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ABSTRACT 

Pro-choice and pro-life perspectives differ regarding adverse emotional symptoms after abortion. 

Pro-choice researchers maintain that abortion presents no more risk of emotional distress than 

carrying an unplanned pregnancy to term. However, pro-life researchers discuss evidence that 

abortion does increase the risk of adverse emotional symptoms that persist long after the 

abortion. Since many women seek faith-based interventions, the purpose of the current study was 

to examine the effectiveness of the post-abortion Bible study, Forgiven and Set Free by Linda 

Cochrane, in decreasing depression and increasing self-forgiveness. The first research question 

was, “Does participation in a post-abortion Bible study increase post-abortive women’s self-

forgiveness?” The second research question was, “Does participation in a post-abortion Bible 

study decrease post-abortive women’s depression?” Because of the small sample size of three, a 

post-hoc case study of the study methodology provided insights for researching the post-abortive 

vulnerable population and working with gatekeeping providers of post-abortion Bible study 

groups. The post-hoc case study highlighted the small sample size typical in this study on post-

abortion Bibles to research studies of other vulnerable populations. In addition, the post-hoc case 

study explored the difficulties and benefits of collaborating with post-abortion Bible study 

facilitators functioning as gatekeepers when researching post-abortion healing and the 

importance of ongoing trust-building among Bible study facilitators to enhance access to the 

individuals taking post-abortion Bible studies.  

Keywords: Post-abortion symptoms, post-abortion stress, post-abortion Bible study, 

moral injury, self-forgiveness, depression, spiritual interventions, complicated grief, perinatal 

loss,  
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CHAPTER ONE: INTRODUCTION 

Overview 

Two contradictory perspectives address the topic of post-abortion stress. Pro-choice 

researchers maintain that women who terminate an unplanned pregnancy show no evidence of 

significantly higher levels of mental health stress than those who carry an unplanned pregnancy 

to term (Biggs et al., 2016; Horvath & Schreiber, 2017). However, pro-life researchers provide 

evidence for adverse mental health outcomes after abortion (Coleman, 2018; Layer et al., 2004; 

Rafferty & Longbons, 2020). The intrusive thoughts, avoidance, negative cognitions, and arousal 

after abortion are consistent with the Diagnostic and Statistical Manual of Mental Health 

Disorders (DSM-5) criteria for posttraumatic stress disorder (PTSD; American Psychiatric 

Association [APA], 2013; Rafferty & Longbons, 2020; Speckhard & Rue, 2012; Sullins, 2019). 

Post-abortive women need safe spaces to process their abortion, post-abortion symptoms, and 

grief (Bray, 2018; Curley & Johnston, 2014). Many women want to participate in post-abortion 

Bible studies to address moral injury's spiritual issues (Langberg, 2019). Post-abortion Bible 

studies have offered a spiritually based option for women who want a biblical perspective in 

their healing (Layer et al., 2004). However, additional research is needed to provide empirical 

evidence of Bible studies as healing interventions for Christian women. 

Background 

According to the World Health Organization (WHO, 2021), 73 million pregnancies are 

terminated each year; this statistic represents 61% of unintended pregnancies and 29% of all 

pregnancies. According to Kortsmit et al. (2021), 629,898 pregnancies were voluntarily 

terminated in the United States in 2019; that figure represents 11.4 abortions per 1000 women 

and 195 abortions per 1000 live births, or 19.5% of all pregnancies. Some women experience 
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symptoms after an abortion consistent with the PTSD symptoms many people experience after 

witnessing a traumatic event (Rafferty & Longbons, 2020; Speckhard & Rue, 2012; Sullins, 

2019). Combat, natural disasters, sexual assault, or interpersonal violence are events that meet 

the diagnostic criteria for PTSD (American Psychiatric Association [APA], 2013).   

Trauma Symptoms 

A traumatic event can overwhelm one’s inner and external ability to cope with the 

resulting stress (Levers, 2012; Sadock et al., 2015; Vandenbos, 2015). When one is 

overwhelmed, the body’s fight, flight, or freeze response, initiated by the emotional brain, sends 

signals to the body to reduce cognitive reasoning and initiate the autonomic nervous system’s 

response to the imminent danger (Uhernik, 2017; van der Kolk, 2014). The trauma response will 

differ from one person to another depending on individuals’ coping resources, perceived 

strengths or helplessness, and the resulting stress symptoms after the event is over (Briere & 

Scott, 2015; Levers, 2012). Therefore, one person will have few residual stress symptoms after a 

traumatic experience, and another may have long-lasting difficulties with nightmares, intrusive 

thoughts, and reactivity to trauma reminders (APA, 2013). These symptoms can cause the person 

to avoid reminders and develop negative thoughts about themselves, others, and the world. The 

stress symptoms, avoidance, and negative thoughts can also cause relationship difficulties, 

depression, and anxiety (APA, 2013). Depending on their coping resources, women can develop 

some or all of these symptoms after an abortion (Campbell-Jackson & Horsch, 2014; Moafi et 

al., 2021). 

