
The purpose of this guide

The purpose of this guide is two-fold. First, it creates a 

space where the reader can examine assumptions about 

patients’ experiences of ultrasound viewing in abortion 

care, and how these assumptions compare with findings 

from current research. Exercises provide an opportunity 

for the reader to self-reflect on values and beliefs around 

the impact of ultrasound viewing on the patient’s experi-

ence and her abortion decision. These can be done indi-

vidually or in a group setting. Second, this guide provides 

the reader with tools to structure conversations around 

ultrasound viewing in terms of framing questions, initiat-

ing conversations with patients around ultrasound im-

ages, and responding to challenging patient statements.

Whether you are a provider working in an environment of 

mandated offering, viewing, and/or describing; in a clinic 

with a policy on offering to view; or in a clinic without 

any policy; this guide provides tools to facilitate patient-

provider conversations. Through these conversations, 

we can create a context where women’s choices are 

normalized, where concerns are validated, and where 

their feelings are addressed.

Current legislation about ultrasound viewing

State laws vary on the provision of ultrasound and on 

viewing requirements. The trend to require that patients 

be offered the opportunity to view the ultrasound is 

growing and may become increasingly more common. 

As of June 2014, the Guttmacher Institute reports that 

nine states require abortion providers to perform an 

ultrasound and offer the opportunity to view the image.1 

Eight additional states require offering the patient the 

opportunity to view the image if an ultrasound is routinely 

performed as a part of pre-abortion care. In three states, 

the provider must display and describe the image; the 

woman is allowed to look away and in certain circum-

stances may decline to listen.

What is the motivation that  
grounds this legislation?

Americans United for Life, a pro-life public interest law 

firm and advocacy group, hopes that by viewing an ultra-

sound image, women will be persuaded to continue their 

pregnancies and, overall, this will reduce the number 

of women who decide to have an abortion. Mandated 

viewing may also be a tactic to bog down clinic flow by 

placing additional burdens on staff. Certain provisions of 

current legislation are geared towards complicating the 

delivery of care by dictating the practice of medicine via 

protocols that would not be employed in other medi-

cal settings, e.g. by mandating that the same physician 

perform the pre-abortion ultrasound and the abortion, 

and requiring the pre-abortion ultrasound to take place 

24 hours before the patient’s appointment.
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Exercise A:

Below are two scenarios that could arise in 

environments with or without legislation or policy 

around ultrasound viewing. Compare and con-

trast your responses to the two scenarios. 

n	As part of a patient’s abortion visit, you 

perform an ultrasound and confirm that her 

pregnancy is 7 weeks gestation. The patient 

asks to see the image. You show the image to 

the patient and describe what you see. How 

do you imagine that this patient will respond?

n	As part of a patient’s abortion visit, you 

perform an ultrasound and confirm that her 

pregnancy is 20 weeks gestation. The patient 

asks to see the image. You show the image to 

the patient and describe what you see. How 

do you imagine that this patient will respond?
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What we know about women’s preferences 
around ultrasound viewing when viewing is 
voluntary

When viewing is voluntary, simply being offered the op-

portunity to see the ultrasound increases the likelihood 

that a patient will decide to see it; as many as 43% of 

women will accept the offer to view the image.2 

Research on voluntary viewing showed that women had 

a wide range of emotional responses to seeing the ultra-

sound image. In a study that looked at patients reports 

of their emotional response to viewing, in of order of 

most frequent to least frequent, the responses were: a) 

no response; b) negative emotions such as feeling bad, 

sad or guilty; c) positive emotions such as feeling happy, 

excited, comforted and relieved.3 Interestingly, the likeli-

hood of having any particular response was not asso-

ciated with gestational duration of the pregnancy. For 

example, women who viewed the ultrasound image later 

in gestation were not more likely to experience nega-

tive emotions and women who viewed images earlier in 

gestation were not more likely to feel positive emotions. 

Other research has shown that how certain women felt 

about their abortion decision matters in terms of whether 

viewing causes them to change their mind. Low to me-

dium certainty about having an abortion—and this was a 

small minority of women (7%)—was significantly associ-

ated with continuing the pregnancy. For women with 

high decision certainty, viewing the ultrasound did not 

affect their decision.4 

What kinds of feelings could viewing  
bring up for women?

The most obvious concern for abortion care providers is 

that viewing the ultrasound image will complicate a preg-

nancy decision that initially was not complicated. This is 

a valid concern and originates in our desire to provide 

safe, compassionate medical care and to avoid harm. 

When viewing or describing the image is mandated, we 

once again find ourselves in the difficult position of being 

on the defensive—meeting the requirements of an ad-

ditional legislative burden while simultaneously protect-

ing patients from the consequences of laws that are 

incongruent with patient-centered medical practice. In 

the times prior to legislation, we had already recognized 

that conversations about viewing the ultrasound arose 

organically and were addressed in a patient-centered 

manner. That is part of what can make the mandates feel 

offensive.

