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Welcome to Light University and the “Crisis Pregnancy Coaching 201” program of study. 
 
 
Our prayer is that you will be blessed by your studies and increase your effectiveness in 
reaching out to others. We believe you will find this program to be academically sound, 
clinically excellent and biblically-based. 
 
 
Our faculty represents some of the best in their field – including professors, counselors and 
ministers who provide students with current, practical instruction relevant to the needs of 
today’s generations. 
 
 
We have also worked hard to provide you with a program that is convenient and flexible – 
giving you the advantage of “classroom instruction” on DVD-based lectures, peer interaction, 
and allowing you to complete your training in the comfort of your home or office. 
 
 
Thank you for your interest in this program of study. Our prayer is that you will grow in 
knowledge, discernment, and people-skills throughout this course of study. 
 
 
 
Sincerely, 
 

 
 
Ron Hawkins 
Dean, Light University 
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The American Association of Christian Counselors 
 

 Represents the largest organized membership (nearly 50,000) of Christian counselors and 
caregivers in the world, having just celebrated its 30th anniversary in 2016. 
 

 Known for its top-tier publications (Christian Counseling Today, the Christian Counseling 
Connection and Christian Coaching Today), professional credentialing opportunities offered 
through the International Board of Christian Care (IBCC), excellence in Christian counseling 
education, an array of broad-based conferences and live training events, radio programs, 
regulatory and advocacy efforts on behalf of Christian professionals, a peer-reviewed Ethics 
Code, and collaborative partnerships such as Compassion International, the AACC has 
become the face of Christian counseling today. 

 

 The AACC also helped launch the International Christian Coaching Association (ICCA) in 
2011, and has developed a number of effective tools and training resources for Life 
Coaches. 

 
 

Our Mission 
 

The AACC is committed to assisting Christian counselors, the entire “community of care,” 
licensed professionals, pastors, and lay church members with little or no formal training. It is 
our intention to equip clinical, pastoral, and lay caregivers with biblical truth and psychosocial 
insights that minister to hurting persons and helps them move to personal wholeness, 
interpersonal competence, mental stability, and spiritual maturity. 
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Our Vision 
 

The AACC’s vision has two critical dimensions: First, we desire to serve the worldwide Christian 
Church by helping foster maturity in Christ. Secondly, we aim to serve, educate, and equip 
1,000,000 professional clinicians, pastoral counselors, and lay helpers throughout the next 
decade. 
 
We are committed to helping the Church equip God’s people to love and care for one another. 
We recognize Christian counseling as a unique form of Christian discipleship, assisting the 
church in its call to bring believers to maturity in the lifelong process of sanctification—of 
growing to maturity in Christ and experiencing abundant life.  
 
We recognize some are gifted to do so in the context of a clinical, professional and/or pastoral 
manner. We also believe selected lay people are called to care for others and that they need 
the appropriate training and mentoring to do so. We believe the role of the helping ministry in 
the Church must be supported by three strong cords: the pastor, the lay helper, and the clinical 
professional. It is to these three roles that the AACC is dedicated to serve (Ephesians 4: 11-13). 

 
Our Core Values 

 

In the name of Christ, the American Association of Christian Counselors abides by the following 
values: 
 

VALUE 1: OUR SOURCE 
We are committed to honor Jesus Christ and glorify God, remaining flexible and responsive to 
the Holy Spirit in all that He has called us to be and do. 
 
VALUE 2: OUR STRENGTH 
We are committed to biblical truths, and to clinical excellence and unity in the delivery of all our 
resources, services, training and benefits. 
 
VALUE 3: OUR SERVICE 
We are committed to effectively and competently serve the community of care worldwide—
both our membership and the church at large—with excellence and timeliness, and by over-
delivery on our promises. 
 
VALUE 4: OUR STAFF 
We are committed to value and invest in our people as partners in our mission to help others 
effectively provide Christ-centered counseling and soul care for hurting people. 
 
VALUE 5: OUR STEWARDSHIP 
We are committed to profitably steward the resources God gives to us in order to continue 
serving the needs of hurting people. 
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Dear Friends, 
 

It is a great honor to welcome you to Crisis Pregnancy Coaching 201. This training series is 
designed specifically to equip you in your work and ministry with women who are considering 
abortion.  As you move through each session, it is my prayer that God will teach you—and 
empower you—to bring a message of life and hope to those you serve.    
 
Yours in Christ, 

Melinda Delahoyde 
Care Net, President 

 
Our Mission 

 

Care Net is a Christ-centered ministry whose mission is to promote a culture of life within our 
society in order to serve people facing unplanned pregnancies and related sexual issues. 

 
 

Our Vision 
 

Our vision is a culture where lives are transformed by the Gospel of Jesus Christ and every 
woman chooses life for herself and her unborn child. 
 
 

Organizational Description 
 

Care Net pregnancy centers provide compassionate, life-affirming services and support to 
women and men facing unplanned pregnancies.  Local centers offer a safe, friendly, and non-
judgmental environment where clients can discuss fears and concerns and receive vital 
information regarding their health, pregnancy, and options.  Each center is committed to 
sharing God’s love with every person who walks through its doors. They offer practical ways to 
remove barriers that cause women to choose abortion and provide every woman the 
opportunity to make a positive choice for herself and her unborn child.  Biblically-based peer 
counseling, free pregnancy tests, ultrasounds, abortion information, and material assistance are 
just some of the many free services offered that empower women to choose life. Care Net also 
envisions a future where all those who have suffered the anguish of abortion will encounter the 
compassion, forgiveness and healing offered through a relationship with Jesus Christ. 



Crisis Pregnancy Coaching 201 

Light University                                                                                       6 

 

 
 
 

Light University 
 

 Established in 1999 under the leadership of Dr. Tim Clinton, Light University has now seen 
nearly 250,000 students from around the world (including lay caregivers, pastors and 
chaplains, crisis responders, life coaches, and licensed mental health practitioners) enroll in 
courses that are delivered via multiple formats (live conference and webinar presentations, 
video-based certification training, and a state-of-the art online distance teaching platform). 
 

 These presentations, courses, and certificate and diploma programs, offer one of the most 
comprehensive orientations to Christian counseling anywhere. The strength of Light 
University is partially determined by its world-class faculty—over 150 of the leading 
Christian educators, authors, mental health clinicians and life coaching experts in the United 
States. This core group of faculty members represents a literal “Who’s Who” in Christian 
counseling. No other university in the world has pulled together such a diverse and 
comprehensive group of professionals. 

 

 Educational and training materials cover over 40 relevant core areas in Christian—
counseling, life coaching, mediation, and crisis response—equipping competent caregivers 
and ministry leaders who are making a difference in their churches, communities, and 
organizations. 

 
 

Our Mission Statement 
 

To train one million Biblical Counselors, Christian Life Coaches, and Christian Crisis Responders 
by educating, equipping, and serving today’s Christian leaders. 

 
 

 

Academically Sound • Clinically Excellent • Distinctively Christian 
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Video-based Curriculum 
 

 Utilizes DVD and online presentations that incorporate over 150 of the leading Christian 
educators, authors, mental health clinicians, and life coaching experts in the United States. 
 

 Each presentation is approximately 50-60 minutes in length and most are accompanied by a 
corresponding text (in outline format) and a 10-question examination to measure learning 
outcomes. There are nearly 1,000 unique presentations that are available and organized in 
various course offerings. 

 

 Learning is self-directed and pacing is determined according to the individual time 
parameters/schedule of each participant. 

 

 With the successful completion of each program course, participants receive an official 
Certificate of Completion. In addition to the normal Certificate of Completion that each 
participant receives, Regular and Advanced Diplomas in Biblical Counseling are also 
available.  
 

 The Regular Diploma is awarded by taking Caring For People God’s Way, Breaking 
Free and one additional Elective among the available Core Courses. 
 

 The Advanced Diploma is awarded by taking Caring For People God’s Way, Breaking 
Free, and any three Electives among the available Core Courses. 

 
 

Credentialing 
 

 Light University courses, programs, certificates and diplomas are recognized and endorsed 
by the International Board of Christian Care (IBCC) and its three affiliate Boards: the Board 
of Christian Professional & Pastoral Counselors (BCPPC); the Board of Christian Life Coaching 
(BCLC); and the Board of Christian Crisis & Trauma Response (BCCTR). 
 

 Credentialing is a separate process from certificate or diploma completion. However, the 
IBCC accepts Light University and Light University Online programs as meeting the 
academic requirements for credentialing purposes. Graduates are eligible to apply for 
credentialing in most cases. 
 

 Credentialing involves an application, attestation, and personal references. 
 

 Credential renewals include Continuing Education requirements, re-attestation, and 
occur either annually or biennially depending on the specific Board.  
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Online Testing 
 

The online URL for taking all of the quizzes for this course is: 
http://www.lightuniversity.com/my-account/. 
 
 

 TO LOGIN TO YOUR ACCOUNT 
 

 You should have received an email upon checkout that included your username, 
password, and a link to login to your account online. 

 

 MY DASHBOARD PAGE 
 

 Once registered, you will see the My DVD Course Dashboard link by placing your mouse 
pointer over the My Account menu in the top bar of the website. This page will include 
student PROFILE information and the REGISTERED COURSES for which you are 
registered. The LOG-OUT and MY DASHBOARD tabs will be in the top right of each 
screen. Clicking on the > next to the course will take you to the course page containing 
the quizzes. 

 

 QUIZZES 
 

 Simply click on the first quiz to begin. 
 

 PRINT CERTIFICATE 
 

 After all quizzes are successfully completed, a “Print Your Certificate” button will appear 
near the top of the course page. You will now be able to print out a Certificate of 
Completion. Your name and the course information are pre-populated. 

 
 

Continuing Education 
 

The AACC is approved by the American Psychological Association (APA) to offer continuing 
education for psychologists. The AACC is a co-sponsor of this training curriculum and a National 
Board of Certified Counselors (NBCC) Approved Continuing Education Provider (ACEPTM). The 
AACC may award NBCC approved clock hours for events or programs that meet NBCC 
requirements. The AACC offers continuing education credit for play therapists through the 
Association for Play Therapy (APT Approved Provider #14-373), so long as the training element 
is specifically applicable to the practice of play therapy. 
 
It remains the responsibility of each individual to be aware of his/her state licensure and 
Continuing Education requirements. A letter certifying participation will be mailed to those 
individuals who submit a Continuing Education request and have successfully completed all 
course requirements. 
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http://www.drlindahelps.com/
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Counseling in the 21st Century: 

Serving Her Online and Through Social Media 

 

Joshua Straub, Ph.D. 
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Abstract 

This session will teach coaches how to minister to the women they serve through the use of the 

Internet and social media. Dr. Straub will discuss the unique characteristics of the Millennial 

Generation and will help coaches better understand how these women may be reached. 

Participants better understand the impact of the Internet and social media and will learn useful 

ways of applying this knowledge to their coaching sessions. 

 

Learning Objectives 

 

1. Participants will be able to articulate the unique characteristics of the Millennial 

Generation. 

 

2. Participants will be able to apply social networking concepts to their crisis pregnancy 

centers. 

 

3. Participants will identify how to build relationships with the women they serve through 

the Internet and social media. 
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I. Millennials 

A. The majority of the people that you serve are couched in a generation that we know as 

the Millennial Generation (those born after 1979). 

 

 

B. Who are the Millennials? 

1. Tech-Savvy 

 They are digital natives. 

 It is important that crisis pregnancy centers develop an online presence. 

Potential clients will likely begin their search for help through the Internet. 

 

 

2. Pampered/Trophies 

 “Why can’t I just get accolades for trying?” 

 We must help the Millennial Generation understand that the world is unfair and 

that people are wicked at heart. 

 We must help the Millennial Generation discern what is good and bad 

behavior—what is right and what is wrong. 

 

 

3. Helicopter Parents 

 You are dealing with a generation that has been somewhat overprotected. 

 

4. Caring 

 

5. Optimistic 

 

6. Volunteers 
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7. They Avoid Controversial Issues 

 

8. They Tend to Ask, “Why?” 

 

9. They Desire Authenticity 

 In order to be understood, you first have to understand. 

 Coaches must listen to what these women are going through. 

 

10. They Tend to Look at Leadership as Being More Horizontal 

 They value teamwork and not up-down leadership. 

 Coaches need to be able to build a team around these women. 

 

11. Diverse 

 Millennials are the most diverse generation in history. 

 

 

II. Statistics 

A. 92% of Millennials are part of a social networking site.1 

 

B. 94% of Millennials have a cell phone.2 

 

C. 8-18 year olds consume nearly eight hours of media each day.3 

 

D. Millennials will spend nearly two hours texting each day and the average teen will send 

over 3000 text messages each month.4 

 

E. 83% of Millennials sleep with their phones right next to them and turned on.5 
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F. Online Dating: 

1. 33% of women, after meeting an online dating partner for the first time, will have 

sex with that man that night. 

2. 17% of marriages last year met online. 

3. 20% of current committed relationships were established online. 

4. 40 million Americans have tried online dating. 

5. 18.5 months is the average length of courtship prior to marriage for couples who 

met online. 

6. 42 months is the average length of courtship prior to marriage for couples who met 

offline. 

7. 10% of sex offenders use online dating sites to reach victims. 

8. 53% of Millennials have dated multiple people simultaneously. 

9. 71% of people believe in love at first sight. 

10. At the age of 26, women have more online pursuers than men. 

11. By age 48, men have twice as many online pursuers as women. 

12. Men will lie most about age, height, and income. 

13. Women will lie most about weight, physical build, and age.6 

 

 

G. Facebook 

1. 50% of 18-29 year olds state that the first thing they do as soon as they wake up is 

check Facebook.7 

 

2. Facebook Depression: When one looks at what everyone else is doing and becomes 

depressed because he/she feels that his/her life is not measuring up. 

 

3. Facebook allows us to compare ourselves to others, which leads to either: 

 Narcissism 

 Defeat and less self-worth 
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H. The Center for Disease Control and Prevention’s Top Lessons Learned from Using Social 

Media: 

1. Make strategic choices and understand the level of effort. 

2. Go where the people are. 

3. Make sure messages are scientifically, biblically, and research based. 

4. Leverage all of your networks. 

5. Set realistic goals.8 

 

 

III. Online Relationships 

A. Coaches Must Build Relationships with the Women They Serve. This Can Happen 

Online. 

 

 

B. The Online Relationship Principles: 

1. Online relationships allow you to connect with more people. 

 Pro: More people build social capital 

 Con: Less quality of relationships; more social isolation 

 

 

2. Online relationships overestimate levels of intimacy (digital vs. true). 

 Pro: People can maintain relationships from afar 

 Con: Expecting more from online relationships than what they can give; they 

cannot substitute the electronic from the physical 

 

 

3. Social Media Contagion Effect (John Cacippo, University of Chicago) 

 Pro: As we become increasingly networked, it becomes more vital that we 

monitor how we behave. 
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 Con: Loneliness transmitted via social networks (common courtesy and 

politeness is often missing, which increases social isolation). 

 

 

C. Getting the Most Out of Online Relationships: 

1. Set boundaries on time spent on social networks. 

2. Be mindful of emotions and reactions.  

3. Do not compare yourself to others. 

4. Maintain healthy balance of online and offline relationships. 

5. Build a real life network of contacts. 

6. Don't say anything on email you'd feel uncomfortable saying to someone in person. 

7. Don’t delay responses to messages you want to avoid. 

8. Be careful what you say (non-verbal communication is 38%; actual words is 7%). 

9. Balance time spent with family and time on the Internet. Try to keep them separate. 

 

 

IV. Helping Millennials 

A. Become digitally savvy and know what she is doing online. 

 

B. Know your cell phone and what it can to (GPS locators). 

 

C. Keep abreast with new technologies (Verizon “family locator” builds a geo-fence) 

 

D. Set texting hours on her cell phone and put the computer in a family room. 

 

E. Teach them the consequences of their actions (legally, occupationally, etc.) 

 

F. Be safe! 
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Appendix A 

Social Media for Pregnancy Center Client Outreach 

© Care Net 2009 

Definition of Social Media: 

Social media, a web-based form of communication and marketing, differs from traditional 

media (television, print and radio marketing) in its ability to include user generated content 

(UGC).  Social media allows for immediate interaction between the creator of the content and 

the audience.  Examples of social media outlets are: blogs, online profiles or entities such as My 

Space, Facebook and Twitter, discussion groups and forums.   

 

Steps to Using Social Media Effectively: 

1. Determine Audience 
Generally, a pregnancy center has two main audiences: client/potential clients and 

donor/general public.  In a pregnancy center, donor and client outreaches should be as 

separate as possible.  While both campaigns spring from the same desire – to interact 

with audiences “where they are” – client outreach requires rigorous preparation, 

planning and employee resources prior to launch.  The best way to maintain this 

separation is to use social media outlets as “brochure-ware” for client outreach and 

avoid immediate interaction with clients via postings, etc.  However should your center 

choose to be more interactive with clients over social media outlets, please review the 

below policies. 

 

2. Client Outreach Preparation  
Before engaging in social media, it is important to assess a center’s infrastructure and 

resources.  A pregnancy center must adopt policies that govern its online presence and 

have staff resources available to adequately monitor the center’s virtual outreach.   

 

Promise to the Reader of a Center’s Client or Donor-Based Social Media Outlet 

{Center} upholds a high standard of truth in advertising and promotion.  {Center} adheres 

to the following principles in all areas of social marketing.  {Center} will openly disclaim 

on websites, profiles, cause pages and blogs that it does not provide abortions or 
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abortion referrals. {Center} will respect audience members by avoiding unnecessary 

insults and offensive language such as ethnic slurs and the use of obscenities. The staff at 

{Center} agrees to uphold all the tenets of this promise statement.  

 

Readers should be aware that due to the nature of the social media outlet, the center 

cannot promise confidentiality. Readers should, therefore, exercise extreme caution in 

posting personal or confidential information on the center social media outlet.  Likewise, 

readers should be aware that certain information posted may trigger mandatory 

reporting of child abuse or neglect.  

 

Promise to the Client Using a Client-Focused Social Media Outlet 

{Center} upholds a high standard of client care. While members of the public may access 

and share information on the Center Social Media outlet, not every member of the public 

is considered a “client.” An individual becomes a “client” only when that individual has 

visited the center in person and has successfully completed all applicable client intake 

forms. This policy, therefore, is directed only towards those current clients of the center 

using its social media outlets. To that end, {Center} adheres to the following principles 

when interacting with clients via social marketing: (a)  To protect client confidentiality, 

{Center} staff members will refrain from becoming personal virtual friends with anyone 

deemed a client by the pregnancy center. (b) {Center} staff members will refrain from 

disclosing any details regarding a virtual client interaction.  Due to the nature of social 

media outlets, {Center} cannot ensure confidentiality of information exchanged through 

a social media outlet.  Clients should be aware that material posted in public sections of 

the outlet is open to the public.  Clients should also be aware that {Center} may have 

reporting obligations to the authorities in the event that {Center} learns of child abuse or 

neglect or has reason to believe you or someone else may be harmed.     

 

Staff Instructions for Client-Focused Social Media 

To ensure holistic client care, {Center} staff will use every opportunity to schedule an in-

center visit for anyone seeking to establish a client/potential client relationship.{Center} 

will notify the potential client, that {Center} employs only peer counseling methods and 

the potential client should have no expectation of receiving professional counseling.  

{Center} will also notify the potential client that {Center} does not seek to establish any 
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client relationship outside of the state in which {Center} is located. The social media 

outlet will also openly disclaim that the center does not provide abortions or abortion 

referrals.  If asked about services provided by Center}, {Center} staff will properly 

describe the services offered.  

 

{Center} upholds a high standard of organizational excellence.  To that end, {Center} 

adheres to the following principles regarding staff-initiated, client-focused, online 

interactions conducted on behalf of the organization:  (a) All staff members, whether 

paid or volunteer, clearly identify their position within {Center} in all virtual, center 

related communications.  (b) All staff members, whether paid or volunteer, seek to 

abide by the messaging and positioning guidelines of the center when engaging in 

center related virtual communications.  (c) All staff members, whether paid or 

volunteer, agree to abide by talking points and communication scripts provided by 

{Center}. 

 

Promise to the Staff from {Center} Regarding Use of Center Social Media Outlet 

{Center} upholds a high standard of training for staff members.  To that end, {Center} 

will train staff on its social media policies, procedures, and standards.  {Center} will also 

provide ongoing and extensive training that equips staff members to further discern 

potential crisis situations.  {Center} will keep an updated referral list near all computers 

used for client focused outreach in order to facilitate the swift referral of a client to the 

needed authorities should the scope of interaction fall outside the expertise of {Center}. 

{Center} will train staff on the circumstances which might give rise to the reporting of 

child abuse or neglect, or necessary reporting to protect the client or others.   

 

Promise to Virtual Friends 

{Center} upholds a high standard of integrity in determining acceptable friends and fans 

for its client outreach.  To that end, {Center} will limit friends to those deemed to be 

client friendly.  {Center} reserves the right to deny friends or fans from individuals 

holding positions opposing {Center’s} mission. {Center} will not discriminate on fans or 

friends on the basis of age, race, income, nationality, or disability. 
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3. Suggested Guidelines for Client Interactions 
 

 Due to the immediacy of virtual communications and the need for high levels of 
accountability, assign virtual outreach to a specific, paid job description. 
 

 Maintain virtual outreach on a daily basis. 
 

 Limit the number of online exchanges. End virtual communications after 5 
interactions or when communication has reached the level where the user needs 
to become a client of {Center} by inviting the virtual client to make an 
appointment at the pregnancy center. 
 

 Maintain electronic copies of all interactions. 
 

 The safest mechanism for virtual client-focused interaction is to have a static 
profile which requires {Center} approval prior to any sort of post. 

 

4. Employee’s Personal Profiles 
A center must use discretion when advising employees on how to conduct their 

personal life.  The lines between public and private, personal and professional are often 

blurred in online social media networks.  However, below are some sample guidelines 

that can be used to steer the manner in which employees talk about the pregnancy 

center on their own profiles: 

 Assume personal responsibility for yourself in all online social media activities.  
 

 Be aware of your association with {Center}. If you identify yourself as someone 
associated with {Center}, ensure your profile and related content is consistent 
with the message of {Center}. 
 

 Make it clear that the views expressed are yours alone and do not reflect that of 
{Center}.  
 

 Ask your supervisor if you have any questions about the appropriateness of 
content. 
 

 Ensure that your virtual activity does not interfere with your work commitments. 
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Sample Policy for Employee Use of Social Media 

{Center} strives to promote employee expression while simultaneously protecting the 

confidentiality, reputation and interests of its ministry.  Accordingly, {Center} has set 

forth these policies related to employees Use of Personal Blogs and Social Media 

Websites in order to protect the rights and interests of {Center} while promoting 

personal employee expression.  

POLICY 

Amendments and Modifications 

The guidelines below may be modified, substituted, replaced or changed by {Center} at 

any time for any reason.  

 

{Center}’s Organizational Social Media 

Social media – Facebook, Twitter, blogs, and others sites – are an easy way to share 

viewpoints and network with people about issues and causes.  {Center} may at any time 

use social media outlets to promote its mission.  {Center} holds proprietary rights in all 

works produced for {Center} by {Center} employees.  Accordingly, {Center} may publish, 

at any time, the works of current and former employees in social media sites.  {Center} 

will also publish pictures of current staff for promotion and identification purposes.  If 

you are uncomfortable with having your picture posted on {Center’s} social media sites, 

please contact the Director.   

All comments, posting and other material placed on {Center’s} social media sites by 

employees becomes the exclusive property of {Center}.  {Center} has the right to edit, 

amend, change, or in any way modify such postings.   

 

{Center} Guidelines for Personal Use of Social Media Sites 

The lines between public and private, personal and professional are often blurred in 

online social medial networks. You assume personal responsibility for all online social 

media activities.  The following guidelines should be followed for your own personal 

blogs and social media websites, or social media websites held by others:  
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 Be aware of your association with {Center}. If you choose to identify yourself as 
someone associated with {Center}, ensure your profile and related content is 
free from material that might damage the reputation of {Center}.    

 

 {Center} encourages you to disclose your identity and association with {Center}, 
especially if/when you post about {Center} or your work with {Center}. {Center} 
discourages working anonymously, using pseudonyms or false screen names. 

 

 Should you choose to identify your association with {Center}, make it clear that 
the views expressed are yours alone and do not reflect that of {Center}.  Please 
be particular careful in making this distinction when you make comments about 
or endorsements of candidates for public office. {Center} recommends staff who 
disclose their association with {Center} use the following disclaimer on all 
personal blogs and forms of social media: “The postings on this site are my own 
and do not necessarily represent {Center’s} position, strategies or opinions.” On 
Facebook, MySpace, or other similar social media outlets, this information could 
be placed within the descriptive information about your employer.  

 

 {Center} employees should feel free to post any public material issued by 
{Center} that is not being sold by {Center}.  Such materials would include but are 
not limited to {Center} press releases, {Center} YouTube Videos, and {Center} e-
blasts. Employees may not post material which {Center} sells for a profit or which 
is unpublished unless they have received the prior permission from the Director.  
Do not post any internal nonpublic {Center} statements, documents, lists, 
information, images or other creations unless you have received prior 
permission from the Director.   

 

 Photographs taken at official {Center} events should not be displayed unless you 
have received prior permission from the Director.  Parodies of {Center} or 
including members of {Center} staff should not be displayed unless you have 
received prior permission from the Director.  

 

 {Center} employees must refrain from disclosing communications, conversations 
or comments made by and between {Center} staff relating to {Center} business, 
partnerships, or other activities.  If you have questions regarding such 
disclosures, please consult the Director.   
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 Unless you have received prior permission from the Director, do not post any 
unpublished {Center} documents including but not limited to mailing lists, donor 
lists, and donor records, client stories, pictures and other client information, and 
any material deemed to be confidential by {Center}.   

 

  {Center} may, at its discretion, request and/or require you to remove any 
content that it finds violates {Center’s} intellectual property rights, 
confidentiality, rights to proprietary information, or is otherwise deemed to have 
a negative impact on {Center}.  

 

 Ask the Director if you have any questions about the appropriateness content. 
 

 Ensure that your social media activity does not interfere with your work 
commitments.  Social media should not be accessed while you are officially on-
duty at {Center} unless you are accessing social media for business purposes.   

 

 At {Center’s} sole discretion, violation of this policy may result in employee 
discipline up to and including termination.  
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Contraception, Complications, and Concerns 
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Abstract 

This session will discuss the menstrual cycle and pregnancy. Coaches will be informed of the 

issues surrounding pregnancy prevention methods. Dr. Christiansen will also explain how 

pregnancy resource centers may more to a more medical approach. 

 

Learning Objectives 

 

1. Participants will gain a basic understanding the menstrual cycle and will be able to apply 

knowledge of pregnancy prevention methods to their sessions with clients.  

 

2. Participants will identify the common first trimester medical issues. 

 

3. Participants will explore the differences between medical and non-medical pregnancy 

resource centers. 
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I. The Menstrual Cycle1, 2 

A. The normal menstrual cycle is like a beautiful symphony played by an orchestra. Each 

character playing its role, hormones rising and falling in crescendos/decrescendos, 

which in turn triggers other events culminating in one grand finale. 

 

 

B. The purpose of the menstrual cycle is to send an egg out in search of a mate and to 

create a welcoming environment for the new life created by their union. 

“For you created my inmost being; you knit me together in my mother’s womb. I praise 

you because I am fearfully and wonderfully made.”—Psalm 139:13-14 

 

C. The first phase is the flow of menses which is the shedding of the upper layer of the 

uterine lining. The normal duration of menstrual flow is 2-7 days. The normal length of a 

cycle is between 21 to 35 days. The cycle interval is counted from the beginning of one 
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cycle to the beginning of the next, since duration of the actual flow may vary from cycle 

to cycle.  

 

 

D. The bottom half of the graph above represents the uterine lining as it changes 

throughout one complete cycle. The first five days are when the lining is being shed 

during the menses. It is the plummeting estrogen and progesterone levels that signal 

the onset of the menses.  

 

 

E. The second phase is all about maturing one egg for release. The upper part of the graph 

depicts the progressive maturation of one egg, in preparation for release at mid-cycle.  

 

 

F. On the surface of ovaries are numerous eggs in various stages of readiness. By the time 

a girl begins her menstrual cycle, she has approximately 400,000 eggs in her ovaries.3 

Each month, one egg reaches full maturity and is ready for release. This process is called 

ovulation. It typically takes place about 2 weeks after the start of the last menstrual 

period. 

