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An interview with
W. Martin Haskell, MD

Last summer, American Medical News
ran a story on abortion specialists. Included
was W. Martin Haskell, MD, a Cincinnari
physician who introduced the D& X proce-
dure for second trimester abortions. The
Academy received several calls requesting
information about D & X. The following
interview provides an overview.

Q: What motivated you to become an abor-
tion specialist?

A: [ stumbled into it by accident. I did an
internship in anesthesia. | worked for a
year in general practice in Alabama. [ did
twoyearsin general surgery, then switched
into family practice to get board certified.
My intentions at that rime were rogoinro
emergency medicine. 1 enjoyed surpery,
but 1 eeabized there was an abondance of
really good surgeons here in Cincinnati. |
didn't feel I'd make much of a conrribu-
tion. I'd be just another good surgeon.
While | was in family practice, [ gotapart-
time job in the Women's Center. Over
the course of several months, | recognized
things there could be run a lot betcer, wich
a much more professional level of ser-
vice—not necessarily in terms of medical
care—in terms of counseling, the physi-
cal facility, patient flow, and in the qual-
ity of people who provided supporr ser-
vices. The typical abortion patient spends
less than ten minutes with the physician
who performs the surgery. Yet, thar pa-
tient might be in the facility for three
hours. When | talked to other physicians
whose patients were referred here, | saw
problems that could be easily correcred. |
realized there was an opportunity to im-
prove overall qualicy of care, and make a
contribution. | own the center now.
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Q: Back in 1979 when you were making

these decisions, did you consider yourself pro-
choice? _
A: !'veneverbeen anacrivist. I've always
felt that no matter what the issue, you
prove your convictions by your hard
woark-—not by yelling and screaming.

Q: Have there been threats agains! you?

A: Not directly. Pro-life activist Randall
Terry recently said to me that he was
going todou everything within his powerto
have me tried like a Nazi war criminal.

Q: ArecentAmerican Medical News article
stated that the medical community hadn't really
established a point of fetal viability. Why not?

A: Probably because it can't be estab-
lished wieh uniform cereainey., Riological
systems are lughly variable, The penerally
aveepted i of fetal vinbiliny s aroomd
24-26 weeks. But you can't rke a given
point in fetal developmentand apply that
100 percent of the time. It just doesn't
happen that way. If you look at premature
deliveries and survival percentages at dif-
ferent weeks of gestation, you'll get 24-
week fetuses with some survival rate. The
fact that you get some survivors demon-
strates the difficulty in defining a point.

Q: Most women who ge! abortions end
pregnancies durng the first tnmester. Who is
the typical second-inmester patient?

A: ldon't know thar there is a rypical
second-trimester abortion. But if you look
arthe spectrum of abortions (most women
are berween the ages of 19 and 29) they
tend ro be younger. Some are older. The

typical thing that happens wich older
women is that they never realized they
were pregnant because they were continu-
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ing to bleed during the pregnancy. The
ocher thing we see with older women is
fetal malformations or Down's Syndrome.
These are being diagnosed much earlier
now than they used to be. We're seecing a
lot of genetic diagnoses with ultrasound
and amniocentesis at | 7-18 weeks instead
of 22.24 weeks. With the teenagers, any-
body who has ever worked with or had
teenagers can appreciate how unpredict-
able they can be at times. They have adult
badies, burt a lot of times they don’t have
adult minds. So their reaction to problems
tends to be much more emotional thanan
adult’s might be. It's a question of matu-
rity. So even though they may have been
educated about ali kinds of issues in repro-
ductive health, when a teenager becomes
pregnant, depending upon her relation-
ship with her family. the amount of peer
support she has—every one is a highly-
individunl cose——sometimes_they  delay
wntil_they can no longer contain their
problem and it finally comes out. Some-
times'it's money: It takes them a while to

get the money. Sometimes it’s just denial.

Q: Do you think more information on absti-
nence and contraceplives would decrease the
number of teenage pregnancies?

