my respects to the elders past, present and emerging. 

We are representatives of Pro Choice Cairns. In particular, we would like to address issues 
around access for rural, regional and remote women to abortion in Queensland. Pro Choice Cairns 
formed in 2009 when a young couple was last charged in this state under the laws that this bill we 
are considering will remove from the Criminal Code. We have been active in the Cairns community 
over the last nine years. We have several hundred active members. We have organised public 
meetings and rallies, met with members of parliament, staffed information stalls in the community and 
had countless conversations with a wide range of community members about a woman’s choice. 

We would like to begin with a few key points. We support the Queensland Law Reform 
Commission recommendations to take abortion out of the Criminal Code and treat it as a health issue, 
and we support the Termination of Pregnancy Bill 2018. When women approach a doctor in 
Queensland, they want to know that they will be afforded the best, high-quality and evidence based 
care for their sexual and reproductive health needs. Women want to know the efficacy and side effects 
of different contraceptive methods and that doctors will listen and provide us with accurate and 
up-to-date information about options when contraception fails or for other reasons we experience an 
unwanted pregnancy. We do not believe that those who oppose abortion have thought through how 
they would even implement a system of forcing women to continue with an unwanted pregnancy. 

We believe that law reform is necessary when the laws are out of step with modern practice or 
reality, and this is definitely the case for abortion laws in Queensland. Decriminalisation will not result 
in more abortions. In many jurisdictions, the numbers have actually decreased. Women will be at no 
greater risk of mental health problems, breast cancer or sterility than women who proceed with 
pregnancies. The overwhelming majority of abortions are performed during the first trimester. This is 
increasingly the case in Australia and internationally, with medical abortions available up to nine 
weeks, and even more abortions these days are actually undertaken by six weeks. This fact is unlikely 
to change under the legislation—that the majority of abortions will occur in the first trimester. Abortions 
which occur later in pregnancy will continue to be rare and only implemented in critical circumstances 
and under the professional guidelines already in existence. 

The new legislation will provide equal access to safe abortion for Queensland women without 
fear that doctors and/or the woman herself may potentially be subject to criminal prosecution. To 
suggest that abortions will be performed for flimsy reasons at any stage of pregnancy without moral 
and ethical consideration is demeaning of women and the professionals who care for them.  

Ms BOYD: Is a woman presenting here in Cairns and the surrounds likely to experience extra 
barriers to effective contraception or access to abortion? 

Ms Gorton: Certainly. I will answer that briefly. We are all here as community members from 
Pro Choice Cairns. I have a public health background, Kay is obviously a medical doctor and Libby 
is a nurse, so we will talk for different aspects. One of the barriers for women who live regionally, 
rurally and remotely is that there might not be a doctor all the time in the town, so even getting a script 
for contraception filled in an effective and timely manner can be difficult. There are so many barriers 
to being able to access effective contraception that women are making choices throughout their 
lives—from teenagers through to menopause—about how to manage pregnancies and family 
planning. I will hand over to my colleagues. 

Dr Haig: Women in smaller towns and young women may not be able to access a doctor who 
bulk-bills. For many women, the first time they go and see a doctor on their own is for contraception. 
They may not have very much money at that age. If they are not able to see somebody who will 
bulk-bill them, that makes it very difficult. As well, in Cairns we have a pharmacy here that will not 
stock or provide emergency contraception because of the beliefs of the owner of the chain of 
pharmacies. There was a pharmacy in a more remote town close to Cairns that would not stock any 
contraceptives because of the beliefs of that pharmacist. I think choice is very much reduced for a lot 
of women in this area. 
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Ms BOYD: How do you think the current criminalisation of abortion impacts on women’s sexual 
health?  

Dr Haig: There is uncertainty about whether this is a criminal offence or not. There are 
difficulties that many women face when they go and see a doctor with an unplanned pregnancy and 
they are faced with a lecture on morals, rather than good medical advice. By the time they can access 
a service that is supportive and willing to help them through this difficult part of their lives, they are 
often quite traumatised, and that is going to have a big effect on how they will feel afterwards. If they 
need to leave Cairns, as has already been mentioned, and they have children they have to leave 
behind, this makes it very difficult for them in their recovery process as well.  

Mr BERKMAN: Thank you very much for being here. I want to start with something that was 
touched on by Dr McNamee and the previous witness. Can you describe what has happened since 
the only surgical provider left Cairns? How has that affected access? How frequently do women who 
live here have to go to other parts of the state or interstate to access termination?  

Ms Power: I am a registered nurse and I have worked in abortion-providing services for quite 
a few years and have worked very closely in one here. We see women every day who are accessing 
the service for termination of pregnancy or information for termination of pregnancy. On average, we 
send about three or four women a week south. They are going to Townsville, Brisbane or Sydney 
depending on where we can get them in because of the time frames. It decreased from when we had 
a provider here because we had more access to medical termination. We have had to change ways 
that you do not just get a choice of medical or surgical—it is more because of costing. Up to nine 
weeks it is medical and then over. We have a lot of women who access under nine weeks so we do 
see a lot more medical terminations. This is not a decision these women take lightly. I see them every 
day and they have to arrange for a support person to go on the plane with them, somewhere to stay 
when they are there and then they have to access those clinics there. We have seen quite a few 
women.  

Mr BERKMAN: How do you think this will make the biggest difference to the lives of women 
living regionally?  

Ms Power: It is access and people can make that decision. There are a lot of decisions to be 
made—for example, I cannot fly south so I am continuing with a pregnancy that I did not want to 
continue with. There are a lot of struggles they are going through to make that decision and it does 
affect them. It is a huge decision. As I said before, no-one takes it lightly. I think removing it from the 
Criminal Code gives access to all women especially in Far North Queensland.  

Dr Haig: For some women who have come from very remote areas, Cairns is the first big place 
they have been to and then they may have to go to Brisbane or Sydney. If they are overwhelmed by 
Cairns and they are taken away from their usual support people and their family it makes it very 
difficult. Because the law is still in the Criminal Code we do sometimes find it difficult for there to be 
approval from local superintendents of hospitals who do not agree with the process. It could be up to 
the whim of one particular doctor that would prevent a whole lot of women from that area being able 
to access timely abortion that is not expensive. Many women can get an abortion in Cairns or this 
area at the moment, but if you do not have money or you do not have the means to travel you may 
not have a choice.  

Ms Power: Or you do not have a support person. That is a big thing because somebody has 
to tell somebody. That is information that they do not want to let their family or friends know and it is 
something that they have to share and ask them to support them—to go with them.  

Mr O’ROURKE: Can you speak to the specific barriers experienced by Indigenous women as 
a result of the current laws?  

Dr Haig: Many women may find themselves in a remote area where it is difficult to have access 
to adequate contraception. We all know that long-acting reversible contraception is far more effective 
and has lower failure rates, but there may not be any practitioners in that area who are able to provide 
that service. They are disadvantaged because they do not have access to high-quality, low-failure 
rate contraceptive care but then they may be faced with a doctor or other medical staff who may not 
be supportive or do not understand the law, and because they are needing to have approval done 
from other members of that health community their privacy is also being impacted. The thought that 
somebody may be forced into continuing a pregnancy just because of their post code and because 
of the remoteness of where they live is very worrying.  
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CHAIR: Everything you have said is what we heard last time about rural, remote and regional 
women not being able to access termination when required. I felt as a regional member and chair it 
was incumbent upon us to come back to Far North Queensland and talk with people who clearly talk 
with, meet and look after women in those areas. Thank you very much for your contribution today.  

I found it remarkable the commentary made that we have a pharmacist—and the synergy I 
draw here is that we had the pharmacy inquiry this morning in the same room albeit on a different 
matter—who stocks no formal contraceptive at all; is that correct? Here we are trying to reduce rates 
of sexual disease and if that is the case you could look at that leading to more terminations.  

Dr Haig: Yes, exactly.  
CHAIR: I find that remarkable in the modern age. It is an observation only. Ladies, thank you 

so much for your contribution. We will move ahead with the next witness.  
Ms Gorton: Mr Harper, can I just add that since we were here last time the Northern Territory 

has proceeded to change their law, and I think it is an indication that Queensland could hopefully be 
ready to do the same.  