Some research suggests that there may be an unmet 

need for viewing the ultrasound image in women pre-

senting for abortion.5 Most staff working in abortion care 

environments without legislative mandates can attest to 

women’s spontaneous requests to view the image on 

the screen and/or take home a copy of the image as a 

memento. It is interesting to wonder how many other 

women in our practices would have liked a chance to 

view but were afraid to ask, fearing a negative reaction 

from staff, being labeled as ambivalent, or being denied 

an abortion. It behooves us to be curious about whether 

we have made decisions for patients that did not neces-

sarily benefit them but instead served to ameliorate our 

own anxiety.

Another issue that may arise from requirements to of-

fer viewing is that it introduces an additional decision-

moment within the process of obtaining an abortion. 

This decision-moment may be unexpected; it may catch 

patients off guard. Some patients may feel that they had 

adequate time to come to a pregnancy decision but that 

they were not presented with adequate time to decide 

whether or not to view the ultrasound. After making a de-

cision, patients may begin evaluating their choice. What 

do other women decide to do? Am I a bad person if I 

(don’t want to) view my ultrasound? What does my deci-

sion say about me as a person? A woman? A mother? 

For some patients, viewing the ultrasound and/or keep-

ing a copy of the image as a memento is a positive event 

and may also aid in post-abortion coping. Women who 

are certain in their decision to have an abortion may 

also be relieved to know that they are fertile. They may 

find themselves in awe of the event of pregnancy and 

want to satisfy curiosity about the developing embryo or 

fetus. When a provider is concerned about how viewing 

the ultrasound may have affected a patient, the simplest 

solution is to ask:

PROVIDER: How was that for you to view the ultrasound?

PATIENT: Definitely a little strange, but I’m okay.

PROVIDER: Do you have any questions that I could help 

answer?
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PATIENT: No, I’m good.

PROVIDER: If anything comes up for you during your visit, 

don’t hesitate to ask. It’s important to us that you have 

your questions answered.

PATIENT: Thanks. 

What motivates women to view the image?

In environments lacking legislation or policy around man-

dated offering, viewing or describing the image, there 

always have been patients who requested to see the 

image. Most providers have had the experience where 

patients—while fully resolved around their abortion deci-

sion—have asked to see the image, asked questions 

about fetal anatomy and even requested a copy of the 

ultrasound picture to take home. These scenarios are 

often unremarkable, mostly because we have come to 

appreciate that pregnancy decisions can be clear and 

straightforward and that women are capable of hold-

ing complex and seemingly contradictory feelings about 

their pregnancies. In short, we have come to learn that 

women having abortions may also have feelings of at-

tachment toward the pregnancy, are sometimes relieved 

to know that they are fertile even if they cannot continue 

this pregnancy, and/or feel that a memento of the preg-

nancy will help them through their grieving process.

The complex yet common feelings that arise during 

pregnancy decisions remind us that it is critical that we 

do not make assumptions about a patient’s appraisals 

of her pregnancy—instead we seek to understand her 

particular experience and tailor our language to validate 

her experience.6 

PATIENT: Can I see?

ULTRASONOGRAPHER: [shows the image] Absolutely….Do 

you have any questions?

PATIENT: Is this the head?

ULTRASONOGRAPHER: This part is called the calvarium—the 

head. You are seeing the image as if you are looking 

down on the head this way [gestures with her hand]. This 

gives us the most accurate measurement of gestational 

duration, meaning, how many weeks pregnant you are.

PATIENT: Thanks for showing me. 

Sometimes patients ask to see the image during counsel-

ing—they ask if they can see the pictures that are in their 

chart. They may also ask to have a copy of the image, 

which in most scenarios simply requires that you follow 

your protocol for the authorization to release medical 

information. It can be helpful to check in with the patient 

to see whether viewing the image had any impact.

PATIENT: Can I see the ultrasound?

COUNSELOR: Sure….Here’s the image that the provider 

printed out and attached to your chart. What questions 

do you have?

PATIENT: None really. Can I have a copy?

COUNSELOR: Sure, I can make you a copy. How is it for you 

to see the image?

PATIENT: It makes me happy. Even though I can’t have this 

baby I think of it as my first baby. Also, I was convinced 

that I couldn’t get pregnant. I guess I’m relieved to know 

that I can. I’d like to keep the picture as something to 

remember the baby by.

COUNSELOR: I’ve met other people who feel the same way. 

I’m glad you’ve found something that will help you in a 

positive way.

Offering to view the image

Research has shown that the majority of women who 

present for abortion care are certain of their decision to 

have an abortion.7 We also know that in the context of 

voluntary viewing, seeing the image does not erode deci-

sion certainty in those women who are certain. Even so, 

it will be important to build confidence around checking 

in with patients about the impact of viewing and in-

creasing your lexicon for how to respond to challenging 

questions. 