 

 

G. Most women are unaware when they ovulate. Some will notice mid-cycle cramping, 

which may signify ovulation. Women who keep track of their temperature on a daily 

basis can get an idea when they ovulate because the temperature rises about one 

degree 24 hours after ovulation.4 Over the counter urine tests are available to predict 

when ovulation is about to take place, but most of our clients are not seeking pregnancy 

and will not be able to tell you when they got pregnant.  
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H. This is why medical professionals rely on the last menstrual period (LMP) to date 

pregnancies, as most women can pinpoint when they menstruated.  

 

 

II. Conception5 

6 

A. Conception is also called fertilization. 

 

 

B. The egg is available for fertilization for only 24 hours, whereas sperm can survive an 

average of 3-4 days after intercourse.7 
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C. On average, 300 million sperm are deposited at the top of the vagina during intercourse, 

and will swim their way through the cervical canal, along the inner lining of the uterus 

and down the fallopian tubes.8 Only a fraction of the sperm will make it this far and only 

one will successfully penetrate the egg’s surface to achieve fertilization in the mid 

portion of the fallopian tube.  

 

 

D. At the moment of conception, the 23 chromosomes found in the egg join with the 23 

chromosomes found in the sperm will unite to form a zygote, a unique individual, whose 

eye and hair color, gender, and even certain personality characteristics are established. 

 

 

III. The First Week of Life 

A. The newly fertilized egg is also called a zygote. 

1. “A person is a person no matter how small.”-Dr. Seuss 

 

2. Coaches must help clients understand the humanity of this newly created person 

even though it’s someone we cannot see. 

 

 

B. Implantation of the fertilized egg takes place in the uterus and takes approximately one 

week to reach and embed in the wall of the uterus. 

 

1. This triggers the production of human chorionic gonadotropin, or hCG (what is 

detected by pregnancy tests), which is released into the mother’s bloodstream and 

excreted in her urine.9 
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C. The Beginning of Life vs. the Beginning of Pregnancy 

1. Not too long ago, fertilization was commonly defined as the beginning of life. Today, 

some in the medical community maintain that pregnancy does not begin until the 

fertilized egg implants in the uterus, but this contradicts the scientific reality that at 

the moment the sperm and egg unite, a unique new life has formed.10 

 

2. This is the foundation for a proper understanding of how certain medications, 

procedures, and devices interrupt pregnancy and the continued development of a 

human life. 
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IV. Pregnancy Prevention Methods:11  

Care Net does not recommend, provide, or refer single women for contraceptives. 

(Married women seeking contraceptive information should be urged to seek counsel, 

along with their husbands, from their pastor and/or physician).12  

 

One of the important components of abstinence education is information about 

contraception. However, abstinence and sexual integrity education are not 

contraception promotion. This information is provided to help pregnancy center workers 

understand the birth control methods that clients are using. It is not intended or 

designed to be used for direct client education about these methods. In addition, this is 

not a comprehensive treatment of the subject; please refer to available references for 

further information.  

 

 

A. Permanent13 

1. In women: Tubal ligation, hysterectomy, removal of ovaries 

2. In men: Vasectomy 

 

 

B. Abstinence: Refraining from any form of sexual contact between individuals. This 

includes oral sex, body to body contact, or any intimate contact with genitals. Sexual 

integrity education is provided to help clients make wise decisions about sexual 

intimacy. The foundation of pregnancy center ministry is a biblical one, and Scripture is 

very clear that sexual intimacy is reserved for marriage.  

 

1. Safe 

 

2. Inexpensive 
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3. No associated risks: no risk of contracting STIs, becoming pregnant, or the emotional 

and spiritual consequences of sex outside marriage 

 

4. No side effects 

 

5. It works every time 

 

 

C. Natural:14, 15 This method is associated with more than 95% effectiveness in preventing 

pregnancy and has no associated risks or negative side effects. 

1. A woman will monitor her body through checking her temperature and/or cervical 

mucus. 

 

2. Advantages: 

 Cost effective 

 No use of external hormones 

 Benefit of knowing body’s functions more thoroughly can help with pregnancy 

planning 

 

 

3. Potential Disadvantages: 

 Requires motivation to learn technique and monitor changes 

 Periodic abstinence must be practiced 

 

D. Barrier methods16 use a mechanical wall or road block in an attempt to prevent sperm 

and egg from meeting. They are often used in concert with spermicidal gels and foams 

to further reduce the likelihood of conception.   

 



Crisis Pregnancy Coaching 201 

Light University                                                                                       39 

 

1. Advantages Include:  

• Avoid exposure to hormones  

• Use just when needed 

• May reduce risk of some STIs17 

• Inexpensive  

 

 

2. Disadvantages Include:  

• Latex allergy 

• Risk of bladder infections 

• Risk of vaginal irritation  

• May be dislodged or broken and fail  

 

 

3. Types: 

• Male condom:18 85% effective (typical use) 

• Female condom: 79% effective (typical use) 

• Vaginal sponge: 68% effective (typical use) 

• Diaphragm: 84% effective (typical use) 

 

 

E. Hormonal Methods19, 20 are among the most commonly used methods of contraception 

due to convenience and ease of use. 

 

1. Hormonal methods all rely on female hormones to alter a woman’s natural fertility 

and thereby reduce the chance of pregnancy. The primary female hormones are 

estrogen and progesterone, both produced by the ovary during a normal menstrual 

cycle. 
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2. The hormones used in contraceptives are synthetics, created in a laboratory which 

when placed in a woman’s body, override the natural hormones mimicking a 

pregnant state so that the normal signals to release an egg (and other natural cycle 

functions) are inhibited or blocked.  

 

3. There are two main kinds: those that contain both an estrogen and a progestin and 

those that only contain a progestin. A progestin is simply a synthetic progesterone 

hormone.  

 

4. Typical use is how the average woman functions with this method and takes into 

account inconsistent use such as occasional missed doses, taking the pill late, etc.    

 

5. Overall 92-99% effective (typical use). 

 

6. Reduces the risk of uterine and ovarian cancers.21 

 

7. Can be used to treat other conditions such as heavy menses, painful periods, acne, 

and premenstrual syndrome. 

 

8. The hormonal methods can be placed into a woman’s blood stream through the: 

 Stomach (pill) 

 Skin (patch) 

 Vagina (ring) 

 Uterus (IUD) 

 Muscles (shot) 

 

9. Mechanisms of Action22, 23, 24, 25 

 The primary action of hormonal methods is to suppress ovulation (the release of 

an egg). This prevents conception. 
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 Cause changes in the cervical mucus which inhibits sperm from reaching the egg. 

This prevents conception.  

 May reduce the likelihood for implantation to take place. There can be no 

further growth without implantation and the pre-embryo will die. When in 

effect, this is an abortifacient action. 

 Controversy exists among Christian pro-life doctors whether ALL hormonal 

contraceptives may prevent implantation and therefore cause an early abortion. 

There is no definitive proof, one way or the other, but scientific support exists on 

both sides of the question.  

 Care Net does not validate one position over the other, but recommends each 

center determine how they will handle this issue.  

 Care Net supports educating clients on the abortifacient potential of hormonal 

contraceptives and all forms of emergency contraception. 

 The Food and Drug Administration continues to include the implantation effect 

as a possible mechanism of action in the packaging information for hormonal 

contraceptives.26 

 The American Association of Pro-life Obstetricians & Gynecologists website posts 

excellent position papers from each vantage point. These papers may be 

accessed at www.aaplog.org or see citations 21 and 22.  

 

 

10. Side effects and Risks of Estrogen + Progestin hormonal contraception27, 28, 29  

 Estrogen/progesterone methods are associated with significant side effects and 

risks, especially in certain populations such as smokers over the age of 35, women 

with high blood pressure, and women with migraines. This population, in particular, 

is at increased risk of developing blood clots, stroke, and heart attack.  

 

 Stroke  
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 Heart attack  

 

 Blood clots  

 

 Increased risk of some cancers:30 

Cervical cancer: The increased risk of cervical cancer may be because sexually 

active women have a higher risk of becoming infected with Human 

Papillomavirus (HPV), which causes nearly all cervical cancers. Thus, it may not 

be the presence of hormonal contraception as much as the exposures to 

infections like HPV through sexual activity.  

 

A fact sheet published by the National Cancer Institute (NCI) notes that a number 

of studies have observed an increased risk of breast cancer among current users 

of oral contraceptives which falls to normal 10 years after they are discontinued. 

 

 Depression 

 

 Increased risk of certain medical problems including high blood pressure, 

elevated cholesterol and lipids, glucose intolerance, pancreatitis, gall bladder 

disease, cataracts, and loss of vision. 

 

 Reduced risks of ovarian and endometrial (uterine lining) cancers. 

 

 

11.  Side effect of Progestin only hormonal contraception:31, 32, 33 

 Irregular bleeding.  

 Decreased bone density (shot) which may not be wholly reversible when the 

shots are discontinued.  

 Bloating, acne, mood changes, weight gain. 
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 Delay in return to ovulation (shot). An average delay of 9 months before regular 

ovulation has also been observed with this method. 

 Up to 10% of pregnancies reported in clinical studies of routine use of progestin-

only contraceptives are ectopic. 

 

 

12.  Intrauterine hormonal method: Mirena IUD®34, 35 

 Contains levonorgestrel, a synthetic progesterone hormone 

 Lasts 5 years 

 Side effects: irregular bleeding, abdominal/pelvic pain, ovarian cysts 

 Increased risk of miscarriage, pelvic infection; sepsis, perforated uterus, ectopic 

pregnancy, pregnancy complications, and death 

 

 

F. Emergency Contraception 

1. Previously termed, “The Morning After Pill” 

 

2. Used to prevent an unintended pregnancy after unprotected intercourse, 

contraceptive failure, or rape.  

 

3. It is not approved for routine contraception. 

 

4. Plan B One-step®36 

 Contains 1.5 mg levonorgestrel, a synthetic progesterone hormone 

 

 Used within 72 hours of sex 

 

 Mechanisms of action: 
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May work by preventing the egg and sperm from meeting by delaying ovulation 

or slowing tubal transport.  

 

Thicken cervical mucus, thus interfering with sperm getting to egg. An unlikely 

mechanism as sperm are through the cervix minutes after intercourse long 

before this pill would be taken. 

 

Will not disrupt an implanted pregnancy but may prevent implantation of new 

life. There is no way to know for certain which of these possible ways it works 

with any given person.  

 

 Implantation effect debated, even among Christians; however, the FDA 

continues to list this as a possible mechanism of action on the packaging 

information, it is appropriate to inform our clients of this potential effect.  

 

 No reduction in unintended pregnancy or abortion rates. Originally reported to 

prevent ~84% of expected pregnancies, however, post-marketing research has 

failed to show reduced unintended pregnancy rates or abortion rates when Plan 

B is readily available.37, 38, 39 The effectiveness of this depends on where the 

woman is in her menstrual cycle. 

 

 May increase ectopic pregnancy risk40, 41 

This is possibly due to effect of slowing tubal transport. 

 

Side effects of Plan B similar to those of ectopic pregnancy include nausea, 

fatigue, changes in period/irregular bleeding, lower abdominal pain, and 

dizziness. 
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Plan B is not to be used during pregnancy, yet, the directions no longer include 

checking a pregnancy test prior to use. So, it is possible that a woman could be 

pregnant from a prior act of intercourse, take Plan B, ignore her “expected” 

symptoms and, in fact, be experiencing an ectopic pregnancy, which is a life-

threatening condition.  

 

 No long term data on safety: females under 17; repeat use; effect on fertility.  

 

5. ella®(Ulipristal)42  

• Mechanism of action: like hormonal contraceptives can block ovulation, hence 

its FDA approval as an emergency contraceptive. Like its chemical cousin RU-486, 

ella® is also a progesterone blocker. Progesterone blockers, like RU-486, disrupt 

the embryo’s attachment to the womb, causing its death. This is a clear post 

fertilization and abortifacient action. Without progesterone, there is no 

pregnancy, no baby. 

 

 30 mg of Ulipristal; chemical cousin to RU-486 (the abortion pill); the chemical 

structures are almost identical.  

 

 RU-486 Chemical Structure:         
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 Ulipristal Chemical Structure: 

 

 

 FDA approved for emergency contraceptive use up to 5 days after unprotected 

sex. 

 

 Reduce expected pregnancies from 5.5% to 2% 

 

 The side effects of this drug (headache, nausea, abdominal pain, cramps, fatigue, 

and dizziness) mimic those of an ectopic pregnancy. It is critical that women who 

have taken this drug and experience these symptoms be evaluated right away.  

 

 Off-label use: In repeated use animal studies, ella® was shown to be 

“embryotoxic” at low doses, according to the European Medicines Agency’s 

Assessment Report.43 Since human trials as an abortion drug were not 

conducted, ella® was reviewed by the FDA only as a form of emergency 

contraception and was subsequently approved for this alone. However, there is 

no oversight group who would prevent this drug from being used off-label as an 

abortion drug. 

 

6. Yuzpe method44 involves instructing the patient to take multiple tablets of daily use 

oral contraceptives over the course of 2 days.  

 

7. Intrauterine: Copper 7 intrauterine device (IUD)45 

 Placed by a professional up to 7 days after unprotected sex. 
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 Mechanism of action is “not established”; may interfere with sperm transport or 

fertilization and prevent implantation. 

 99% effective 

 Lasts 10 years 

 Occasionally used for emergency contraception; may be placed up to 7 days 

after unprotected intercourse. 

 

 

V. Pregnancy Diagnosis 

A. Signs and Symptoms46 

1. Missed period 

 

2. Nausea and vomiting 

 

3. Breast tenderness: The surging estrogen and progesterone levels of early pregnancy 

cause the breasts to rapidly increase in size as glands are stimulated to grow in 

preparation for nursing after the baby is born. Occasionally, the loss of breast 

tenderness can signify an impending miscarriage, as the hormone levels drop.  

 

4. Frequent urination: Running back and forth to the bathroom is a normal part of early 

pregnancy. The maternal blood volume is increasing by 20% and this leads to more 

urine production. Staying well hydrated is critical in pregnancy. The large amounts of 

circulating progesterone also affect bladder function and can lead to the increased 

need to urinate. It is also important to educate pregnant clients about the symptoms 

of possible bladder infection so that they don’t ignore them, thinking it is normal 

pregnancy. Feelings of burning during urination, cramping, back pain and/or fever 

should prompt immediate evaluation. 

 

5. Feeling tired 
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6. Mood swings: Fatigue and mood swings are frequently part of a normal early 

pregnancy, while the fatigue is usually replaced by increased energy in the second 

trimester, the mood swings can persist through the birth and into the post-partum 

period. 

 

 

B. Pregnancy Tests (PT):47 Human chorionic gonadotropin (hCG) starts forming at the time of 

implantation and is present in the maternal circulation and is excreted in the urine. First 

morning urine is more concentrated and more likely to detect small amounts of hCG. Blood tests 

can detect levels just over 5 milli international units of hCG. Typical over the counter urine 

pregnancy tests detect anywhere from 25-30 miU of hCG. 

 

1. Detects the presence of hCG in the blood or urine with 99% accuracy 

 

2. The sensitivity of pregnancy tests varies, but will typically show a positive test for a 

woman who has just missed her period. Coaches should encourage clients to wait to 

take a pregnancy test until after they have missed their period.  She should be 

encouraged to return in one week for a repeat test, as she may be pregnant, but too 

early for the detection threshold of the test. Advise her to come in first thing in the 

morning when her urine is most concentrated. 

 

3. A skipped period does not always mean that pregnancy has occurred. This is an 

important educational point for the client who comes in with a missed menses, but 

has a negative pregnancy test. A woman who has missed 2-3 periods with a negative 

PT should be referred to a doctor for further evaluation.  

 

4. Self-test model: Clients are coached on how to perform and interpret the test. 

 

5. Interpreting Pregnancy Test Results 
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 The number one question clients have is, “Am I pregnant?” 

 Coaches must avoid giving medical advice as this IS the practice of medicine.  

 Only a medical professional who is licensed to diagnose pregnancy may officially, 

and legally, inform a client that she is pregnant.  

 Coaches cannot confirm the pregnancy. Instead they should say, “You have a 

positive pregnancy test,” and offer to schedule the client for an appointment to 

confirm her pregnancy with an ultrasound.   

 

6. False negative tests: False negative results can occur. This means the test did not 

detect hCG despite the presence of hCG circulating in her body. This may happen 

when: 

 Urine is too diluted,  

 Tested too early for the sensitivity of the test (wait until missed menses) 

 Did not follow package instructions (did not wait the full amount of time the test 

needed before reading or waited too long after the test was taken to read the 

results). 

 

 

C. “How far along am I?” 

1. The last menstrual period is reliable for dating in a woman with regular cycles. 

 

2. Menstrual Dating vs. Conception Dating:  

 The LMP in a woman with regular menstrual cycles provides a reliable starting 

point for dating a pregnancy and establishing a due date. Because cycle duration 

can vary, it is customary to assign the first day of bleeding as the LMP. 

 Menstrual dating adds approximately two weeks to the estimated age of the 

baby (because of ovulation, therefore conception typically occurs about 2 weeks 

after the period begins).  
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 Coaches need to be clear on this information so that clients are not confused 

and/or misinformed about how far along they are in the pregnancy. 

 

3. Paternity issues: The crisis pregnancy center cannot determine this information. 

Clients should be informed that special tests can be performed either prenatally or 

after the baby is born to determine who the father is the biologic father. Coaches 

may use this opportunity to reinforce the value of all human life and help the client 

see that she is the mother of this unborn baby, regardless of the identity of the 

father. 

 

 

D. The Pregnancy Wheel is a tool used in the pregnancy center to provide a client with an 

estimate of about how far along she is based completely on her last menstrual period. 

This does not confirm a diagnosis of pregnancy, but it does provide an estimated 

gestational age and due date. 

 

 

 

  

E. Pregnancy may only be diagnosed (or confirmed) by a licensed professional who has the 

legal authority to do so. The medical professional may base the diagnosis on: 

 



Crisis Pregnancy Coaching 201 

Light University                                                                                       51 

 

1. Signs and symptoms 

 

2. Lab tests 

 

3. Physical exams 

 

4. Ultrasound 

      

 

 

F. Pregnancy is divided up into three trimesters, each lasting approximately 13 weeks, 

beginning with conception. 

1. Week one to 13 (“Nausea”): morning sickness is common 

 

2. Week 13-26 (“Nice and Easy”): characterized by increased energy and general well-

being 

 

3. Week 26-40 (“Nesting”): sense of urgency to prepare for the arrival 

 

 



Crisis Pregnancy Coaching 201 

Light University                                                                                       52 

 

G. Early Pregnancy Issues: 

1. Bleeding 

 Implantation bleeding: Sometimes when the baby implants in the wall of the 

uterus a bit of blood can be shed. 

 Molar pregnancy:48 These occur infrequently and are characterized by abnormal 

placental growth and swelling and the absence of an intact baby. They are 

associated with very high levels of hCG and carry the risk of massive bleeding. 

 Cervical infection: When the cervix is inflamed and infected, it can bleed 

spontaneously, or after intercourse. 

 Miscarriage: See below for more details. 

 

 

2. Ectopic Pregnancy:49, 50 

Recall that conception occurs in the middle of the fallopian tube. If factors interfere 

with the fertilized egg’s journey to the uterus, it can become lodged outside the 

uterus and begin to implant wherever it finds itself. 

 

 Occurs when the fertilized egg implants somewhere other than inside the uterus 

 The most typical place is in the fallopian tube 

 Risk factors: pelvic infection, tubal ligation, IUD  

 Ectopic pregnancies can be life-threatening 

 Treatment options: medication, surgery, or close follow up for spontaneous 

resolution 

 Ectopic pregnancies are usually fatal for the baby, as the tube is not designed to 

support a forming placenta and will burst and bleed after a few weeks of growth  

 Sometimes a living embryo is noted in the ectopic pregnancy. The goal of 

treatment is to intervene for a life-threatening condition in the mother who 

could otherwise hemorrhage to death. The medical intervention saves the 

mother’s life, with the unavoidable loss of the baby’s life. This is very different 



Crisis Pregnancy Coaching 201 

Light University                                                                                       53 

 

from an induced abortion where the sole purpose of the intervention is to end 

the baby’s life.  

 

 

3. Miscarriages51 

 About 15-20% of all known human pregnancies end in miscarriage52 

 Spontaneous abortion: The loss of a pregnancy under 20 weeks gestation 

 Pregnancies that end in miscarriage after 20 weeks gestation are termed 

stillbirths or premature deliveries 

 Chromosomal glitch accounts for 60% of miscarriages 

 Other recognized contributing factors include: cervical and uterine issues, 

infections, medical and hormonal problems, smoking, and alcohol abuse.  

 Miscarriages can be treated by observation for spontaneous completion, 

surgically, or with medication. 

 

 

H. Morning Sickness53 

1. Common symptom of most pregnancies 

 

2. Usually subsides by the 2nd trimester 

 

3. Can occur at any time of the day or night 

 

4. Support measures for morning sickness: 

 Eating frequent small meals 

 Separating consumption of liquids and solids 

 Vitamin B6 

 Ginger 

 Acupuncture 
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5. Severe forms of morning sickness require intravenous fluids and prescription 

medications to control nausea. 

 

 

I. Prenatal Vitamins54 

1. Prenatal vitamins are highly recommended. 

2. Reduces the incidence of certain birth defects, such as spina bifida.  

3. Medical pregnancy centers may dispense prenatal vitamins. 

 

 

J. Medications in Pregnancy 

1. The general rule of thumb in early pregnancy is to avoid all medications unless 

absolutely necessary. This is the time period when all the organs are forming and 

there is a greater potential for adverse effects on the developing embryo. 

 

2. All medication use during pregnancy should be discussed with an obstetrician. When 

a woman taking a drug for a chronic condition becomes pregnant, she should 

immediately notify the prescribing physician. There may be a safer alternative, or 

she and the physician may determine that the risk/benefit ratio favors continuing 

the medication. 

 

3. It is unwise to assume that because a medication is available over the counter that it 

is safe for use during pregnancy. This applies to herbal remedies as well. Natural and 

herbal products are not subject to the same rigorous review that pharmaceuticals 

face before FDA (Food and Drug Administration) approval. They are considered 

“nutritional supplements” and do not receive the same level of scrutiny that new 

drugs undergo. 
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VI. Non-medical vs. Medical Pregnancy Resource Centers55 

A. A Non-medical Pregnancy Resource Center is a typical center where there are many 

client services (counseling, post abortion care, parent support), including the self-

pregnancy test, but no medical services. 

 

 

B. Pregnancy Resource Centers may want to add medical services because: 

1. They may reach more abortion at risk women and men 

 

2. Ultrasound provides a “window to the womb” that allows women to discover what 

is going on inside their bodies and make a more informed decision 

 

3.  Witnessing their babies on ultrasound empowers women to choose life       

 

4. Sexually transmitted infection testing provides an opportunity for a greater impact 

on clients’ lifestyles while providing an important community service 

 

5. Increased evangelistic outreach 

 

6. Fits well with the mission 

 

 

C. Key Features of a Medical Pregnancy Resource Center: 

1. Centers around the ability to practice medicine 

 

2. Nurses perform pregnancy tests (self-test model used when nurse not available) 

 

3. Pregnancies may be diagnosed 

 



Crisis Pregnancy Coaching 201 

Light University                                                                                       56 

 

4. Sexually transmitted infections may be diagnosed and treated 

 

5. Prenatal care may be given 

 

 

D. Going Medical 

1. Strategic planning and prayer: Board of directors’ approval 

 

2. Recruit a Medical Director and Nurse Manager 

 

3. Form a medical steering committee 

 

4. Develop fundraising and marketing plans 

 

5. Create and implement a transition plan 

 

6. Purchase medical liability coverage 

 

 

“For I know the plans I have for you, declares the Lord, plans to prosper you and not to harm 

you, plans to give you hope and a future.”—Jeremiah 29:11 
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Abstract 

This session will teach coaches how to understand and respond to women who have 

experienced sexual abuse, rape, or domestic violence. Participants will become aware of the 

statistics surrounding these issues and will be taught what constitutes these acts. Dr. Mintle will 

equip coaches will greater understanding surrounding sexual trauma. 

 

Learning Objectives 

 

1. Participants will study the prevalence of sexual abuse, rape, and domestic violence. 

 

2. Participants will be able to recognize the warning signs of sexual abuse, rape, and 

domestic violence when working with clients. 

 

3. Participants will explore situations in which clients may need to be referred to 

professional caregivers. 
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I. Facts and Statistics 

A. These facts are provided by RAINN, The Rape, Abuse, and Incest National Network, the 

nation’s largest anti-sexual violence agency. 

1. Every two minutes, someone in the US is sexually assaulted.1 

2. 44% of victims are under age 18.2 

3. 54% of sexual assaults are not reported to police. And I would suspect this number 

to be even higher.3 

4. Approximately 2/3 of assaults are committed by someone known to the victim; For 

example, 38% of rapists are a friend or an acquaintance of the victim.4 

5. According to medical reports, the incidence of pregnancy from one-time 

unprotected sexual intercourse is 5%.5 

 

 

B. The reality is that women can be impregnated by rape, sexual abuse, incest, and 

through violent acts towards them. 

 

 

C. Less than half of all reported victims of sexual assault are under the age of 18. Older 

women are sexually assaulted as well, particularly in cases of domestic violence and 

marital rape.6 

 

 

II. Coaching Goals 

A. You may have to address questions as to why the abuse or trauma happened. 

 

 

B. There is no easy answer. In fact, the psalmist asked God why the wicked prosper and the 

righteous suffer. God answers that it might look like the wicked prosper, but eventually 

their end is destruction if they don’t repent. There are wicked and sinful people who 
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hurt good people and cause them to suffer. But in the end, the story comes out right. 

Injustices will be righted. Victims will be free of pain and the perpetrator will be judged. 

 

1. Your initial goal is to create a place of safety so any teen or woman can talk about 

her life without feeling judged or scared. This is the place for coaching to begin: 

Create a place of safety so the story can be told. 

 

2. Know what constitutes rape, incest, and sexual abuse and what it means to be 

violated sexually. In order to help the victim work through what happened, you 

both need to agree that she was violated. Know and use the terms correctly. 

 

 

III. Defining the Terms 

A. Sexual assault is unwanted sexual contact that stops short of rape or attempted rape. 

This includes sexual touching and fondling. (Some states use this term interchangeably 

with rape). Sexual assault can lead to sexual intercourse. Sexual assault on minors is still 

abuse whether or not it is forced or coerced. This is important to note because children 

and teens often feel responsible for sexual assault when the perpetrator acts in ways 

that seem “nice.” 

 

 

B. Rape is forced sexual intercourse, including vaginal, anal, or oral penetration. 

Penetration may be by a body part or an object. There are different types of rape—

acquaintance or date rape, stranger rape, marital rape, and incest. All can lead to an 

unexpected pregnancy. 

 

 

C. One of the issues you may initially encounter is that a woman might have trouble 

deciding if she was really raped. When this is the case, you can ask these three 

questions to help work the person through this dilemma: 
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1. Is the person old enough to give consent? 

Children cannot give sexual consent. In most states, the law for the age of consent is 

either 16, 17 or 18 years of age. If you are unsure of the law in your state, call your 

local crisis center or the National Sexual Assault Hotline at 1.800.656.HOPE. 

 

 

2. Do both people have the capacity to consent?  

Consent does not mean you didn’t fight back. The way a person responded to a rape 

cannot be used against him or her. Some people, for example, do not resist because 

they believe the attacker will become more violent if they do. 

 

 

3. Did both participants agree to take part?  

If there was physical force or threats, it is rape. 

 

 

 

D. Three common issues are regularly encountered in rape cases: 

1. I should have responded differently. Those who have survived a rape did the right 

thing. People respond differently. Help the person understand that there is no right 

way to respond. 

 

 

 

2. I may have caused this. No person ever causes a rape. Rape is a sinful, violent act 

that is never justified. Some women feel that because they knew the person, they 

somehow caused the rape.  In many cases the person knows his or her rapist. Rape 

is about power and control, not about a specific woman.  
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3. I do not remember the assault so maybe it didn’t really happen. Drugs or alcohol 

may have been involved. The woman may have been unconscious. Just because a 

woman doesn’t remember does not mean she wasn’t raped.  

 

 

E. Four Phases of Healing: 

1. Telling the story. Reviewing and accepting what the woman did during the attack. 

 

2. Dealing with acute reactions. 

 Shock  

 Pain or irritation where touched or hurt 

 Soreness and tension 

 Pain in lower back or stomach 

 Unstable mood—crying, anger, confused, shame, etc. 

 Becoming withdrawn 

 

3. Reorganization 

 Try to make sense what happened, find safety, and coping skills 

 Intrusion symptoms like flashbacks, crying, etc.  