CHAIR: We are seeing what is happening in other jurisdictions around the nation. Thank you 
very much, ladies.  
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DOYLE, Ms Jane, Manager, Cairns Women’s Centre  
CHAIR: Welcome. Would you like to make a brief opening statement before we move to 

questions?  
Ms Doyle: Thank you for giving me the opportunity to address the committee. My name is Jane 

Doyle and I am representing the Women’s Centre in Cairns. We strongly support the Termination of 
Pregnancy Bill 2018, which will decriminalise safe terminations. I am a social worker with over 25 
years experience working with women and children escaping domestic violence. I have been the 
manager of the Women’s Centre for the past 20 years. Our service is a homelessness and domestic 
violence support service. The Women’s Centre has been operating for over 30 years and offers a 
range of services including counselling, crisis intervention, emergency shelter accommodation, DV 
court support, family support and a young mother support program. We operate out of both the Cairns 
and Atherton Tablelands area.  

Over 75 per cent of our clients in the Cairns area are Aboriginal and Torres Strait Islander 
women. This is a highly disadvantaged group who experience violence, homelessness and poverty. 
The women we work alongside with experience very high rates of violence, sexual violence and 
unwanted pregnancies, and they are living in a regional or rural area that has a lot less access to 
abortions.  

We believe that the right to safe abortion is a human right for all women, but we want to highlight 
the issues for women affected by domestic violence particularly. Our concern is that this impacts on 
women’s safety. We believe that the lack of choice about abortions may hinder women’s ability to 
leave a violent partner, and that impacts on their safety, health and wellbeing as well as their 
children’s. In our experience, women’s lack of access to abortions disproportionately impacts on 
women experiencing violence. 

Domestic violence that women experience is not a random collection of violent outbursts by a 
man but more of a sustained pattern of controlling behaviour and coercion. It is manipulative, it is 
persistent and it is devastating. Men seek to control their partner’s lives. They want to control where 
she goes, whom she sees, what she spends her money on, her opinions, her choices, her body and 
her reproductive health. Coercive reproduction happens in abusive relationships where a woman may 
be coerced into conceiving children against her will. 

We have heard from very many women over the years that perpetrators of violence have 
stopped them from using contraception or sabotaged it. They seek to increase their power over their 
victims and reduce their victim’s own sense of control. Women have told us that they did not wish to 
have a pregnancy, they did not even feel that they had any control over their own bodies, and when 
they were pregnant it was even harder for them to leave. 

Leaving a violent relationship is dangerous for women, and women often tell us that they 
choose a time to leave that feels right for them. They need to plan ahead and a pregnancy may be a 
major obstacle for them to leave. Women tell us that they do not leave because they are terrified of 
what he might do. They fear that he might kill them, the children and other family members, and they 
tell us they do not leave because they do not have an income or housing and they tell us they do not 
leave because they are pregnant. We believe the lack of access to abortion means they may stay in 
that violent relationship.  

If they do leave the relationship and continue with the pregnancy, this forces women to have 
ongoing contact with their violent partner, again endangering their lives and their children’s lives. We 
have a program at our service that works with young women under 25 who are pregnant or parenting. 
These young women that we work with tell us their stories of having been coerced into having sex or 
raped. They tell us that they did not want to have a baby but they did not think they had any control 
over the situation and now they feel stuck. They tell us they did not know they could have an abortion 
and they did not know who to ask. These young women are very vulnerable, and accessing abortions 
is even harder for them. We hope that decriminalising abortions would make access to abortions 
easier for women, particularly for women experiencing domestic violence, for disadvantaged women 
and for women living in rural and remote areas.  

CHAIR: Thank you very much, Ms Doyle. I thank you for the work you do at the Cairns 
Women’s Centre.  

Ms Doyle: Thank you.  
CHAIR: I have a feeling you may know a lady in my electorate from FEAT, Family Emergency 

Accommodation Townsville.  
Ms Doyle: She is my twin sister.  



Public Hearing—Inquiry into the Termination of Pregnancy Bill 2018 

Cairns - 17 - 11 Sep 2018 
 

CHAIR: I was going to say that you look remarkably like Ruth Stainbrook. I am sitting here 
looking at you thinking, ‘Goodness, I know that face.’ There you go; it runs in the family: you are 
caring people who look after people in times of crisis. For the record, I think Ruth does a fantastic job 
at FEAT, established for 40 years in Townsville. We have just opened up a new centre in Thuringowa. 
The world just got smaller, Jane. Can I ask what factors might lead a women you meet in your work 
to seek an abortion?  

Ms Doyle: They really did not want to have the baby. They were raped. They did not choose 
to have a baby at this time and they realise that they are going to be even more stuck. They have to 
stay with this guy now. It is going to be much harder for them to leave.  

CHAIR: What barriers is she likely to face under the current laws?  
Ms Doyle: If you are living in Cairns it is a bit easier, especially if you happen to be a white 

woman and you happen to have some money. If you are a poor, very young Aboriginal girl living in 
the Cape or even in the Tablelands or in Cairns they do not seem to be aware that they can seek an 
abortion and they certainly have very little power in their lives to go ahead and make those changes.  

CHAIR: In my previous career I have come across numerous cases that I had to handle when 
working for the ambulance for 25 years and this leads to my next question because some of it was 
awful. What might be the outcome if she was not able to access an abortion?  

Ms Doyle: Often those are the women that we work with. We work with young women who are 
in a very risky situation. Maybe they are still with their violent partner; maybe they are not. They have 
had children. Maybe their children are subject to child safety issues. Their lives are quite wretched. 
They have had their education interrupted. They are not able to work. That is particularly the very 
young women that we work with.  

CHAIR: Are you aware of any cases where women have tragically tried to self-terminate? 
Ms Doyle: I am not aware of that.  
CHAIR: Where domestic violence might occur to terminate the baby or where violence to the 

woman has happened? 
Ms Doyle: It is a very big risk factor. Violence often gets worse when women are pregnant. 

The violence often gets a lot worse. We have heard of incidents where women have been repeatedly 
punched in the stomach when they have been pregnant. It is a very risky time for them.  

Mr BERKMAN: I do not have a question, but I would like to thank you for the work that you do.  
Ms BOYD: Thank you very much, Ms Doyle, for filling us in on the work that you are doing here 

in the Cairns community. One of the things that I have noted from people who are objecting to this 
change in legislation is their claim around being able to access abortions for social or psychosocial 
reasons. While you were talking to us it seemed to me as though a lot of these women that you 
encounter on a day-to-day basis actually have a whole raft of different issues they are dealing with in 
their lives. What would you say to those people who are objecting to this bill based on the fact that it 
opens up terminations to women for social reasons? 

Ms Doyle: I was a bit confused about the psychosocial reasons people would seek an abortion. 
I wondered if Dr Coyle meant women who are experiencing domestic violence and women who are 
in fear of their lives, because we work with a particular group of people who are experiencing domestic 
violence, who are in poverty or who are homeless. They do not choose to have an abortion for some 
flippant reason: it is about creating a safer environment for themselves and their children. It is not 
because they just wake up and decide they are going to have an abortion that day. I do not understand 
that thinking at all. It is not something that women take lightly. They understand the consequences of 
their choices.  

Mr HUNT: In their submission yesterday, Children by Choice presented figures on coercive 
reproduction at rates of 76 per cent to 24 per cent the other way, where a violent perpetrator or a 
person will coerce a woman into having an abortion. Do you encounter similar rates in your work in 
regional areas? 

Ms Doyle: I cannot really comment on that. Most of the women that we work with tell us that 
they were forced into having a baby rather than forced into having an abortion.  

Mr McARDLE: I think the work that you do with women in domestic violence is exceptional. I 
think we do not understand from a male perspective what women go through in relation to domestic 
violence situations. We can say that we do or try and understand, but we do not really comprehend.  
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This is an unusual question but I want you to take it seriously. Can you describe the level of 
fear of a woman going through a pregnancy in a domestic violence situation in relation to their 
wellbeing? 

Ms Doyle: Sometimes it sounds like it is like a terrorist attack. They are continually kept inside 
a home. They are subject to such levels of control that they do not trust their own judgement and they 
sometimes think they are going mad. They are told that they are going mad. They are absolutely so 
fearful of their lives that sometimes they cannot leave, and leaving is a very, very dangerous time for 
women. Leaving a violent relationship is a very difficult time and it is very dangerous for them. Women 
usually will spend some time planning out that move, and a pregnancy would just get in the way. It 
would be another barrier for them. The level of terror that they feel is unbelievably high.  