Interestingly, the tools that we will use to transform a po-

tentially negative experience for both staff and patients 

into an empowering one are the same tools that are 

useful in conversing around other challenging statements 

that patients may make during the course of their visit.

Providers can initiate the conversation around viewing 

using the same tools that they use to frame the purpose 

and limits of the ultrasound in abortion care. Thinking 

back to your practice before legislative regulation of 

viewing was introduced, a typical way of presenting the 

purpose of the ultrasound during the patient’s visit might 

have been something like this:
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CLINICIAN: I’m the clinician who will be doing your ultra-

sound today. The purpose of this ultrasound is to date 

the pregnancy—that’s all that I’ll be able to do. 

Similarly, clinics have had different ways of how to deal 

with multiple gestations once they are discovered. Some 

clinics introduce the concept at the beginning of the 

ultrasound in order to normalize the discovery of multiple 

gestations. Again, in the days before regulation of view-

ing, your practice might have been something like this:

CLINICIAN: I’m the clinician who will be doing your ultra-

sound today. The purpose of this ultrasound is to date 

the pregnancy—that’s all I’ll be able to do. If I were to 

see that the pregnancy was a twin gestation—or greater 

if I were able to determine that—would you want me to 

tell you or would you want me to not tell you?

What is important about these two scripts is that the 

provider is creating a framework that sets expectations 

about the nature and purpose of the ultrasound. They 

promote transparency and communicate goals and 

limits. In the second example, the clinician introduces a 

decision-moment for the patient. Some providers only 

introduce this decision-moment when multiple gestations 

in fact are discovered. Proponents of this approach be-

lieve that it protects the patient from the idea of multiple 

gestations unless it arises. Critics of this approach say 

that when the question is presented after the ultrasound 

is in progress, the question itself reveals that a multiple 

gestation has been discovered thus precluding a neutral 

decision-moment.

In our current environment of regulation, our first deci-

sion is how to frame the introduction of this new deci-

sion-moment. One way would be to place a question 

on the patient intake form. When patients indicate in the 

affirmative, the ultrasonographer confirms the patient’s 

preference at the time of the ultrasound. Patients who 

decline on the intake form are allowed to change their 

minds, but that change originates in the patient—they 

are not asked again. Some clinics may decide to or be 

required to ask the question in person. How should we 

frame the context of offering to view the image? Our abil-

ity to create and maintain rapport with our patients rests 

on a foundation of trust. That trust depends on honest 

and transparency between providers and patients. Being 

honest with patients without being inflammatory or com-

municating resentment and hostility toward mandates 

may strengthen the bond of trust between patient and 

provider even in the context of mandates that feel op-

pressive and patronizing. In contexts where there are 

constraints being placed on our behavior, we must 

communicate with patients and one another in ways 

that work to transcend those constraints and empower 

patients to make decisions. Let’s consider how provid-

ers might offer to view the image in contexts free of 

legislation:

CLINICIAN: I want to ask you a question that I ask every-

one. Sometimes people want to view the image and 

sometimes they don’t. I don’t have a preference; I want 

to accommodate your request. Do you have a sense of 

whether or not you’d like to see it?

Sometimes clinics might decide to offer patients the 

opportunity to view as a matter of policy, apart from any 

legislation. An assessment of viewing preference is an 

easy addition to a patient intake form. Some may be 

concerned that asking everyone increases the likelihood 

that a patient could have a negative response simply 

from being asked. Here, transparency and honesty are 

your best tools. When a patient becomes upset as a 

result of the question, let the patient know the reasons 

behind the protocol at the same time as validating her 

personal experience.

CLINICIAN: I’m sorry about that. Our intention is not to make 

this harder for you. I’ll tell you about why this became 

our policy. We’ve learned through research that many 

more patients want to see the ultrasound than we ever 

expected. And a lot of those patients were afraid to ask 

to see it. So we decided to offer it to everyone. We didn’t 

want to feel like we were hiding things from patients.

In contexts where offering, viewing or describing is 

mandatory, we can still employ our goal of transparency. 

Above all, the way we present ourselves as responding 

to this legislative mandate should validate the experience 

of the patient. If the patient is angry or upset about the 

law, validate that response as legitimate—it isn’t right 

that politicians are dictating medical practice. If a patient 

is grateful for the opportunity to view, express satisfac-

tion that she is getting the care that is beneficial for her. 

No matter what the response, it often feels more honest 

to tell all patients the origin of the change in protocol:

CLINICIAN: I want to ask you a question that I ask everyone. 

Last year, our state legislature voted to require clinics 
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to offer all patients the opportunity to view the ultra-

sound. Sometimes people want to view the image and 

sometimes they don’t. I don’t have a preference; I want 

to accommodate your request. Do you have a sense of 

whether or not you’d like to see it?