 Avoidance symptoms  

 Arousal symptoms that keep the memory alive: insomnia, nausea, sweats, etc. 

 

4. Resolution and integration phase in which the trauma is processed and the memory 

loses its power and control over the person’s life. It may involve taking legal action, 

turning the offender over to God for ultimate judgment, and reintegrating back into 

life with on-going healing. True resolution usually requires forgiveness towards the 

offender. Forgiveness is different than reconciliation. It is a gift one give to herself in 

order to release the power of the offender. Forgiveness prevents resentment and 

bitterness from taking hold.  



Crisis Pregnancy Coaching 201 

Light University                                                                                       68 

 

IV. Other Types of Rape 

A. Acquaintance or date rape involves coercive sexual activities that occur against a 

person's will by means of force, violence, duress, or fear of bodily injury. These sexual 

activities are imposed upon a person by someone she knows (a friend, date, 

acquaintance, etc.). 

 

1. Even when a woman has had previous sexual relations with someone she knows 

date rape is still possible when she does not give consent. This type of rape is 

motivated by a need to control, humiliate, and harm.  

 

2. Most often women need help to accept that they are not responsible for any type of 

rape. Rapists will suggest that the way they dressed, or a prior sexual involvement 

invited the rape. Family/friends may blame the victim. Your job is to help the woman 

see that nothing she did deserved this type of violence towards her.  

 

3. When coaching a person through a rape crisis, you will encounter obstacles in coping 

and recovery. These obstacles include fear. A person may be afraid of:  

 Retaliation 

 Subsequent harassment 

 Future harm 

 Harassment from family and friends of the person responsible for the assault 

 

4.   Coaching issues include: 

 Helping the person come to the reality that she was raped and may be pregnant 

 Helping the victim return to a normal routine (this is especially the case if the 

assailant is a part of the victim's daily routine) 

 Helping the woman know what to do when she encounters the person after the 

rape 

 Dealing with on-going fear of seeing the person and feeling humiliated  
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 Releasing self-blame 

 Educating the victim on the 3 stages of date/acquaintance rape:  

She will feel a violation of personal comfort  

Because of familiarity with the person who raped her, there is a tendency to 

minimize the feelings 

There will also be a tendency to isolate from others 

 

5. Physical and Emotional Reactions: 

 Sleeping and eating disturbances 

 Mood swings 

 Feelings of humiliation and self-blame 

 Nightmares 

 Anger 

 Anxiety 

 Fear 

 Helplessness 

 Substance abuse 

 Suicidal ideation/behavior, self-harm 

 Depression 

 

B. Marital Rape 

1. Legal definitions vary but marital rape is generally considered to be unwanted 

intercourse or penetration by force, threat of force, or when the wife is unable to 

consent.7 

 

2. It is estimated that between 10-14% of married women are victim to this type of 

violence.8 This data is usually gathered by interview from women who will talk about 

sexual violence. Typically, samples come from battered women’s shelters. Because 

of this, the numbers may not represent the general population. 

http://www.rainn.org/get-information/effects-of-sexual-assault/depression
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3. There are those who believe marital rape isn’t possible. These people often view 

women as property or objects, and feel that married men are entitled to sex no 

matter what the resistance. When battered women have gone to clergy for help, a 

small number have reported being told to obey their husbands and that it is sinful to 

resist sex under any circumstances. Obviously, this is not the view of most clergy or 

religious institutions, but it does exist. 

 

 

4. A husband who rapes his wife usually does so multiple times. Because these women 

live with their abusers, emotional consequences are devastating. 

 

 

5. Marital rape is usually categorized in these three ways: 

 Force-only rape in which a husband uses force to coerce his wife 

 Battering rape in which physical violence is also involved before or during a 

sexual assault 

 Sadistic/obsessive type rape in which torture or perverse sexual acts are involve 

(pornography is often included) 

 

 

6. Studies by Russell (1990) and Finkelhor and Yllo (1985) found that marital rape: 

 Occurs in all types of marriages 

 Includes a variety of ages, with most occurring under the age of 25 

 Is reported more by lower socio-class women 

 Is reported at higher rates by African American women than Caucasian, Latinas 

and Asian women 

 Is less likely to be defined as rape by Latina women 

 Prompts more Caucasian women to leave their husbands compared to other 

ethnic/racial groups studied 

 Is viewed as self-blame more often by traditional wives9 
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7. The effects of marital rape are serious and can be long-lasting. There may be 

multiple physical injuries as well as psychological difficulties. Women can become 

anxious, fearful, depressed, or suicidal and can have symptoms of post-traumatic 

stress disorder. In addition, marital rape can affect a woman’s eating, sleep, sense of 

self, and ability to trust in the relationship. 

 

8. Risk factors for marital rape include:  

 Women who are married to men who view them as property and are 

domineering (This is not definitive but often reported by women) 

 Physical violence in the marriage10 

 Women who try to leave their abusers11 

 Women who are pregnant.12 Getting pregnant is a consequence of rape, but 

being pregnant can also bring on more violence. 

 Women who are ill, recovering from surgery and discharged from the hospital13 

 Separation and divorce14 

 

 

C. Incest (direct from RAINN)15 

1. Incest is sexual contact between persons who are so closely related that their 

marriage is illegal (e.g., parents and children, uncles/aunts and nieces/nephews, 

etc.). This usually takes the form of an older family member sexually abusing a child 

or adolescent. 

 

2. We don’t have reliable statistics on incest rates because so many cases are never 

reported. Incest: 

 Violates the person’s primary support system and safety issues 

 It may be covered up by the family 

 It damages trust and feelings of protection 

 It creates issues with the non-abusing parent, especially if that parent chooses 

not to address the incest even with a pregnancy 
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3. The coach also has to deal with: 

 The victim’s possible feelings of care or love for the perpetrator 

 The fear of telling someone who the father is 

 How other people will react to the pregnancy 

 How to stop normalizing what happened 

 The fear that no one will believe what really happened 

 The fear that they somehow did something wrong 

 

4. Your job is to help the victim realize the crime, and deal with the emotional realities 

and reactions of others. 

 

 

D. Domestic violence (direct from RAINN)16 

1. Domestic violence is any act, attempt, or threat of force by a family member or 

intimate partner against another family member. 

 

2. Domestic violence occurs in all socio-economic, educational, racial, and age groups. 

The issues of power and control are at the heart of family violence. The batterer 

uses acts of violence and a series of behaviors to gain power and control. 

 

3. How does domestic violence relate to unexpected pregnancy? 

 Unexpected pregnancy is common among abused women. Research has found 

that some abusers force their partners to have sex without birth control and/or 

sabotage the birth control their partners are using, leading to an unexpected 

pregnancy.  

 

4. About 1 in 2 men who abuse their wives also abuse their children. Children who 

grow up with violence in the home are more likely to become abusers as adults and 

have physical and emotional problems.17 
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5. Behavioral signs to look for: 

 Intimidation: Smashing things, abusing pets, destroying victim's property, 

displaying weapons 

 Threats: Making and/or carrying out threats to harm the victim, to commit 

suicide, to report the victim to child welfare in order to make her drop charges 

 Isolation: Controlling what the victim does, sees, and reads, limiting who the 

victim talks to 

 Emotional abuse: Putting the victim down, calling her names, making her think 

he or she's crazy, playing mind games 

 

6. Warning signs: 

 Inconsistent explanations: Victims may provide inconsistent explanations as to 

the cause of their injuries due to fear of alerting others to the severity of their 

situation. 

 Alcohol abuse: Victims may use alcohol as a means of escape from their 

everyday reality of abuse. 

 Injuries in multiple stages of healing: Bruises are the most common form of 

injury and have the following stages of healing: purple to green to yellow. 

 

7. It is important for a coach to understand why certain people stay in abusive 

relationships. RAINN identifies the following five reasons: 

 Financial dependence: Batterers may have forbidden their partners from getting 

or keeping a job or may have kept secret the location and balance of bank 

accounts 

 Lack of social support: A batterer may have controlled the victim's contact with 

friends, family, and the outside world. Such isolation limits her ability to obtain 

help with an escape. 

 Fear of severe physical attack: Batterers may use threats of attack to keep 

victim in a state of perpetual fear. The batterers may tell their victims that, if 

they leave, they will be killed. 
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 Self-blame: It is not uncommon for victims to believe that the abuse is a result of 

their real or imagined offenses. 

 Belief that the violence is temporary or caused by unusual circumstances: 

Often batterers place blame for abuse on external sources, alcohol, work 

pressures, etc. and do not take responsibility for their actions.18 

 

8. One of the most important goals for the coach is to help women be safe. Providing 

resources for battered women who are pregnant is vital. 

 The National Domestic Violence Hotline  

http://www.thehotline.org/ 

800-799-SAFE (7233) 

800-787-3224 

Available for the hearing impaired 

Spanish speakers are available 

 

 

V. When to Refer 

A. Women who become pregnant from sexually traumatic experiences most often need 

help beyond what coaching can provide. They need therapists and counselors trained in 

specifics related to sexual trauma, including: 

1. PTSD 

 

2. Substance Abuse 

 

 

3. Self-injury/self-harm 

 

4. Stockholm Syndrome where the victim bonds with the abuser 
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5. Depression 

 

6. STIs 

 

7. Flashbacks 

 

8. Borderline Personality Disorder (BPD)—often a long term impact of child sexual 

abuse 

 

9. Adult survivor of sexual assault 

 

10. Sleep disorders 

 

11. Eating disorders 

 

12. Body memories that become physical symptoms 

 

13. Dissociative Identity Disorder  

 

14. Suicide 

 

15. Military Sexual Trauma (MST) psychological trauma for military personnel who 

experienced sexual assault or harassment as classified by the Department of Veteran 

Affairs 

 

 

B. When you see a woman reacting to her pregnancy in ways that indicate the above or in 

ways that impair her everyday living, refer her for professional therapy. 
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VI. There is Hope 

A. God knows the pain and there is hope for comfort and healing. 

 

B. The Christian coach should try to be a reflection of Christ—a safe harbor, a listening and 

empathetic ear, an encourager of doing the hard work to move through trauma and 

forgiveness to the other side of healing, and the coach is the voice of hope in terms of 

the purpose and future God has for the mother and the baby. What the enemy meant 

for evil, God can use for good. No life is a mistake. Pray that the child of such trauma will 

be a mighty man or woman of God, able to touch others with his or her life story and 

bring glory and honor to God’s name through redemption. 

 

“Let me hear of your unfailing love each morning, for I am trusting you. Show me where 

to walk, for I give myself to you.”—Psalm 143:8 

 

“So do not fear, for I am with you; do not be dismayed, for I am your God. I will 

strengthen you and help you; I will uphold you with my righteous right hand. So do not 

fear, for I am with you; do not be dismayed, for I am your God.”—Isaiah 41:10 

 

 

VII. Suggested Reading 

A. Healing the Incest wound: Adults Survivors in Therapy by Christina Courtois (Norton 

Professional Books, 2010)  

 

B. Adult Survivors of Sexual Abuse: Trauma, Treatment and Living in the Truth by Diane 

Langberg in Caring for People God’s Way edited by Clinton, Hart and Ohlschlager (p. 

411-445). Thomas Nelson Publisher, 2005.  

 

C. On the Threshold of Hope by Diane Langberg, Tyndale Publishers, 1999.  

 

D.  Counseling Survivors of Sexual Abuse by Diane Langberg, Tyndale Publishers, 1997. 
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Abstract 

This session will discuss issues involving trauma that coaches need to be aware of. Dr. Scalise 

provides explanations, warning signs, and insights for coaches to be more aware these concerns 

with their clients. Participants will gain a greater understanding of when it is necessary to refer 

clients who are struggling with PTSD, addictions, or suicidal thoughts. 

 

Learning Objectives 

 

1. Participants will better study the causes and results of trauma. 

 

2. Participants will explore how addictions may become an issue for clients. 

 

3. Participants will gain a greater knowledge of depression and will be able to apply this 

knowledge when coaching clients.  
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I. Trauma and Traumatic Stress 

A. Post Traumatic Stress Disorder: Criteria Symptoms (based on the DSM-IV-TR)1 

1. The person has been exposed to a traumatic event in which both of the following 

have been present: 

 The person has experienced, witnessed, or was confronted with an event or 

events that involved actual or threatened death or serious injury, or a threat to 

the physical integrity of self or others. 

 The person’s response involved intense fear, helplessness, or horror. 

 

 

2. The traumatic event is persistently re-experienced in one (or more) of the following 

ways: 

 recurrent and intrusive distressing recollections of the event, including images, 

thoughts, or perceptions 

 recurrent and distressing dreams of the event 

 acting or feeling as if the traumatic event were actually recurring (includes a 

sense of reliving the experience, illusions, hallucinations, dissociative flashbacks) 

 intense psychological distress or exposure to internal or external cues that 

symbolize or resemble an aspect of the traumatic event 

 physiological reactivity on exposure to internal or external cues that symbolize or 

resemble an aspect of the traumatic event 

 

 

3. Persistent avoidance of stimuli associated with the trauma and numbing general 

responsiveness (not present before the trauma) as indicated by three or more of the 

following: 

 efforts to avoid thoughts, feelings, or conversations associated with the trauma 

 efforts to avoid activities, places, or people that arouse recollections of the 

trauma 
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 inability to recall an important aspect of the trauma 

 markedly diminished interest or participation in significant activities 

 feeling of detachment or estrangement from others 

 restricted range of emotions 

 

 

4. Persistent symptoms of increased arousal (not present before the trauma) as 

indicated by two or more of the following: 

 difficulty falling or staying asleep 

 irritability and outbursts of anger 

 difficulty concentrating 

 hypervigilence 

 exaggerated startle response 

 

 

5. Duration of the disturbance (Symptoms in Criteria 2, 3, and 4) is more than one 

month. 

 

 

6. The disturbance causes clinically significant distress or impairment in social, 

occupational, or other important areas of functioning. 

 

 

B. Complex Trauma generally refers to multiple traumatic stressors that involve direct 

harm and are interpersonal, that is, they are premeditated, planned, and caused by 

other humans, such as violating and/or exploitation of another person.2 

1. Typically causes more severe reactions in the victim than trauma that is impersonal 

(i.e. natural disasters, some accidents, disease, etc.). 
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2. This is due to its deliberate vs. accidental causation. 

 

 

3. Can be a single or isolated event (i.e. robbery, physical assault, rape, etc.) and 

perpetrated by a stranger – usually a precursor to PTSD. 

 

 

4. More often than not, it is a result of multiple traumas or from exposure to high 

levels of stress. 

 

 

5. The trauma often involves family members or other close relationships (clergy 

members, teachers, coaches, supervisors, etc.); the trauma and subsequent 

victimization can become repetitive and chronic (i.e. sexual abuse, elder abuse, 

neglect, ritualistic abuse, etc.). In these cases, the effects are often compounded, 

prolonged, and cumulative over time. 

 

 

6. Sometimes distorted trauma bonds develop between perpetrators and victims – 

eventually leads to general debilitation, despondency, a state of adaption or 

accommodation as means of survival, and dissociation. 

 

 

7. A relatively small event, repeated when an individual is young and most vulnerable, 

can have greater emotional and spiritual toxicity than a more intense event later in 

life. 
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C. “Complex PTSD”3 

1. Alterations in the Regulation of Affective Impulses 

 difficulty with modulation of anger and of tendencies towards self-

destructiveness – over-inhibition or excessive expression (aggressive) 

 pathological self-soothing behaviors and other methods of emotional regulation 

– even those that are paradoxical such as addictions and self-harming behaviors 

 easily-aroused high-intensity emotions 

 difficulty describing feelings and internal experiences 

 chronic and pervasive depressed mood or sense of emptiness or deadness 

 chronic suicidal preoccupation 

 difficulty communicating wishes and desires 

 impulsivity 

 

 

2. Alterations in Attention and Consciousness  

 leading to amnesias, dissociative episodes and depersonalization 

 distinct alterations in states of consciousness 

 problems with orientation in time and space 

 acoustic and visual perceptual problems 

 impaired comprehension of complex visual-spatial patterns 

 impaired memory function and a general lack of integration – memory functions 

are complex, and the conclusion in the early 1990s that repressed memories do 

not exist now appears to be incorrect. There is still a lot of controversy, but it 

appears that people are able to segregate certain parts of their memory. 

Repression is a real phenomenon. It also appears that memory is highly 

malleable and easily contaminated. 

 inability to recall or feel certain emotions – they can vacillate from numbness 

and detachment to hypersensitivity and flooding 

 will “live in their heads” and fail to display sensitivity, empathy or insight 
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3. Alterations in Self-perception 

 predominantly negative and low self-esteem 

 involving a chronic sense of guilt and responsibility 

 ongoing feelings of intense shame 

 chronically abused individuals (especially children) incorporate abuse messages 

and post-traumatic responses into their developing sense of self and self-worth 

 the lack of a continuous and predictable sense of self 

 a generalized sense of being ineffective in dealing with one's environment 

 the belief that one has been permanently damaged by the trauma 

 a poor sense of separateness 

 body image distortions 

 

 

 

4. Alterations in Perception of the Perpetrator 

 incorporation of his or her belief system 

 complex relational attachment systems often ensue following repetitive and 

premeditated abuse and the lack of appropriate response at the hands of 

primary caretakers or others in positions of responsibility – you see this in long 

term kidnapping situations. 

 

 

 

5. Alterations in Relationships with Others 

 not being able to trust the motives of others 

 reduced capacity for intimacy 

 problems with boundaries 

 internalized belief that other people are mostly self-serving, out to get what 

they can by whatever means including using/abusing others – no one is safe 
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 distrust and suspiciousness leading to social isolation 

 unaware that other people can be benign, caregiving, and not dangerous 

 uncertainty about the reliability and predictability of the world 

 difficulty with perspective taking 

 difficulty enlisting other people as resources, advocates, or allies 

 

 

6. Somatization (Physical Complaints) and/or Medical Problems 

 may relate directly to the type of abuse suffered and any physical damage that 

was caused or they may be more diffuse 

 have been found to involve all major body systems and to include many pain 

syndromes, medical illnesses, and somatic conditions 

 sensorimotor developmental problems, problems with coordination and 

balance 

 hypersensitivity to physical contact 

 

 

7. Alterations in Systems of Meaning 

 often feel hopeless about finding anyone to understand them or their suffering 

 despair of being able to recover from their psychic anguish 

 difficulties in attention regulation and executive functioning 

 problems focusing on and completing tasks 

 difficulty planning and anticipating consequences 

 learning difficulties and problems with language development 

 problems with processing novel information 

 problems with object constancy (the ability to see oneself as a separate and 

unique individual) 

 problems understanding their own contribution to what happens to them 
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D. Neurological Functioning 

1. When the human organism is repeatedly exposed to traumatic stress, disruptions 

can occur in brain functions and structures, endocrinological function, 

immunological function, and central and autonomic nervous system arousal. 

 

 

2. The complex trauma often results in chronic over-activation of an individual’s 

autonomic nervous system – resulting in fight-flight-freeze responses to seemingly 

random and unrelated cues long after exposure to traumatic experiences have 

ended. 

 

 

3. Recent research suggests that complex trauma in younger children actually changes 

their neuro-psychological development, which in turn, can change learning 

patterns, behavior, belief systems, cognition, self-identity, and social skills. 

 

 

4. The amygdala and the hippocampus, both part of the limbic system, actually change 

after exposure to a traumatic event. These changes result in a disruption in the flow 

of information from the primitive parts of the brain (limbic) to the higher cortical 

levels associated with consciousness and executive function. 

 

 

5. Simply stated, trauma appears to shut down higher cortical processing. Access to 

language, information and certain types of memory are impaired. The client's ability 

to plan and think objectively is dramatically altered. The essence of objective 

thinking and judgment is significantly impaired when a triggering episode occurs. As 

a result, these clients tend to be hyper-emotional, histrionic, and easily angered. 
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II. Addiction 

A. Almost All Addictions Are Based on Human Needs – to Be Met in the Moment 

1. Legitimate human needs are often attended to and met in illegitimate kinds of ways. 

 

2. There are many kinds of addictive behaviors and problems. 

 

3. The dynamics of all addictions are similar. 

 

 

B. Needs that Drive People into Addiction 

1. The need to be insulated from worry or anxiety 

2. The need to escape from the pressures of life 

3. The need to reduce manipulating guilt feelings 

4. The need to have approval or acceptance 

5. The need to maintain control over one’s environment 

6. The need to avoid pain 

7. The need to have order or be free from confusion 

 

 

C. Types of Addiction 

1. Stimulants: Kinds of addictions that increase or cause arousal or ecstasy. 

 Increases adrenaline levels in the body 

 Substances 

 Activities 

 

 

2. Tranquilizers: Kinds of addictions that calm or sooth the body. 

 Release endorphins  

 Substances (i.e. alcohol) 

 Food 
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3. Psychological: Kinds of addictions that typically have an interdependent dynamic. 

 Self-punishment (i.e. cutting) 

 Workaholism 

 Codependency 

 

 

4. Unique Appetites: Kinds of addictions that have both psychological and 

physiological features. 

 Pornography/Sexual addiction 

 

 

D. Stages of Addiction 

1. Experimentation: 

 The individual is looking for a form of escape, trying to meet their human need. 

 Often, the individual will experiment with another, more experienced user. 

 

 

2. Occasional Using/Doing: 

 The individual is using more periodically, usually still within a peer relationship. 

 The individual begins to experience periodic disruptions as a consequence of 

using the substance or participating in the behavior. 

 

 

3. Regular Using/Doing: 

 The individual starts using more alone and in isolated situations. 

 Paranoia increases and there are greater disruptions. 

 

 

4. Dependency: 
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 The individual is so dependent on the substance or activity that they feel they 

must engage in it in order to make it through the day. 

 

E. The Addictive Cycle  

 

                                                                     ________________ 
 
 
           
 _______________ _          ________________ 
 
 
                                                                      
   ________________ 
 
 
       ________________                                                                                        ________________ 
 
 
 

                                                                    ________________ 
 

 

 

F. Common Factors in All Addictions 

1. They all provide a form of escape. 

2. They all serve the purpose of removing a person from his/her true feelings. 

3. They always involve pleasure. 

4. They override the ability or willingness to delay self-gratification. 

5. At some level they have some obsessive-compulsive features. 

6. They usually lead to system of denial or minimization. 

7. They totally control the addict. This control supersedes all logic or reason. 

8. They are unhealthy, destructive, and take priority over all other life issues. 
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III. Mood Disorders 

A. Comorbidity: When a person is wrestling with a substance abuse or addiction issue as 

well as an emotional or mental health issue. 

B. Statistics:4
 

1. Lifetime prevalence of Anxiety Disorders = 28.8% 

2. Average onset of Anxiety Disorders = 12 years old 

3. Lifetime prevalence of Panic Disorders = 4.7% 

4. Average onset of Panic Disorder = 24 years old 

5. Lifetime prevalence of Major Depressive Disorder = 16.5% 

6. Average onset of Major Depressive Disorder = 28 years old 

7. Lifetime prevalence of Bipolar Disorder = 3.9% 

8. Average onset of Bipolar Disorder = 25 years old 

9. According to the U.S. Department of Health, 25% of all prescriptions written in the 

United States are for psychotropic medication. 

 

 

C. Biblical Examples of Depression 

1. Job – “And now my soul is poured out within me; days of affliction have seized me. 

At night it pierces my bones within me, and my gnawing pains take no rest.”  Job 

30:16-17 

 An example of physical or emotional pain that becomes too great. 

 

2. Elijah – “But he himself went a day's journey into the wilderness and came and sat 

down under a juniper tree; and he requested for himself that he might die, and said, 

‘It is enough; now O Lord, take my life, for I am not better than my fathers.’”—1 

Kings 19:4 

 An example of what can happen right after an emotional or spiritual “high.” 
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3. Jonah – “Therefore now, O Lord, please take my life from me, for death is better to 

me than life.”—Jonah 4:3 

 An example of experiencing hopelessness and discouragement. 

 

4. David – “My tears have been my food day and night. Why are you in despair, O my 

soul? And why have you become disturbed within me?”—Psalm 42:3, 5 

 An example of experiencing numerous losses. 

 

5. Jeremiah – “My soul has been rejected from peace; I have forgotten happiness, so I 

say, ‘My strength has perished, and so has my hope from the Lord.’”—Lamentations 

3:17-18 

 An example of experiencing a lack of response from others. 

 

6. Jesus – “My soul is deeply grieved, to the point of death.”—Matthew 26:38 

 An example of anticipated loss or pain. 

 

 

D. Types of Mood Disorders 

1. Mood Episodes – usually have a duration of 1-2 weeks and do not represent an 

ongoing or repeated pattern of symptoms 

 Major Depressive Episode 

 Manic Episode 

 Mixed Episode 

 

2. Depressive Disorders – usually characterized by one or more depressive episodes 

without a history of manic or mixed episodes; typically there is a period of at least 2 

consecutive months between episodes in which there is either complete or partial 

remission of symptoms 

 Major Depressive Disorder  
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 Dysthymic Disorder (a chronically depressed mood that occurs for most of the 

day, more days than not, for a period of a least 2 years for adults and 1 year for 

children/adolescents) 

 

3. Bipolar Disorders - usually characterized by 1 or more depressive episodes and 1 or 

more manic episodes 

 Bipolar I Disorders (manic episodes are the dominating feature) 

 Bipolar II Disorders (depressive episodes are the dominating feature) 

 

4. Cyclothymia (a fluctuating mood disturbance involving numerous periods of both 

manic and depressive episodes with a duration of at least 2 years for adults and 1 

year for children/adolescents) 

 

 

E. Signs and Symptoms 

1. Depressive Episodes 

 A depressed mood most of the day, nearly every day, as indicated either by 

subjective report (e.g. feels sad or empty) or observation made by others (e.g. 

appears tearful). In children or adolescents, can be irritable mood 

 Markedly diminished interest or pleasure in all, or almost all activities of the day, 

nearly every day (as indicated either by subjective account or observation made 

by others) 

 Significant weight loss when not dieting or weight gain (e.g. a change in more 

than 5% body weight in any given month), or increase or decrease in appetite 

nearly every day 

 Insomnia or hypersomnia nearly every day 

 Psychomotor agitation or retardation nearly every day (observable by others, 

not merely subjective feelings of restlessness or being slowed down) 

 Fatigue or loss of energy nearly every day 
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 Feelings of worthlessness or excessive or inappropriate guilt (which may be 

delusional) nearly  every day (not merely self-reproach or guilt about being 

sick) 

 Diminished ability to think or concentrate, or indecisiveness, nearly every day 

(either by subjective account or observation by others) 

 Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation 

without a specific plan, or a suicidal attempt or a specific plan for committing 

suicide 

 Note: 5 or more of the above symptoms need to be present during the same 2 

week period and represent a change from previous functioning; at least one of 

the symptoms must be either the first or second item. 

 

Depression Facts 

Culture can influence the
experience and communi-
cation of depression

An untreated episode can
last 6 months or longer re-
gardless of age or onset

Up to 15% of individuals
with depressive episodes
die of suicide

Up to 25% of individuals
with certain chronic medical
conditions develop MDE's

Lifetime occurance of an
episode is 5-12% for men
and 10-25% for women

Approximately 50-60% of
individuals sufferng from an
episode will have another

 

 

2. Manic Episodes 

 A distinct period of abnormally and persistently elevated, expansive, or irritable 

mood, lasting at least 1 week 

 Inflated self-esteem or grandiosity 

 Decreased need for sleep (e.g. reports feeling rested after only 3 hours of sleep) 

 More talkative than usual or pressure to keep talking (hyperverbal) 
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 Flight of ideas or subjective experience that thoughts are racing 

 Distractibility (i.e. attention too easily drawn to unimportant or irrelevant 

external stimuli) 

 Increase in goal-directed activity (either socially, at work or school, or sexually) 

or psychomotor agitation 

 Excessive involvement in pleasurable activities that have a high potential for 

painful consequences (e.g. engaging in unrestrained buying sprees, sexual 

indiscretions, or foolish business investments) 

 Note: during the period of mood disturbance, three (or more) of the above 

symptoms have persisted in addition to the first item and have been present to a 

significant degree 

 

Manic Episode Facts 

Individuals with manic epi-
sodes are usually in denial
and resist treatment

Episodes in adolescents
typically include a history
of other problem behaviors

The mean age at onset for 
a first episode is the early
20's (same as depressive)

Manic episodes tend to be
briefer and end more abrupt-
ly than depressive ones

Individuals report having
a heightened sense of smell,
hearing, vision and taste

A substantial increase in the
use of stimulants may occur
prolonging the episode 

 

 

 

F. Causes and Factors of Depression 

1. Endogenous Depression 

 Primary: because it primarily occurs internally (biological, genetic, chemical) 

 Autonomous: because it is more likely to arise spontaneously (from within); 

often described as intense despair; can be accompanied by self-destructive 

tendencies 



Crisis Pregnancy Coaching 201 

Light University                                                                                       95 

 

2. Exogenous Depression 

 Secondary: because it primarily occurs externally (psychological, cognitive, 

environmental) 

 Reactive: because it is usually a response to real, imagined or anticipated loss, or 

trauma; usually of shorter duration and easier to treat 

 

 

G. Potential Etiologies 

1. Physiological: tumors, brain injury, over tired/sleep deprived, excessive worry, 

excessive hunger, postpartum 

 

“A joyful heart makes a cheerful face, but when the heart is sad, the spirit is 

broken.”—Proverbs 15:13  

 

2. Metabolic: chemical imbalances, menopause, diabetes or other disease, thyroid 

dysfunction, substance abuse, electrolyte imbalance (sodium or potassium), viral 

infections, premenstrual syndrome, hormonal imbalances 

 

 “A joyful heart is good medicine but, a broken spirit dries up the bones.”—Proverbs 

17:22    

 

3. Guilt 

 

“When I kept silent about my sin, my body wasted away through my groaning all day 

long. For day and night Your hand was heavy upon me; my vitality was drained 

away as with the fever heat of summer. I acknowledged my sin to You and my 

iniquity I did not hide; I said, ‘I will confess my transgressions to the Lord’; and 

You forgave the guilt of my sin.”—Psalm 32:3-5    
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I. II.