A: [ grew up in the sixties and nobody
talked about concraception with teenag-
ersin the sixries. But teday, though it may
be controversial in some areas, there's a
lot being taught about reproductive health
in the high school curricula. [ think a lot
more is being done, but the bottom line is
we're all still just human—with human
emotions, and particularly with teenag-
ers, a sense of invulnerability; it can't
happen to me. So education helps a lot,
but it's not going to eliminate the prob-
lem. You can teach a person the skills, buc
you can't make them use them.
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Q: Does it bother youy that a second tnmes-
ter letus so closely resembles a baby?

A: [ really don'c think about ir. [ don't
have a problem with believing the fetus is
a fertilized egg. Sure it becomes more
physically developed but it lacks emo-
tional development. It doesn'c have che
mental capacity for self-awareness. It’s
never been an ethical dilemma for me. For
people for whom that is an ethical di-
temma, this certainly wouldn't be a field
they'd want to go into. Many of our pa-
tients have ethical dilemmas about abor-
tion. I don't feel it’s my role as a physician
totell her she should not have an abortion
because of her ethical feelings. As indi-
viduals grow and mature, learn more, feel
more, experience more, their perspective
about themselves and life, morality and
ethics change. Facing the situation of abor-
tion is a part of that passage through life
for some women—how they resolve that
ts their decision. | can be their advisor
much as a lawyer can be; he can tell you
your options , but he can’t make you file a
suitor tell you not to file a suit. My role is
to provide a service and, to a limited
degree, help women understand them-
selves when they make theirdecision. I'm
not to tell them what's right or wrong.

Q: Do your patients ever reconsider?

A: Berween our two centers, that hap-
pens maybe oncea week. There'sa patient
who changes her mind or becomes truly
ambivalent and goes home to reconsider,
then might come back a week or two later.
I feel that's one of the strengths of how we
approach things here. We try not to creare
pressure to havean aboruon. Qur view has
always been that there are enough women
who want abortions that we don't have to
coerce anyone to have one. We've always
been strongly against pressure on our pa-
tients to go ahead with an abortion.

Q: How expensive is a second irimester
abortion?

A: Feesrange from $1,200-1,600depend-
tng on length of pregnancy. More insur-
ance compantescover abortion thandon 't
cover it. About 15 percent of our patients
won't use insurance because they want to
maintin privacy. Abour 10-20 percent
use insurance. The rest pay out of pocket.
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Q: What led you to develop D & X ?

A: D&E's, the procedure typically used
for lateraborrions, have always been some-
what problematic because of the tough-
ness and development of the feral tissues.
Most physicians do terminations after 20
weeks by saline infusion or prosteglandin
induction, which terminates the ferus and
allows tissue o soften. Here in Cincin-
nati, [ neverreally explored it, but ] didn"t
think | had that option. There cerrainly
weren't hospitals willing to allow induc-
tions past 18 weeks—even Jewish, when
they did abortions, cheir limit was 18
weeks. | don’t know abour University.
What | saw here in my pracrice, because
we did D & Es, was that we had patients
who needed terminations at a later date.
So we leamned the skilis. The larer we did
them, the more we saw patients who
needed them still later. Bur | just kept
doing D & Es because thae was what [ was
comforrable with, up unril 24 weeks. But
they were very tough. Sometimes it was a
45.minute operation. | noticed that some
of the later D & Es were very, very easy. So
[ asked myself why can't they all happen
thisway. You see the easy ones would have
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a foot length presentation, you'd reach ug
and grab the foot of the fetus, pull the fecu
down and the head would hang up and
then you would collapse the head and take
it out. It was easy. At first, | would reach
around trying to identify a lower extrem-
icy blindly with the tip of my instrument.
I'd ger it right about 30-50 percent of the
time. Then | said, ‘Well gee, if | just put
the ultrasound up there | could see it all
and [ wouldn’c have to feel around for it.’
1 did that and sure enough, | found it 99
percent of che time. Kind of serendipity.

Q: Does the fetus feef pain?

A: Neurological pain and perceprion of
pain are not the same. Abortion stimu-
lates fibers, but the perception of pain, the
memory of pain that we fear and dread are
not there. I'm not an expert, but my un-
derstanding is that fetal development is
insufficient for consciousness. Ic's a lot
like pets. We like to think they think like
wedo. We ascribe human-like feelings to
them, but they are not capable of the same
self-awareness we are. It’s the same with
fetuses. It's nacural to project what we feel
for babies to a 24-week old ferus.O
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