CHAIR: If there are no other questions we will call up the next witness. Thank you, Ms Doyle, 
for your contribution. 
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WENTWORTH, Ms Miriam, Private capacity  
CHAIR: Thank you very much for joining us. There were supposed to be some other ladies 

who appear to have not been able to make it. Can you start with an opening statement, please? 
Ms Wentworth: My name is Miriam Wentworth and I would like to thank you for the opportunity 

to speak today. I am a Christian and I believe what the Bible teaches about life and death. The Bible 
underpins our society. We swear on it in our courts of law. It is the go-to reference for matters of law. 
For example, section 116 of the Constitution of Australia precludes the Commonwealth of Australia—
that is the federal parliament—from making laws prohibiting the free practice of any religion. That 
means the parliament is not allowed to make laws to prohibit the protesting of abortions simply 
because it stifles the practice of Christian beliefs.  

What do I as a Christian believe? I am pro-life, and for good reason. From the moment the 
sperm enters the egg, growth begins. Wherever there is growth, there is life. All of nature supports 
this belief. When something is growing it is regarded as alive; when something stops growing it is 
regarded as dead. Whilst a human baby is growing inside a mother’s womb it is alive. From seven 
weeks the heartbeat can be detected. The gender is set at the moment of conception but can be 
determined by eight weeks. Brain activity can be measured from the sixth week. Strong pain and 
stress responses can be measured at 18 weeks. The Bible teaches that we are fearfully and 
wonderfully made in the image of our Creator with the capacity to live, love and choose life. Every 
foetus spends its womb time growing in order to live. Every foetus deserves the opportunity to reach 
the potential they have been working towards to live, to choose life and to experience love.  

These are vulnerable human beings who cannot protect themselves or speak up to choose life. 
How many living children do you know who, if given the choice between life and death, would choose 
death? How many living people or adults would choose death? Would you choose death? What if 
you had no choice? What if your mother had given you no choice? I am speaking up for possibly 
millions of human lives that will be cut short if we allow this law to strip a child of its choice and 
condone a premeditated action to cease life. Pro-choice is no choice—no choice for the child. The 
youngest premature baby ever to survive was only 21 weeks old at birth. She weighed 280 grams 
and was just slightly longer than a pen. She was born thinking, feeling and perfectly formed. Her 
name is Amillia Taylor, and she is currently a normal healthy 18-month old. Pro-choice argues that 
babies this young are not capable of feeling pain or are therefore disposable. That thinking is 
obviously flawed. 

One of the reasons given by pro-choice for abortion is medical—that the unborn child may have 
a deformity of some sort. I completely disagree with this reasoning. I am a disability support worker. 
I support adults who are born with intellectual disabilities from birth, yet they still live reasonably 
enjoyable lives. I know firsthand that a disability is not a justification for murder. Some of the people 
I work with have been brain damaged from birth. They are beautiful.  

For example, one lady in her fifties has rather serious intellectual disabilities. She has the IQ 
of a toddler, yet she understands love and enjoys life. She really enjoys running and her face beams 
with light when she looks out the window and her eyes sparkle like a child that has just been given 
an ice cream. Another lady of 65, who I refer to as ‘my little one’ because she is so short, is delightful. 
The joy on her face lights up a room. When she first sees me on any given day her eyes twinkle and 
she says, in the best way she can, ‘Hello, here’s my friend.’ She oozes love. What really melts my 
heart is when she comes up to me and puts her head on my arm and says, ‘I love you.’ How can 
anyone not love her back? She is well-known in the local shopping centre and people who have 
known her for years come and say hello. She runs up to people she has never met and greets them 
with a big smile and hello. Even though they cannot understand her conversation, they lovingly 
respond with an answer or action that shows respect and care for her. They often comment that she 
has made their day.  

One last person that I wish to speak about is one of my clients who was born with cerebral 
palsy. I met him when he was first in his late twenties. He told me that his greatest dream is to be a 
motivational speaker. He wants to share with others the struggles he has gone through. He wants 
people to know that they can overcome and work with the obstacles of everyday life. He believes it is 
worth them putting in the effort to push themselves to the limit to achieve their goals so that they can 
get the most out of life. He lives what he believes. He enjoys going to discos, he dances in a 
wheelchair and he loves to socialise with others his own age, particularly girls. His aim is to live 
without carers as much as possible and he has now learned to travel on the local buses by himself. 
He has the most amazing sense of humour and the biggest, broadest, most constant smile I have 
ever seen on any face. His drive for life is inspiring.  
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I work with people that others say should be aborted, yet I see the joy that they can bring to 
those who spend time with them, the love that they have to give and their zeal for life. Their life has 
a purpose and a meaning. Who are we to say they should not have lived? The Bible says that God is 
love. No matter how damaged a person is, either intellectually or physically, all people understand 
the language of love. Who has the right to decide that some people should not live or do not have the 
right to experience life or love or have a chance to explore their purpose in life? The premeditated 
killing of a human being by another is called murder. Murder in Australia is a serious and punishable 
crime. My question is: why is the life of an unborn baby less important than anyone else’s? All human 
beings, whether born or unborn, have the right to the protection of the law. I am speaking up for the 
unborn child, particularly from 22 weeks and above. That is disgusting— 

CHAIR: Thank you for your disability support work. You have obviously been doing that for a 
number of years and you are very passionate. I am sure they welcome your work in that area. You 
clearly have strong views on the bill, and I respect that.  

Is there any situation in your mind, particularly where the mother is at risk of dying or the baby 
has a known foetal abnormality and is not going to live, where termination has to occur safely to save 
either the mother or— 

Ms Wentworth: I would like to answer this with something that I know about. My problem is 
that there would have to be a lot of proof. I have seen a case where the doctor was wrong.  

I know of a case of a lady who was fighting cancer. She had had radiation and chemotherapy. 
She already had two children. She was of the thought that she would never be able to have children 
anymore. As she was going through the procedure or these treatments, she got pregnant. I say ‘was’, 
because she passed away in January this year. At the time, she was a Christian and had Christian 
beliefs that life is important. She wrestled greatly with this.  

Her story was that there were doctors, more than one, putting pressure on her to abort. They 
said they thought that her child would have abnormalities because of the treatment she was receiving. 
Also, because of the treatment she was receiving and her illness, carrying a child might put her at 
risk. Those all seemed very good reasons. I might add, a lot of pressure was put on her to abort the 
child from the family, from the medical profession and even from her husband, who at the time was 
not a believer. There was immense pressure on her, but because of her faith she prayed and she 
asked God what did he think. She firmly believed that God said, ‘Go ahead and have the child’.  

Do you know something? That little girl was born perfectly healthy, perfectly well and topped 
her grade at school. She is now in her early 20s. If my friend K—I will say the letter to protect her—
had gone ahead, given all the pressure that she was under to abort, believing that she might be 
having a deformed child and that it might kill her, if she had gone ahead then D—the initial of the 
child—would not have been born and the world would be a far less place for it, because she is such 
a beautiful, high-functioning normal child. Therefore, the doctors were wrong in that diagnosis.  

CHAIR: Thank you, Ms Wentworth. We will move to the member for Pine Rivers.  
Ms BOYD: Ms Wentworth, following up from the chair’s question, in your submission you state 

the following, in relation to whether abortion should be provided in an emergency— 
Better to have tried and lost than to kill and take away all choice for life from the mother or the baby, who is not even able to 
speak for him or herself.  

If a woman is at imminent risk of death, do you think a doctor should be required to assist by 
performing an abortion if necessary?  

Ms Wentworth: If the diagnosis is right—like this other one was not—if it is absolutely provable 
that going on with that pregnancy will kill the woman, then under those extreme circumstances. Of 
course, there are exceptions. I do not agree with it for social reasons and ‘I’m sorry, I don’t want it 
anymore’, or that sort of thing.  

Ms BOYD: Do you believe that a doctor should be allowed to perform an abortion in an 
emergency?  

Ms Wentworth: In an emergency? It depends upon what the emergency is.  
Ms BOYD: Ms Wentworth, in relation to conscientious objection you state in your submission 

that the patient can find another doctor who has no conscience about murdering an unborn child.  
Ms Wentworth: Yes, I do feel strongly about that.  
Ms BOYD: I am sorry; I have not asked the question yet.  
Ms Wentworth: I am sorry.  
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Ms BOYD: Do you consider any doctor who provides a woman with an abortion to be a 
murderer?  

Ms Wentworth: It depends on the circumstances. Just to clarify on conscientious objection, 
the law stating that they must refer takes the rights away from the doctor who does not want to have 
anything to do with that. That is what I meant. If a doctor conscientiously objects, for whatever reason, 
that woman can go and get a second or third or fourth opinion, or whatever. There is nothing stopping 
her from going and seeing someone else. However, I believe that the law should not state that a 
doctor should be forced to refer, when that is taking away his right of objection. It is easy enough for 
someone to just go and see someone else. I think that is what one of the questions was, that is all.  