III. IV.

Objective Guilt
(What we have done or failed to do)

Subjective

Guilt
(How we feel)

We are guilty We are not guilty

We
feel

guilty

We do
not feel
guilty

 

 

True Guilt – Area I  False Guilt or Misplaced Guilt – Area II  

Denial – Area III   Set Free – Area IV 

 

 

4. Anger Turned Inward: unresolved hurt/loss/abuse that leads to anger, 

unforgiveness and bitterness 

 

 “Be angry, and yet do not sin; do not let the sun go down on your anger, and do not 

give the devil an opportunity.”—Ephesians 4:6  

 

5. Self-effort: living beyond one’s means emotionally; overwhelmed trying to do 

everything in one’s own strength; overly responsible for others 

 

 “I can do all things through Christ who strengthens me.”—Philippians 4:13 

 

6. Wrong Perspective: pleasure found in the world; wrong motives; low frustration 

tolerance 
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 “Whom have I in heaven but You? And besides You, I desire nothing on earth. My 

flesh and my heart may fail; but God is the strength of my heart and my portion 

forever.”—Psalm 73:25-26  

 

7. Adjustment Reactions: difficulties with loss or trauma and complicated grief 

 

 “We are afflicted in every way, but are not crushed; perplexed, but not despairing; 

persecuted, but not forsaken; struck down, but not destroyed; always carrying 

about in the body the dying of Jesus, that the life of Jesus also may be manifested 

in our body.”—2 Corinthians 4:8-10 

 

8. Attacks by Satan: Spiritual warfare 

 

“For the weapons of our warfare are not of the flesh but divinely powerful for the 

destruction of fortresses. We are destroying speculations and every lofty thing 

raised up against the knowledge of God and we are taking every thought captive 

to the obedience of Christ.”—2 Corinthians 10:4-5 

 

 

IV. Suicide 

A. Precipitating Factors 

1. Individuals with intense emotional pain as seen in various forms of depression 

 

2. Individuals with intense feelings of hopelessness 

 

3. Individuals with a prior history of ideations or attempts 

 

4. Individuals with a family history of depression or suicide 
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5. Individuals with severe or life threatening health problems 

 

6. Individuals who have experienced significant loss (spouse, child, job, friends who 

recently committed suicide, etc.) 

 

7. Individuals with chronic self-destructive behaviors 

 

8. Individuals having an intense need to achieve or be accepted 

 

9. Individuals with an excessive number of disturbing life events within the past six 

months 

 

 

B. Warning Signals 

1. There's always a gradual buildup to the actual attempt 

 

2.  Appetite disturbance 

 

3.  Sleeping disturbance 

 

4.  Inability to cry or grieve 

 

5.  Depression and inability to cope any longer 

 

6.  Lack of or refusal to utilize available support systems 

 

7.  Apathy and isolation 

 

8.  Sudden drop in job performance or grades 
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9.  Inability to communicate with others 

 

10.  Sudden outbursts of fury and rage 

 

11.  Giving away "treasured possessions" 

 

12.  Preoccupation with the notion of death in movies, art, music and literature 

 

13.  A clear means stated to kill oneself 

 

14. A clear statement that suicide will occur soon 

 

 

C. Signs Indicating Severe Depression but No Immediate Threat of Suicide 

1. No clear cut method of committing the act 

 

2.  No clear statement of when the attempt will occur 

 

3.  Appetite not severely impaired 

 

4.  Sleeping not severely impaired 

 

5.  Has some ability to release grief and emotions 

 

6.  Availability and use of support systems 
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D. What to do if there is Immediate Danger 

1. Make sure you have made an accurate assessment of the situation; use the S.T.O.P. 

principle: 

S - What are the specifics of the suicide plan? 

T - What is the timing of the suicide plan? 

O - What are the options that are available to the person? 

P - What is the proximity of help, intervention, and support? 

 

2. Make sure you have an address and phone number if at all possible. 

 

3. Tell the person that you fear for them and believe that they are capable of hurting 

themselves. 

 

4. Get across that you agree they mean business. 

 

5. Don't try to bluff them out of it. 

 

6. Don't try to argue them out of it unless they are in the process of committing the 

act. 

 

7. Get them to make a contract with you that they will call you or someone before they 

would ever attempt to hurt themselves. 

 

8. Tell them that you are going to call someone for help (family, ambulance, etc.). 

 

9. Immediately contact medical help or emergency services. 

 

10. Follow up as soon as possible. 
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Suicide is a Permanent Decision to a Temporary Problem 

 

“Then I saw a new heaven and new earth; for the first heaven and the first earth passed away, 

and there was no longer any sea. And I saw the holy city, new Jerusalem, coming out of heaven 

from God, made ready as a bride adorned for her husband. And I heard a loud voice from the 

throne, saying, ‘Behold the tabernacle of God is among men, and He will dwell among them, 

and they shall be His people, and God Himself will be among them. And He will wipe away every 

tear from their eyes; and there will no longer be any death; there will no longer be any 

mourning, or crying, or pain; the first things have passed away.’ And He who sits on the throne 

said, ‘Behold, I am making all things new’ and He said, ‘Write for these words are faithful and 

true.’”—Revelation 21:1-5 
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Abstract 

This session will take crisis pregnancy coaches through the developmental milestones in a baby 

that occur from conception to birth. Coaches will be provided with diagrams that highlight the 

discussed stages. Dr. Christiansen will discuss how coaches may apply this information when 

speaking with clients and potential mothers. Coaches will learn how ultrasounds and the 

information provided by the pregnancy resource center may prevent women from choosing 

abortion. 

 

Learning Objectives 

 

1. Participants will be equipped to speak with clients about the developmental milestones 

of their unborn baby. 

 

2. Participants will acquire information about pregnancy that will enable them to educate 

their clients. 

 

3. Participants will identify ways in which ultrasounds may be used in their crisis pregnancy 

center. 
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I. The First Trimester-Beginnings1, 2, 3, 4, 5, 6  

A. Pre-fertilization 

1. In the normal menstrual cycle, a woman’s egg is released from the ovary mid-

cycle (approximately 14 days after the onset of menses). 

 

2. The released egg will remain viable for 24 hours.7 

 

3. Sperm swim at a rate of .5 inches per minute. The first sperm will reach the 

fallopian tube in 25 minutes. 

 

4. Of the approximate 50-625 million sperm deposited at the top of the vagina 

during intercourse, only one will fertilize the egg.8 

 

 

B. Conception 

1. Only one sperm may enter the egg. At this exact moment, the electrical charge on 

the outside of the ovum changes and the remaining sperm fall off.9 

 

2. This is the beginning of life, called fertilization or conception. 

 

3. 23 chromosomes from the woman join 23 chromosomes from the man to form a 

zygote. 

 

4. A unique individual: hair, eye color, and even certain personality traits are 

established at conception. The DNA of this zygote contains the genetic blueprint for 

every cell and organ. Given time, safety, and nutrients, these cells will quickly morph 

into recognizable form. 

 



Crisis Pregnancy Coaching 201 

Light University                                                                                       106 

 

II. Biblical Personhood10 

A. Scientifically, there is no question the fertilized egg is alive. There is no question that 

this fertilized egg will ever be anything but human (i.e. it will not grow into a dog). 

 

 

 

B. The fertilized egg just needs time and food for maturation. 

 

 

 

C. “It’s alive, but is it human?” 

1. God’s Word provides a definitive answer to this question: 

“Then God said, “Let us make mankind in our image, in our likeness, so that they 

may rule over the fish in the sea and the birds in the sky, over the livestock and all 

the wild animals, and over all the creatures that move along the ground.”—Genesis 

1:26 

 

2. Isaiah 46:3 explains that God recognizes us from conception. 

 

3. Jeremiah 1:5 states that He knew us before we were formed. 

 

 

4. Psalm 139:13-16 states that God created us in the womb and recognized our 

unformed bodies 

 

5. Isaiah 49:1 states that God called us before we were born 

 

6. Clearly, the tiny status of the zygote does not diminish its inherent God-ordained 

value. 
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III.    The First Week of Life11,12,13 

 

 

A. The tiny human (fertilized egg or zygote) travels down the fallopian tube. Cleavage takes 

place, which is simply cell division. 

 

 

B. It is about a 3-day journey for the fertilized egg from the fallopian tube to the uterus.  

 

 

C. From this point, it takes approximately 3 more days for the process of implantation to 

take place. 

 

 

D. Most of the clients you will see will be at least 3 weeks post conception by the time they 

come in for a pregnancy test. 
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E. Implantation 

1. Implantation takes place about 1 week after conception (about 3 days after reaching 

the uterus). 

 

2. Not too long ago, conception was commonly defined as the beginning of life. Today, 

some in the medical community maintain that pregnancy does not begin until the 

fertilized egg implants in the uterus. However, the scientific reality is that at the 

moment the sperm and egg unite, a unique new life has formed.14   

 

3. This is a critical distinction to firmly grasp. It is the foundation for a proper 

understanding of how certain medications, procedures and devices interrupt 

pregnancy and the continued development of a human life.  

 

4. hCG (Human Chorionic Gonadotropin) production begins. This is found in the 

woman’s blood and urine and is the basis for pregnancy tests.15 
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5. At this stage in development, the fertilized egg is now considered an embryo. 

 

6. It may help clients connect with the personhood of their unborn baby by sharing 

God’s perspective on the preciousness of life, beginning with hers. So many 

pregnancy center clients do not have a sense of their own inherent value. A core 

value of pregnancy center work is approaching each person with compassion and 

respect. When a client feels accepted, she is in a better position to accept her 

unborn baby. 

 

 

IV. Pregnancy Dating16,17 

A. Menstrual dating relies on the first day of a woman’s last menstrual period (LMP), (the 

first day of bleeding) to provide an estimated gestational age and estimated due date. 

 

 

B. Few women know when they conceived, but most know when their menses occurred, 

the LMP becomes a useful starting point from which to date a pregnancy.  

 

 

C. Recall that ovulation does not begin until about 2 weeks after the start of a woman’s 

menstrual period. Ovulation must take place before conception can occur.  

 

 

D. Therefore, a pregnancy that is estimated to be 8 weeks based upon the LMP, has only 

been in existence for approximately 6 weeks.  

 

 

E. Coaches need to be able to clarify this information, to avoid the appearance of 

deception by implying that a client is further along than she really is. 
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V. The First Trimester of Fetal Development18,19,20,21,22 

A. At 2 weeks after implantation (3 wks from conception), the embryo’s heart first begins 

beating (5 weeks LMP). This is about the time a woman realizes she missed her period. 

 

 

B. At 4-5 weeks from conception (or 6-7 weeks after a woman’s last menstrual period), the 

embryo’s heart has been beating for two weeks. 

1. The embryo is approximately one quarter of an inch long. 

2. Limb buds appear on the sides of the body and kidneys appear. 

3. An ultrasound done at this point will reveal the “diamond on the ring” appearance 

of the embryo next to the yolk sac and will demonstrate the baby’s heart beating.  

 

 

C. At 7 weeks after conception (or 9 weeks after a woman’s last menstrual period), the 

embryo demonstrates total body movements. 

1. The embryo’s bones have begun to harden and she has distinct fingers. 

2. Unborn babies at this stage can kick and have hiccups. 

3. Remarkably, female babies at this stage have ovaries. 

4. Primitive brain waves can also be detected in the embryo’s developing brain. 

5. The embryo is approximately three quarters of an inch in length. 
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D. At 8 weeks after conception (or 10 weeks after the woman’s last menstrual period), the 

embryo is officially known as a fetus from now until birth. The baby becomes much 

more physically active, moving his entire body and limbs. This tiny person can grasp 

things, open his mouth, swallow, sigh, suck his thumb, and stretch. He will squint when 

lightly touched. He is now approximately one and one-half (1 ½) inches in length. 

1. All the major organ systems are in place and are functioning. 

2. 75% of babies at this point demonstrate right hand dominance. 

3. The fetus can roll over. 

4. Male fetuses produce testosterone at this point. 

 

 

E. At 9 weeks after conception (or 11 weeks after the woman’s last menstrual period), the 

fetus can swallow. 

1. The baby can swallow, grasp things, suck his/her thumb, sigh, and stretch. 

2. The fetus’s kidneys are working and producing urine. 

3. The fetus can sense light touch on the face, palms, and soles. 

 

 

F. At 10 weeks after conception (or 12 weeks after the woman’s last menstrual period), 

the fetus has fingernails and fingerprints. 

1. The baby’s body weight has increased by 75% in just one week. 

2. The fetus has fingerprints and fingernails. 

 

 

G. At 11 weeks after conception (or 13 weeks after the woman’s last menstrual period), 

the fetus is 2 ½ inches long.   

1. The fetus’s external genitalia have developed sufficiently enough to determine 

gender on direct inspection, but not via ultrasound. 
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2. The fetus has fully-formed fingers and toes. 

 

 

 

H. At 12 weeks after conception (or 14 weeks after the woman’s last menstrual period) it is 

customary to begin speaking about being “three months pregnant” instead of 12 weeks, 

although obstetricians will continue to refer to weeks during prenatal visits. 

1. The baby now has taste buds and is beginning to have bowel movements. 

2. If the baby’s face is touched, he or she will turn towards the touch and open his or 

her mouth. This is called the rooting reflex, which helps the newborn locate the 

mother’s breast for nursing. 

3. The fetus’s teeth are forming. 

4. Interestingly, female babies are noted to exhibit more jaw motion than their male 

counterparts at this gestational age. 

 

 

I. First Trimester Developmental Milestones Summarized (Dating from conception): 

1. Day 1 (fertilization)—The baby’s features, including sex, hair, and eye color are 

determined. 

2. Day 7—Implantation; now called embryo 

3. Day 21—Human heartbeat starts. 
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4. 4 weeks—Amniotic fluid develops; limb buds 

5. 5 weeks—Hand plates 

6. 6 weeks—Spontaneous and reflexive movements; nipples; elbows 

7. 7 Weeks—Hiccups, bones hardening, brain waves; fingers; ovaries in females 

8. 8 weeks—Now a fetus; 75% right handed; can roll over; eyebrows; testosterone in 

males. 

9. 9 Weeks—Sucks thumb; face, palms and soles sense light touch 

10. 10 Weeks—Fingernails and fingerprints 

11. 11 Weeks—Gender on direct inspection 

12. 12 weeks—Taste buds; bowel movements; females move jaws more; end of 1st 

trimester 

 

 

 

VI. The Second Trimester of Fetal Development23,24,25
 

A. At 15-16 weeks after conception (about 4 months), the baby’s gender can be seen on 

the ultrasound. Most ultrasounds to determine gender are given around 18-20 weeks.  

 

 

B. At this point, placing a needle into the baby’s abdomen causes the release of adrenalin, 

a stress hormone. Establishing when an unborn baby can first experience pain is a 

matter of considerable controversy. Developing babies within the uterus will respond to 

painful stimuli, but their ability to actually be aware of pain cognitively is debated. 

 

1. Some argue that the cerebral hemispheres of the brain and necessary connections 

to them are not sufficiently developed until the third trimester for the unborn baby 

to truly be aware of pain, even though his body may reflexively react to unpleasant 

stimuli. 
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2. Others maintain that fetuses have other processes in place beginning in the second 

trimester that could allow them to not only react to pain, but to have an awareness 

on a different level that could lead to long term developmental problems. Even in 

adults, pain perception is possible without the involvement of the cerebral cortex, 

which undermines the rationale that fetuses must have an adequately developed 

cerebral cortex to feel pain. 

 

3. There is substantial evidence that an unborn child is capable of experiencing pain 

by 20 weeks after fertilization. Apart from scientifically determining the precise 

gestational age that an unborn baby is capable of experiencing pain, some 

recognize a moral and ethical duty to err on the side of caution and to provide 

adequate pain control during any procedure or surgery performed on these 

individuals. Some states have adopted legislation that requires the administration 

of anesthesia prior to abortions done after 20 weeks gestation.   

 

4. Since no clear-cut boundary or gestational age has been firmly established at 

which a fetus is expected to be able to experience pain, caution needs to be 

exercised by the pregnancy center in sharing information on this topic. 

 

5. For the client who is considering an abortion (especially in the second trimester), it 

may be reasonable to say, “It is not known exactly at what point a developing 

unborn baby can first perceive pain; however, there is evidence supporting this. If 

this is of concern to you, consider discussing this further with your physician or 

pastor.” This issue is too complex to adequately cover in this context; interested 

readers are encouraged to seek out additional information.26,27,28  

 

 

C. At 5 ½ months (or 22 weeks after the woman’s last menstrual period), the pregnancy is 

now more than half way completed. 
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1. Some babies born at this stage can survive, as the lungs are now able to breathe air. 

Babies in the womb receive oxygen from their mother’s bloodstream through the 

placenta; they do not need to breathe air until they are born. 

2. Some babies will have hair on their heads at this age. 

3. At this stage, the inner ear is developing and the baby is especially attuned to the 

mother’s voice. 

 

 

D. Second Trimester Developmental Milestones Summarized (Dating from conception): 

1. 15 weeks—Bone marrow growing; quickening; gender on ultrasound 

2. 20 weeks—Inner ear fully developed; hair on head 

3. 21-22 Weeks—Potential to survive outside womb if born 

4. 24 weeks—Blink-startle response 

 

 

VII. The Third Trimester of Fetal Development29,30,31,32 

A. The third trimester is a time characterized by rapid brain growth, requiring half of the 

baby’s energy output. His or her eyes are forming tears now. He or she will swallow a lot 

more if a sweet substance is put in the amniotic fluid and make faces if a bitter liquid is 

introduced. Whatever her mom eats will affect the baby’s food preferences after birth. 

 

 

B. At 25 weeks after conception (27 weeks after the woman’s last menstrual period), the 

baby produces tears and can do somersaults. 

 

 

C. At 29 weeks after conception (31 weeks after the woman’s last menstrual period), the 

baby has a well-developed inner ear and can distinguish high and low pitch sounds. 
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D. At 32-36 weeks after conception (34-38 weeks after the woman’s last menstrual period), 

the baby develops flavor preferences based upon what mom eats. 

 

 

E. Coaches may use fetal models to help clients better understand their baby’s 

developmental stage, particularly early on, when a woman cannot feel anything yet. 

(With her first pregnancy, a woman can usually first feel her baby around 18-20 LMP 

and earlier than that with her subsequent pregnancies). 

1. Clients are often surprised to see and hold these fetal models. The models help 

women gain a greater understanding of what is going on inside their bodies. They 

serve as a reality check for a process that is hidden and can seem unreal to 

expectant parents.  

 

2. As with all educational tools used in a pregnancy center, it is important to ask the 

client’s permission before showing her the models. 

 

3. Fetal development and maternal growth sheets are also beneficial to have available 

because the client may take it with her as a resource for tracking her pregnancy. 

 Tear off sheets may be obtained through “Childbirth Graphics” at 

www.childbirthgraphics.com. 

 

 

VIII. Birth33 

A. In a process not yet fully understood, the baby plays a significant role in initiating labor.  

 

 

B. Labor occurs in three phases/stages: 

1. Cervical dilation from closed to 10 cm 

2. Pushing the baby out of the birth canal 
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3. Delivery of the placenta 

 

 

C. There are few human events more meaningful and life-changing as the birth of a baby. 

 

 

IX. Ultrasounds in the Pregnancy Resource Center34 

A. Why do ultrasounds? 

1. To reach more abortion-vulnerable clients 

 

2. To empower women with information vital to their decision 

 

3. To help women see what’s going on in their bodies 

 

4. To help women understand that their baby is not just a ‘blob of tissue’, but a 

marvelous developing human 

 

5. More women choose life after seeing their baby on ultrasound. 

 

6. Increased opportunities to provide life-affirming education and evangelistic 

outreach 

 

 

 

 

B. 5 General Rules of Practice 

1. The ultrasound should be performed under supervision of qualified, licensed 

physician. 
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2. The ultrasound should be performed by trained medical personnel. 

 

3. The ultrasound should be performed under appropriate licensure & liability 

coverage. 

 

4. The ultrasound should be performed in accordance with existing standards of care. 

 

5. The ultrasound should be performed using equipment that meets standards of 

practice. 

 

 

C. Staffing 

1. Nurse Manager: 

 Paid staff 

 Runs the medical services under the physician 

 Performs sonograms 

 One option is to begin as part-time staff (ex. 20 hours/week) 

 

 

2. Medical Doctor: 

 Usually a volunteer 

 His/her license is the bases of all medical services 

 

 

D. Licensing 

1. Performing sonograms is the practice of medicine. 

2. Pregnancy is diagnosed. 
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3. In most states, pregnancy resource centers operate under physician with active 

license (Exceptions: CA, NY, NJ, CT and MA). 

4. Check the laws in your state! 

 

 

E. Policies and Procedures 

1. OSHA: Occupational Safety and Health Administration 

2. CLIA: Clinical Laboratory Improvement Act 

3. ADA: Americans with Disabilities Act 

4. HIPAA: Health Insurance Portability and Accountability Act 

 

 

F. Limited Obstetrical (OB) Ultrasound 

1. Refer to AIUM (American Institute of Ultrasound Medicine) Guidelines35 

 

2. Types of OB ultrasounds: 

 First trimester exam 

 Standard 2nd or 3rd trimester exam 

 Limited exam 

 Specialized exam 

 

3. Limited OB ultrasound exam: 

“A limited examination is performed when a specific question requires investigation. 

For example, a limited examination could be performed to confirm fetal heart 

activity in a bleeding patient or to verify fetal presentation in a laboring patient. In 

most cases, limited sonographic examinations are appropriate only when a prior 

complete examination is on record.”36 
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4. Limited OB Ultrasounds are diagnostic and should be performed by a trained and 

licensed professional. 

 

5. Perform scans for clear medical indications. Stepping outside these indications 

moves into the realm of prenatal care or recreational scanning.  

 

6. Indications for a Limited OB Ultrasound: 

 Confirmation of pregnancy 

 Diagnose intrauterine pregnancy 

 Diagnose fetal viability 

 Determine the estimated gestational age 

 

7. How early in the pregnancy should scans be performed? 

 At risk for abortion: 6-7 weeks LMP  

 Likely to carry: 9-10 weeks LMP 

 Crisis pregnancy centers should generally avoid doing an ultrasound less than 

6 weeks after the woman’s last menstrual period because they run the risk of it 

being too early to confirm a living baby, leaving the client with the impression 

that “there’s nothing there but a blob of tissue.” 

 In some circumstances, doing an ultrasound this early may be worth the risk 

so that the client has an opportunity to connect with the nurse and perhaps gain 

a new perspective from their interaction. Clients respond differently to medical 

staff and will often disclose more personal information and place more emphasis 

on the information they receive from medical professionals.  

 

 

X. The Ultrasound Visit37 

A. The Pregnancy Test 
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B. The Consent Form 

 

 

C. The Ultrasound Appointment 

1. Duration: the entire sonogram visit from consent, to history, to the scan and post 

scan discussion will last 30-60 minutes. 

2. Client Advocate present: she attends to the client’s emotional well-being and acts as 

a chaperone for the medical professional 

3. Consent form: witnessed by the client advocate 

 

 

D. In the Exam Room 

1. Physical exam: Be prepared to respond to abnormal findings from any assessment. 

2. Blood pressure: centers may opt to obtain this measurement as it is an important 

health screen for all people, but especially pregnant women.  

3. Only the Client Advocate is present initially.  

 

 

E. The Ultrasound Exam 

1. Use warmed gel 

 

2. Always start with trans-abdominal scan: it helps ease the patient into the exam, 

allows for quick discovery of later gestations or twins and it gives an important 

overview to the entire pelvis. 

 

3. Explain every step of the way and ask permission if she would like to look at the 

screen or not. Some abortion-minded women prefer not to, and should not be 

pressured. 
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4. Patient sees sonogram herself before her partner/support person comes in. If there 

is an unexpected finding, it is best to handle that one-on-one with the client before 

bringing anyone else into the picture. The Sonographer in charge of how many 

people are in the room. 

 

5. Client Advocate/Coach plays an integral role as attendant and chaperone. 

 

6. The Sonographer’s role: 

 Completely in charge of this portion of the client visit 

 Uses life-affirming language 

 Avoids ‘medical speak’ that is not easily understood by the client 

 Is the ONLY one in the room who may comment on the ultrasound exam; this is a 

medical-legal issue 

 

7. The Client Advocate’s role: 

 Mainly nonverbal; attendant and chaperone 

 Focus remains on the client and how she is experiencing the ultrasound 

 Closely observes patient’s reactions and provides appropriate support. She may 

ask, “Are you doing okay?”  

 Provides supportive words and actions (may get a tissue, for example) 

 Observes the partner’s response 

 Refrains from any comments about the baby’s appearance on ultrasound 

 

 

F. Post-ultrasound Counseling 

1. Review images of the baby; photo-print image of baby offered to client (image 

should include client’s name, date, but avoid including measurements or placing 

descriptors) 
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2. Provide dates/measurements: each center should determine their policy on 

providing this information (verbally and/or in written form) 

 

3. Review fetal development: fetal models, “tear-off” sheets that summarize fetal 

growth stages, DVD clips with fetoscopy images are particularly powerful 

 

4. The client is the main focus, but address her partner as well 

 

 

XI. 4D Ultrasound Video Clip 

 

 

XII. Real Life Stories 

A. Maria: ___________________________________________________________________ 

________________________________________________________________________  

 

 

B. Crystal:  __________________________________________________________________ 

________________________________________________________________________  

 

1. When a client chooses abortion, grieve with her. Sometimes pregnancy center work 

means that you are the only one who will stand in the gap for that baby and that 

woman and grieve the loss. 

 

2. Debrief and talk as a staff. Remember why you are there—you are called by God to 

be in this ministry. He equips the called; he doesn’t call the equipped. He will 

provide. He will make a way for us to grieve those losses and walk with clients 

through those difficult times. 
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C. Unexpected Client: ________________________________________________________ 

________________________________________________________________________  
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Abstract 

This session will discuss the legal side of crisis pregnancy coaching. Participants will learn about 

how to protect themselves and their center while working with clients. Abortion laws will be 

discussed as well as the ethics and liability of coaching. Participants will learn how to apply this 

information to their interactions with clients. 

 

Learning Objectives 

 

1. Participants will study many abortion laws. 

 

2. Participants will be able to apply the discussed legal information to their coaching 

sessions. 

 

3. Participants will be able to articulate how they can legally protect themselves and their 

center when coaching clients. 
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I. Disclaimer 

The information provided and shared in this workshop is generic and for educational 

purposes only. For guidance and advice on specific situations, you should contact a local 

attorney. 