Abortion and Trauma Treatments 

Several researchers report that the trauma symptoms women can experience after elective 

abortion mirror those symptoms of PTSD, suggesting further study and consideration of criteria 
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for post-abortion stress (Speckhard & Rue, 2012; Whitney, 2017). For example, Whitney’s 

(2017) research supports the impact of abortion stress and suggests that women can initially 

function well and experience abortion stress later. In contrast, Biggs et al. (2016) and Horvath 

and Schreiber (2017) report findings that women choosing abortion are at no greater risk of 

depression and other symptoms than those who carry an unintended pregnancy to term. In 

addition, Horvath and Schreiber (2017) conclude that abortion does not contribute to a decline in 

mental health. However, researchers identify depression, guilt, and grief women often have after 

a miscarriage (Slobodin, 2014; Sturrock & Louw, 2013) and minimize the association of these 

symptoms with abortion (Biggs et al., 2016; Horvath & Schreiber, 2017; Steinberg et al., 2012). 

Abortion, Diagnosis, and Treatment 

Unfortunately, these conflicting conclusions have kept the mental health community from 

adopting diagnostic criteria for post-abortion stress (Whitney, 2017) despite researchers' 

acknowledgment that some women experience trauma symptoms (Biggs et al., 2016; Whitney, 

2017). The continued debate among researchers regarding the acknowledgment of adverse 

mental health outcomes after abortion reduces the exploration of treatment interventions for 

women’s post-abortion symptoms that mirror those of PTSD (Reardon, 2018). Furthermore, 

women who experience traumatic stress after an abortion often need clinical help to process their 

emotions and symptoms (Bray, 2018; Curley & Johnston, 2014). Therefore, in the absence of 

diagnostic criteria specific to post-abortion stress, PTSD criteria and the unique concerns of 

women post-abortion can give insight into stress levels and treatment plans (Coleman, 2018; 

Katz, 2019). 
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Trauma, Moral Injury, and Abortion 

Traumatic events can include moral injury or distress related to a betrayal at a high stake 

by an authority (Shay, 2014) or by oneself (Litz et al., 2009). Shay’s (2014) work with veterans 

highlights moral injury’s ability to cause sufficient distress in that the person has suicidal 

thoughts or behaviors and acts out violently. Shay’s experience with veterans who have 

experienced a moral injury at the hands of an authority figure supports the physiological arousal 

related to violent behaviors. In addition, Litz et al. (2009) identify suicidal ideation and 

behaviors pertaining to self-inflicted moral injury when one violates personal values. The 

resulting shame and guilt surrounding moral injury can increase withdrawal and self-isolation 

(Bray, 2018; Griffin et al., 2019; Shay, 2014), which cuts off potential social support essential 

for healing from trauma symptoms (Antal & Winings, 2015; Dickie, 2019). Another crucial 

aspect of moral injury and treatment for many people is including a spiritual element (Smith-

MacDonald et al., 2018). Much moral injury research is based on veterans; however, other 

populations, such as first responders and women considering abortions, also experience moral 

injury (Griffin et al., 2019).   

The situation in which a woman considers abortion often presents multiple avenues for 

her to experience moral injury (Traina, 2018). For instance, a woman’s decision for an abortion 

can be influenced by parents, friends, or the father of the baby, causing her to feel pressured in 

her choice, resulting in self-imposed and other-imposed moral injury. The complexities 

surrounding an abortion decision are increased by the shame surrounding abortion itself. In 

addition, women who have faith in God do not feel safe sharing their abortions with other church 

members (Sironi, 2015). Maguen and Burkman (2013) noted an association between combat 

veterans’ feelings of being unforgivable and their difficulties in forgiving themselves. Based on 
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these findings, one may surmise that post-abortive women who feel they are unforgivable 

because of their abortion choice can also have difficulty with self-forgiveness. Individual or 

group interventions for increasing self-compassion can, in turn, increase one’s self-forgiveness 

(Oral & Arslan, 2017). Based on the literature that highlights an increase in self-forgiveness 

when incorporating spiritual interventions (Antal & Winings, 2015; Dickie, 2019; Layer et al., 

2004; Whitney, 2017), including a spiritual aspect to abortion healing offers God’s grace, mercy, 

and forgiveness and helps women of faith forgive themselves.  