Sometimes patients ask us our opinion about these 

laws. Again, keep pace with the patient. The truth is that 

her opinion is valid, no matter what it is. It’s her opinion! 

We can always hear and witness her truth. Striving for a 

neutral response to a patient’s inquiry about our opin-

ion about politicians’ motivations honors the possibility 

of good outcomes with honest skepticism about their 

origins.

CLINICIAN: Honestly, I feel conflicted about this new law. 

I want you to be able to access your medical informa-

tion—we don’t want to hide things from you that you 

want to participate in. But it also doesn’t feel right to put 

patients in this position if it’s not helpful to them.

Normalizing and validating

Let’s turn to some skills that are useful when patients are 

considering whether to view the image. No matter how 

we decide to frame the requirement of offering to view, 

the first tool that we will use to transform the decision-

moment is to normalize the alternatives. The second tool 

that we will use is to validate the feelings that we see 

and hear. Let’s start with an example of normalizing:

CLINICIAN: There’s no right or wrong decision. We—the 

staff at the clinic—don’t have a preference for how you 

decide; we want you to do what makes you comfortable. 

Some people decide to view and some people decline to 

view. We’re still going to give you the same high-quality 

care, no matter which way you go.

Here’s another example:

CLINICIAN: There’s no right or wrong decision. Here in our 

state we are required to offer to show the image. It’s not 

required that you view it. Everyone is allowed to make 

that decision based on what feels right for them.

At this point, some patients will evidence a choice and 

you may act on that decision.

Other patients may ask questions or make statements 

that reveal conflicting feelings about viewing or even 

conflict with their decision to have an abortion. This is an 

opportunity to normalize and also to validate the feel-

ings and concerns that you see and hear. Normalizing 

helps the patient to feel less strange and less different. 

Validating communicates to the patient that you have 

heard her, that her feelings and beliefs matter, and that 

her feelings don’t scare you. Let’s look at some sample 

dialogue of normalizing and validating.

Dialogue A.1

PATIENT: You mean other people have these concerns?

ULTRASONOGRAPHER: Yes. Other people have said the very 

same thing.

Dialogue A.2

PATIENT: I’m sorry that I’m crying. I didn’t want to!

ULTRASONOGRAPHER: It’s okay to cry here. This is a place 

where it’s okay to show your feelings.

Dialogue A.3

PATIENT: What do most people do?

ULTRASONOGRAPHER: About half of our patients ask to see 

the image and about half decline. Either way you go 

there are a lot of other people to keep you company. 

Remember, there’s no right or wrong way to go.

Dialogue A.4

PATIENT: What do you think I should do?

ULTRASONOGRAPHER: I actually don’t know which way 

you should go; only you know. One thing that we have 

learned is that it is best to decide based on what you 

want—not based on what other people think you should 

do or what you think other people expect you to do.

In the context of mandatory viewing/describing, we can 

still normalize and validate the patient’s responses, even 

if she has less freedom to decide:

ULTRASONOGRAPHER: In our state, abortion clinics are 

required to show you the image of the pregnancy from 

this ultrasound and to describe the image. In my descrip-

tion, I’ll be honest about what I can see but I’ll use gentle 

language. You are free to ask me any questions and I’ll 

let you know about the limits of what I can see and know 

from this ultrasound picture.

PATIENT: I don’t want to see anything! I don’t want to hear 
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anything!

ULTRASONOGRAPHER: [gently, with compassion] I hear you, 

and I agree that it should be your right to decide what 

you see and hear. Other patients feel the same way 

about it as you do. This law did not come from people 

who work in abortion clinics. This law came from the 

state legislature and that’s been difficult for us. I hope it 

makes more people stand up for the rights of women. 

For now, I have to turn the screen toward you and 

describe what I see. But you still have free will—whether 

you look or listen is still your personal right.

When patients are conflicted about whether to view, it 

can be helpful to assess expectations. Asking what a 

patient expects to see gives the ultrasonographer an 

opportunity to correct any medical misinformation that 

might be inhibiting a patient’s ability to decide. Patients 

who are seven weeks pregnant and are expecting to 

see a fully formed fetus might benefit from hearing the 

estimated size of the embryo before viewing the screen. 

This could also help counteract patients’ frequently 

expressed sense that regardless of gestational dura-

tion or actual size, the ultrasound image “looks so big.” 

Patients struggling about whether to view a pregnancy 

in the second-trimester may feel conflicted because 

they already know what they will see. It can be helpful to 

discuss with a patient what she anticipates it will be like 

to view the image and what impact viewing might have 

on her pregnancy decision. 

PATIENT: Part of me wants to see it but the other part is 

worried.

ULTRASONOGRAPHER: Can you say more about the worry?

PATIENT: I have a daughter, so I’ve seen ultrasounds before. 

I’m worried that if I look, it will make it harder to make a 

decision.