 

 

II. Clients’ Rights and Current Statutes 

A. 22% of all pregnancies in the United States (excluding miscarriages) end in abortion.1 

 

B. 1.21 million abortions are performed every year.2 

 

C. Planned Parenthood is the country’s largest abortion provider.3 

 

D. Planned Parenthood receives over $1.34 million a day from the federal government.4 

 

E. One in 10 women will have an abortion by age 20, one in four by age 30 and four in 10 

by age 45.5 

 

F. "Whether to have an abortion requires a difficult and painful moral decision" and is 

"fraught with emotional consequence." The Court also noted that "severe depression 

and loss of esteem can follow" an abortion.6 

 

G. Abortion Law 

1. The United States is only one of three countries that allows abortion-on-demand 

(for any reason) after viability.  The other two are China and Canada.7 

 

2. States are allowed to place certain restrictions on abortion-on-demand: 

 Late-term abortion bans 

Arizona just passed ban after 20-weeks  
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 Parental Consent/Notification 

At least 25 states require parental consent laws 

At least 12 states require parental notification laws 

 Informed Consent 

At least 32 states have informed consent laws 

 Abortion Clinic regulations 

Unregulated industry (only three states require ambulatory surgical center 

standards) 

Seven states allow non-physicians to perform abortions 

 

3. Know your state law: Visit http://www.aul.org/your-state/ for more information. 

 

4. “Do I have to refer for abortions?”  

 

 

H. Abortion Coercion 

1. No one has the legal right to force anyone to have an abortion.  

 

2. At least 10 states have adopted specific laws with heightened protection for 

pregnant women against abortion coercion. 

 

3. Steps: 

 Assure client that it is her choice to make 

 Encourage the client to invite the parents to counseling 

 If parents continue to coerce, reemphasize the legal right of the child to 

determine the outcome of her pregnancy 

 The minor client should be informed of her rights 

 The client should be prepare for the possibility that the parents may take her to 

an abortion clinic and she will need to voice her objections 
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 The client can be given a letter to fax to abortion clinics indicating her lack of 

consent. Visit http://thejusticefoundation.org/cafa/ to obtain this. 

 The client can obtain legal counsel: 1-800-Tell-ADF 

 You can report the situation to child protective services or the police 

 

 

III. Ethics and Liability 

A. Why Care? 

1. Negligent Counseling 

 

2. Negligent Infliction of Emotional Distress 

 Saying something to the client that is not true 

 Saying something to the client that is true  

 

3. Assault and Battery 

 

4. False Imprisonment 

 

5. Consumer Protection Claims 

 

6. Adoption Coercion 

 

 

B. Coverage 

1. The Most Important Liability Protection 

 

2. Professional Liability Insurance 

 

3. You can do everything 100% correctly and still get sued or accused of wrong doing. 
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4. It is critical that the counselor and the church/pregnancy center has proper 

malpractice or professional liability insurance.  

 Negligent Peer Counseling 

 Without it, you could be personally liable 

 Consider riders (sexual molestation, etc.)  

 

 

C. Competence 

1. Training and Qualifications 

 Unique situations 

 Professionally trained counselors 

 Lay counselors: 

Do not go beyond your scope of training 

Be honest about your qualifications and limits 

 

 

2. Counseling with Honesty 

 Why care? (Consumer Protection, negligent infliction of emotional distress) 

 Counseling should be grounded on honesty and integrity 

 

“There are six things that the Lord hates, seven that are detestable to Him: 

haughty eyes, a lying tongue, hands that shed innocent blood.”—Proverbs 6:16-

17 

 

“Good people obtain favor from the Lord, be He condemns those who devise 

wicked schemes.”—Proverbs 12:2 

 

 Communication must be truthful and verifiable 

 Services should be accurately described 
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 Do you provide or refer for abortion? No. 

 

 

3. Information Accuracy 

 Why care? (Consumer Protection claims, negligent infliction of emotional 

distress) 

 All information you provide should be scientifically and medically accurate 

 Care Net’s Before you Decide Brochure 

 Americans United for Life’s Defending Life 

 State Informed Consent documents 

 When discussing abortion risks and procedures stick to the facts only.   Avoid 

anecdotal stories or fillers. 

 If the client has not requested to view fetal development material or educational 

products on abortion risks and procedures, ask for signed written permission 

before showing. 

 Be sensitive to the emotional state prior to any educational presentation. 

 

 

4. Avoiding Graphic Images 

 Why care? Negligent Infliction of Emotional Distress 

 There have been lawsuits 

 Post-abortive women 

 

 

5. The Adoption Option 

 Why care? (Adoption Coercion, Negligent Referral, No Licensure) 

 Alliance or a Benefit? 

 Maintain Independence from adoption agencies 

 No meetings in office spaces 
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 No contractual agreements 

 Give the client at least three referrals to qualified institutions 

 Gain No Benefits 

 No shared space with the adoption agency 

 Do not take any substantial donation from an adoption agency 

 

 

D. Consent 

1. Disclaimers: 

 Signed Client Intake Form 

 Confidentiality: All information shared by you during your relationship as a client 

will be kept confidential except as required by law or as required for the 

protection of you or others. 

 Medical: Our services are not intended to be a substitute for professional 

counseling, medical, or prenatal care. (If applicable)  

 Abortion Services: We do not offer abortion services or abortion referrals. 

 

 

2. Physical Contact 

 Why care? Assault and Battery 

 Ask permission first 

 Never touch a hostile client 

 

 

IV. Special Confidentiality Situations 

A. Policy and Disclaimer 

 

B. Minors 
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C. Client Consent (get it in writing) 

 

 

D. Threats of Harm to Self or Others 

 

 

E. Subpoena (call an attorney) 

 

 

F. Crime Against You or Your Organization (reveal only as much information as needed) 

 

 

G. Minors 

1. Medical Services: 28 states specifically allow minors to seek prenatal care.  

Remaining states simply have no law. Visit 

http://www.guttmacher.org/pubs/tgr/03/4/gr030404.pdf for more information. 

 

2. Reporting suspected child abuse (Statutory Rape) 

 States have dramatically varying laws 

 States do not call it “Statutory Rape”  

 Am I, or is my organization, a mandatory reporter? 

Sometimes only certain professions required to report 

In at least 18 states, all persons must report  

 Does the abuse qualify as reportable child abuse? 

Look at reporting statutes 

Many statutes classify reportable abuse if caused by parent or caretaker 

Reasonable Suspicion 

Sexual Penetration not required to trigger a mandatory reporting situation 
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 Lewin Group Document: Available at 

http://aspe.hhs.gov/hsp/08/SR/StateLaws/report.pdf  

 

3. Do I have a moral obligation to report? 

 

 

H. Threats of Suicide/Homicide 

1. Specificity 

 How specific is the plan? 

 Does the person have a plan? 

 Has she thought through the process? 

 Are the details vague or specific? 

 

2. Lethality 

 What is the likelihood that the method will lead to death/serious bodily injury? 

 How quickly would the person die if she did what she planned to do? 

 

3. Availability 

 What is the availability of the proposed method? 

 Does she have the means to carry out the plan 

 

4. Proximity 

 What is the proximity to helping resources? 

 Could others easily reach her if necessary? 

 

When in doubt about the law, or uncertain about a situation, don’t guess—ask an attorney! 

 

 

 



Crisis Pregnancy Coaching 201 

Light University                                                                                       138 

 

Endnotes 

1
R.K. Jones and K. Kooistra, “Abortion Incidence and Access to Services in the United States: 2008,” Perspectives on 

Sexual and Reproductive Health 43.1 (2011):41-50. 

 

2
Ibid. 

 

3
The Guttmacher Institute, a research policy organization formerly affiliated with PPFA and named after former 

PPFA President Alan Guttmacher, reports that “[i]n 2008, 1.21 million abortions were performed” in the United 

States. See Guttmacher Institute, “Facts on Induced Abortions in the United States” (Jan. 2011), available at 

http://www.guttmacher.org/pubs/ fb_induced_abortion.html (last visited Apr. 20, 2011). In 2008, Planned 

Parenthood reported that it had performed 324,008 abortions, or 26.8 percent of the abortions reported that year. 

See “Fact Sheet: Planned Parenthood Services” (Sept. 2010), available at http://www.planned 

parenthood.org/files/PPFA/fact_ppservices_2010-09-03.pdf (last visited Apr. 20, 2011). 

 

4
“Planned Parenthood Federation of America, Annual Report 2009-2010,” Planned Parenthood Federation of 

America, December 2011, accessed September 27, 2012, http://issuu.com/action 

fund/docs/ppfa_financials_2010_122711_web_vf?mode=window&viewMode=doublePage 

 

5
S.K Henshaw, “Unintended Pregnancy in the United States,” Family Planning Perspectives 30.1 (1998): 24-29, 46; 

R.K. Jones and M.L. Kavanaugh, “Changes in Abortion Rates Between 2000 and 2008 and Lifetime Incident of 

Abortion,” Obstetrics & Gynecology 117.6 (2011): 1358-66. 

 

6
Gonzales v. Carhart, 550 U.S. 124 (2007), p. 28-29. 

 

7
Clarke Forsythe, “Commentary on a 40 Year Old Medical Opinion Misses Numerous Points,” Americans United for 

Life, August 24, 2012, accessed September 7, 2012, http://www.aul.org/2012/08/commentary-on-a-40-year-old-

medical-opinion-misses-numerous-points/ 

http://www.guttmacher.org/pubs/fb_induced_abortion.html
http://www.plannedparenthood/
http://www.plannedparenthood/


Crisis Pregnancy Coaching 201 

Light University                                                                                       139 

 

Appendix A 

Legal Resources 

Books and Manuals  

Legal Solutions: a Legal Resource for Life-affirming Pregnancy Help Organizations, 

available for purchase at: www.care-net.org 

Defending Life: A State-by-State Legal Guide to Abortion, Bioethics, and the End of Life. 

Electronic copies available for free at http://www.aul.org/defending-life-2012-contents  

Abortion Law 

State Regulations: http://www.aul.org/your-state/  

Abortion Coercion Materials 

The Justice Foundation Center Against Forced Abortions: 

http://thejusticefoundation.org/cafa/ 

 

The Lewin Group: State by State Laws on Statutory Rape 

http://www.lewin.com/Lewin_Publications/Human_Services/StateLawsReport.htm 

 

The Guttmacher Report on Public Policy: Minors and the Right to Consent to Health Care 

http://www.guttmacher.org/pubs/tgr/03/4/gr030404.html 

http://www.care-net.org/
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Abstract 

This session will educate participants on abortion procedures, risks, and research. Coaches will 

learn how to educate and empower their clients in an effective way. Participants will become 

aware of how they may be affected by compassion fatigue, and will learn how to cope while 

working with abortion-minded clients. This is difficult material to process for anyone and may 

be particularly stressful to those who have abortion in their past. Any concerns should be 

discussed with the pregnancy center director before continuing with this section. For those who 

complete this section, a lengthier debriefing is recommended to aid in processing thoughts and 

feelings in more detail. 

 

Learning Objectives 

 

1. Participants will study abortion procedures. 

 

2. Participants will be able to articulate the risks of abortion based on current research. 

 

3. Participants will be able to identify the characteristics and symptoms of compassion 

fatigue. 
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Caution – The material in this section contains drawings depicting  

abortion procedures that are graphic in nature. Discretion is advised. 

 

I. Medical Accuracy 

A. Medical Accuracy is the provision of information that is derived from material found in 

reliable medical resources. 

 

 

B. Reliable Medical Resources 

1. Scientific studies 

 Reliable, quality studies are well designed, controlled, and contain adequate 

numbers of subjects. The findings are duplicated by additional studies, and the 

results are statistically significant. Such studies are typically found in peer-

reviewed journals, such as the New England Journal of Medicine. 

 

2. Publications from nationally recognized authorities 

 These include the NIH (National Institutes of Health), the CDC (Centers for 

Disease Control), and top university hospitals and medical schools. 

 

3. Websites: 

 Be careful when referring to websites. There are no real mechanisms in place to 

assure the validity of any given website and its material. 

 Look for sites that publish footnotes and references indicating where the 

information was derived. 

 Examples: www.medinstitute.org or www.wecareexperts.org 

 

4. Medical Textbooks 
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5. Recent and Representative:  

• Cite current articles: recently (time frame can vary, depending upon the topic) 

published information on a topic. 

• Okay to include older seminal or landmark studies.  

 Review articles are often good choices because they combine multiple studies on 

a given topic.  

 A single study may not be solid evidence unless there are large numbers of study 

participants (thousands).  

 Selected data reflects the prevailing evidence: Does the study’s conclusions 

represent the basic consensus on this topic?  Or, do most of the studies in the 

database point to a different conclusion? 

 

6. Care Net’s Before You Decide brochure: this publication is regularly updated and 

reviewed by Care Net’s Medical Advisory Board 

 

 

C. Quality Assurance 

1. Develop policies and procedures that assure: 

 Abortion education materials reviewed and approved by medical director or 

other qualified professional; this is critical 

 Abortion risk information supported by reliable and recognized sources 

 Rigorous training and supervision of client advocates/phone staff 

 

 

II. Awareness 

A. According to the Guttmacher Institute, at least half of American women will experience 

an unintended pregnancy by age 45, and, at current rates, one in 10 women will have an 

abortion by age 20, one in four by age 30, and three in 10 by age 45.1 
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B. Many who come to volunteer and work in this ministry come precisely because they 

have been affected by abortion, either personally or through a family member or close 

friend. 

 

C. This material is difficult to receive, but is even more potentially distressing to those 

affected by an abortion experience.  

 

D. Care Net advocates the use of positive images to most effectively demonstrate fetal life 

and educate on pregnancy options. Clients are always given the option of accepting or 

declining to receive or view any educational materials.  

 

E. No gruesome images are included, however, there will be a few illustrations depicting 

abortions at various gestational ages.   

 

F. The goal is to equip participants with the information to help other women understand 

exactly what they are considering for themselves and their babies.  

 

G. Educational materials for client use should be reviewed by a qualified professional for 

content accuracy. 

 

H. No client will ever be asked, pressured, or coerced to view abortion education materials 

which she or he has indicated a desire not to see. 

 

 

III. Medical (also called “Medication”) Abortion2 

There are three medications used for the purposes of inducing an abortion: Mifeprex 

(mifepristone + misoprostol); Methotrexate and Misoprostol . 
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A. Mifeprex (mifepristone + misoprostol)3, 4, 5, 6, 7 

1. This drug has been approved by the FDA for inducing abortion up to 49 days into 

pregnancy (as measured from the woman’s last menstrual period). 

 

2. Extensive patient agreement signed before initiating the procedure8 

 

3. Three visits:  

 Day 1: Three tablets of 200 mg of Mifeprex orally at once 

 Day 3:Two tablets of 200 mcg of misoprostol orally at once 

 Day 14: The patient must return to confirm that a complete abortion has 

occurred. If not, surgical abortion is recommended to manage medical abortion 

treatment failures. 

 

4. This drug is used off label throughout the first trimester and into the second 

trimester. 

 

5. This is a regimen that involves two different medications. The first pills block the 

embryo’s attachment to the uterus causing the blood supply to the baby to be 

disrupted, resulting in his death. The second pills cause contractions that expel the 

embryo and uterine contents. 

 

6. Mifeprex (the brand name) also called “The Abortion Pill”. Synonyms include RU-

486, and Mifepristone (the generic name). It is an anti-progesterone meaning that it 

blocks the effects of progesterone on the body. Progesterone is a female hormone 

critical to the maintenance of pregnancy.   

 

7. As of 2008, Mifeprex accounted for approximately ¼ of all induced abortions before 

nine weeks.9 
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8. Side effects10, 11, 12, 13 

 Bleeding: one in 100 women need a D&C (a scraping of the uterus), to stop the 

bleeding. Bleeding typically lasts for an average of 9 to 16 days 

 Death14: Up to April 2011, the FDA reports 14 fatalities among users. 

 Infection:15, 16 The FDA warns of rare cases of fatal septic shock.   

 

FDA Box Warning:17 

“Serious and sometimes fatal infections and bleeding occur very rarely following 

spontaneous, surgical, and medical abortions. Ensure that patient knows whom 

to call and what to do, including going to emergency room if provided contacts 

are not reachable, if experiencing sustained fever, severe abdominal pain, 

prolonged heavy bleeding, or syncope, or if experiencing abdominal 

pain/discomfort or general malaise >24 hours after taking misoprostol. Serious 

bacterial infections and sepsis can present without fever, bacteremia or 

significant findings on pelvic examination following an abortion; high index of 

suspicion is needed to rule out serious infection and sepsis. Prolonged heavy 

bleeding may be a sign of incomplete abortion or other complications; prompt 

medical/surgical intervention may be needed. Advise patients to take the 

Medication Guide with them when visiting an emergency room or another health 

care provider who did not prescribe the drug, so that provider will be aware that 

patient is undergoing medical abortion” 

 

Clostridia Sordellii identified, a bacteria found in low concentration in female 

reproductive tract. 

 

C. Sordellii infection is not accompanied by fever 

Symptoms from infection overlap with the expected Mifeprex side effects.  

Once infection is present, no identifiable window of opportunity for treatment : 

100% mortality rate18 
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 Failed abortion:19, 20 Means pregnancy continues (fetus may/may not be alive). In 

most cases, woman undergoes surgical abortion. 

Up to 49 days from the LMP: 8% failure rate 

50-56 days from the LMP: 17% failure rate 

57-63 days from the LMP: 22% failure rate 

 

 Fetal malformations:21, 22  misoprostol has been associated with certain types of 

birth defects among medication abortion ‘failures’ in the first trimester. Central 

nervous system and limb defects have been observed. 

 

 Unknown psychological impact of ‘self-aborting’: 

Self-administers pills 

Observes tissue that passes out of her body     

1 woman in the U.S. trial was hospitalized for depression after attempting 

suicide 

 

B. Methotrexate23, 24 

1. Originally approved by the FDA to treat certain cancers and rheumatoid arthritis. 

2.  Used off-label to treat ectopic pregnancies and for induced early abortions  

3. Stops growth of the rapidly dividing cells. 

4. It is given orally or injected. Misoprostol is given seven days later. 

5. Side effects: 

 Mouth ulcers 

 Low white blood cell count 

 Nausea and abdominal distress 

 Decreased resistance to infection 

 Reports of fatal toxicity 
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C. Misoprostol Alone 

1. Inserted vaginally 

2. Higher failure rate than the Mifeprex regimen 

3. Side effects are nausea, vomiting, and diarrhea 

4. Risks include central nervous system and limb defects for pregnancies that continue. 

 

 

IV. Surgical Abortion 

A. The following general information is for the coach and is not intended to be used with 

clients. 

 

 

B. Surgical Abortion Overview25, 26, 27, 28 

1. Surgical abortions are usually physician performed. There is a movement to train 

nurse practitioners and other midlevel providers in abortion.29 

 

3. The Gestational Age (GA) determines the method of abortion. As the baby grows 

the uterus enlarges. The degree of anesthesia is dependent upon the patient’s need 

for comfort, the size of the uterus (due to the gestational age of the baby) and how 

far the cervix needs to be opened. 

 

4. The cervix is opened. 

 

5. The baby, placenta, and membranes are removed by: 

 Suctioning, scraping, and/or pulling out 

 The baby must be dead prior to removal from uterus 

 The uterus should be fully emptied 
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The following pages contain drawings depicting abortion procedures.  

You may skip ahead to page 157 to begin the next section of notes  

and avoid seeing these images. 

 

 

C. First Trimester Surgical Abortion:30, 31 This surgical abortion is done throughout the first 

trimester and is generally referred to as an “aspiration abortion”.  

1. Anesthesia: typically, local anesthetic is injected in the cervix. 

 

2. For very early pregnancies (4-7 weeks LMP), a long, thin tube is inserted into the 

uterus which is attached to a manual suction device and the embryo is suctioned 

out. 

 

3. Late in the first trimester, the cervix needs to be opened wider because the fetus is 

larger. It may be softened the day before using medication placed in the vagina 

and/or slowly stretched open using thin rods made of seaweed inserted into the 

cervix. The day of the procedure, the cervix may need further stretching by metal 

dilating rods. 

4. Plastic tube inserted into the uterus and suction is applied by an electric or manual 

vacuum device. The suction pulls the fetus’ body apart and out of the uterus. The 

doctor may also use a loop-shaped tool, called a curette, to scrape any remaining 

tissue out of the uterus. 

 

5. A suction tube is inserted into the uterus. 

 

6. A curette scrapes the wall of the uterus to loosen and remove remaining 

membranes and tissues.  
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D. Second Trimester Surgical Abortion: Dilation and Evacuation (D & E):32, 33 The majority 

of second trimester abortions are performed using this method.  

1. Up to 16 weeks is similar to the first trimester method. 

 

2. Greater degrees of anesthesia more common in second trimester surgical abortions. 

 

3. The cervix needs to be opened wider because the fetus is larger. This is done by 

inserting numerous thin rods made of seaweed (laminaria) a day or two before the 

abortion and/or giving other oral or vaginal medications to further soften the cervix.  

 

4. A larger suction device is used so that the fetal parts will pass through the tubing 

and into the collection jar. 
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5. After suctioning, remaining fetal parts are removed with a grasping tool (forceps). A 

curette (a loop-shaped tool) may also be used to scrape out any remaining tissue. 

 

6. Later Term Surgical Abortions: After about 16 weeks, much of the procedure is done 

with tools to grasp and pull fetal parts out through the cervical opening, as suction 

alone will not work due to the fetus’ size. Operator must keep track of what fetal 

parts have been removed so that none remain to become a source of infection.  

Lastly, a curette, and/or the suction machine are used to remove any remaining 

tissue or blood clots, which if left behind could cause infection and bleeding. Risk of 

complications higher. 
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 This procedure typically takes 2-3 days and is associated with increased risk to 

the life and health of the mother.  

 

 Because a live birth is possible, injections are given to cause fetal death. This is 

done to comply with the federal Partial-Birth Abortion Ban Act of 2003 which 

requires that the fetus be dead before complete removal from the mother’s 

body. The medications (digoxin and potassium chloride) are either injected into 

the amniotic fluid, the umbilical cord, or directly into the fetus’ heart.34 

 

 The remainder of the procedure is the same as the second trimester D&E.  

 

 Fetal parts are reassembled after removal from the uterus to make sure nothing 

is left behind to cause infection. 

 

 

E. Intact D&E: An alternate technique, called “Intact D&E” is also used. The goal is to 

remove the fetus in one piece, thus reducing the risk of leaving parts behind or causing 

damage to the woman’s body (such as from pulling jagged bone fragments through the 

cervix). This procedure requires the cervix be opened wider; however, it is still often 

necessary to crush the fetus’ skull for removal as it is difficult to dilate the cervix wide 

enough to bring the head out intact. 

 

 

F. Medication Methods for Second Trimester Induced Abortion35, 36 

 This technique induces abortion by using medicines to cause labor and eventual 

delivery of the fetus and placenta. Like labor at term, this procedure typically 

involves 10-24 hours in a hospital’s labor and delivery unit. Digoxin or potassium 

chloride is injected into the amniotic fluid, umbilical cord or fetal heart prior to 
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labor to avoid the delivery of a live fetus. The cervix is softened with the use of 

seaweed sticks and/or medications. Next, oral mifepristone and oral or vaginal 

misoprostol are used to induce labor. In most cases, these drugs result in the 

delivery of the dead fetus and placenta. The patient may receive oral or 

intravenous pain medications. Occasionally, scraping of the uterus is needed to 

remove the placenta. 

 

 Potential complications include hemorrhage and the need for a blood 

transfusion, retained placenta and possible uterine rupture (splits open). 

 

 

V. Abortion Risks37, 38 

A. In the U.S., data on abortions are not comprehensive due, in part, to incomplete 

reporting as well as the relative lack of record keeping connecting abortion to 

complications. The Centers for Disease Control (CDC) requests data from individual 

states, but not all states are mandated to report, and within other states, there is often 

spotty reporting, not including all counties. There is no enforcement mechanism for 

states that fail to report39, 40 

 

 

B. We do not have nationalized medicine, where all abortions are listed in databases and 

any complications are a matter of record. 

 

 

C. Scientific bias further contributes to this problem by selective data collection among 

certain researchers and skewed interpretation of results from studies. 
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D. Induced abortion carries the potential for immediate complications to occur such as 

bleeding, infection and/or damage to internal organs. Such complications happen 

infrequently during first trimester abortions, but the risk rises with increasing 

gestational age. It is standard medical practice for the physician to list all the potential 

complications of a given procedure, even if the risk is extremely low. 

 

 

E. According to the Guttmacher Institute, the risk of dying from a surgical abortion 

performed under 8 weeks is approximately 1 in a million. While that is a very low 

number, if you are that one, it matters, and you have a right to know what risks you are 

facing.41 

 

 

F. Beyond the immediate risks, there is evidence in the medical literature that induced 

abortion can be associated with significant loss of both emotional and physical health 

long term.42 

 

 

G. The immediate risks of surgical abortions: 

1. Bleeding43, 44 

 As with any pregnancy outcome, some level of bleeding is to be expected during 

and after an abortion 

 Various factors may contribute to a greater risk of bleeding. Damage to 

structures, the presence of infection, failure of the uterus to contract down after 

the procedure can all lead to heavier bleeding. 

 If the cervix is torn or the uterus is punctured by the instruments, heavier 

bleeding is more likely. If a significant hemorrhage occurs, a blood transfusion 

may be necessary. 
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2. Infection45, 46, 47, 48 

 Any surgical procedure carries the risk of infection. 

 Although the vagina is prepped with cleansing solution and sterile instruments 

are used, simply placing instruments in the uterus carries the risk of 

contamination. 

 Pelvic infections can cause scarring of the pelvic organs. 

 Tissue left behind acts as an ideal growth source for any bacteria present and 

may lead to sepsis, a form of total body infection, which can be life-threatening. 

 The use of antibiotics reduces the risk of this complication. 

 Ask if the client has had any sexually transmitted infections (STIs), or has been 

tested recently. If she has had multiple partners, or is in an unstable relationship, 

it is advisable that she be tested before any abortion. Many STIs are without 

symptoms and could be present without her knowledge. 

 

 

3.  Damage to organs49, 50 

 Surgical instruments can damage the cervix, uterus, and vagina. If the suction 

catheter inadvertently punctures the uterus during the procedure, it can damage 

surrounding pelvic structures such as the bowel and blood vessels. If this occurs, 

further surgery may be necessary. 

 The likelihood of these complications goes up with increasing gestational age of 

the baby. 

 

 

4.  Rh Sensitization51 

• Every pregnant woman should receive blood type testing to learn if her blood 

type is “Rh positive” or “Rh negative”.  Pregnant women who are Rh negative 

should receive Rhogam, an injection given to prevent the formation of 

antibodies that may harm the baby. If an Rh negative woman does not receive 
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Rhogam with each pregnancy, she may develop antibodies which can cause 

serious complications with her next pregnancy.  Rhogam is needed for Rh 

negative women who undergo abortion. 

 

 

5. Anesthesia52 

• Complications from general anesthesia used during abortion surgery may result 

in convulsions, heart complications, and in extreme cases, death. 

 

 

6. Death53, 54 

 In extreme cases, complications from abortion (excessive bleeding, infection, 

organ damage from a perforated uterus, and adverse reactions to anesthesia) 

may lead to death.  

 The risk of death immediately following an induced abortion performed at or 

below 8 weeks is extremely low (approximately 1 in a million) but increases with 

length of pregnancy.  

 From 8 weeks to 16-20 weeks, the risk of death increases 30 times 

 From 8 weeks to 21 weeks and over, it increases 100 times (1 in 11,000). 

 “Abortion is safer than childbirth” disputed: several studies have noted an 

increased risk of death with induced abortion as compared to childbirth in the 

year following the event (birth or abortion)55, 56, 57, 58 

 

 

 

H. Long term risks of surgical abortions: 

1. Preterm Birth59, 60 ,61, 62, 63, 64, 65 
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 The scientific literature carries dozens of studies that have repeatedly 

demonstrated that women who have one or more induced abortions carry a 

significantly increase risk of delivering prematurely in the future. 

 Preterm delivery is a major risk factor for cerebral palsy and other complications 

of prematurity such as respiratory, bowel, and eye problems. 

 Even abortions done very early in gestation where no cervical dilatation is 

required are associated with an increased risk. 

 

 

2. Breast Cancer:66, 67, 68, 69, 70, 71  

Medical experts continue to debate the association between abortion and breast. 

Research has shown the following: 

 Protective effect of carrying the pregnancy to term: Carrying a pregnancy to full 

term gives a measure of protection against breast cancer, especially a woman’s 

first pregnancy. Terminating a pregnancy results in loss of that protection. 

During pregnancy, breast tissue grows dramatically and glands mature in 

preparation for lactation after delivery. Not until 32 weeks of pregnancy have 

been completed is the breast tissue mature enough to be rendered relatively 

more cancer resistant. This is why women who deliver prematurely before the 

32nd week have a higher risk of developing breast cancer. 

 Many reliable studies conclude that induced abortion is a risk factor for 

developing breast cancer. 