Abortion Trauma and Treatment Options 

Cognitive Processing Therapy (CPT) is a common manualized treatment of PTSD that 

can be implemented in groups or as individual therapy (Pearce et al., 2018; Resick et al., 2017). 

Early in therapy, clients write an impact statement that identifies their thoughts about why the 

event happened and how the experience impacted their beliefs about themselves, others, and 

their subsequent emotions. As therapists challenge stuck points and problematic thinking, clients 

learn to challenge their assumptions about intentions, responsibility, and problematic thinking 

related to the traumatic event (Resick et al., 2017). Research supports using CPT for trauma 

treatment to change maladaptive thinking to more adaptive thought processes, increasing clients’ 

understanding of safety, trust, and esteem, reducing PTSD symptoms, and increasing positive 

emotions (Price et al., 2016). In addition, integrating spiritual themes helps clients address the 

psychological and spiritual symptoms of moral injury resulting from trauma (Pearce et al., 2018) 

and can benefit clients who struggle with forgiving themselves after an abortion.   

Several options for faith-based post-abortion recovery integrate biblical principles into 

groups that offer supportive communities for post-abortive women. Essential spiritual elements 

of post-abortion healing include acknowledging influences, recognizing a balance in 



16 

 

 

responsibility, seeking and accepting God’s mercy, focusing on his grace, sharing the abortion, 

and forgiving others and the self (Sironi, 2015). One faith-based healing option is Project Rachel, 

founded by Vicky Thorn; Project Rachel offers weekend retreats facilitated by a priest, a clinical 

therapist, and trained lay facilitators (O’Malley, 2015; Pastorius, 2013). In addition, many faith 

groups use post-abortion Bible study groups that include the essential elements of spiritual 

interventions (Cochrane, 2015; Covert et al., 2017; Giancola, 2018; Hrichi, 2018; Layton, 2020). 

Faith-based post-abortion Bible study groups incorporate scripture verses relating to post-

abortion symptoms and encourage women to apply the principles to their abortion experiences 

and symptoms (Cochrane, 2015; Covert et al., 2017; Giancola, 2018; Hrichi, 2018; Layton, 

2020). In addition, written homework facilitates clients’ processing and emotional regulation, 

similar to written homework during CPT with written accounts (Glass et al., 2019; Harrington et 

al., 2018; Resick et al., 2017). Finally, integrating spiritual truths of God’s love helps restore 

women’s broken identities and answer questions about God’s character (Langberg, 2019).   

Despite the number of faith-based post-abortion treatments available, Layer et al. (2004) have 

the only study published in a peer-reviewed journal to examine the effectiveness of Bible study 

groups in reducing post-abortion symptoms. Jaramillo (2017) recently replicated the Layer et al. 

study in her doctoral dissertation.  

Problem Statement 

Abortion statistics show that 73 million women worldwide (WHO, 2021) and 629,898 in 

the United States (Kortsmit et al., 2021) have abortions each year. Researchers report 

contradictory data on adverse mental health outcomes for women who choose abortion (Biggs et 

al., 2016; Speckhard & Rue, 2012; Steinberg et al., 2012; Sullins, 2019). However, the mental 

health impact of miscarriage and stillbirth (Campbell-Jackson & Horsch, 2014; Slobodin, 2014; 
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Sturrock & Louw, 2013) can inform clinicians that post-abortion women may experience similar 

mental health difficulties. The continued debate among researchers regarding the 

acknowledgment of adverse mental health outcomes after abortion reduces the exploration of 

treatment interventions for women’s post-abortion symptoms that mirror those of PTSD 

(Reardon, 2018).   

Some researchers have explored clinical interventions for post-abortion symptoms (Bray, 

2018; Curley & Johnston, 2014). However, few studies have reviewed the efficacy of spiritual 

interventions for post-abortion symptoms (Layer et al., 2004). Clinicians can gain insight into 

treatments and spiritually informed treatments by employing evidence-based therapies for trauma 

(Pearce et al., 2018; Resick et al., 2017). These evidence-based treatments must also include 

treating moral injury and self-forgiveness with spiritual interventions since moral injuries 

involve psychological and spiritual wounds (Smith-MacDonald et al., 2018). The differing 

conclusions also have limited research into treatment options for post-abortive women (Reardon, 

2018). 