Ms BOYD: Ms Wentworth, what do you think motivates a doctor to provide abortion services to 
women?  

Ms Wentworth: It depends on the circumstances. I do concede if there are extenuating 
circumstances where the mother is at risk. It is not so much that there is something with the child, as 
I have stated in here, but under certain circumstances I would agree that if it has to happen it has to 
happen. Generally speaking, it depends on the circumstances. If it is just, ‘I’ve made a mistake and I 
don’t really want to be pregnant now’, there is adoption.  

CHAIR: Thank you, Ms Wentworth. Do members have any other questions?  
Mr McARDLE: No, thank you very kindly.  
Ms Wentworth: I realise I am pretty much opposite to everybody else here in the room.  
CHAIR: Ms Wentworth, thank you very much for appearing before us today and sharing your 

views. We will call the next witness forward.  
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McKENZIE, Ms Melanie, Director/Founder, Harrison’s Little Wings 

MASON, Ms Zena, Private capacity 
CHAIR: Before we start, I will seek some advice as to whether we can use the prop that you 

have. Do you mind if we have a look at that? 
Ms Mason: Yes, of course you can. 
CHAIR: This is clearly your baby?  
Ms Mason: Yes. 
CHAIR: We have had some deliberations. We know you want that close to you when sharing 

your personal story. We have agreed that it is okay to have that there. Thank you, Zena, for being 
here today. I understand you are going to share with us a personal story. We might start with that.  

Ms Mason: I will introduce myself. My name is Zena. I am here to tell you what it is like to have 
an almost 22 week gestation abortion. I am here with Melanie McKenzie. Obviously, she is a support 
person through Harrison’s Little Wings. She deals with poor and fatal diagnoses and supports women 
through that. That is who I have chosen for my support person today.  

I want to thank you for allowing me to share my daughter’s story today. It is an honour to talk 
about her. Obviously, it heals me with the situation that we are in. I want to tell you the impact that it 
has and why I think the legislation has to change, not just for people in my situation but as a whole. I 
suppose the quote that I always refer to is putting yourself in my shoes. That is what I ask you to do 
today.  

Basically, just over 2½ years ago, our lives changed forever. As you can appreciate, I am telling 
my daughter’s story, which is difficult, so if you have any questions— 

CHAIR: We will let you go through the story and we will be gentle and respectful. If you need 
to take a moment, please do so, Zena.  

Ms Mason: Thank you very much. Her name was Chloe Fay Mason. You saw her pictures 
here. She is on her brother’s birth certificate, so I have had a child since, as a sibling. She is still very 
much a big party of our family. She is loved and she always will be.  

I met my husband, Troy, when I was 17 and he was 21. I remember in the early months of our 
relationship I said to him that I wanted to be married at 25 and have three kids. I was very much a 
planner. Everything was always planned in my life, but one thing was for sure: I wanted a family. We 
grew up together. Every year we became better, more mature and perhaps more grown up. In 2012, 
at the age of 25, we finally tied the note as I wanted and it was a beautiful day. This would set the 
tone for the family that I once, as a 17-year-old-girl, wanted so badly.  

Between 2012 and 2015, we would tick off the before-we-have-kids bucket list. You can all 
appreciate how much time they take up after you have them. We would be in stable jobs, lose weight, 
get healthy, hubby would quit smoking and we would go on our first overseas holiday, buy family cars 
and buy our first home. These were things that were important to me to build that foundation, 
something that I never had as a child. It seemed after all we would finally be ready to start our family. 
We were together for 10 years. I was 27 at the time and most of my friends had children of their own. 
This pregnancy would be 100 per cent planned because I cannot deal with it any other way. The 
unknown was too terrifying for me.  

When we finally committed, I went to the doctors and I asked for blood tests. I said, ‘What 
should I start taking to fall pregnant?’ She told me to take a pregnancy supplement, which I had been 
taking for a month or two before we started trying. I downloaded a fertility tracker and I had been 
tracking my periods, and even to the point of cervical mucous, to make sure it was all on point. 
Everything seemed to be on track and it was just up to me and hubby to commit to it.  

When we did commit, we were lucky enough on our first attempt to fall pregnant. Six tests later, 
I still did not believe it. We were over the moon. We had been together for 10 years and we were 
finally ready to have a little family of our own. We were so excited. We told family and friends and we 
could not wait. Everything seemed to be going okay. Pregnancy life was pretty amazing. I had a few 
scans before the— 

CHAIR: Take your time. Have a drink of water, if you need to.  
Ms Mason: I had a few scans before the morphology scan, the last one being at 14 weeks 

when we had a slight bleed, and everything was going fine. We were none the wiser that there was 
something else going on. When we went for our morphology scan, we were 21 weeks. The place we 
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went for our scan would not let us go earlier, because they obviously could not see clearly structural 
things; that was their rule. It was right on my husband’s birthday and we thought what a cool present 
it would be to find out if our baby was a boy or a girl.  

The ultrasound person mentioned that the baby yawned and waved at us. Her little face was 
beautiful. He failed to mention to us why he was actually paying particular attention to her spine and 
brain. He was actually silent the whole way through. I had to empty my bladder, move a lot and he 
was pressing down quite hard. Little did we know that that was the start of something much bigger. 
We waited in the scan room for our results and still were not notified of anything different. I was not 
told my results were urgent or that I had to see my doctor quickly. This time, looking back, was so 
crucial, but we thought it was all normal.  

I went to my doctor a few days after. It seemed issues would start revealing themselves. My 
doctor could not open my file, he could not give me the results due to a system error and I had to go 
home, so it was very much a surprise when we were called in to the tertiary hospital while I was at 
work a few days later. More days were wasted. At the hospital, we were told that we were having a 
baby girl and we were hit with the information that our little Chloe was not well.  

Chloe had spina bifida, she had fluid on the brain, Chiari malformation, Arnold Chiari 2. We 
had tonnes of names thrown at us. Basically, this meant to us—without a doctor’s degree—that she 
had a lot of spinal fluid on her brain, she had a lemon-shaped head, they could see issues with her 
spine, they said she would be paralysed and her legs would not function. She had an open pocket on 
her back exposing her spinal cord.  

We were told if she were to survive and even make it to full term, she would go straight into the 
operating theatre after birth, at not even a day old, to have a permanent stint put into her brain to 
drain the fluid build-up that was already evident at the morphology scan. The stint she would have 
forever. She would then go into an operation to close the opening on her spine, to stop her exposed 
spinal cord from showing and getting infected. We were told that these procedures would not fix the 
problem, though; that the damage in terms of brain development and paralysis had happened when 
she was at two to four weeks gestation.  

Being told by the doctor that the outlook on her life would be grim—that our baby would be 
brain dead, that she would not be able to walk, that we would be changing nappies for the rest of her 
life if she were to even make it and that she would be in a wheelchair—is so unbelievably hard. In 
that room the doctor gave us three choices: medical termination, palliative care or adoption, and we 
were told this decision could not wait. I used to think the hardest decision I would have with a child 
was what school they would go to or whether or not to breastfeed or what food I should feed them. 
Choosing whether your child should die or stay alive is by far the hardest. What was made even 
harder is being told you have to make this decision quickly because of the current legislation.  

In that room the two ladies gave us a box of tissues. The doctor drew a picture on the 
whiteboard and he left. Me and my husband cried and cried. We went in there trying to find out if our 
little baby was a boy or a girl and we came out with something much bigger. We left that hospital with 
an incredibly heavy heart. One minute we were parents who were so excited about finally having a 
family and the next we were having to make an extremely hard decision on the outcome of our 
daughter’s future.  

When we went home we did as much research as we could. We asked questions of the doctors 
and made calls. We consulted with our parents, and we cried and we cried some more. I measured 
the house for a wheelchair and I tried my hardest to think of a positive way out of this. Hubby and I 
consulted with each other over and over again. We fought and we cried. A week prior we were not 
even sure if we were qualified to change nappies, and I have never seen my husband so upset. It 
was two weeks out from Christmas, and being almost 22 weeks we certainly felt the pressure. They 
would have less staff, and obviously with the current legislation we had to try to make a decision 
quicker.  

We both decided after deliberation that we would say goodbye to our beautiful daughter 
because if she survived to full term what would life be like for her? We did not want to bring a child 
into the world just to have her exist without living a full life. Would she even know? What life would 
she have? The guilt we live with every day would never be as painful as it would be to watch as she 
grew without growing. Would we be able to afford to give her everything she needed to be 
comfortable?  