ULTRASONOGRAPHER: That’s normal; I’ve talked to other 

women who felt the same way. It’s interesting that in a 

way, you already know what you’d see on the screen. 

But at the same time, you think it might make things 

more complicated. I wonder if making this pregnancy 

decision has been hard for you all along, and the ultra-

sound question is simply bringing that out. Whether or 

not I’d asked you about the ultrasound, you’d still be 

somewhat uncertain about which way to go.

PATIENT: That’s exactly it.

In sum, the key to a neutral presentation of the ultra-

sound decision-moment is to normalize all decisional 

outcomes—the patient is in good company no matter 

which way she goes—and to validate her decision. She 

is making the decision that is right for her. In addition, it 

is important for patients to hear that you and the clinic 

don’t have a preference for which way she decides to 

go. In effect, you are communicating that her decision 

about the ultrasound won’t affect her care at the clinic. 

Finally, validate the patient’s response to viewing the im-

age. Share your compassion for her sadness and grief; 

validate her frustration at government intrusion; express 

your satisfaction that she is pleased with her care.

Describing the image

The most important factor in describing the image to the 

patient is combining truthfulness with gentle language. 

If there were to be anything about viewing the image 

or a truthful description of its contents that would help 

clarify a patient’s decision to continue or end the preg-

nancy, we would not want to stand in the way of that 

Exercise B:

The following are two different scenarios that 

come up in environments with legislation around 

mandated ultrasound viewing and description of 

the image. Compare and contrast your respons-

es to the two scenarios. How do your responses 

differ from Exercise A where there may not have 

been legislated requirements? 

n	As part of a patient’s abortion visit, you 

perform an ultrasound and confirm that her 

pregnancy is 7 weeks gestation. You are 

required to show the image to the patient and 

describe what you see. How do you imagine 

that this patient will respond?

n	As part of a patient’s abortion visit, you 

perform an ultrasound and confirm that her 

pregnancy is 20 weeks gestation. You are 

required to show the image to the patient and 

describe what you see. How do you imagine 

that this patient will respond?
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realization. In recognizing that patients have the right 

to a truthful representation of what is contained within 

their ultrasound image, we liberate ourselves from taking 

responsibility for her decision. That responsibility is hers 

and hers alone. 

In that way we recognize the autonomy and agency 

of women. We do not possess knowledge about her 

decision that she does not. This allows us to be vigi-

lant for any moment where our own biases and anxiet-

ies might interfere with our ability to be present for the 

patient. This is eased by the recognition that the patient 

is capable of finding out for herself everything she wants 

to know about her pregnancy—the anatomy, the size, 

its capacity to survive outside the uterus—by consulting 

any reputable medical publication. The availability of this 

information has become ubiquitous, along with errone-

ous information meant to confuse and shame. 

We build trust in our patients by differentiating our-

selves from those who would wish to influence decisions 

through medical misinformation, myth and negative 

judgment. We must maintain a stance of care and com-

passion throughout the process, while recognizing and 

honoring resilience and strength in the other.

One of the most important factors in describing the im-

age is a consideration of the language that we use to 

describe what we see. In a patient-centered practice, we 

build rapport through using the patient’s words, while at 

the same time providing correct medical information.

Dialogue B.1

PATIENT: Is that the baby?

ULTRASONOGRAPHER: That’s the baby, right here [points]. At 

this gestation—you are in the seventh week of pregnan-

cy—the baby is called the embryo. That term means that 

it is in an early stage of development.

Dialogue B.2

PATIENT: Does the baby have a heartbeat?

ULTRASONOGRAPHER: The baby has a heartbeat. I think it 

helps to realize that a heartbeat becomes present very 

early in the pregnancy—we can detect it on the screen 

here at about five or six weeks’ gestation. That’s be-

cause the heart is so important and is one of the first 

organs to develop.

Dialogue B.3

PATIENT: Is it a baby?

ULTRASONOGRAPHER: That’s a good question; I’m glad you 

asked. I have two answers that I would give you. The first 

is that each person gets to decide how she defines her 

pregnancy and the words that she uses to describe it. 

You have the right to do that for yourself and base that 

decision on your own beliefs. The second answer I would 

give is to put things in a medical context. Medically 

speaking, the term that we use to describe your preg-

nancy is a fetus. That term is used to describe all 

pregnancies 10 weeks gestation or greater—all the way 

until the moment of birth. At birth, the fetus becomes a 

baby. You’re 16 weeks pregnant. What is important is 

for you to decide is what you need to know about your 

pregnancy to help you make a decision. I will do my best 

to answer your questions.

In this example, the ultrasonographer must provide a lot 

of information in her answer because she isn’t sure of 

the true motivation surrounding the patient’s question. 