 

 

3. The psychological impact of abortion: Following abortion, many women experience 

initial relief. The perceived crisis is over and life returns to normal. For many women, 

however, the crisis isn’t over. Months and even years later, significant problems 
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develop. There is evidence that abortion is associated with a decrease in long-term 

emotional and physical health72, 73, 74, 75   Scientific evidence indicates that abortion is 

more likely to be associated with negative psychological outcomes when compared 

to miscarriage, or carrying an unintended pregnancy to term76, 77 

 A number of studies from national representative samples indicate that abortion 

significantly increases the following mental health problems: 

Depression78, 79, 80, 81 

Anxiety82, 83, 84 

Substance abuse85, 86, 87, 88, 89 

Post-traumatic stress disorder90, 91 

Suicidal ideation and behavior92, 93, 94, 95 

 

 Relationship Impact: Many couples choose abortion believing it will preserve 

their relationship. 

Research on this topic reveals just the opposite.96, 97 Couples who choose 

induced abortion are at increased risk for relationship problems. Women 

experiencing lack of support and pressure to abort from their partners were 

more likely to choose abortion. 

 

 World Expert Consortium for Abortion Research and Education (WECARE): A 

group of international research scientists studying the physical, psychological 

and/or relational effects of abortion on women and those closest to them. 

 

 www.wecareexperts.org 

 

VI. Weariness in Well-doing 

“My soul is weary with sorrow; strengthen me according to your word.”—Psalm 119:28 
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A. Compassion Fatigue: A negative emotional state that develops in an empathetic 

individual as a result of exposure to another’s trauma. Symptoms of compassion 

include: 

1. Dwelling on a client 

 

2. Avoidance 

 

3. Sleep disturbances 

 

4. Depression, anxiety 

 

5. Headaches, upset stomach 

 

6. Blaming self 

 

 

B. Compassion fatigue is similar to Post Traumatic Stress Disorder (PTSD). 

 

 

C. When a client chooses an abortion: 

1. We must rest in the Holy Spirit and trust in Him to work in her life. 

 

2. Part of our work is to grieve and stand in the gap, remember these short lives, and 

pray for these women. 

 

D. Factors that increase your vulnerability to compassion fatigue: 

1. The gift of mercy 

2. Depth of empathy 
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3. Length of exposure 

4. History of trauma 

5. Unclear boundaries 

6. History of emotional issues 

7. Lack of adequate support 

8. Lack of training and awareness 

 

 

E. Prescription for Weariness: Remembering the calling to this work is powerful protection 

against discouragement and compassion fatigue.  Prayer is the fence of protection 

against the attacks of the enemy.  Just as God is the one who saves, His Holy Spirit is the 

one who does the work of changing the hearts and minds of our clients. Use God’s Word 

to plant seeds of hope, life, and faith in your clients and to refresh your soul.  

 

“Like cold water to a weary soul is good news from a distant land.”—Proverbs 25:25 

 

“Do you not know? Have you not heard? The Lord is the everlasting God, the Creator of 

the ends of the earth. He will not grow tired or weary, and His understanding no one can 

fathom.”—Isaiah 40:28 

 

“He gives strength to the weary and increases the power of the weak.”—Isaiah 40:29 

 

“Come to me, all you who are weary and burdened, and I will give you rest.”—Matthew 

11:28 

 

“Let us not become weary in doing good, for at the proper time we will reap a harvest if 

we do not give up.”—Galatians 6:9 
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F. Debriefing: The R.A.P. Session 

1. Review the visit 

 

2. Analyze what worked and what didn’t  

 

3. Processing 

 Express your doubts and fears 

 Modify your future approach 

 Let go and let God: we cannot control how our clients respond to the 

information we provide, be it verbal, written, or ultrasound images. 

 

 

G. Know Thyself: It is essential for those in the helping profession to be aware of their 

strengths and points of vulnerability.  

1. Personality type 

2. Spiritual gifts 

3. Take personality and spiritual gift assessment 

4. Deal with ‘baggage’ 

 

 

H. Personal Support Network 

1. Friends 

2. Co-workers: One of the joys of pregnancy center work: full of people who 

understand and are good listeners!  

3. Family 

4. Church family 
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I. Gain a New Perspective: Spend time in the Word to see through God’s lens more and 

more. It is an awesome responsibility and privilege to enter into another person’s life 

during a time of crisis. One outcome becomes clear:  

1. Those who work with the suffering suffer because of the work. 

2. “For just as the sufferings of Christ flow over into our lives, so also through Christ 

our comfort overflows.”—II Corinthians 1:5  

3. We get to comfort those with the comfort we have received. “ 

 

 

J. Emotional Response 

1. Allow yourself to feel. 

2. Take time to enter the moment. 

3. Grieve the losses. 

 

 

K. Memorials and Standing Stones 

1. Photo albums of ultrasound images 

2. Book of Remembrances 

3. Annual memorial service 

4. Light a candle 

5. Expect grief, allow it and work through it. God in His great mercy has given the world 

this ministry precisely because He does not wish to see any more perish, but also 

because He knows that His followers are the only ones who can offer true healing 

and redemption. 
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VII. Options Counseling 

A. Our clients come with strong emotions, convinced that abortion is the only option. They 

are seeking honest answers. 

 

 

B. Guiding Principles: 

1. RESPECT 

 TRuth in Love 

 Educate 

 Support 

 EmPower  

 Encourage 

 UnConditional love and acceptance 

 Trust in the Holy Spirit 

 

 

2. Be willing to say difficult things so that they know. “You shall know the truth and the 

truth shall set you free.”—John 8:32 

 

 

3. The goal is to educate: 

 Use clear and simple language without exaggeration 

 Share information reflecting present day practices (accurate, up-to-date 

information) 

 Stick to the facts using reliable references 

 Clients benefit from factual information that empowers informed decision-

making 

 Focus on the client’s needs and adopt an agenda-free, neutral tone 



Crisis Pregnancy Coaching 201 

Light University                                                                                       165 

 

4. Empower 

 Adopt a positive approach 

 Use tools that display the beauty of fetal development 

 Avoid gruesome images or provocative descriptions of procedures (“baby is 

murdered”).  

 

5. Encourage literally means to “put courage into.” Our clients are at all-time low 

points in their lives. They feel trapped and perhaps beaten down by their 

circumstances. As God’s people, we are uniquely equipped with the power of God’s 

Word to truly build our clients up. 

 

6. Love and acceptance: The last thing clients need is to be judged. It is not our place 

to pass judgment. We ALL have fallen short of the glory of God and our 

righteousness is as filthy rags. We are no different than our clients except that we 

are covered by the blood of the Lamb and are listening to the Shepherd’s voice. We 

can point the way to healing and wholeness and share our own story of brokenness. 

 

7. Trust the Holy Spirit: We can no more cause our clients to choose life for their 

babies than we can cause them to be saved. This is totally the work of the Holy 

Spirit. We are the hands and feet of Jesus; He is the heart surgeon. 

 

 

 

VIII. Role Play with Lindsay Closson, B.A. 

A. Notes: __________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 
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B. Reactions: _______________________________________________________________ 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

 

“The Spirit of the Sovereign Lord is on me, 

    because the Lord has anointed me 

    to proclaim good news to the poor. 

He has sent me to bind up the brokenhearted, 

    to proclaim freedom for the captives 

and release from darkness for the prisoners 

to proclaim the year of the Lord’s favor 

    and the day of vengeance of our God, 

to comfort all who mourn and provide for those who grieve in Zion— 

to bestow on them a crow of beauty 

    instead of ashes the oil of joy instead of mourning, 

and a garment of praise instead of a spirit of despair. 

They will be called oaks of righteousness, 

 a planting of the Lord for the display of his splendor.”—Isaiah 61:1-3 
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Abstract 

This session will educate clients on the potential long-term impact of an abortion through the 

development of Post Abortion Stress Syndrome. The presenters discuss how to identify 

depression and anxiety in a post-abortive woman and how to create a safe place that invites 

her to share her story. Common prejudices toward women who have had abortions are also 

discussed, as well as the need for crisis pregnancy coaches’ personal healing, if abortion is part 

of their past. 

 

Learning Objectives 

 

1. Participants will be able to identify the symptoms of Post Abortion Stress Syndrome. 

 

2. Participants will learn the importance of their own personal healing and will be able to 

identify the ways in which they may seek healing prior to working with clients. 

 

3. Participants will explore how to walk with a woman and process her abortion story in 

such a way that encourages self-forgiveness and healing. 
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I. Introduction to Post Abortion Stress Syndrome 

A. There is great isolation and alienation around the issue of Post Abortion Syndrome. 

Women who are hurting often don’t know where to turn. 

 

B. Pregnancy coaches need to be equipped to minister hope and healing through God’s 

Word and through a tangible program. 

 

C. Defining Post Abortion Syndrome 

1. It is the observation of symptoms of stress in persons who have been involved in an 

abortion. 

2. It is not seen typically until 3-5 years or more following an abortion, but may also 

occur immediately. 

3. It is a combination of stressors that occur following abortion including depression, 

anger, anxiety, and grief. 

 

 

II. Recommendations for Crisis Pregnancy Coaches 

A. Go Through Your Own Healing. If you have had an abortion and want to help others, 

you have to go through healing yourself first. 

 

B. Examine Your Heart. You may need to examine your heart to see if there’s any 

prejudice there towards women who have had an abortion. Ask God to give you 

compassion. We all have prejudices. Take some time to identify your area of weakness: 

1. Prejudice toward those who had an abortion as a Christian 

2. Prejudice toward those who had more than one abortion 

3. Prejudice toward those who had an abortion after marriage 

4. Prejudice toward those who had a late-term abortion 
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C. There’s No Room for Judgment in crisis pregnancy coaching. Anyone who wants to 

coach a post-abortive woman needs to be well-trained and prepared to offer genuine 

compassion, rather than prejudice. 

 

 

III. Indicators of Post Abortion Stress: 

Dr. Anne Speckhard, in a 1985 study of a non-representative sample of thirty women 

studied for their high stress responses to abortion, researched "long-term 

manifestations of abortion" (5-10 years), and found that 81% of mothers reported 

preoccupation with their aborted child, 54% had nightmares, 35% had perceived 

visitations with their child, and 96% felt their abortion had taken a human life.1 

 

This along with many other studies found PTSD responses in women who were 

specifically studied because they had suffered after their abortions. Not all women 

suffer to this extent and the best estimates of how many of all women having abortions 

develop post traumatic responses varies from expert to expert. Speckhard estimates 

that it is likely more than twenty percent of ALL women who have abortions, many 

prochoice researchers say it's less than a fraction of one percent and many pro-life 

researchers give quite high estimates.2 
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A. Top Indicators of Post Abortion Stress Syndrome 

1. Frequent crying and grief reactions 

 

2. Flashbacks of the abortion (similar to PTSD and reactions to other traumatic events) 

 Environmental triggers: Hospital visit, doctor’s office, dentist’s office 

 Emotional triggers: Sights, sounds, smells associated with the abortion  

 Experiential triggers: Baby showers, baby section at the grocery store 

 

3. Reoccurring anxiety from unresolved grief and guilt 

 Hands shaking, sweating 

 Inability to focus or concentrate 
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4. The inability to find a place to go for healing 

 

5. Anniversary reactions 

 Date of abortion, time when baby would have been born 

 Symptoms of illness, anxiety, depression 

 

6. Other maladaptive behaviors 

 Increase in drug/alcohol use (pain reliever) when there seems nowhere to go with 

grief and guilt 

 Cutting behavior to numb the pain 

 

7. Communication issues 

 

8. Decision making difficulties 

 Preoccupied with the fear of making a wrong decision again 

 

9. Romantic relationship difficulties 

 Great desire for intimacy, but afraid of becoming pregnant again 

 Extremes of running to relationships to numb the pain, but holding back 

emotionally out of fear 

 Inability to build a healthy relationship 

 

10. Difficulty bonding with children 

  If a woman hasn’t grieved the loss of her aborted child, it is often difficult to 

bond with a child who is present. 

 Some women become super-protective of their child, while others have a difficult 

time relating to their child at all. In both cases, women struggle to genuinely love 

because of crippling fear that something tragic will happen and they will lose this 

child as well. 
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11. Depression 

 Usually lifts when grief and loss resolved and healing and forgiveness experienced 

 Experience needs to be processed 

 

 

IV. Crisis Pregnancy Coaches Create a Safe Place for Recovery 

A. Being able to talk about an abortion more freely is a good sign that healing is taking 

place. We overcome by the blood of the Lamb and the word of our testimony 

(Revelation 12:11). As you heal from a past abortion, God may direct you to share your 

story with a client. 

 

 

B. Self-disclosure: If a crisis pregnancy coach has been through her own personal healing 

and has made a safe place for the client, it is okay to share. Not compulsively, but when 

you feel God’s prompting. And not of your own need for healing. It’s not your session. 

It’s the client’s session. 

 

 

C. The question, “Would you like to talk with someone who’s been through an abortion?” 

is a good door-opener to assess the client’s openness and interest in hearing your story. 

 

 

D. What makes crisis pregnancy coaching a safe place? 

1. Be welcoming. This will look different in different places, but avoid being baby-

focused in the way you decorate your center. Be woman-focused and beauty-

focused. Choose artwork and lighting strategically. 
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2. Be private and confidential. The room where you meet with your client should be 

quiet, comfortable, and softly lit. Avoid florescent lights. Always have a door that 

closes. The hallway outside should not be a high-traffic area. And, of course, you 

shouldn’t be interrupted during your session. 

 

3. Be warm. Introduce yourself. Offer your hand. Make eye contact. Communicate 

through your body language, facial expressions, and posture that you genuinely care 

about this woman and her story. 

 

 

V. Implications of Untreated Depression 

A. Studies have shown that untreated, unresolved depression can lead to suicidal thoughts 

and suicidal actions. 

 

 

B. As a crisis pregnancy coach, you can help give clients hope and provide a safe 

environment for them to work through their trauma. 

 

 

C. Many women want to commit suicide “so I can be with my baby in heaven.” Two 

common reactions include: 

1. Fear that “my child will hate me because I aborted him/her” OR 

2. A strong desire to “get to heaven to re-unite with my child” 

 

 

D. Often develops 3-5 years after the abortion 

1. Immediate feelings are often relief. Abortion is often viewed as a “quick fix.” 

Whatever drove a woman to get the abortion is now over. 
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2. Onset of depression depends on the woman. Sometimes, women feel grief and guilt 

immediately, but for most, these symptoms are insidious and slow to follow. 

 

 

E. Future pregnancy as a trigger for depression 

1. Being pregnant again often brings up the experience of past abortion. 

2. Many women rationalize, “This is going to be the pregnancy I always wanted,” but 

still thoughts of the past often come up, because brokenness begs for healing. 

3. Some women seek out help because they want to come to peace with the abortion 

before they have a new baby. 

 

 

F. Embracing the healing journey 

1. Many women believe if they have an abortion they will erase and eliminate the 

pregnancy—and never have to face it again. Yet, the memory and impact of the 

abortion lasts for years and years.  

2. God will heal and bring a woman to peace with it, but there is always the looking 

forward to the future, longing to be reunited. You never forget, but there’s a peace, 

that Jesus is taking care of those children and He has helped us come to terms with 

the guilt and sorrow. 

 

 

VI. Impact of Unresolved Guilt  

When guilt goes underground and is not acknowledged, how does that show up in 

women’s psychological health? 

 

A. Many counselors see post-abortive men and women in their offices who come in for 

eating disorders, emotional disorders, marriage difficulties, etc. While this may be their 

presenting problem, the underlying root is unresolved grief and guilt from an abortion. 
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B. What to include as part of the intake:  

1. Pregnancy history 

2. Pregnancy losses 

3. Difficulties with pregnancies 

Note: If the client leaves these lines blank, ask about it.  

 

 

C. Talking about a past abortion 

1. Remember that the fear of revealing you’ve had an abortion (or more than one) is 

usually very great. Probe a little bit, compassionately and gently.  

2. A good way to approach the topic is, “I really want to make sure we address 

everything that is going on, so that you can come to a place where you have full 

emotional health.” 

3. Once trust has developed, ask if there has been an abortion in the past. 

 

 

D. Why do women have a hard time admitting to multiple abortions? 

1. When abortion became legal, it was viewed as an escape route for those who made 

a mistake. But there’s an underlying judgment if you make that mistake again. 

2. Women judge themselves, and in our culture the judgment is “Why didn’t you use 

birth control?” or “What’s wrong with you that your birth control failed?”  

3. In God’s kingdom, women feel the judgment of having sinned by having sex outside 

of the marriage relationship that God ordained for sexual intimacy. 

 

 

VII. Coaching Men Affected by Abortion 

A. Understand that men need physical activity in order to open up. 
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1. Men need “a pool table in between their healing.” Men need healing also, but they 

process it somewhat differently. Women relieve their heartache and stress by 

talking, but men need something to act it out with. 

2. Men’s retreats that involve an activity (like fishing or camping) are often very 

effective in creating an environment where men feel safe enough to open up and 

share. 

 

 

B. Acknowledge the damage to a man’s masculinity 

1. Because God created men to be providers and protectors, these two areas are 

damaged.  

2. Today’s culture is full of men who have been damaged in their ability to provide for 

their families. They’ve lost hope in their masculinity. 

 

 

C. Look at the deeper anger issues 

1. Men are often very physical in their anger.  

2. Sometimes domestic violence is untreated post-abortion pain. 

 

 

D. Resources for men 

Healing a Father’s Heart: A Post-Abortion Bile Study for Men, Linda Cochrane and Kathy 

Jones, Baker Book House Co., PO Box 6287, Grand Rapids, MI 49561-6287. 

 

Men and Abortion – A Path to Healing, Catherine T. Coyle, Ph.D., Life Cycle Books, PO 

Box 420, Lewiston, NY 14092-0420, (800)214-5849, orders@lifecyclebooks.com. 

 

Forgotten Fathers, Vincent Rue, Life Cycle Books, PO Box 420, Lewiston, NY 14092-0420, 

(800)214-5849, orders@lifecyclebooks.com. 

mailto:orders@lifecyclebooks.com
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VIII. The Counseling Profession’s Response 

Do professional counselors usually acknowledge the impact of abortion on their clients?  

 

A. It’s happening, but there needs to be more. This issue is becoming more recognized in 

the Christian counseling experience, and some schools/universities are becoming 

involved. 

B. The goal is to have referrals to Centers from local counselors who are working with 

clients struggling with eating disorders, relationship issues, unresolved depression and 

also have a history of abortion. 

 

 

C. The point of view of the counselor plays an important role. If he/she is open to 

understanding the true impact of abortion, they are more likely to refer their client to a 

Center for additional help. 

 

 

D. Many people fear talking about abortion because they think it may communicate 

judgment that pushes the client away. But asking about a woman’s history offers her the 

opportunity to tell her story. You may be the very first person she has ever told. This is 

such a privilege! 

 

 

E. Centers should make sure to contact counselors in their area, let them know the 

services they offer, and that they’re open to referrals. Make sure to clarify that this 

doesn’t mean you are trying to take a client away! You’re offering additional help to 

focus on this area of need. 
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F. Scientific studies help underscore the need for treatment of Post Abortion Stress 

Syndrome 

1. Priscilla Coleman: Meta-analysis of all studies to date (complete list of published 

articles at http://www.bgsu.edu/colleges/edhd/directory/fcs/page57559.html)  

2. David Reardon: The Elliot Institute (www.afterabortion.org)  

3. Many forthcoming dissertations  

 

 

IX. Working with Post-abortive and Abortion-minded Clients 

A. How to process trauma as a crisis pregnancy coach 

1. When a woman comes to you hurting, invite her to tell and re-tell her story and 

encourage her along the way. 

2. Give her freedom to experience emotions and cry without shame.  

3. As a part of restitution and healing, women often want to speak out and share their 

testimonies publicly. (See organizations such as Silent No More and Operation 

Outcry) 

  

 

B. How to help a woman who does not want a Bible study 

1. There still is hope and healing in relationship. We know that the Word of God heals, 

but the process of building trust in the relationship also starts the process of healing. 

2. Meet with the client one-on-one and invite her to tell her story. 

3. Help her put a name to what she’s feeling. 

4. Let her process the emotions and be a safe place. 

5. When appropriate, incorporate the principles from Forgiven and Set Free. 

 

 

C. How to help an abortion-minded client 
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1. Slow down the process and help the woman move past the panicky feeling of “I have 

to do this right now!” 

2. Encourage her to take the time to look at all her options and all her circumstances 

and make a rational decision. 

3. Encourage her to make the decision based on the facts, not emotions. 

 

 

D. How to help a woman in her relationship with her parents 

1. If a client didn’t tell her parents about the abortion, the experience separates her 

and creates a wall. Part of healing is often going to the parents, sharing what 

happened and asking forgiveness. This opens the door for reconciliation. 

2. The greatest pressure is often the real or perceived pressure from someone else 

saying that the woman must abort. Even women who haven’t told their parents 

about being pregnant usually think their parents want them to have an abortion. 

3. If you are speaking with an abortion-minded client, encourage her to go to all the 

support people in her life and share that she is pregnant. This prevents secrecy, 

which starts the roots of depression, guilt, grief, shame, rage, anger, etc. that can 

linger on for years. 

4. When a woman does tell her parents, and her parents encourage her to have an 

abortion, this will affect the healing process. She will often have to work through 

anger and unforgiveness if she felt like she had no choice.  

 

 

X. Compelling Stories and Life Application 

A. Story 1: Girl who was raped 

1. Many people oppose abortion in general, but when it comes to the issue of 

rape/incest, they feel that’s a dividing line. They don’t acknowledge the fact that 

regardless of how the pregnancy began, it is traumatizing to the woman to have an 

abortion, and therefore is not a solution. 
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2. Abortion after rape/incest is trauma upon trauma. Children are a blessing from the 

Lord and within that blessing there is healing.  

 

 

B. Story 2: Woman who had multiple abortions 

1. We must always remember to ask about previous abortions when a woman comes 

in for a pregnancy test. Do not shy away from it. After you have been through your 

own healing and examined your own heart, provide a safe place for the client to tell 

her story and process. 

2. A good starting point might be, “How did you feel after your abortion?” Many 

women will be resistant and say, “It was fine.” You can go on and share that, “A lot 

of women experience difficulty afterwards—nobody wants to go through abortion, 

and usually there’s a lot of hard decisions surrounding it. How many weeks were 

you? Where did you go?” Draw your client out and give her an opportunity to talk.  

3. Many women feel discomfort with sharing that they’re hurting because they’ve 

always heard that abortion is safe and legal. This is an opportunity to present the 

Lord’s healing and forgiveness. 

4. It’s very important for coaches to remember that they have to be willing to 

acknowledge that abortion IS an option that people have. It is a choice they can 

legally make. So we can’t be afraid to bring it up or talk about it. We need to talk 

with women and fully prepare them for the possible consequences. If we shut 

ourselves down and don’t address them, we are more likely to nudge a woman into 

a defensive position where she will seek an abortion instead of being able to 

honestly look at all her options. 

5. Often, women have a hard time even saying the word “abortion.” Gently respond 

with, “If you choose an abortion this is what you’re looking at.” They need to come 

to grips with knowing that if they get an abortion, they will be saying, “I chose an 

abortion.” 
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XI. Conclusion 

A. Abortion was enacted in law “to give freedom and power to women,” but it is in fact 

affecting them in a negative manner and causing greater stress to women throughout 

the country. 

 

B. Many women feel as if they are being disloyal to the pro-choice movement if they talk 

about how much it hurts and they don’t think pro-life movement will accept them.  

 

C. We have to be very vocal that “we offer compassionate help to those who’ve chosen 

abortion.” We must be very pro-active in making that part of our services. Many pro-

choice people are hurt after an abortion but have nowhere to go.  

 

D. Many counselors have difficulty acknowledging and recognizing the impact of abortion. 

As crisis pregnancy coaches, we need to acknowledge, “This hurt you because you lost a 

child.” This kind of dialogue gives a woman permission to grieve her loss—because she 

has indeed lost something. 

 

 

XII. Post-Abortion Resources 

Books: 

Forgiven and Set Free, Linda Cochrane, Baker Book House Co., PO Box 6287, Grand 

Rapids, MI 49561-6287. 

 

The Path to Sexual Healing: A Biblical Study, Linda Cochrane, Baker Book House Co., PO 

Box 6287, Grand Rapids, MI 49561-6287. 

 

Healing a Father’s Heart: A Post-Abortion Bile Study for Men, Linda Cochrane and Kathy 

Jones, Baker Book House Co., PO Box 6287, Grand Rapids, MI 49561-6287. 
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A Time to Heal, Linda Cochrane, Susan V. Fitch, Valley Publishing. Available from Care 

Net Care Net, 109 Carpenter Drive #100, Sterling, VA 20164, (703) 478-5661, 

www.care-net.org. 

 

Her Choice to Heal: Finding Spiritual and Emotional Peace after Abortion, Sydna Masse 

and Joan Phillips, Ramah International, Inc., 1776 Hudson St., Englewood, FL 34223, 

(941)573-2188, www.ramahinternational.org. 

 

I’ll Hold You in Heaven, Jack Hayford, Life Cycle Books, PO Box 420, Lewiston, NY 14092, 

(800)214-5849. 

 

Aborted Women, Silent No More, David Reardon, The Elliot Institute, PO Box 7348, 

Springfield, IL 62791, (217)525-8202, dave12@famvid.com.  

 

Forbidden Grief: The Unspoken Pain of Abortion, Theresa Burke and David C. Reardon, 

Acorn Books, April 2002. 

 

Men and Abortion – A Path to Healing, Catherine T. Coyle, Ph.D., Life Cycle Books, PO 

Box 420, Lewiston, NY 14092-0420, (800)214-5849, orders@lifecyclebooks.com. 

 

 

Booklets/Brochures:  

“National Memorial for the Unborn,” National Memorial for the Unborn, Ann Swafford, 

Director, 6230 Vance Rd., Chattanooga, TN 37421, (800)505-5565. 

 

“When Pain Won’t Go Away: Dealing with the Aftereffects of Abortion,” Tim Jackson, 

RBC Ministries, PO Box 2222, Grand Rapids, MI 49555-0001, 

www.gospelcom.net/rbc/ms. 
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“Hope and Healing: When Someone You Know Has Had an Abortion,” Life Cycle Books, 

PO Box 420, Lewiston, NY 14092-0420, (800)214-5849, orders@lifecyclebooks.com. 

 

“Forgotten Fathers,” Vincent Rue, Life Cycle Books, PO Box 420, Lewiston, NY 14092-

0420, (800)214-5849, orders@lifecyclebooks.com. 

 

 

 

Research and Networking Organizations: 

Elliot Institute 

David C. Reardon, Director 

PO Box 7348 

Springfield, IL 62-91-7348 

(217)525-8202 

www.afterabortion.org 

 

Abortion Recovery International Network 

5319 University Drive #252 

Irvine, CA 92612 

(949)378-5149 

www.abortionrecoverynetwork.org 

info@abortionrecoverynetwork.org 

 

Websites: 

Post Abortion Referrals – www.abortionchangesyou.org 

 

Abortion Facts – http://www.abortionfacts.com 

 

After Abortion (Elliot Institute) – www.afterabortion.org 

 

Care Net – www.care-net.org 
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Heartbeat International – www.heartbeatinternational.org 

 

Post-Abortion Chat Room – www.safehavenministries.com 

 

Ramah International – http://www.ramahinternational.org 

 

Silent No More – http://www.silentnomoreawareness.org 

 

Endnotes 

1
Anne Speckhard, Psycho-social Stress Following Abortion (Kansas City, MO.: Sheed & Ward, 1987).  

 

2
Ibid. 

http://www.silentnomoreawareness.org/
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Abstract 

Crisis pregnancy workers will encounter many people with issues of grief and loss.  It is critical 

for caregivers to have a basic understanding of grief and mourning but it is also critical that they 

understand the more subtle issues of unrecognized losses.  This session will offer students a 

basic understanding of the processes of grief.   It will address the types of grief specific to both 

unplanned pregnancy and pregnancy loss or abortion.  It will also address how to identify these 

"unrecognized" losses and give practical recommendations for helping. 

 

Learning Objectives 

 

1. Participants will be able to identify types of loss and grief common to unplanned 

pregnancy, pregnancy loss, and abortion. 

 

2. Participants will study disenfranchised grief or unrecognized losses and the potential 

consequences. 