We made the decision to terminate our pregnancy. We at that stage did not know the rules in 
Queensland regarding abortion. We did not even know it was a criminal offence. It was not until we 
were told that a board of doctors had to approve our decision that we would be first exposed to it all. 
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This was in parts equally terrifying, having to leave the decision in other people’s hands and thinking 
about what they would do if they said no. If they said no, would we just have to continue and hope for 
the best?  

After having tablets being inserted vaginally for a few days and contractions, I had Chloe via 
labour and delivery the morning of 19 December. She had the obvious signs of her diagnosis, which 
was a lemon-shaped, malformed skull and the spina bifida sacral lesion on her back. That labour was 
a mixture of pain and raw emotions and tears and by far the hardest thing I have ever had to do. We 
spent a full day with her, dressed her and gave her kisses. We had photos taken and family visit. 
Those moments will have to last a lifetime.  

I have shared Chloe’s story many times and I have had the most vulgar comments. I have read 
comments from PMs and from many lobbyists. What I hate the most is the uneducated comments 
about what I went through—George Christensen, to name one. Do we have regrets about our 
decision? No, we do not. We made the decision out of love for our child and we did what we felt was 
the best decision with the information provided to us. Do we think about what-ifs? Absolutely. I have 
many friends and family who attend a doctor’s surgery for the common cold and go to another doctor 
for another opinion. Imagine having to put faith—all your faith—in someone and in technology, hoping 
they are correct.  

People tell me how to parent every day with my rainbow baby. The people who comment and 
tell me that I should have continued are behind their keyboards writing their comments, but they are 
not there supporting the families, they are not providing the funding and they are not helping me keep 
my marriage and myself together, along with supporting my daughter if she were here. Would I do it 
again if this happened in a future pregnancy? Yes, I would. If this is passed and that in the future we 
get to make the choice that is best for our own circumstances, whatever they may be, I hope that I 
would not have to feel like a criminal and be called a murderer for what I did, because I can assure 
you that we already live with the pain every single day. I hope that I would not have to be rushed into 
my decision because someone who wrote the rules in the 1800s said that is the way it should be.  

CHAIR: Thank you, Zena. As I said yesterday, when we heard from Ashleigh—and you sat 
beside her—there would not be a member who is not moved by that. There is nothing braver, I think, 
than sharing your personal story, Zena. What a strong, brave woman you are.  

Ms BOYD: Thank you for sharing your story, Zena. If you had been forced to carry Chloe to 
term, what impact do you think that would have had on you?  

Ms Mason: Mentally I would not have been able to cope with that, not knowing what the future 
would hold, whether maybe one day they were going to turn around and say she had passed away. 
We did not know what was going to happen.  

Ms BOYD: Correct me if I am wrong, but you said that you learnt that abortion was in the 
Criminal Code only when you went to access a termination. Is that right?  

Ms Mason: Yes.  
Ms BOYD: How did you feel when you learnt that it was actually in the Criminal Code in 

Queensland?  
Ms Mason: It was extremely hard. A lot the hospitals refer to it as medical termination, so it is 

not actually referred to as abortion. Not even my family when I talk about that word know that it is 
actually called abortion. We went through the whole of the decision-making and the doctors and the 
calls, and it was not until the very end point when we found out that it had to be approved by the 
board of doctors that we found out that it was in the Criminal Code. It was very hard because we had 
already made that decision. We thought that was it. We thought that was the hard part. Then being 
told that it was in someone else’s hands was very difficult, having to wait.  

Ms BOYD: When you were telling us your story and you were talking about going to different 
medical professionals, you said at one point you were told that the decision could not wait. Why was 
that?  

Ms Mason: Because I was so close to 22 weeks. There was a lot of talk about the fact that—
it was obviously close to Christmas—if they made it to a certain point the baby would have to have a 
needle in the heart to put it to sleep. They would have to resuscitate after a certain point. There were 
a lot of legal issues surrounding that if they went past a certain point.  

Ms BOYD: For you and your husband, were you ready to make that decision at that point in 
time or would you have liked more time?  
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Ms Mason: Hubby and I were on different pages, to be honest. I would have liked more time, 
yes. I do feel that I would have liked more time. I felt rushed. It was close to Christmas. There were a 
lot of things going around—a lot of legislation and everything. It was so confusing. It was such a hard 
time already. I had no idea what I was dealing with.  

CHAIR: Zena, do you think that having these proposed laws in Queensland to decriminalise 
would have made the decision easier?  

Ms Mason: I cannot say that it would make the decision easier because the decision is hard.  
CHAIR: It is always going to be difficult.  
Ms Mason: It is so hard. The impact that it has on your emotional wellbeing is hard, but having 

to have other things with the legislation and feeling like a criminal is even harder.  
CHAIR: You did touch on that. People who had contacted you I assume on social media or 

made commentary had not lived that tragic experience.  
Ms Mason: Exactly. Even in a forum like this obviously hearing stories just prior to mine, you 

never know the impact of calling someone a murderer. What I did I felt was out of love for her; it was 
not because I wanted to do it. Nobody would ever go through that out of wanting to do it. You are 
giving birth to a baby. As you can see, you would not do that just because you wanted to. You would 
have to make a very calculated decision to go through that pain.  

CHAIR: Do other members have any questions? 
Mr HUNT: Other than to thank you for bravely sharing your story with us, I do not have any 

further questions for you.  
Ms Mason: Thank you for allowing me to.  
Mr BERKMAN: I also want to thank you for sharing your experience. It is hard but very valuable 

for us to hear from you directly.  
Ms Mason: Thank you for having me. It is an honour to be here.  
Mr BERKMAN: Broadly you have touched on some of the practical ways that the amendments 

we are looking at might have changed your circumstance. In terms of your emotional wellbeing can 
you suggest how the difficulties that you faced emotionally might have been lessened by this reform 
in any way?  

Ms Mason: It all comes down to support. There is not a lot of organisations like, for example, 
Harrison’s Little Wings that support people going through what we go through. Like I said when I was 
in getting my second morphology scan at the tertiary hospital, we were left with a picture on the wall 
and a box of tissues and three choices. It is very taboo. There is not a lot of information out there. 
People are scared to talk because it is in the Criminal Code. As you know, you struggle to get people 
to tell real stories. All of that on top of what you have already had to do is really hard—absolutely 
really hard. I definitely think it will help.  

Mr BERKMAN: You just said something then that triggered a thought I have not had before. 
Even with you coming in today and giving this testimony to the committee, it had not occurred to me 
that in some people’s minds this may expose you to some kind of liability under the Criminal Code.  

Ms Mason: Yes, absolutely.  
Mr BERKMAN: It is staggering.  
Ms Mason: Yes, and you just do it out of love. From what I see I am not murdering my 

daughter; I am freeing her. That is the way I see it. I ended a wanted pregnancy, definitely.  
Mr McARDLE: Zena, thank you for coming in today. You made a comment about an earlier 

witness. I agree with you. It is always good or simple to make very general statements, but when you 
get down to specifics and talk to a person it is quite different, isn’t it?  

Ms Mason: Absolutely.  
Mr McARDLE: I am trying to put the right words together here. We have heard evidence—and 

I cannot attest to its veracity or not—that the termination of pregnancy can have a negative impact 
upon the psychological or mental wellbeing of a woman. Can you comment upon that from your 
perspective? Taking into account the extreme sadness of course that you have gone through, I would 
not mind understanding from a ladies’ perspective what you now feel about that process?  

Ms Mason: I suppose it is like any grief. When you go through grief, it takes time to 
comprehend those feelings. As we say, time heals. It is like anything. I do not know whether 
psychologically—obviously there would have been some impact from having to make that decision 
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and go through what I went through with labour and delivery. If I had lost her a different way, say, 
through miscarriage, I probably would be feeling similar feelings as I did doing what I did. If you look 
at it a different way and the pregnancy were to continue—and I were to have Chloe and say that she 
had all the disabilities and everything that they said she would have—then I would be going through 
that plus 10 times more watching her go through all the pain that she had to go through with operations 
and everything like that. I suppose they are the two sides of it that I would say.  

Mr McARDLE: Do you feel okay yourself?  
Ms Mason: Yes. You always have moments with anniversaries that come up.  
Mr McARDLE: Of course.  
Ms Mason: Personally I had a brother who took his own life and I have those same feelings 

that come up when you have anniversaries and Christmases and birthdays or when you have to see 
your rainbow child’s birth certificate that has her name on it. Those things always create triggers. We 
all have triggers. We all lose people. Is it any more than what it would be for anyone else? I do not 
know. I would not be able to answer that. Yes, I feel okay. I am here today.  