The question itself—is it a baby?—is arguably ambigu-

ous and hints at the possibility of a more specific ques-

tion that remains unasked. With the response above, 

the ultrasonographer covers a great deal of ground and 

provides important answers, but does so without a full 

understanding of what is driving the patient’s question. 

An alternative method is simply to start with an open-

ended question. While it may seem counterintuitive, this 

technique can reduce anxiety by giving you your “bear-

ings.” Here’s an example of a way to start with an open-

ended question so that you can tailor your answer to the 

patient’s (unstated) question:

Dialogue B.4

PATIENT: Is it a baby?

ULTRASONOGRAPHER: That’s a good question; I’m glad you 

asked. I’ll try to answer the best I can. Can you say more 

about what led you to ask me that question? 

PATIENT: Well, I’m wondering if it can feel pain.

ULTRASONOGRAPHER: I’ll share with you what I’ve learned 

about that.

Now the ultrasonographer has a much more nuanced 

understanding of what is driving the question and can 

tailor her answer accordingly. It’s always important to 
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check in with the patient to see how she is doing after 

hearing the information:

ULTRASONOGRAPHER: How was it for you to hear that 

information?

The next aspect to consider is how to describe the 

image on the screen. Providers may have the ability to 

decide whether to freeze the image during the descrip-

tion or whether they are required to keep the transducer 

running during their description.

A good way to start is to freeze and show the image that 

you will use to calculate gestational duration. For earlier 

gestation, this will include a crown-rump measurement. 

For later gestations, the biparietal diameter serves as 

the most accurate measurement with the femur length 

providing a secondary estimate.

Dialogue B.5

ULTRASONOGRAPHER: I’m going to bring the picture into view 

so we can see it more clearly. First, I want to check with 

you about the word that you prefer to use to describe this 

pregnancy because I want to use the words that you use. 

Do you say “the baby,” “the fetus” or “the pregnancy”?

PATIENT: I guess I’ve been saying “baby.”

ULTRASONOGRAPHER: Okay. This dark part here is your 

uterus, where the baby grows. Here is the head, this 

section here is the body, and the arms and legs are right 

here. You are about 16 weeks pregnant and the baby is 

about 4 inches in length. 

PATIENT: [silent]

ULTRASONOGRAPHER: How is it for you to hear this 

description?

It’s also important to recognize that these conversations 

may arise during counseling, after the ultrasound has 

taken place. The counselor uses the same techniques 

as described here, validating and normalizing feelings, 

and seeking understanding of more complex statements, 

feelings, and beliefs.

Seeking understanding

Sometimes the act of viewing brings up complicated 

feelings. The patient may or may not express these 

feelings during the ultrasound itself. Sometimes it feels 

appropriate to talk about feelings during the ultrasound. 

Other times it may be more appropriate to have those 

conversations during a subsequent part of her visit. 

However, it is always important to normalize and validate 

the feelings that you see or hear. If your clinic uses an 

assessment tool to triage counseling, keep in mind that 

women with low to medium certainty may benefit from 

a conversation after viewing the ultrasound where they 

have the opportunity to explore how viewing the image 

affected their decision.

Dialogue C.1

PATIENT: I’m starting to have second thoughts about the 

abortion.

ULTRASONOGRAPHER: For some people, viewing the ultra-

sound can bring up second thoughts. It’s okay to have 

second thoughts. At this clinic, we believe in creating a 

space for you to talk about your decision and you’ll have 

that opportunity to do that during your visit. If at any 

time you feel that you’ve changed your mind and want to 

leave, you can do so.

Seeking understanding is a technique used in decision 

counseling when patients express conflict with their 

decision and wish to discuss that conflict.8 Seeking 

understanding is difficult for many of us because of-

ten we are afraid to find out the deeper, more complex 

feelings that people are having about their pregnancy 

decision. Sometimes talking about feelings is uncom-

fortable. Other times, we simply need more tools for 

responding to complex patient statements. Fortunately, 

the technique for seeking understanding is simple. It 

involves using open-ended questions to allow the patient 

to describe her feelings and their origins. The goal of the 

listener is straightforward—to witness the feelings and 

create a safe space where they are heard and recog-

nized. The goal of the listener is not to fix or eliminate the 

feelings—simply to witness. There is healing in listening 

and modeling an absence of fear and judgment. This 

normalizes the patient’s experience and communicates 

that she is entitled to her feelings.

Dialogue C.2

PATIENT: I think I regret seeing that.

ULTRASONOGRAPHER: I’ve met other people who said the 

same thing after viewing. [Gently, with interest] Say more 

about what you are feeling.
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PATIENT: It made it more real for me.

ULTRASONOGRAPHER: [silent]

PATIENT: This was a really hard decision. I almost didn’t 

come to my appointment today. Seeing the baby is 

making me re-think my decision; I feel like it’s moving me 

toward keeping it.