 

3. Participants will be able to articulate crisis intervention techniques for identifying and 

validating unrecognized losses. 
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I. Statistics 

A. According to the American Pregnancy Association, every year in the United States 

approximately 2 million women will experience pregnancy loss:1 

1. 600,000 pregnancy loss through miscarriage 

2. 1,200,000 pregnancy loss through termination (abortion) 

3. 64,000 pregnancy loss through ectopic pregnancy 

4. 6,000 pregnancy loss through molar pregnancy 

5. 26,000 pregnancy loss through stillbirth 

 

 

B. Even when it is a loss that a woman has chosen, grief is still part of the healing process. 

 

 

II. What is “Grief”? 

A. Grief is a normal response to loss. 

 

B. We commonly recognize grief as a response to loss of a loved one through death but 

people may experience grief with any type of loss. 

 

C. There are common social and religious customs and rituals that help people in the 

grieving process. 

 

D. How rituals help people grieve: 

1. Helps them accept the loss 

2. Allows them to express emotion 

3. Opportunity to receive care and support while they mourn 

4. People surround them to share condolences and memories 

5. Helps them relocate the deceased to the past 
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III. Unrecognized Losses 

A. Disenfranchised Grief: “Grief that persons experience when they incur a loss that is not 

or cannot be openly acknowledged, socially sanctioned, or publically mourned.”2 

 

 

B. Very rarely do women who have had abortions get to grieve their loss. 

 

C. Consequences of Unrecognized/Ungrieved Losses: 

1. “The problem with suffering in silence is that you don’t have the support you need 

when you need it most.  Bottling up intense feelings leads to deep resentment and is 

stressful on the body, which can make you more vulnerable to illness.”3 

2. Physical Illness 

3. Depression 

4. Anxiety 

5. Addiction 

6. Relationship problems 

 

 

D. Types of losses experienced in an unplanned pregnancy situation: 

1. Loss of dreams 

2. Loss of a relationship due to the unexpected pregnancy 

3. Loss of the grandparents’ dreams for their child 

 

 

E. Experiencing grief in the present due to past, unrecognized losses. 

 

F. Grief is like a debt that we have to pay. 
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IV. Techniques for Effective Coaching in Cases of Unrecognized Loss 

A. Suspend Judgment 

1. Allow her the safety of a place to tell her story and grieve her loss. 

2. Allow all of those involved to grieve. 

 

B. Ask questions to determine if there are any unrecognized losses. 

 

C. Validate the loss and the pain and help the person understand that their feelings are 

legitimate. 

1. Shame and guilt can compound any grief. 

2. Clients need to be given the opportunity to work through this. 

 

D. Help the client learn how to respond to hurtful/ignorant remarks or statements. 

1. Secondary wounds: When one is already grieving something and others are 

disrespectful or say hurtful things in response to his/her situation. 

2. Others have the capacity to say things that make the grief tremendously deeper. 

 

 

V. Techniques for Grieving 

A. Coaches may help women acknowledge their loss and memorialize their baby in a way 

that they couldn’t or weren’t allowed before. 

1. Memorials 

2. Rituals 

3. Journaling/Letters 

 

 

B. By telling their story and grieving their loss, these women may now move forward with 

the new story—the new plan—that God has for their life. 
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VI. Referrals 

A. If, as you get into talking about a woman’s experience of abortion and grieving, you 

realize that she’s had much more significant consequences, such as clinical depression, 

anxiety disorders, panic attacks, addiction, abusive relationships, eating disorders, self-

mutilation, etc., you need to refer them to a professional Christian counselor 

immediately. 

 

B. Simply grieving the loss will not eliminate the mentioned consequences. 

 

 

VII. Spiritual Interventions 

A. Your presence in the woman and/or family’s lives will make an impact on them 

spiritually. 

1. Love them without judgment and condemnation. 

2. No sin that you see in your work as a crisis pregnancy coach is too much for the Lord 

to cover. 

 

 

B. Prayer is a therapeutic intervention. 

1. Even those who do not know the Lord rarely feel offended by prayer. 

2. “I don’t tell the girls about Jesus. But, I tell Jesus about the girls.” 
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Endnotes 

1
"Statistics", American Pregnancy Association, accessed September 7, 2012, 

http://www.americanpregnancy.org/main/statistics.html 

 

2
Kenneth Doka, Disenfranchised Grief: Recognizing Hidden Sorrow (New York: Lexington Books, 1989). 

 

3
Mary McCambridge, Foundation for Grieving Children. 
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Appendix A 

Grief and Loss 

Eric Scalise, Ph.D. 

 
Grief Defined 

 Grief can only be experienced when there has been a loss of an intimate 
relationship or some other object of concern, and/or affection. 
 

 We grieve because we love and the fact remains that sometimes, love hurts – 
otherwise we will withdraw from life, only to exist in an emotional exile – never able 
to benefit from or feel the joys of the human experience. 

 

 Grief is the active and intentional decision to face the pain associated with the loss. 
 

 Rarely are there easy answers to events that seem so inherently tragic and untimely 
– things like rape, suicide, murder, abduction, divorce, children with cancer, sexual 
abuse, the death of a spouse, natural disasters, a mastectomy, job loss, combat 
fatalities…the list is endless. 

 

 Over 2.5 million people die every year in this country. 
 

 Grief is also a normal response that often includes feelings of intense sorrow, anger, 
loneliness, depression, and possible physical symptoms. 

 

 There is no set timeframe for how long people should grieve – it can take months or 
in some cases, years. 

 
 

The Nature and Consequences of Grief 

 Grief is often crisis oriented. 
 

 Even though grief and loss are universal, how a person approaches the event and its 
aftermath, is unique and individual. 

 

 C.S. Lewis – “God whispers to us in our pleasures, speaks in our consciousness, but 
shouts in our pain. It is His megaphone to a deaf world.” 

 

 The pain is often crushing – sleep becomes fitful – questions constantly intrude into 
our waking moments…and sometimes our dreams at night. 
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 The “dark night of the soul” can be overwhelming at times and consume a person’s 
will to survive the emotional storm. 

 

 Factors that help determine the intensity, severity, and duration of a grief response 
include: 

 the type of loss that was experienced – violent death can be overwhelming 
 prior knowledge and anticipation 
 a person’s support systems or lack thereof 
 a person’s belief system 

 

 The most human of all questions are the “Why?” questions – Jesus asked a “Why?” 
question on the cross that was never answered. 

 
 
The Grief Cycle (Elisabeth Kübler-Ross – a doctor in Switzerland) 

 The Shock Stage – initial paralysis after becoming aware of the loss 

 The Denial Stage – trying to avoid the inevitable 

 The Anger Stage – the frustrated outpouring of bottled up emotion 

 The Bargaining Stage – seeking in vain for a way out 

 The Depression Stage – final realization of the inevitable 

 The Testing Stage – seeking realistic solutions 

 The Acceptance Stage – finally finding a way out 
 

 

Shock and Numbness

Denial and Disbelief

Emotional Release

Sense of Isolation

Self-Pity

Depression

Panic, Despair and Hoplessness

Guilt and Condemnation

Anger and Rage

Bargaining with God

Somatic Complaints

Feelings of Hostility

Trouble with Routine

Trying Old Ways

Trying New Ways

Reaching Out to Others

Hope Gradually Returns

AcceptanceLoss

 
 
 

 
 
 

 

“He was a man of sorrows and acquainted with grief.”  Isaiah 53:3 
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Complicated Grief 

 It’s when a person becomes “stuck” and struggles to break free from the powerful 
grip of traumatic circumstances – unresolved issues remain with little or no closure. 
 

 It’s an extreme version of normal feelings and can have some of the same symptoms 
of PTSD. 

 

 It’s not necessarily rooted in inadequate coping skills, but more connected to the 
original relationship with a person, object, process, etc. 

 

 Other symptoms include: 
 difficulty speaking about the event 
 constantly bringing up themes of death and/or loss (even in casual 

conversations) 
 ongoing sleep and/or appetite disturbances 
 sudden or radical changes in lifestyles and schedules 
 self-destructive behaviors 
 excessive avoidance and isolation 
 significant impairment in functionality at home, work, or school 
 strong reactions are triggered by minor events 

 

 One UCLA study showed that the brain reacts differently under conditions of 
complicated grief – the nucleus accumbens (the area where people experience 
reward and pleasure) is activated – may seem odd when first considered, but the 
researchers found that with the intense and painful longing of a person or object, it 
actually creates a neural path of increased seeking. 

 

 Approximately 10-20% of all grief is classified as complicated grief. 
 

 Dynamics that can lead to the formation of complicated grief include the following: 
 the mode of the loss was considered incomprehensible, senseless, tragic, or 

preventable – the Columbine or Virginia Tech shootings 
 the loss is considered exceptionally untimely – you see this with child deaths 
 the survivor feels a sense of guilt because they participated in the event that 

caused the loss 
 there was an extreme dependency on the lost loved one which provided 

much of the person’s sense of self-worth, self-confidence, or meaningfulness 
in life 

 the mourner’s work, family, or environmental circumstances disallow or 
discourage the expression of grief – military culture can be like that (“pain is 
weakness leaving the body”) 

 there is excessive attachment and proximity to a deceased person’s 
possessions 
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 there is a premature “jumping back” into normal activities without allowing 
time and space to grieve a loss 

  
 
 

"Surely our griefs He Himself bore, and our sorrows He

carried; yet we ourselves esteemed Him stricken, smitten

of God, and afflicted, but He was pierced through for

our transgressions, He was crushed for our iniquities;

the chastening for our wellbeing fell upon Him, and by

His scouraging we are healed."   Isaiah 53:4-5
 

 
 

Caregiving Tips 

 Encourage discussion about death before it occurs (e.g. in cases of long-term illness 
anticipating death). 
 

 Be physically present and available but don't assume that means there needs to be 
constant conversation. 

 

 Let the grieving person(s) know that expressing feelings is acceptable and beneficial, 
but not in such a way that they feel forced to do so. 

 

 Don't be overly surprised at outbursts of tears and anger, or withdrawal. 
 

 Help the grieving person make decisions without feeling the pressure to make major 
decisions right away if unnecessary (e.g. the selling of the home). 

 

 Gently challenge any pathological or irrational responses to the loss. 
 

 Let your support and concern also be toward the practical and tangible (e.g. meals, 
errands, watching the children, etc.). 

 

 Don't discourage grieving rituals when they can help bring closure, comfort and 
support. 

 

 Pray for and with the grieving person, comfort with your words and with Scripture, 
but don't preach or use religious clichés. 

 

 Help the person understand that grieving is a process and that what they are feeling 
is not necessarily abnormal. 
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A Theology of Suffering and Hope 
 
Bringing Balance 

 

 1 Thessalonians 4:13-14, 18 – “We do not want to be uninformed, brethren, about 
those who are asleep, so that you may not grieve as do the rest who have no hope. 
For if we believe that Jesus died and rose again, even so God will bring with Him 
those who have fallen asleep in Jesus…Therefore comfort one another with these 
words.” 
 

 1 Corinthians 15:16-20, 55-57 – “For if the dead are not raised, not even Christ has 
been raised; and  if Christ has not been raised, your faith is worthless; you are still in 
your sins. Then those also who have fallen asleep in Christ have perished. If we have 
only hoped in Christ in this life, we are of all men most to be pitied. But now Christ 
has been raised from the dead, the first fruits of those who are asleep…O death, 
where is your victory? O death, where is your sting? The sting of death is sin, and the 
power of sin is the law; but thanks be to God, who gives us the victory through our 
Lord Jesus Christ.” 

 

 Revelation 21:1-5 – “ Then I saw a new heaven and new earth; for the first heaven 
and the first earth passed away, and there was no longer any sea. And I saw the holy 
city, new Jerusalem, coming out of heaven from God, made ready as a bride 
adorned for her husband. And I heard a loud voice from the throne, saying, ‘Behold 
the tabernacle of God is among men, and He will dwell among them, and they shall 
be His people, and God Himself will be among them. And He will wipe away every 
tear from their eyes; and there will no longer be any death; there will no longer be 
any mourning, or crying, or pain; the first things have passed away.’ And He who sits 
on the throne said, ‘Behold, I am making all things new’ and He said, ‘Write for these 
words are faithful and true.’” 
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MLCPC 210: 

 

Forgiveness and Reconciliation: 

The Road to Recovery 

 

Eric Scalise, Ph.D. 
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Abstract 

This session will explain how coaches can move clients to a place of forgiveness. Dr. Scalise will 

detail the steps of forgiveness and will teach coaches biblical insights on forgiveness. 

Participants will learn how to walk clients through forgiveness and will learn how to explain the 

difference between forgiveness and reconciliation. 

 

Learning Objectives 

 

1. Participants will be able to articulate the definition of forgiveness when working with 

clients. 

 

2. Participants will be able to apply Scripture when working with clients through the 

process of forgiveness. 

 

3. Participants will study the path to freedom. 
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I. The Road to Recovery 

A. Building Blocks for Change and Transformation 

1. Step #1: Recognizing and Admitting 

“Let us examine and probe our ways, and let us return to the Lord.”—Lamentations 

3:40 

 

 

 

2. Step #2: Freeing Up the Emotions 

“As for me, I shall call upon God, and the Lord will save me. Evening and morning 

and at noon I will complain and murmur, and He will hear my voice.” 

—Psalm 55:16-17 

 

“Trust in Him at all times, O people; pour out your heart before Him; God is a refuge 

for us.”—Psalm 62:8 

 

 

 

3. Step #3: Renewing the Mind 

“And do not be conformed to this world, but be transformed by the renewing of 

your mind, so that you may prove what the will of God is, that which is good and 

acceptable and perfect.”—Romans 12:2 

 

“Therefore if you have been raised up with Christ, keep seeking the things above, 

where Christ is seated at the right hand of God. Set your mind on things above, not 

on the things that are on the earth. For you have died, and your life is hidden with 

Christ in God.”—Colossians 3:1-2 
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4. Step #4: Exercising the Will—the role of accountability 

“Now, therefore, fear the Lord and serve Him in sincerity and truth; and put away the 

gods which your fathers served beyond the River and in Egypt, and serve the Lord. If 

it is disagreeable in you sight to serve the Lord, choose for yourselves today whom 

you will serve: whether the gods which your fathers served which were beyond the 

River, or the gods of the Amorites in whose land you are living; but as for me and my 

house, we will serve the Lord.”—Joshua 24:14-15 

 

“Therefore, confess your sins to one another, and pray for one another so that you 

may be healed. The effective prayer of a righteous man can accomplish much.”—

James 5:16 

 

 

II. Commitment—Running in the Race 

“I have fought the good fight, I have finished the course, I have kept the faith; in the 

future there is laid up for me the crown of righteousness, which the Lord will, the 

righteous judge, will award to me on that day.; and not only to me, but also to all who 

have loved His appearing.”—2 Timothy 4:7-8 

 

"Therefore, since we have so great a cloud of witnesses

surrounding us, let us also lay aside every encumbrance

and the sin which so easily entangles us, and let us run

with endurance the race that is set before us, fixing our

eyes on Jesus, the author and perfector of our faith."

Hebrews 12:1-2

 

 

A. We need to recognize the things that weigh us down. 
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B. Coaches need to be able to work with clients so that they acknowledge whatever it is 

that is weighing them down (guilt, fear, hopelessness, worry, shame, anxiety, confusion, 

etc.). 

 

 

III. Forgiveness 

A. Reasons for Unforgiveness 

1. The offense was too great. 

 

2. The other person won’t accept responsibility for the offense. 

 

3. The other person isn’t truly sorry. 

 

4. The other person never asked to be forgiven. 

 

5. The other person will do it again. 

 

6. The other person did it again. 

 

7. The other person did it deliberately. 

 

8. I don’t like the other person. 

 

9. If I forgive the offense, I’ll have to treat the offender well. 

 

10. Someone has to punish the other person. 

 

11. I don’t feel like forgiving the other person. 
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12. I can’t forget what happened. 

 

 

B. How a person handles the pain and abuse of a trauma or an event may, in fact, cause 

great pain and greater trauma than the original event. 

 

 

C. Sometimes the most extraordinary evil can take place at the hands of the most ordinary 

people. 

 

 

D. Consequences of Unforgiveness 

1. Stress and anxiety 

2. Self-inflicted condemnation 

3. Lack of trust and love 

4. Anger and bitterness 

5. Perpetual conflict 

6. Building up of emotional walls 

7. Depression and hopelessness 

 

 

IV. Areas of Forgiveness 

A. The Forgiveness of God 

“My God, my God, why have You forsaken me? Far from my deliverance are the words 

of my groaning. O my God, I cry by day, but You do not answer; and by night, but I have 

no rest.”—Psalm 22:1-2 
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"And there arose a fierce gale of wind, and the waves were breaking over the boat so 

much that the boat was already filling up. Jesus Himself was in the stern, asleep on the 

cushion; and they woke Him and said to Him, ‘Teacher, do You not care that we are 

perishing?'"—Mark 4:37-38 

 

 

B. Forgiving Ourselves 

"I, even I, am He who wipes out your transgressions for My own sake, and I will not 

remember your sins."—Isaiah 43:25 

 

"He has not dealt with us according to our sins, nor rewarded us according to our 

iniquities. For as high as the heavens are above the earth, so great is His lovingkindness 

toward those who fear Him. As far as the east is from the west, so far has He removed 

our transgressions from you.”—Psalm 103:10-12 

 

 

C. Forgiving Others 

"Do not grieve the Holy Spirit of God, by whom you were sealed for the day of 

redemption. Let all bitterness and wrath and anger and clamor and slander be put away 

from you, along with all malice. Be kind to one another, tender-hearted, forgiving each 

other, just as God in Christ also has forgiven you."—Ephesians 4:30-32 

 

“So, as those who have been chosen of God, holy and dearly loved, put on a heart of 

compassion, kindness, humility, gentleness and patience; bearing with one another, and 

forgiving each other, whoever has a complaint against anyone; just as the Lord forgave 

you, so also should you. Beyond all these things put on love, which is the perfect bond of 

unity.”—Colossians 3:12-14 
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D. Seventy Times Seven – Matthew 18:21-35 

1. The servant uses the Greek word makrothumeo, meaning have patience with me. 

The servant was asking the king for more time.  

2. The king responded using the Greek word aphiemi, meaning to abolish. 

 

Amount Due:

$10,000 Talents

forgiven
70 x 7

Matthew 18:21-35

makrothumeo:

_________________________

aphiemi:

_________________________
 

 

E. What Forgiveness is Not 

1. Forgetting 

2. Excusing 

3. Just a feeling 

4. A one-time act 

 

 

V. A Path to Freedom 

A. Hurt  

 

 

B. Hate 

 

 

C. Hook 

 

 

D. Heal 
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Considering the Options: Choosing Adoption 

 

Kris Faasse, M.S.W. 
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Abstract 

This session will teach coaches how to present the option of adoption to those in a crisis 

pregnancy situation. Coaches will become informed of the history of adoption as well as how 

adoption has changed in recent years. Through this training, coaches will better understand the 

options that are present in adoption and will be better able to meet their clients’ needs in the 

best way possible. 

 

Learning Objectives 

 

1. Participants will explore how the process and characteristics of adoption have changed 

in recent years. 

 

2. Participants will be able to apply adoption knowledge to coaching sessions. 

 

3. Participants will identify ways in which adoption knowledge will benefit each client’s 

unique situation. 
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I. Adoption 

A. According to the National Adoption Attitudes Survey conducted in 2002, 2/3 of 

Americans have a positive view of adoption and 2/3 have had a personal experienced 

with it.1 

 

 

B. Coaches find that clients are often ‘shut down’ when they try to bring adoption up to a 

client facing an unplanned pregnancy. 

 

 

C. Our focus will be on relinquishment, which is where our clients live. 

1. Relinquishment is defined as the surrendering of one’s parental rights so that the 

child can be adopted by another set of parents. 

2. Relinquishment and adoption are two halves of the whole and represent 

entrustment of a child to another. 

3. Relinquishment and adoption are a legal transaction. The process is defined and 

controlled by law, but it is also very much a process involving the emotions. 

 

 

II. The History of Adoption 

A. Coaches must understand the past in order to know where adoption is now 

1. Historically, relinquishment and adoption were shame-based. 

2. Many birthmothers of the past talk of the coercion and judgment.2 

3. Our task is to hear and understand what our client knows and thinks of adoption. 

 

 

B. Adoption is Biblical 

1. New Testament References: 
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 “The Spirit you received does not make you slaves, so that you live in fear again; 

rather, the Spirit you received brought about your adoption to sonship. And by 

him we cry, “Abba, Father.”—Romans 8:15 

 “Not only so, but we ourselves, who have the firstfruits of the Spirit, groan 

inwardly as we wait eagerly for our adoption to sonship, the redemption of our 

bodies.”—Romans 8:23 

 “The people of Israel, theirs is the adoption to sonship; theirs the divine glory, 

the covenants, the receiving of the law, the temple worship and the promises.”—

Romans 9:4 

 “To redeem those under the law, that we might receive adoption to sonship.”—

Galatians 4:5 

 “He predestined us for adoption to sonship through Jesus Christ, in accordance 

with his pleasure and will.”—Ephesians 1:5 

 

 

C. When we talk to clients about adoption, the idea of relinquishment—which needs to 

take place for adoption to occur—is often looming over them. 

 

 

D. It’s like shifting out thinking from what God accomplished through Moses and his 

adoption to what his relinquishment must have been like for his mother.3 

 

 

III. Overcoming the Fear of Adoption 

A. For the mother of the baby, or the mother and the father of the baby, there is fear 

when considering relinquishment. 

1. Fear of the pain of separation from the child. 

2. Fear of the grief and loss. 

3. Fear of regret. 
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4. Fear that promises won’t be kept. 

 

 

B. Knowing that the thought of relinquishment is full of emotion has implications for the 

crisis pregnancy coach. 

 

 

C. Overcoming Fear 

1. Just because a decision is difficult does not make it wrong. 

2. Acknowledge with your client that there are no easy options. 

3. For the mom who is unable or unready to be a parent, adoption is a decision for the 

life of her child. 

4. Readiness for the responsibilities of parenting is a key question for a mom facing an 

unplanned pregnancy. 

 Some moms who are abortion vulnerable feel that they are unable to parent. 

 The life decision is first…then the mom can decide what kind of life. 

 

 

D. Adoption is not the right decision for everyone. 

1. Coaches must present all of the options their clients have. Coaches must assure the 

client that adoption may not be the option that she needs to choose. 

2. The coach’s role is to educate the client. 

3. The adoption decision is lived by the expectant mom or parents—she/they must 

own it. 

 

 

IV. Implications for Practice 

A. Listen and hear her thoughts and fears. Don’t rush—the first decision is a life decision. 

Acknowledge that the decisions she is facing are real. 
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B. The coach should hear what the client feels are her options. 

 

 

C. The coach’s role is to be the educator: 

1. Inform the client about adoption today. Be open about the history of adoption. 

2. Key components at this point are relationship and trust. 

 

 

D. Introducing Adoption 

1. Listen more than you talk. 

 

2. Adoption may only be mentioned. 

 

3. Once a relationship exists, the subject may be re-introduced for information with 

the goal of well-informed decisions. 

 

4. Never try to talk to anyone into adoption or pressure them towards adoption—the 

coach should always want the client to have information. 

 

5. Acknowledge the client’s difficult emotions, fears, and that this is not an easy 

decision. 

 Your role is to support a well-informed decision, not to make the client’s 

decision. 

 Assure the client that you will support her through her decision. 

 

6. Considering adoption often does not occur until around 6 months of pregnancy. 

 

7. A final adoption decision is often not made until after the child is born. Not deciding 

until birth is normal and is the mother’s right. 
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V. Types of Adoption 

A. Openness 

1. Secrecy is no longer a characteristic of adoption. 

2. Adoption history may be shared and talked about. 

 

 

B. Adoption Relationships 

1. There is a continuum to open adoptions: 

 Amounts of contact vary 

 Contact amounts often change over time 

 

 

2. Fully Open Adoptions (or Fully Disclosed) 

 The expectant mom (or parents) select and meet prospective adoptive parents 

 Parties exchange full identifying information 

 Parties plan ongoing, direct contact 

 

 

3. Semi-Open Adoptions (or Mediated) 

 The expectant mom (or parents) select and meet prospective adoptive parents 

 Parties exchange information, but not fully identifying information (i.e. just first 

names, email addresses, etc.) 

 Ongoing contact is managed by a third party, usually the agency 

 

 

4. Closed or Confidential Adoptions 

 This is the least popular adoption 

 The expectant mom (or parents) may select the adoptive parents, but do not 

meet them 
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 Social medical history is shared 

 There are no plans for ongoing communication 

 

 

C. The relationships between the birth parents and the adoptive parents have the 

dynamics and ups and downs of other human relationships. 

1. They take time to develop. 

2. Trust must develop. 

3. The final decision comes after the birth of the child. 

 

 

VI. Responding as  a Coach 

A. Establish a relationship from the start with the mother. Make sure that she knows that 

regardless of her choice you will support, love, and care for her through it. 

 

B. Acknowledge that this can be overwhelming. 

 

C. Normalize her fears. 

 

D. Acknowledge that it may not be the right decision for her. 

 

E. Find out what she knows and what she has experienced. 

 

F. Reassure her that considering adoption does not commit her to a decision. 

 

G. Invite her to learn a little more about adoption. Educate her gently. 

 

H. She does not need to make a decision now. Acknowledge that she has time. 
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I. We want to make sure she has all the information she needs to make an informed 

decision. 

 

J. Encourage the client to write a letter to her child. 

 

K. Coaches may want to talk with the client about the losses she’s experienced and her 

faith. 

 

L. “If I can’t raise the baby, I’ll just abort.” 

1. Though it is difficult, when you hear this from clients acknowledge that abortion 

may seem easier. 

2. However, the woman will never know her child if she does get an abortion. 

3. Whether a client chooses to parent or proceed with adoption, she is giving her child 

a life to become who he or she was intended to be. 

 

M. You want to have a coaching relationship and in the end: 

1. The decision is hers or theirs—she or they will have to live with it. 

2. You want to make sure she has the information and knows that she has options. 

3. Relinquishment and adoption may not be the right choice. 

4. But, it may be…  

 

N. Know your local resources. 

1. Help bridge the appointment. 

2. Make sure that they can provide the services that your client needs. 

 

O. Maintain a relationship with the client. 

1. Continue to minister to her. 

2. Communicate that it is not just about her decision, but it’s her and her child that 

matter most to you. 
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1
Evan B. Donaldson Adoption Institute. (2006). Safeguarding the Rights and Well-Being of Birthparents in the 

Adoption Process. New York: Evan B. Donaldson Adoption Institute.  

http://www.adoptioninstitute.org/publications/2006_11_Birthparent_Study_All.pdf  

 

2
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Fessler (2006).  The Girls Who Went Away.  London:  Penguin Books.  
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Compassion Fatigue: 

Managing the High Cost of Care 

 

Eric Scalise, Ph.D. 
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Abstract 

This session will teach coaches how to maintain their own physical, mental, and spiritual health 

while working with crisis pregnancy situations. Dr. Scalise will discuss the causes and symptoms 

of compassion fatigue and stress. Participants will learn how to develop a plan to manage the 

stress of their lives and ministry. 

 

Learning Objectives 

 

1. Participants will be able to recognize the difference between burnout and stress. 

 

2. Participants will study how the brain works when under stress. 

 

3. Participants will be able to develop a plan for stress prevention. 
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“If you’re always last you won’t always last.” 

 

I. Burnout vs. Stress 

A. Burnout is a defense mechanism characterized by disengagement. Stress is 

characterized by over-engagement. 

 

B. In Burnout, the emotions become blunted. In Stress, the emotions become over-active. 

 

C. In Burnout, the emotional damage is primary. In Stress the physical damage is primary. 

 

D. The exhaustion of Burnout affects motivation and drive. The exhaustion of Stress 

affects physical energy. 

 

E. Burnout produces demoralization. Stress produces disintegration. 

 

F. Burnout can best be understood as a loss of ideals and hope. Stress can best be 

understood as a loss of fuel and energy. 

 

G. Burnout produces a sense of helplessness and hopelessness. Stress produces a sense of 

urgency and hyperactivity. 

 

H. Burnout produces paranoia, depersonalization, and detachment. Stress produces 

panic, phobia, and anxiety. 

 

I. Burnout may never kill you, but your long life may not seem worth living. Stress may kill 

you prematurely and you won't have enough time to finish what you started. 

*Source: Dr. Archibald Hart, Coping with Depression in the Ministry and Other Helping 

Professions 
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J. We Were Created with limits. 

 

K. The Building Blocks of Stress 

1. Role Ambiguity: What am I supposed to be doing? 

2. Role Conflict: Am I doing the right thing? 

3. Role Overload: Am I doing too much? 

4. Role Significance: Does what I do really matter? 

5. Role Isolation: Am I alone too much? 

6. Role Rigidity: Am I still in control? 

 

 

II. Neurobiology of Stress 

A. The brain has three primary parts: the hindbrain, the midbrain, and the forebrain. 

 

B. Forebrain includes the cortex/neo-cortex (cognition) and interacts with the limbic 

system (emotion). 