Mr McARDLE: Good. Thank you.  
CHAIR: Thank you so much Zena for coming before us today and for sharing your very 

personal story. You and Troy have two other children now?  
Ms Mason: One.  
Mr McARDLE: Congratulations.  
Ms Mason: Thank you.  
CHAIR: You are strong. He is a lucky man. You are very strong and brave.  
Ms Mason: Yes—someone has to be.  
CHAIR: Good on you for carrying that and remembering. I think it is important.  
Ms Mason: Thank you so much for having me. It is a pleasure.  
CHAIR: Thank you both.  
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OWCZAREK, Ms Anna, Private capacity  
CHAIR: Welcome, Anna. I understand that you could not be here earlier but thank you for 

appearing now. I will ask you to make a brief opening statement before moving to questions.  
Ms Owczarek: First, I would like to apologise for my English. I have been a citizen for a few 

years. If you have any problems understanding me, please ask me additional questions. As I said, I 
am an Australian citizen and I am a mother of three. I am saying ‘three’: at home at this moment I 
have only two children because my first child died early in my pregnancy between eight and 10 weeks. 
We do not know exactly what happened. Suggestions from the doctor are that the baby had some 
kind of heart problem because on some of the visits the heartbeat was lower than it is supposed to 
be, but it was too early to say exactly 100 per cent what was wrong. 

My opinions might be quite strong for some people because I believe that every human being 
has the right to live. I feel very empathetic for not only people but also animals—but especially people 
because if we protect animals we should protect people even more. This is our kind, especially 
children who are so innocent.  

There will probably be a lot of questions from the committee. I cannot find any explanation for 
killing a human. I know there are different circumstances and, as I said, I also had a hard time with 
the death of my first child. I just know that if the doctor had said to me that we have serious health 
problems and I have to make a decision, while I know it will offend some people, in my opinion I could 
not kill the baby. 

There are different reasons. The main reason for me is humanity. You cannot choose for 
someone. The second reason is that even though we are in the 21st century, there is so much 
knowledge, doctors know a lot and we have all this support from computers and all the devices, there 
are still many, many mistakes. If you talk to people or search internet forums or special web pages 
for ladies who refused to have an abortion, many of them find out later on that the baby is perfectly 
healthy or the baby is sick but not as serious as they were originally told. 

I believe there is a lot of pressure from family or society to kill babies who are sick because 
there is not enough financial support for families and they are worried what they will do—how they 
will cope—especially in cases where the mother or the father cannot work because they have to stay 
home and take care of the child. These are all different cases but I believe that we should let nature 
decide. If the child is seriously sick, it will die and it will give the mother and family time if we do not 
kill the child and leave it to say goodbye, to cuddle the baby, without thinking that this was me doing 
it. Maybe it wouldn’t happen; maybe the child would be okay or not as seriously sick; or maybe the 
doctors would be able to help him. There are many questions that are not answered if we terminate 
the pregnancy. 

CHAIR: You were going to join Ms Wentworth earlier and I put the question to her: would there 
be any circumstances where the mother’s life is at risk, where there are severe foetal abnormalities, 
where you consider that it is safe and appropriate to proceed with a termination?  

Ms Owczarek: The answer is not easy. I always felt ‘yes’ because I believe doctors, but when 
I read about it I heard there are not many cases where doctors have to make a choice between a 
mother and baby. Usually you can fight for both of them. There are cases like ectopic pregnancies, 
but I am not even sure if you can call them pregnancies because the child, according to my medical 
knowledge, is not able to survive outside of the womb. I have heard of only one case of that in Russia 
where the lady did not visit the doctor until 40 weeks came and she was worried what was going on. 
She went to the doctor and then discovered that she was pregnant but it was an ectopic pregnancy.  

That is the only one known by me at least and I know that it is very unlikely that in most cases 
these pregnancies will not survive. Maybe in this case because I know this is a serious risk to the 
mother. It is hard for me to decide because I am not a doctor and I would like the doctors to make an 
objective decision, not because they are pro-life or pro-choice but if they really believe that the 
mother’s life is at high risk, because risks are different. Maybe sometimes it is okay to wait and have 
a look how everything is going to keep her in the hospital before making a final decision.  

CHAIR: As you have just heard, sometimes it is difficult to put extra time on a case, if you were 
here listening to Zena before. Incredibly difficult decisions have to be made at a point in time. I might 
move to questions.  

Ms BOYD: Anna, in your submission when you were asked if you agree that terminations 
beyond 22 weeks should be allowed in an emergency you said no. You said that abortion is never 
needed to save a mother’s life. Do you stand by that statement?  
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Ms Owczarek: Like I said, there was not much choice. There was ‘yes’ or ‘no’ so I could not 
exactly write what I am thinking. I am not a doctor but I have read that there is an association of 
pro-life physicians which obviously have medical knowledge and they state that an abortion is never 
needed to save the life of the mother, and this argument should not be used as support for abortion 
because they do not count ectopic pregnancies as a pregnancy. Plus they say that in statistics there 
are— 

Ms BOYD: Ms Wentworth, who appeared before the committee previously, responded that she 
was undecided on that question so there were more options than just yes or no. Undecided was an 
option as well.  

Ms Owczarek: I have not seen that. Are you sure there was ‘undecided’ or ‘yes’ or ‘no’? I would 
say generally no unless— 

Ms BOYD: Did you hear the doctors today who gave evidence about situations where an 
abortion may be required to save a mother’s life? Knowing that doctors are saying abortions are 
necessary to save the life of the woman— 

Ms Owczarek: That is why it is hard for me to say because I know there are physicians who 
say there are circumstances like that and there are physicians who say, ‘No, there aren’t. There is 
always a way to save the mother.’ As I said, they do not count an ectopic pregnancy as a pregnancy.  

Ms BOYD: What do you suppose the impact would be on a woman who is required to continue 
to carry a pregnancy against her wishes?  

Ms Owczarek: I understand it is tough for her, but in my opinion you have nine months that 
you are not happy about. You will be carrying another human being, but if you do this then you can 
give that baby up for adoption and you have a free life. You can do whatever you want and this baby 
can do that as well. You are giving him a gift of life, not taking it away, and he has the same right to 
live as we have, as every one of us here.  

Ms BOYD: How should the rights of a foetus be weighed against the rights of a mother? Do 
you believe that the foetus should have equal or greater rights than the mother?  

Ms Owczarek: Equal because as far as I know a human being starts at conception with our 
DNA which is completely different from mother and father, 50 per cent of both genes. We are even 
separated from the mother with a placenta because we are a different human being, and there will 
be a huge risk for baby and mother if they are connected because they are not one body. They are 
different beings. There are even conflicts of blood types which, again, is proof that this is a different 
human being. Unfortunately, we do not have a way of saving babies—it is only the 21st century; 
maybe in the future—by keeping them in special machines for those mothers who do not want them 
to keep them alive until they are eight or nine months.  

Ms BOYD: In terms of your submission you were asked if you agree with the establishment of 
safe access zones within 150 metres of the entrance of a termination service premises and 
associated penalties for prohibited conduct or restricted recording. You said that you do not agree 
with that and when asked why you said ‘for free speech’. Have you ever engaged in protest activities 
outside clinics?  

Ms Owczarek: Protests no, but I have spoken twice with women who wanted to have abortions 
plus I have read a lot about groups who work in this way. I believe if someone is assaulting you using 
words that they shouldn’t or even attacking you physically there is enough protection in our law that 
you can sue that person. I do not believe that we should stop free speech like anyone gently speaking 
to these ladies because I know lots of them change their minds. So why not speak to them or offer 
financial help? Lots of them are young and they do not have family support. If there is an organisation 
which would like to support them financially they will change their mind so why not help them do that?  

Ms BOYD: Protesters often hand out items and materials to women accessing abortion clinics 
and sometimes these include pictures of lifeless foetuses or foetus dolls. What behaviour do you think 
should be allowed by a protester wishing to stop a woman from accessing a termination?  

Ms Owczarek: The first thing is you have to be polite. It is not even about abortion centres. 
Whenever you are crossing the barrier talking to another person, like I said before, I believe we are 
protected. It is not about abortion. Generally we should behave like humans to other humans. You 
can talk gently about very tough subjects like abortion or any other subjects. I think that photos of an 
unborn child are not aggressive because they are showing this lady what is actually in her and what 
might happen if she decides to go with a termination— 
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CHAIR: Sorry to pull you up, Anna. We are very time restricted. Our next submitter is from 
France, which is a first for any parliamentary committee I think. Thank you for your contribution today. 
Sorry we had to pull that up a little early but we need to get on to the final submitters.  