ULTRASONOGRAPHER: Thank you for sharing that. Just so 

you know it’s okay to be unsure. And, it’s important to 

listen to the different feelings that you’re having. You 

used the word “regret” earlier and said that you regretted 

seeing the image. Can you say more about that?

PATIENT: Well, when I came today I finally felt relief that I had 

made a decision. Now that’s gone.

ULTRASONOGRAPHER: It sounds like you found a bit of relief, 

yet you also almost didn’t come to the appointment 

today.

PATIENT: That’s so true.

ULTRASONOGRAPHER: Just so you know, a lot of people who 

are having a hard time coming to a decision say that they 

feel the same way.

PATIENT: Thank you.

Dialogue C.3

PATIENT: It’s a real baby! 

ULTRASONOGRAPHER: [gently] How so?

PATIENT: I can see arms and legs; I can see that it’s the 

shape of a baby.

ULTRASONOGRAPHER: How is that for you?

PATIENT: I guess it’s starting to make me question my 

decision.

ULTRASONOGRAPHER: Say more about that.

PATIENT: It makes me think that it’s a baby and I shouldn’t 

get rid of it.

ULTRASONOGRAPHER: Before coming today, what made 

abortion the decision that seemed best for you?

PATIENT: I’m still in school; I don’t have a job or my own 

place to live. My boyfriend is also finishing college and 

we don’t really have our lives set up for parenting yet. We 

want to be parents, but felt like this wasn’t the right time.

ULTRASONOGRAPHER: Are there things that would make 

continuing the pregnancy possible?

PATIENT: I know that my mom would accept either decision. 

She would let me live at home and raise the child there. 

But it would really make things difficult for me in terms of 

moving forward with my life.

ULTRASONOGRAPHER: It seems like what you’re saying is 

that you’re trying to create something in your life that will 

allow you to be the best parent that you can be.

PATIENT: I’m trying to.

ULTRASONOGRAPHER: One thing that I’ve learned from my 

patients is that having an abortion is something that 

people decide to do because they want to put some 

things in place before they bring a child into the world. 

Having an abortion doesn’t mean that you don’t care 

about this pregnancy; in fact it’s the opposite. You want 

to make sure that when you have a baby you’re the most 

ready that you can be, and that is about caring for a 

baby in the way you feel is best.

Let’s return to the important finding from current re-

search that reminds us that many patients will have 

either no reaction or a positive reaction to viewing the 

ultrasound. While these conversations may feel less 

complex, it’s important to respond non-judgmentally to 

positive reactions and to normalize no reaction. 

Exercise C:

Conduct this exercise with a small group of your 

co-workers. Compare and contrast responses 

to the two scenarios. Notice whether there were 

reasons that you previously had not considered. 

n	A woman comes in for a routine ultrasound 

as a part of her prenatal care. This is a 

pregnancy that she plans to continue; she and 

her partner are happy to be expecting a child. 

What are some reasons that this patient might 

not want to view the ultrasound image?

n	A woman comes in for abortion care and is 

having her routine pre-procedure ultrasound 

for gestational dating. The woman has 

decided that she cannot continue this 

pregnancy and is seeking termination. What 

are some reasons that this patient might want 

to view her ultrasound image?
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PATIENT: Wow! That’s really neat. Can I have a copy of the 

picture there?

PROVIDER: Yes, you can. How is it for you to see the ultra-

sound image?

PATIENT: I’m so happy to know that I can get pregnant. All 

this time I thought I wasn’t fertile. We’ve only ever used 

condoms and sometimes we don’t even use them. I’ve 

never gotten pregnant until now. I just thought there was 

no way it would ever happen. Even though I’m not ready 

to be a parent now I’m just so happy to know that every-

thing is okay inside.

PROVIDER: You know, I’ve met other people who felt the 

same way. The thing to keep in mind about our fertility 

is that sometimes it comes and goes in ways that we 

can’t always predict. That’s what makes it important to 

assume that you’re fertile and use the method of birth 

control that fits best with your life and your plans for the 

future. The counselor will help you think about what’s 

right for you.

Patients with no reaction to viewing present challenges 

that are similar to patients who, during counseling, ex-

hibit no emotions, make little or no eye contact or have 

minimal interaction with staff. Establishing rapport in 

these contacts can be challenging, but is best initiated 

by recognizing the patient’s right to maintain her privacy. 

Nevertheless, staff are required to ensure that the com-

ponents of informed consent are satisfied and that the 

patient is safe. It’s okay to communicate to the patient 

that you respect her need for privacy but that you need 

her to work with you to satisfy requirements. 

PROVIDER: How was it for you to view the image?

PATIENT: [silent]

PROVIDER: Has it changed your decision?