Purpose Statement 

The purpose of this quantitative pretest-posttest study is to evaluate the effectiveness of a 

post-abortion Bible study in increasing a woman’s self-forgiveness after an abortion. Research 

volunteers will be women who have had at least one abortion and wish to join a group Bible 

study to address their symptoms after the abortion. One’s perception of their moral injury 

impacts their belief that they are unforgivable and reduces their ability to forgive themselves 

(Maguen & Burkman, 2013). Therefore, each research volunteer will complete the “Moral Injury 

Events Scale” to assess their perceived level of moral injury and the “Self-Forgiveness Dual-

Process Scale” to assess their level of genuine self-forgiveness. The purpose of this study is to 
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evaluate the effectiveness of the Bible study, “Forgiven and Set Free,” in increasing post-

abortive women’s genuine self-forgiveness (Cochrane, 2015). 

Significance of the Study 

Prior research has highlighted the reduction of shame and avoidance of reminders of 

abortion when women participate in a post-abortion Bible study (Layer et al., 2004; see also 

Jaramillo, 2017). However, no study has examined the impact of post-abortion Bible studies on 

increasing women’s self-forgiveness. The research study of veterans in a moral injury group 

(MIG) highlighted the significance of spiritual interventions in increasing their self-compassion 

(Cenkner et al., 2021). The current research will apply the understanding that trauma disrupts 

one’s faith (Kopacz et al., 2016; Maguen & Burkman, 2013) and the intrinsic spiritual element of 

violating one’s deeply held values (Koenig et al., 2017; Smith-MacDonald et al., 2018) to 

spiritual interventions for post-abortive women through a group Bible study. The study results 

will strengthen the assertions of post-abortion Bible studies regarding the necessity of including 

faith in women’s post-abortion healing. In addition, this study will inform clinical counselors of 

the essential integration of faith-based interventions for Christian women who are processing 

their post-abortion symptoms and difficulties in forgiving themselves. Finally, post-abortive 

women learn to connect their decision to have an abortion to scripture that teaches God’s 

forgiveness and his removal of condemnation through Jesus Christ. For instance, women will 

learn to embrace John 3:18, “He that believeth on him is not condemned” (King James Bible, 

1769/1970). Romans 8:1a also speaks of the freedom of condemnation through Christ, “There is 

therefore now no condemnation to them which are in Christ Jesus” (King James Bible, 

1769/1970).   
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Research Questions 

While researchers have studied clinical treatments for post-abortion symptoms (Bray, 

2018; Curley & Johnston, 2014), few have studied post-abortion Bible studies’ effect on 

increasing self-forgiveness after an abortion (Layer et al., 2004). Therefore, the purpose of this 

study is to evaluate the effectiveness of a post-abortion Bible study in increasing a woman’s self-

forgiveness after an abortion.  

RQ1:   Does participation in a post-abortion Bible study increase post-abortive women’s self-

forgiveness?  

RQ2:   Does participation in a post-abortion Bible study decrease post-abortive women’s 

depression?  

Definitions 

1. Moral injury – The witnessing or perpetrating an act that is against one’s core beliefs, 

instigated by oneself (Litz et al., 2009) or a trusted leader (Shay, 2014) and can be 

exacerbated by the lack of trusted social support (Koenig et al., 2017).   

2. Post-abortion stress – The symptoms of intrusive thoughts (Rafferty & Longbons, 

2020), avoidance (Hutti et al., 2015), negative cognitions (Campbell-Jackson & 

Horsch, 2014), arousal and reactivity (Zulčić-Nakić et al., 2012), complicated grief 

(Speckhard & Rue, 2012), depression (Hang, 2018), suicidality (Rafferty & 

Longbons, 2020), and regret (Rafferty & Longbons, 2020) experienced by some 

women after an abortion.  

3. Posttraumatic stress disorder – the emotional sequelae that can develop after experiencing 

or witnessing “actual or threatened death, serious injury, or sexual violence” and results in 

reexperiencing the event, avoiding reminders of the event, numbing negative thoughts and 
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moods, hyperarousal and hyperreactivity lasting more than 30 days after the event (American 

Psychiatric Association, 2013, p. 271). 

4. Self-compassion – “involves being touched by and open to one’s suffering, not 

avoiding or disconnecting from it, generating the desire to alleviate one’s suffering 

and to heal oneself with kindness” (Neff, 2003, p. 87).   