Ms Owczarek: Okay.  
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DOUGLAS, Professor Heather (via teleconference) 
CHAIR: Welcome. Professor, I understand you are a professor of law and your contribution 

today will be welcomed. I invite you to make a brief opening statement. 

Prof. Douglas: Yes, I am happy to do that. Obviously you have my submission, or maybe you 
have all four submissions from all four of the inquiries. First of all, I just wanted to say thanks for giving 
me the opportunity to speak to you today and I also wanted to ask that an error be corrected in my 
submission. In the question other issues about the bill in line 6 I have said ‘risky and safe’ when I 
meant to say—and this is probably obvious—‘risky and unsafe’. 

CHAIR: Okay. 

Prof. Douglas: I also want to take this opportunity to focus on two of the key things that I am 
most concerned about and see as potential issues, which face domestic violence and safe access 
zones. First of all, obviously reproductive coercion is the area I am most interested in. I have been 
researching in domestic violence issues for the last few years. It is recognised now as an aspect of 
domestic violence and refers to a woman’s reproductive and sexual autonomy and denying her 
decision-making and access options in relation to reproduction. The perpetration of reproductive 
coercion generally falls into the categories of pregnancy promotion, contraceptive sabotage and 
pregnancy outcome coercion, so the latter may include the coerced termination or the coerced 
continuation of a pregnancy and so abortion might be relevant there. 

Such actions not only violate the consent upon which the sex may have been entered into in 
the first place to become pregnant but contributes to the escalation of risk of unwanted pregnancies, 
some studies say over 70 per cent amongst women experiencing domestic and family violence. 
Motivations for the perpetration of reproductive coercion and coerced pregnancy vary, but most of 
the research suggests that reasons are that some men seek to guarantee continued connection with 
their victims through pregnancy and co-parenting and some men hold the belief that they should have 
ownership and control over women and their fertility. 

The consequences of reproductive coercion often manifest in poor sexual and reproductive 
health outcomes, might result in pregnancy and parenting in a violent relationship and research has 
shown that pregnancy and having a child within a relationship where there is domestic violence 
increases the likelihood that the woman will stay or at least stay for much longer in the violent 
relationship and therefore parent in a violent relationship for longer. Criminalisation of abortion 
obstructs access to terminations, especially in regional areas, and it also shuts down the conversation 
about termination. Criminalisation is likely to contribute to women becoming further enmeshed in 
violent relationships because they are obstructed from having terminations in some situations. 

There has been concern expressed though that women in coercive and controlling 
relationships may also be pressured to have a termination. No medical procedure or therapeutic 
intervention should occur without the consent of the patient, in this case the pregnant woman. If the 
woman is being forced, coerced, intimidated or pressured by a violent partner to have an abortion or 
in fact continue with the pregnancy, this points to her lack of consent and that consent would not be 
free in relation to that therapeutic intervention. A health practitioner should be asking questions ideally 
as part of routine screening for domestic violence to ensure that there is free and voluntary consent 
before providing or referring for any kind of intervention. This really should not change under the 
proposed law. Indeed, as I have suggested in some of my previous submissions, because the 
conversation is opened up with decriminalisation of abortion, the risk of unwanted abortions being 
provided to a woman, along with the risk of forced pregnancy then having to continue, may actually 
be minimised. 

The other issue I wanted to talk about was safe access zones, and I think this part of the bill 
might be a bit problematic and perhaps the wording of it could be reconsidered. The requirement at 
the moment is an objective assessment of deterring—behaviour that deters—and I think this sets a 
very high bar and it is likely that many women and workers confronted by protestors will not be 
deterred and ordinary people would not think that they would be deterred from going to work or getting 
a termination and yet the protestors’ behaviour may make the woman or the worker feel harassed, 
intimidated, threatened and so on. I would probably prefer a wider approach such as the New South 
Wales approach which includes harass, intimidate, threaten, hinder or obstruct or impede by any 
means. I think the ‘deter’ word in the safe access zones might be setting the bar too high. That is my 
point on that. Thanks. 
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CHAIR: Thank you very much, Professor. You are described as an expert in criminal justice 
and domestic violence. Can I ask you if you have any comment to make about a certain case in 
Cairns in 2010—the cases of Tegan Leach and Sergie Brennan, a young couple here in Cairns who 
were charged in 2010? 

Prof. Douglas: I was just thinking about that case this morning when re-reading the bill and 
the explanatory notes. It is my understanding that under the proposed legislation Tegan Leach would 
not be prosecuted but Sergie Brennan would be because there would be other crimes. He could 
potentially be prosecuted under the termination legislation, but there would be other legislation such 
as prohibited imports and so on. There may be other legislation that would have captured him in this 
particular context of that case. It was a very special context, I guess, of importing drugs from overseas, 
which could have been something he could have been prosecuted for in relation to as well. There 
may even be something under drugs misuse legislation that would have covered him, but certainly I 
think he would potentially be covered in this new legislation but not Tegan Leach. 

CHAIR: Thank you for that. 
Ms BOYD: As a legal expert, what is the impact of having provisions that are rarely invoked 

and difficult to secure a conviction around in the Criminal Code? 
Prof. Douglas: I cannot necessarily talk to this directly, but I did some interviews with doctors 

a few years ago and some of the things they talked about was that criminalisation had certainly limited 
the number of practitioners who were prepared to engage in providing terminations, so we have a 
really limited number of practitioners, mostly based in the south-east corner and Cairns. What this 
has resulted in on a practical level is very differential access across the state in relation to termination, 
so those women in areas outside of Cairns and South-East Queensland really have much greater 
difficulties in accessing termination I think because abortion is considered as a radical practice, it is 
potentially illegal and it is unclear when it is legal.  

I also think the other practical aspect of this is that a lot of women are turned away by doctors 
who believe that the procedure is illegal and they are not encouraged to go to other practitioners 
because there is an understanding that it is illegal, regardless of whether or not there is a 
conscientious objection by that individual doctor. I think for a lot of women what that does is it extends 
the gestation before they go and get a termination, so a lot of those women are perhaps being flown 
interstate or having to come down to Brisbane to get a termination much later than would be ideal. 

Ms BOYD: I know from hearing you speak recently that you have been doing a lot of work on 
violence in a relationship—intimate partner violence. How does the law criminalising abortion impact 
on a woman who is pregnant and experiencing domestic violence? 

Prof. Douglas: What I was trying to get at in my opening submission was really to talk to that 
issue. I think we need to open up the conversation around abortion and certainly decriminalising it 
will help to do that. Doctors will be properly trained around it, they will have to have a better 
understanding of the procedures, there will be an expectation that they think about it and have a 
position on it and know the services that are available so they can make the appropriate referral.  

At the moment I think the difficulties with criminalisation of abortion is it is a stigmatised subject. 
We already know that women who have experienced domestic and family violence are at risk of later 
gestation before they seek a termination, which is a real problem, and hopefully opening up the 
conversation about this destigmatises it to some extent and those gestations can be reduced and we 
can have proper screening by doctors so that they are looking for reproductive coercion in these 
contexts and they are asking about it and making the proper referrals.  

The flip side of this is that we have a proper conversation so that when women are coming in 
asking for an abortion we have proper screening by doctors to say, ‘Is this what you want? Is this 
proper consent?’, and try and make a determination if the woman really is consenting to this or 
whether she is actually being coerced into having a termination. I think we need to really open up this 
conversation, and of course decriminalising that will help significantly. 

Ms BOYD: Thanks, Heather. 
Mr BERKMAN: Professor, I appreciate your time. I wanted to ask you some questions around 

clause 6 of the bill. Looking back on some of the evidence we have heard, there has been the 
suggestion that the bill would allow all manner of things. Some of the terminology that has been used 
has suggested that women could get abortions for pretty much any reason or that it would allow for 
open slather abortion. I am looking to get your opinion as a legal expert on clause 6(2) specifically.  
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Can you just confirm for the committee that all of those factors must be taken into account by 
a medical practitioner, that no one of those—for example, social circumstances—can be considered 
in isolation as the basis for a decision? 

Prof. Douglas: It says ‘and’, so ‘all relevant medical circumstances and the woman’s current 
and future’. It says ‘and’ in each point, so all of those things must be considered. The real irony here 
is that in this bill—and I am completely supportive of this particular provision—clause 6 does add an 
obstacle to access for many women.  