PATIENT: [no eye contact]

PROVIDER: [gently] Much of the reason that I ask is because 

I want to make sure that you’re okay and that you feel 

that you can ask questions here. I also want you to know 

that I respect a person’s desire to have privacy and if 

that’s important to you then I won’t pry. But there’s one 

deal that we have to make with each other—there’s 

a few questions that I have to ask you and I’ll need a 

truthful answer from you. I need to know your answers in 

order to provide care for you. Apart from that, I’ll try not 

to bug you. Are we together on this?

PATIENT: [nods]

PROVIDER: Okay, good. I really appreciate it.

Reframing

Most of the time, seeking understanding can be ac-

complished with a few key open-ended questions. The 

purpose of the open-ended questions is to gather an 

understanding of the context of the patient’s decision 

and to assemble the ingredients for a reframing of her 

decision in light of her stated values and beliefs.9 What 

we know from surveys of women seeking abortion is 

that women have abortions in order to be able to care 

for the children that they already have and to be able 

to put things in place to parent in the future.10 Within 

those main reasons are women for whom their family is 

complete and women who never want children. Overall, 

the most transformative reframe is to offer thinking 

about abortion not as something done out of malice or 

bad feelings toward a particular pregnancy but instead 

out of the women’s stated moral values: care, compas-

sion, mercy, justice, fairness and love. You learn about a 

woman’s moral values through asking open-ended ques-

tions. Once you have this understanding and the role 

that it played in her pregnancy decision, you can offer a 

reframe as the ultrasonographer did in dialogue C.3.

Conclusion

We have the ability to use ultrasound viewing, whether 

voluntary or mandated, as a tool to empower patients 

and increase rapport and trust in the clinic. A key ele-

ment to achieving honest, gentle communication is to 

skillfully employ tools for asking questions and respond-

ing to patient statements. A substantial portion of 

communication is our tone of voice and bodily posture. 

Readers are encouraged to spend time practicing the 

techniques presented in this guide with co-workers and 

to analyze tone of voice, word choice, and presenta-

tion. Mastery comes with practice. As we strive toward a 

more transparent and validating healthcare environment, 

cultivating professionalism in the face of uncertainty, our 

patients will respect us for standing up for their right to 

be at the center of care.

 



A D VA N C I N G  N E W  S TA N D A R D S  I N  R E P R O D U C T I V E  H E A LT H

Clinical guidelines on ultrasound viewing, September 2014, page 11

ANSIRH | 1330 Broadway, Suite 1100 | Oakland, CA 94612 | p 510.986.8990 | f 510.986.8960 | email: ansirh@obgyn.ucsf.edu | www.ansirh.org

References

  1	Guttmacher Institute State Policies in Brief.  Requirements of Ultrasound.  
June 1, 2014.  Accessed June 19, 2014. http://www.guttmacher.org/
statecenter/spibs/spib_RFU.pdf

  2	Kimport, Katrina, Ushma D. Upadhyay, Diana Greene Foster, Mary Gatter, 
Tracy A. Weitz. 2013. Patient Viewing of the Ultrasound Image Prior to 
Abortion. Contraception 88(5): 666-670

  3	Kimport, Katrina, Tracy A Weitz, Diana Greene Foster. Forthcoming. 
Beyond Political Claims: Women’s Interest in and Emotional Response 
to Viewing Their Ultrasound Image in Abortion Care.  Forthcoming in 
Perspectives on Sexual and Reproductive Health.

  4	Gatter, Mary, Katrina Kimport, Diana Greene Foster, Tracy A. Weitz, 
Ushma D. Upadhyay. 2014. Relationship Between Ultrasound Viewing and 
Proceeding to Abortion. Obstetrics and Gynecology. 123(1):81-87.

  5	Kimport, Katrina, Felisa Preskill, Kate Cockrill, Tracy A. Weitz. November 
2012. Women’s Perspectives on Ultrasound Viewing in the Abortion 
Care Context. Women’s Health Issues 22(6):e513-e517. Graham, O., S. 

Ankretti, and S.R. Killick. 2010. Viewing ultrasound scan images prior to 
termination of pregnancy: choice for women or conflict for ultrasonogra-
phers? Journal of Obstetrics and Gynecology 30(5):484-8.

  6	Perrucci, A.C. 2012 Decision assessment and counseling in abortion care: 
Philosophy and Practice. Baltimore: Rowman and Littlefield.

  7	Foster, Diana Greene, Heather Gould, Jessica Taylor, Tracy A Weitz. June 
2012. Attitudes and Decision Making Among Women Seeking Abortions 
at One U.S. Clinic. Perspectives on Sexual and Reproductive Health 
42(2):117-24.

  8	Perrucci, A.C. 2012

  9	Perrucci, A.C. 2012

10	Finer, Lawrence B., Lori F. Frohwirth, Lindsay A. Dauphinee, Susheela 
Singh, Ann M. Moore. 2005. Reasons U.S. Women Have Abortions: 
Quantitative and Qualitative Perspectives. Perspectives on Sexual and 
Reproductive Health 37(3): 110–18.