 

C. The feeling of pleasure is produced and regulated by a circuit of specialized nerve cells 

within the limbic system and is called the nucleus accumbens. 

 

D. The brain has 100 billion neurons (cells) – a strongly stimulated neuron can fire 1,000 

times per second. 

 

E. The amygdala plays a primary role in the processing and memory of emotional 

reactions. 

 

F. Neurotransmitters: chemical messengers released by the electrical impulses of a 

neuron which record sensory experiences called imprints. These imprints are encoded, 

passed along appropriate pathways (across a synapse), and stored (usually at the 
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unconscious level). Dopamine is one of the major agents related to the “pleasure 

pathway” to/through the limbic system. It plays a key role in love, sex and is 

instrumental in the development of addiction and stress responses. 

 

G. There are two primary stress hormones: adrenaline and cortisol. 

 

H. The “fight” or “flight” response is instinctive but often compromises.  

1. Adrenaline signals the body to move blood out of the brain and to the muscles 

where it may be needed more. 

 

2. This can produce anhedonia: an (without or loss of) + hedone (pleasure or delight) = 

the inability to derive pleasure out of the ordinary things in life. 

 It produces emotional numbness, apathy, boredom, and sadness (different than 

depression). 

 It is the very real consequence of over-stimulation and a major cause of moral 

failure in the ministry. 

 The result is what is referred to as dopamine flooding and hedonic 

dysregulation because the pleasure center is hijacked, alternative responses are 

not processed by the neo-cortex, and an addictive process is then created. 

 

 

III. Stress 

A. Dr. Hans Selye, a Canadian endocrinologist and the father of stress research, began to 

define stress in terms of the “General Adaptation Syndrome” during the 1950’s.  He 

went on to define stress as the nonspecific response of the body to any demand. 

 

1. Stress releases adrenaline and cortisol into the bloodstream with the potential for 

harmful effects over time: 

 



Crisis Pregnancy Coaching 201 

Light University                                                                                       228 

 

 a narrowing of the capillaries and other blood vessels leading in and out of the 

heart 

 a decrease in the flexibility and dilation properties of blood vessels and their 

endothelium linings 

 a decrease in the body’s ability to flush excessive LDL cholesterol out of its 

system 

 a decrease of up to 50% in certain cognitive processes 

 an increase in the production of blood cholesterol (especially LDL) 

 an increase the blood’s tendency to clot 

 an increase in the depositing of plaque on the walls of the arteries 

 an increase in heart, breathing, and glycogen conversion rates 

 an increase for risk of cardiovascular disease, high blood pressure, stroke, and a 

compromise of the body’s immune system 

 

 

2. According to the American Institute on Stress, 80-90% of all doctor’s visits are stress-

related.1 

 

 

3. According to the American Heart Association, more than 50 million Americans suffer 

from high blood pressure and nearly 60 million suffer from some form of 

cardiovascular disease, resulting in over 1 million deaths each year (2 out of every 

five that die or 1 every 32 seconds).2 

 

 

4. Heart disease has been the leading cause of death in the United States every year 

since 1900 (except 1918) and crosses all racial, gender, socioeconomic, and age 

barriers.3 
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B. Compassion comes from the Latin word, compat, which means “to suffer with.” It has 

been defined as: “feelings of deep sympathy or sorrow for another who is stricken 

by sufferings or misfortune, accompanied by a strong desire to alleviate pain or 

remove its cause” 

 

 

1. Compassion Fatigue refers to emotional, physical, and spiritual exhaustion that 

gradually impacts a person’s capacity to experience joy, or to feel and care for 

others. 

 

 

2. Compassion fatigue is sometimes referred to as secondary or vicarious stress. 

 

 

3. Two Categories of Stress in the Ministry: 

 The first is the stress of the ministry 

 The second is the stress we bring into the ministry 

 Ministry leaders who have dealt with the second category of stress can better 

handle the first category of stress. 

 Is your ministry causing the stress in your life? Or, is your ministry revealing the 

stress in your life? 

 

 

4. Websites:     

www.compassionfatigue.org/index.html  

www.proqol.org/ProQol_Test.html 

www.figleyinstitute.com/indexMain.html  

www.scholar.google.com/scholar?q=compassion+fatigue+figley&hl=en&as_sdt=0&a

s_vis=1&oi=scholart  
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IV. Develop a Personal Stress Prevention Plan 

A. Don’t forget your first love because you are not your ministry. 

1. Your identity cannot and should not be primarily as a crisis pregnancy coach. 

 

“And He appointed twelve, so that they would be with Him and that He could send 

them out to preach and to have authority to cast out demons.”—Mark 3:14-15 

 

“…and you have perseverance and have endured for My name’s sake, and have not 

grown weary. But I have this against you, that you have left your first love.”—

Revelation 2:3-4 

 

 

B. Learn what it means to have joy and understand that it is not the same thing as 

happiness or pleasure. 

 

 

C. Learn to depersonalize the process and limit your time around negative people or 

those who are always in pain. 

 

 

D. Learn to rest because God has a lot to say about rest and slow down the rate of 

change. 

“If the axe is dull and he does not sharpen its edge, then he must exert more 

strength.”—Ecclesiastes 10:10 

 

 

E. Maintain a healthy foundation of sleep in your daily routine. 

“In peace I will both lie down and sleep, for You alone, O Lord, make me to dwell in 

safety.”—Psalm 4:8 
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“When you lie down, you will not be afraid; when you lie down, your sleep will be 

sweet.”—Proverbs 3:24 

 

 

F. Pay attention to diet and exercise regimens. 

“All things are lawful for me, but not all things are profitable. All things are lawful for 

me, but I will not be mastered by anything. Food is for the stomach and the stomach is 

for food, but God will do away with both of them, yet the body is not for immorality, but 

for the Lord, and the Lord is for the body. Now God has not only raised the Lord, but will 

also raise us up through His power. Do you know that your bodies are members of 

Christ?”—1 Corinthians 6:12-15 

 

“Do you not know that your body is a temple of the Holy Spirit who is in you, whom you 

have from God, and that you are not your own? For you have been bought with a price: 

therefore glorify God in your body.”—1 Corinthians 6:19-20 

 

 

G. Learn to be silent and learn to be still. 

“But Jesus Himself would often slip away to the wilderness and pray.”—Luke 5:16 

 

“Be still and know that I am God.”—Psalm 46:10 

 

“But know that the Lord has set apart the godly man for Himself; the Lord hears when I 

call Him. Tremble, and do not sin; meditate in your heart upon your bed, and be still.”—

Psalm 43:3-4 

 

“The Lord is good to those who wait for Him, to the person who seeks Him. It is good 

that he waits silently for the salvation of the Lord.”—Lamentations 3:25-26 
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H. Create outlets to avoid stagnation. 

“Give, and it shall be given to you. They will pour it into your lap a good measure, 

pressed down, shaken together, and running over. For by your standard of measure it 

will be measured to you in return.”—Luke 6:38 

 

“If anyone is thirsty, let him come to Me and drink. He who believes in Me, as the 

Scripture said, ‘From his innermost being will flow rivers of living water.”—John 7:37-38 

 

 

I. Seek to give your burdens to God each day. 

“Cast your burden upon the Lord and He will sustain you; He will never allow the 

righteous to be shaken.”—Psalm 55:22 

 

“Blessed be the Lord, who daily bears our burden, the God who is our salvation.”—Psalm 

68:10 

 

“Come to Me, all you who are weary and heavy laden, and I will give you rest. Take My 

yoke upon you and learn from Me, for I am gentle and humble in heart, and you will find 

rest for your souls. For My yoke is easy and My burden is light.”—Matthew 11:28-30 

 

 

J. Learn to triage your daily life events. 

“Teach me good discernment and knowledge, for I believe in Your commandments.”—

Psalm 119:66 

 

“The steps of a man are established by the Lord and He delights in his way.”—Psalm 

37:23 
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K. Learn to have realistic expectations of yourself and others. 

“Discretion will guard you, understanding will watch over you.”—Proverbs 2:11 

 

“For He Himself knows our frame; He is mindful that we are but dust.”—Psalm 103:14 

 

 

L. Seek to resolve those things that can be attended to easily and quickly. 

“Catch the foxes for us, the little foxes that are ruining the vineyards while our vineyards 

are in blossom.”—Song of Solomon 2:15 

 

“A little leaven leavens the whole lump of dough.”—Galatians 5:9 

 

 

M. Learn to manage your time by saying, “No,” or your time will control you. 

“There is an appointed time for everything. And there is a time for every event under 

heaven…He has made everything appropriate in its time.”—Ecclesiastes 3:1-11 

 

“But as for me, I trust in You, O Lord, I say, ‘You are my God.’ My times are in Your 

hands.”—Psalm 31:14-15 

 

 

N. Learn to delegate to others whenever, wherever, and however it’s appropriate. 

Jethro counsels Moses: “The thing that you are doing is not good. You will surely wear 

out, both yourself and these people who are with you, for the task is too heavy for you; 

you cannot do it alone.”—Exodus 18:13-26 

 

The Apostles respond to the need: “Therefore, brethren, select among you seven men of 

good reputation, full of the Spirit and of wisdom, whom we may put in charge of this 

task.”—Acts 6:1-5  
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“The things which you have heard from me in the presence of many witnesses, entrust 

these to faithful men who will be able to teach others also.”—2 Timothy 2:2 

 

 

O. Find one or two key people in your life to be accountable to. 

“Be of sober spirit, be on the alert. Your adversary, the devil, prowls around like a 

roaring lion, seeking someone to devour.”—1 Peter 5:8 

 

Isolation is the enemy’s plan: “Simon, Simon, behold, Satan has demanded permission 

to sift you like wheat; but I have prayed for you that your faith may not fail.”—Luke 

22:31-32 

 

Who is standing with you? 1 Kings 4:1-6 

 

 

V. My Personal Commitment  

Based on what God has been speaking to my spirit and challenging me with, I will 

commit to change by beginning with the following three things: 

 

1. _____________________________________________________________________ 

_____________________________________________________________________ 

 

2. _____________________________________________________________________ 

_____________________________________________________________________ 

 

3. _____________________________________________________________________ 

_____________________________________________________________________ 
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Appendix A 

Sample Disclaimers 

Disclaimers 

 

Medical 

Our services are not intended to be a substitute for professional counseling, 

medical or pre-natal care. 

 

Abortion Services 

WE DO NOT PERFORM OR REFER FOR ABORTIONS 

 

Confidentiality 

All information shared by you during your relationship as a client with us will be 

kept in strictest confidence except as required by law or as required for the 

protection of you or others. 
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Appendix B  

Facts on Abortion and Related Issues 

  

Abortion in the U.S. 

 In spite of easy contraceptive availability, nearly half (49%) of pregnancies among 

American women are unintended, an increase over the 2001 unintended pregnancy rate 

of 48%. 43% of unintended pregnancies end in abortion (down from 47% in 2001).1 

 The abortion rate has increased slightly to 19.6 per 1000 women in 2008. The number of 

abortions remains steady at 1.21 million for 2008, down 25% since 1990 (1.6 million 

abortions).2 

 From 1973 through 2008, about 50 million abortions occurred in the US.3 

 Every year, 2% of women aged 15-44 have an abortion.4 Half have had a previous 

abortion.5 

 At current rates, 30% of women in the U.S. will have had an abortion by age 45.6 

 17% of all abortions per year (199,000) are medication abortions (RU-486). 7 

 1066 abortion providers (59% ) offer medication abortions (RU-486), an increase by 26% 

between 2001 and 2008.8 

 The number abortion providers in the US increased slightly from 1,787 (2005) to 1,793 

(2008).9 

 

Abortion Demographics in the U.S.  

 Women in their twenties account for more than half of all abortions; women aged 20-24 

obtain 33% of all abortions, and women aged 25-29 obtain 24%.10 

 Teenagers account for 18% of all abortions; those aged 15-17 obtain 6% of all abortions, 

teens aged 18-19 obtain 11%, and teens under age 15 obtain 0.4%.11 
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 About 61% of abortions are obtained by women who have one or more children. 12 

 Half of the women who have abortions have had at least one previous abortion.13 

 37% of women obtaining abortions identify as Protestant and 28% as Catholic.14 

 Women who have never married and are not cohabiting account for 45% of all 

abortions.15 

 Six in 10 women in the U.S. who experience abortion do so in the first eight weeks of 

pregnancy; 89% do so in the first 12 weeks.16 

 94% of abortion providers are located in metropolitan areas.17 

 36% of abortions occur to white women, 30% to black women, and 25% to Hispanic 

women. 9% of abortions are obtained by women identifying with another racial 

category.18 72.4% of women in the U.S. identify as white, 12.6% black, 16.3% Hispanic or 

Latina and 4.8% Asian.19 

 Induced abortion is the second most frequent pregnancy outcome across races: 

o 12% of pregnancies among white women end in abortion,  

o 36% of pregnancies among black women end in abortion, and  

o 17% of pregnancies among Hispanic women end in abortion.20 

 

Adolescents and Sexual/Reproductive Trends 

 The teen pregnancy rate was 69.8 per 1,000 women aged 15-19 in 2005, down 60% 

from the 1990 high of 116.8.21 

 27% of teen pregnancies (ages 15-19) end in abortion.22 

 Estimates suggest that while representing 25% of the sexually active population, 15-24 

year-olds acquire nearly half of all new sexually transmitted infections (STIs).23 

 Of the 18.9 million new cases of STDs each year, 9.1 million (48%) occur among 15–24-

year-olds.24 

 1 in 4 sexually active youth under age 25 will acquire an STD each year.25 

 From 1988 – 2002, the percentage of teens aged 15-19 who have ever had sex has 

decreased – from 51% - 43% among females, and from 60% – 42% among males. 26 
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 Genital human papillomavirus (HPV) is the most common STI in the United States and, 

perhaps, the most common STI among sexually active youth. During 2003-2004, nearly a 

quarter of females aged 15 to 19 years and 45 percent of those aged 20 to 24 had a HPV 

infection.27 Among females aged 14 to 24, the overall prevalence of HPV was 34 

percent, representing approximately 7.5 million females with HPV in the U.S.28 

 Young women and female adolescents are more susceptible to STIs, compared to their 

male counterparts, due to their anatomy. STIs are more likely to remain undetected in 

women than in men, resulting in delayed diagnosis and treatment, and untreated STIs 

are more likely to lead to complications in women, such as pelvic inflammatory disease 

and cervical cancer.29 
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Appendix C 

Child Abuse and Statutory Rape Reporting Policy Checklist 

 

1) What are the reporting requirements in my state?  

 

2) Am I a “mandatory reporter?”  

 Does the situation in question constitute statutory rape or some other form of criminal 

sexual misconduct under your state law?  

 Does the definition of “child abuse” under your state law include this form of criminal 

misconduct?  

 Are your center personnel deemed to be mandatory reporters under your state law?  

 

3) What types of abuse must be reported in my state?  

 

4) What is my state’s definition of “child abuse?”  

 

5) What is my state’s definition of “statutory rape?”  

 Does it fall under the category of “reportable child abuse?”  

 Is there any “parental conduct” that may require reporting it as “child abuse?”  

 

6) What is the “age of consent” in my state?  

 

7) How do I report?  

 Hotline number?  

o If your state does not have a specific # call 800-4-A-CHILD  

 When?  
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 To whom?  

 How?  

 

8) If I am not a “mandatory reporter” do I still have a moral obligation to report?  

 

9) If a center employee or volunteer suspects child abuse and/or statutory rape, what should 

he/she do?  

 

 

*Source: Care Net (used with permission) 
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Appendix D 

Sample Reporting Policy 

 

Reporting Requirements and Concerns 

While preserving client confidentiality is very important, there are certain situations that 

justify breaking client confidentiality for the protection of the client or others. This occurs in 

child abuse or neglect situations as well as in situations when a client is threatening harm to self 

or others.  

All states now have laws that require the reporting of child abuse and neglect. These laws, 

however, vary significantly as to the persons and circumstances that are subject to them. Some 

states broadly impose reporting requirements upon all persons who become aware that child 

abuse or neglect has occurred. Other states only impose this duty upon certain designated 

professionals. The particular factual circumstances that are subject to reporting also vary. For 

instance, in some states "child abuse" is defined broadly enough to incorporate all instances of 

statutory rape. In other states statutory rape is only subject to mandatory reporting when the 

perpetrator is a parent, guardian, or caretaker of the victim. In adopting policies and 

procedures for reporting abuse, neglect, and statutory rape, a center should have access to and 

be familiar with these applicable laws.  

When a client is suicidal or is threatening to harm third persons, the interest in preserving 

client confidentiality is outweighed by the need to protect the client or such third persons. In 

many states, mental health professionals have been held liable to victims for the negligent 

failure to intervene in these situations. Although such legal standards may not necessarily 

extend to lay counselors, your center should nevertheless adopt sound policies and procedures 

for addressing these situations. 

 

Sample Policy and Procedure 

[Center] recognizes that circumstances may arise in which otherwise confidential 

information must be reported to appropriate authorities for the protection of the client, for the 

protection of third persons, or to otherwise comply with legal reporting requirements. This may 
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occur when a client is a child who is the victim of neglect or abuse (including statutory rape); 

the client is engaging in child neglect or abuse; the client is a minor who is a runaway; or, the 

client is threatening to cause harm to self or others. It is expected that all employees and 

volunteers will be made aware of any reporting requirements that apply to these situations and 

will follow appropriate procedures when any such situations arise.  

 

A. Situations involving minors:  

If any center employee or volunteer reasonably believes that a minor client is or may have 

been the victim of child abuse, child neglect, sexual abuse, statutory rape, or is a runaway, such 

information shall be immediately reported to the Director. Similarly, if any employee or 

volunteer reasonably believes that a client has or is causing abuse or neglect to a child, that 

information shall also be immediately reported to the Director. The Director will determine 

whether the circumstances in question warrant reporting in accordance with applicable state 

law. If a determination is made that state law requires reporting, the Director will promptly 

proceed to report the situation in accordance with any applicable procedures outlined by state 

law. If a determination is made that no mandatory reporting duty exists, the Director may 

choose, at her discretion, to report the situation to appropriate authorities if she believes that 

the welfare and safety of the client or another person may be significantly threatened in the 

absence of such a report. 

 

B. Threats of harm to self and others:  

If an employee or volunteer receives a phone call from a prospective client who is 

threatening to cause harm to themselves, that person shall be promptly referred to a suicide 

hotline or other appropriate emergency service. If possible, the person's name and phone 

number should be obtained so that a hotline worker can call back. If any employee or volunteer 

otherwise encounters a client who is threatening to cause harm to self or others, prompt steps 

should be taken for the reasonable protection of the client or any third persons against whom 

threats are being made. The Director or such other appropriate supervisory employee will be 

contacted and involved in the situation as soon as reasonably possible.  
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If it is determined that the client is already under the care of a mental health professional, 

the client will be requested to contact that professional for assistance. If the client refuses, 

center personnel will attempt to contact the professional on behalf of the client. If no 

professional assistance is readily available, an assessment will be made to determine whether 

there is a serious or significant risk that any threats of harm being made by the client will be 

carried out. This assessment will be made with reference to the following criteria:  

 

•Specificity. How specific are the details of the plan? Does the person have a plan? Has 

she thought through the process? If so, are the details of the plan vague or does she 

know how and when she will act? The greater the specificity of details in the plan, the 

higher the degree of risk.  

 

•Lethality. What is the likelihood that the proposed method will result in death? How 

quickly will the person die if she does what she plans to do? For instance, guns are 

potentially more lethal and quicker than pills. The higher the level of lethality in the 

plan, the greater the degree of risk that should be assessed. 

 

•Availability. What is the availability of the proposed method? Does she have means to 

carry out her plan immediately? Does she have a loaded gun? Does she have pills in her 

possession? The more readily available the implement to be used is, the higher the 

degree of risk.  

 

•Proximity. What is the proximity to helping resources? How physically and 

geographically close is the person to others who could rescue her if necessary? Are 

there other people nearby who care about this person (family, loved ones, friends, and 

support people)? What are the chances the person will be found? Does that appear to 

be part of the plan? The greater the distance she is from those who could rescue her in 

an emergency, the greater the degree of risk,  
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If it is determined based upon such an assessment that there is any significant risk that the 

client will cause harm to self or others, immediate assistance will be sought by calling 911, If the 

client leaves the center before help can be obtained, 911 will be contacted and prompt steps 

will be taken to notify any specific persons against whom imminent threats of harm have been 

made, If it is determined based upon such an assessment that there is not a significant risk that 

the client will cause harm to self or others AND the client provides specific assurances that he 

or she will refrain from causing any such harm, no immediate reporting will be required, If, on 

the other hand, the client refuses to provide such assurances, the presence of a significant risk 

should be assumed and action should be taken accordingly. 

 

C. Notification of Client  

When the center is required to report otherwise confidential client information to 

authorities or third persons, reasonable steps will be taken, if feasible, to notify the client and 

to explain why the reporting is being undertaken. 

 

*Source: Care Net (used with permission) 
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Appendix E 

Child Abuse Reporting State Hotline Numbers 

Alabama 

334-242-9500  

Arizona 

888-SOS-CHILD  

Arkansas 

800-482-5964  

California 

Call 800-4-A-CHILD  

Colorado 

Call 800-4-A-CHILD  

Connecticut 

800-842-2288  

Delaware 

800-292-9582  or  302-577-6550  

District of Columbia 

877-671-SAFE     202-671-7233  

Florida 

800-96-ABUSE  

Georgia 

Call 800-4-A-CHILD 

Hawaii 

800-832-5300 (Oahu) 

others call 800-4-A-CHILD  

Idaho 

800-926-2588  

Illinois 

800-252-2873  or   217-785-4020 

217-782-6533  (after hours)  

Indiana 

800-800-5556   or  317-542-7002  

Iowa 

800-362-2178  or   515-281-3240  

Kansas 

800-922-5330  or   785-296-0044  

Kentucky 

800-752-6200  or   502-595-4550  

Louisiana 

225-342-6832  

Maine 

800-452-1999  or   207-287-2983  
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Maryland 

800-332-6347  

Massachusetts 

800-792-5200   or  617-232-4882  

Michigan 

800-942-4357   or   517-373-3572  

Minnesota 

651-291-0211  

Mississippi 

800-222-8000  or   601-359-4991  

Missouri 

800-392-3738  or   573-751-3448  

Montana 

866-820-KIDS  or   406-444-5900  

Nebraska 

800-652-1999  or   402-595-1324  

Nevada 

800-992-5757  or   775-684-4400  

New Hampshire 

800-894-5533  or    800-852-3388 (after 

hours) 

603-271-6556  

New Jersey 

800-792-8610  

New Mexico 

800-797-3260  or   505-841-6100  

New York 

800-342-3720  or   518-474-8740  

North Carolina 

Call 800-4-A-CHILD for assistance  

North Dakota 

800-245-3736  or    701-328-2316  

Ohio 

Call 800-4-A-CHILD  

Oklahoma 

800-522-3511  

Oregon 

800-854-3508, ext. 2402 

503-378-6704  

Pennsylvania 

800-932-0313  or   717-783-8744  

Rhode Island 

800-RI-CHILD  

South Carolina 

803-898-7318  
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South Dakota 

605-773-3227  

Tennessee 

877-237-0004  

Texas 

800-252-5400  

Utah 

800-678-9399  

Vermont 

800-649-5285 

802-863-7533 (after hours)  

Virginia 

800-552-7096  or   804-786-8536  

Washington 

866-END-HARM  

West Virginia 

800-352-6513  

Wisconsin 

608-266-3036  

Wyoming 

800-457-3659 
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Glossary and Abbreviations1, 2, 3, 4, 5 

 

Abortifacient: a substance, drug or device causing the destruction of the embryo or fetus 

 

Cervix: the narrow neck like passage forming the lower end of the uterus 

 

Embryo: developing human from fertilization to the end of the eighth week during which time 

all the organs are formed. Means “growing within” 

 

CDC: Centers for Disease Control 

 

Client Advocate or Coach: a center staff member or volunteer who has completed requisite 

training to provide options counseling to clients in a crisis pregnancy 

 

Conception (or fertilization): Joining of a male sperm and the female egg to create the smallest 

form of human life (zygote)  

 

Conception dating: measures the developing human’s age from the moment of conception; 

fetal age 

 

Curette: A surgical instrument shaped like a loop or ring, used to remove tissue or growths from 

a body cavity 

 

D&C: dilatation and curettage: surgical scraping of the uterine lining 

 

D&E: dilatation and evacuation: surgical abortion done by stretching open the cervix and 

suctioning out the uterus through tubing connected to a vacuum 

 



Crisis Pregnancy Coaching 201 

Light University                                                                                       253 

 

Ectopic pregnancy: any pregnancy located outside the uterus; typically found in the fallopian 

tube 

 

EDC/EDD (estimated date of confinement or estimated delivery date): the date based upon a 

reliable LMP or an early ultrasound when the baby is considered due to deliver 

 

Ejaculation: release of semen from penis 

 

Embryo: the stage of prenatal development from the time of conception until the end of the 

eighth week. The period is characterized by rapid growth, differentiation of the major organ 

systems, and development of the main external features. 

 

Fallopian tubes: slender ducts through which eggs pass from the ovaries to the uterus 

 

Fertilized egg: zygote 

 

Fetus: developing human from the end of the eighth week after conception to the moment of 

birth. Meaning “unborn offspring” 

 

FDA: Food and Drug Administration: branch of the U.S. government responsible for evaluating 

and approving all medications and medical devices prior to their use among the public.  

 

Full Term Pregnancy: The point at which the pregnancy has completed at least 37 weeks from 

the mother’s last menstrual period. 

 

Gestation: The period of time the baby is carried in the womb measured from conception until 

birth. 

 

Gestational age: the age of a baby in utero at any given point in pregnancy  
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HPV (Human Papilloma Virus): a group of viruses passed by sexual contact; certain types cause 

genital warts and other types cause the vast majority of cervical cancer 

 

Implantation: process where fertilized egg attaches to inner uterine wall 

 

In utero: in the uterus 

 

Laminaria: a type of seaweed made into small bundles that are placed in the cervical canal 

where they absorb water and swell, causing the cervix to open 

 

Last Menstrual Period (LMP): the most recent episode of cyclic bleeding before conception. 

This is the point from which the pregnancy and the age of the unborn baby are measured.  

 

Menstruation: the monthly flow of blood from the uterus in reproductive age females 

 

Morula: a solid mass of cells resembling a blackberry, formed by the division of a fertilized egg 

 

NIH: National Institutes of Health 

 

Off-label use: Prescribing a medication to be used in a manner or for a condition that was not 

listed in the official U.S. Food & Drug Administration’s labeling. 

 

Ovaries: the pair of female reproductive organs that make eggs and female hormones; found 

on either side of the uterus 

 

Ovulation: cyclic release of mature egg from ovary 

 

Ovum: female egg found in the ovary 
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Placenta: A pancake-like structure that provides nourishment to the baby while in utero 

through the mother’s bloodstream. 

 

Pre-embryo: A fertilized egg up to 14 days old, before it becomes implanted in the uterus 

 

Premenstrual syndrome: a group of symptoms that occur in women before the menses that 

include: bloating, breast tenderness, headache, fatigue, irritability, anxiety and depression  

 

Scrotum: The external pouch containing the male reproductive glands (testes) 

 

Semen: The thick whitish liquid released from the penis during sexual intercourse. It contains 

sperm and other secretions 

 

Sepsis: the presence of disease causing organisms in the bloodstream and tissues resulting in 

an overwhelming total body infection 

 

Sexually transmitted diseases (STDs): the presence of STI organisms in the body that have 

caused disease and damage, with or without associated symptoms 

 

Sexually transmitted infections (STIs): the presence in the body and tissues of certain 

microorganisms that can be passed by sexual contact 

 

Sperm: male reproductive cell produced by the testes 

 

Testes: The pair of male reproductive glands located in the scrotum that produce testosterone 

and sperm. 

 

Trimester: one of the three periods of approximately 3 months into which pregnancy is divided  
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Uterus: hollow muscular organ located in the pelvis of females where an unborn baby develops; 

womb  

 

Vagina: muscular canal leading from cervix to vulva; birth canal 

 

Viable: capable of living, developing and/or growing 

 

Vulva: the external genital organs in the female 

 

Yolk Sac: the earliest source of nutrients for the developing embryo 

 

Zygote: a fertilized egg; a single cell that is formed when the sperm enters the egg at the time 

of conception; it contains the genetic material of both the mother and the father; from Greek 

zugōtos meaning yoked 
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