At the moment many women just have to go and see one doctor who just has to be satisfied 
that they will experience significant depression if they have a baby and can provide them with a 
termination. Really we do not have any gestational limit here, so this really does arguably create an 
obstacle here. It creates greater clarity, too, in that it creates a clear test and it also makes sure we 
have a check and balance on post 22-week terminations by having a second doctor involved. The 
reality is it does potentially create an obstacle. I think it is a justifiable obstacle, but it is an obstacle 
compared to where we are at now in an ironic kind of way because we know that there are single 
doctors making decisions to terminate later-term pregnancies. 

Mr BERKMAN: Looking specifically at the reference to psychological and social circumstances 
in that clause, that have otherwise been referred to throughout these hearings as psychosocial 
reasons, can you speak to the committee about the significance of those psychosocial reasons, 
particularly around the reproductive coercion work that you have done? 

Prof. Douglas: Yes, of course. As I was saying before, if women have a baby in a domestic 
and family violence relationship, they are likely to become much more heavily enmeshed in that 
relationship and stay in that relationship for longer, and for many of those women the abuse will 
become worse in the pregnancy and afterwards. I think that is a really important consideration in the 
context of domestic and family violence. As I said, there is the potential for coerced termination as 
well, so that consent question is really important for doctors to be thinking about. I think that provision 
will allow them to consider that in terms of when people are asking for terminations as much as when 
people are pursuing pregnancy. 

Mr McARDLE: Professor, thank you very much for your time again with regard to this bill. 
Clause 6(2)(b) states— 
the women’s current and future physical, psychological and social circumstances ...  

Has that been considered by a court, do you know? 
Prof. Douglas: In some ways, that is the test for New South Wales. I cannot remember the 

name of the key case in New South Wales, but it will be in the reports and so on. That test 
determination in that case in New South Wales is essentially the test that exists in New South Wales. 
They have been able to provide terminations to pregnancies considering those factors since I think 
the 1980s. 

Mr McARDLE: We could look to that jurisdiction to draw some sort of understanding as to what 
the phrase might mean in Queensland. 

Prof. Douglas: Certainly, physical and psychological circumstances would be in the current 
legislation. That is really our current test for doctors to justify a termination—if there is physical danger 
to the woman’s health or psychological danger to the woman’s health, and it is serious at the moment. 
Those kinds of considerations are already there. Social circumstances in the New South Wales 
jurisdiction have been focused on impacts on her financial situation too. I think that has been part of 
the consideration there as well. 

Mr McARDLE: Does it relate back though to her psychological situation—that is, that her social 
circumstances have an impact psychologically on her? Is there a connection between the two or could 
the term ‘social circumstances’ be seen in isolation? 

Prof. Douglas: I think this provision tells us we need to think about all of these things. The two 
doctors who are considering whether a termination is appropriate need to be considering all of these 
things. 

Mr McARDLE: When you use the phrase ‘must consider’, there does not appear to be a 
necessity to put a tick in the box for all three. It could be one of the three. 

Prof. Douglas: That is possible. Something might completely outweigh everything else to 
make it clear that this should happen, even after consideration of all of those things. 

Mr McARDLE: Could it be the other way around as well? Could it be one out of three? I am 
just trying to clarify this in my mind. Would it be one out of three?  
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Prof. Douglas: Well, (a), (b) and (c) must all be considered. It does not mean that they are all 
negatives against abortion. It might mean that her social circumstances would be so problematic if 
she continued with the pregnancy, so the fact that she would be physically healthy is outweighed. 
Obviously, professional standards cannot be thrown out. Doctors are not going to be able to throw 
those away. There may not be any medical circumstances that are of concern to that doctor. He or 
she will have to consider them. These are all to be considered. 

Mr McARDLE: That is right. That is my point.  
CHAIR: Thank you for your contribution. We might finish there and go to our next 

teleconference. 
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DE COSTA, Professor Caroline, Private capacity (via teleconference) 
CHAIR: I now welcome our next witness who is appearing via mobile phone from France. The 

phone line is making it hard to hear. Would you like to make a statement? 
Prof. De Costa: I have made a submission to the committee personally but based on my 

experience of more than 45 years practice as an obstetrician and gynaecologist. I have also been 
involved in the preparation of the submission from the Royal Australian and New Zealand College of 
Obstetricians and Gynaecologists. The extra thing I would like to say is that the most important, 
longstanding and overall effect of maintaining abortion in the Criminal Code is that it keeps abortion 
care and abortion services outside mainstream women’s reproductive health care. Between 
one-quarter and one-third of Queensland women of reproductive age will have an abortion, but they 
currently do this largely in the private sector and often secretly, furtively, far from home and possibly 
unsupported, because abortion, being criminalised, is also stigmatised. 

Doctors who provide abortions currently do so always with the knowledge that they may be 
prosecuted, and this affects practice and has been expanded on in a number of submissions already 
to the LRC and various committees. Many doctors in Queensland do not provide abortion care 
because they are concerned about illegality, which they mostly do not really understand. There are 
some genuine conscientious objectors of course whose views must be respected, but there are also 
many doctors at the moment who are hiding behind the excuse of the law. 

I have been practising in Queensland for 25 years. Most general practitioners wish to be able 
to refer women patients who are requesting termination to safe, accessible services, but because of 
their concerns about illegality they are not prepared to provide early medical abortion themselves, 
even though early medical abortion would ideally be part of holistic women’s reproductive health care. 
They may not even allow it to be known that they will refer women elsewhere for abortion, particularly 
in small towns and rural areas. To make abortion more accessible, particularly through general 
practitioners, and to destigmatise it, the law needs to be changed. 

The continuing criminalisation of abortion means that not all medical schools in Queensland 
teach medical students about abortion. Not only do medical students not observe or participate in 
consultations around abortion or watch actual abortion practice, they often do not receive any 
information at all about abortion. This continues into the training of junior doctors. RANZCOG now 
has multiple statements around abortion practice, guidelines and protocols for abortion care. You 
would have been given this information from RANZCOG. There are also educational modules about 
abortion for specialist trainees, but these are not mandatory so it is possible for a specialist trainee to 
complete six years of training without receiving any clinical contact or information about abortion. We 
have many specialist obstetricians and gynaecologists currently in practice who feel quite complacent 
about leaving abortion in the private sector and continuing to just take the attitude of, ‘No, I don’t do 
abortions.’ 

Criminalisation has greatly contributed to this situation and to the ongoing stigmatisation in the 
profession and society generally in Queensland. I believe that decriminalisation is essential to 
progressing changes in attitudes and service provision within the medical profession. There is 
increasing demand from medical students and younger doctors to be better informed about abortion 
care. I am very sure about that. 

In conclusion, I would like to emphasise the great need for abortion services in Far North 
Queensland. Between 1998 when Dr Mike Carrette established his surgical abortion service in Cairns 
and 2016 when he retired, he performed around 9,000 surgical abortions. Up until 2007, it was about 
600 per year, then somewhat less as medical abortion was introduced both in our private practice 
and by the sexual health clinic. Now the sexual health clinic is seeing up to 500 women per year for 
requests for termination. There will also still be women who seek abortions away from Cairns and 
who never present in Cairns, or who seek abortion by telemedicine or on the internet. That means 
the number of abortions each year in Far North Queensland would be above 500, as well there are 
women who continue unintended and unwanted pregnancies because they have not been able to 
access abortion in a timely manner. 

At the moment, the sexual health clinic provides a very valuable medical abortion service—and 
you would have probably heard about that from Dr Heather McNamee—and surgical abortion referral 
service, but it is regarded as outsourcing by the administration of Cairns Hospital, and this was noted 
in a recent article in the Cairns Post. It is kept at arm’s length from the hospital’s obstetrics and 
gynaecology department. This is a good example of how abortion continues to be shunned and 
stigmatised within the profession. We need more change to try to bring about changes in this kind of 
practice in order to be able to properly provide services for women, particularly in Far North 
Queensland. 
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CHAIR: Thank you. Members, thank you very much for your patience. That was a bit difficult 
because of the line from France but Caroline was very keen to make a statement to this inquiry. That 
brings this hearing to a close. On behalf of the committee, I thank everyone who has spoken today. I 
thank the observers in the gallery for their time and anyone else who has come along as part of the 
hearing. Witnesses who have taken questions on notice need to provide written answers to our 
secretariat by 5 pm on Wednesday, 19 September. 

The committee adjourned at 3.10 pm.  
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