5. Self-forgiveness – Addressing one’s offense, taking responsibility, acknowledging 

failures, repentance, and restoration (Woodyatt & Wenzel, 2013; Woodyatt et al., 

2017)  

Summary 

The two conflicting perspectives regarding post-abortion stress have limited research-

related discussions about post-abortion healing (Whitney, 2017). Some women experience no 

adverse effects while others do, consistent with findings that trauma generally affects people to 

differing degrees (Briere & Scott, 2015; Levers, 2012). A vital determination of a person’s 

developing trauma symptoms is whether the event overwhelms their internal and external 

resources to cope with the stress (Levers, 2012; Sadock et al., 2015; Vandenbos, 2015). In 

addition to the common psychological and biological trauma responses, many post-abortive 

women also experience shame, guilt, and difficulty forgiving themselves, common features of 

moral injury (Griffin et al., 2019; Shay, 2014). The symptoms experienced in conjunction with 

moral injury cut people off from social support (Antal & Winings, 2015). The intrinsic spiritual 

nature of moral injury supports including spiritual elements with clinical interventions (Antal & 

Winings, 2015; Dickie, 2019; Whitney, 2017). Research into the effectiveness of post-abortion 

Bible studies in increasing women’s ability to forgive themselves will add to an evidence-based 

understanding of post-abortion healing.  
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CHAPTER TWO: LITERATURE REVIEW 

Overview  

Perspectives regarding stress symptoms after abortion differ among researchers and 

clinicians. For example, some researchers report no more mental health difficulties for women 

after an abortion than those who have carried an unplanned pregnancy to term (Biggs et al., 

2016; Steinberg et al., 2012). However, others report adverse mental health symptoms after an 

abortion similar to those experienced after nonelective perinatal loss (Campbell-Jackson & 

Horsch, 2014; Moafi et al., 2021; Rafferty & Longbons, 2020). Since some women experience 

stress symptoms after abortion, addressing these symptoms with evidence-based interventions is 

essential in post-abortion treatment. In addition, the evidence of research on moral injury, 

spiritual aspects of moral injury, and spiritually integrated therapy for military veterans informs 

clinicians of treatment adaptations for post-abortive women who have spiritual struggles 

surrounding their abortion decisions (Cenkner et al., 2021). 

This chapter will present the theoretical framework of moral injury and the subsequent 

lack of self-forgiveness and depression and include spiritually oriented cognitive behavioral 

therapy (SOCPT) in treating moral injury. The literature review includes a conceptualization of 

trauma and a Christian worldview of trauma. The literature review also compares nonelective 

perinatal loss symptoms to post-abortion symptoms. The review also proposes using post-

abortion Bible studies to address post-abortion symptoms, including self-forgiveness and 

depression. The lack of research regarding the effectiveness of post-abortion Bible studies 

supports the current study’s purpose to evaluate the effectiveness of Bible studies in increasing 

post-abortive women’s self-forgiveness and decreasing their depression. 
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Conceptual and Theoretical Framework 

The impact of moral injury on self-forgiveness (Antal et al., 2019; Cenkner et al., 2021) 

and depression (Bryan et al., 2016) form the conceptual framework for considering post-Bible 

studies as spiritual interventions for increasing women’s self-forgiveness and decreasing their 

depression after abortion. Two theoretical models provide the evidence-informed use of post-

abortion Bible studies for women who wish their post-abortion treatment to include biblical 

integration. First, the association between moral injury and trauma involves the violation of 

deeply held moral values. The REACH Self-Forgiveness model helps people restore their values, 

accept their responsibility, and replace self-compassion with self-compassion (Griffin et al., 

2018). In addition, the MIG model will extend previous research by applying the model to 

interventions to address moral injury-related depression in post-abortive women (Cenkner et al., 

2021). These two models provide the framework for post-abortion Bible studies as treatment 

interventions for post-abortive women. 

Conceptual Framework 

Moral Injury, Self-Compassion, and Self-Forgiveness 

As Litz et al. (2009) and Shay (2014) identified, a moral injury involves witnessing or 

perpetrating an act that is against one’s core beliefs instigated by a trusted leader or oneself and 

can be exacerbated by the lack of trusted social support (Campbell et al., 2020; Koenig et al., 

2017). The shame, guilt (Litz et al., 2009; Shay, 2014), and lack of social support (Koenig et al., 

2017), combined with a person’s belief that they are unforgivable and irredeemable (Maguen & 

Burkman, 2013), increase their difficulty in forgiving themselves. Because post-abortive women 

consider their decision to be a self-betrayal of their values (Traina, 2018), addressing moral 
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injury concepts in post-abortion healing is essential in addressing their lack of self-forgiveness 

(Whitney, 2017).  

Moral Injury and Depression 

Guilt and shame are associated with moral injury (Bryan et al., 2018; Hall et al., 2022; 

Levi-Belz et al., 2020), and those who have self-imposed moral injury have an increased risk of 

emotional numbing and an inability to express positive emotions (Bryan et al., 2018). Emotional 

numbing and the reduced expression of positive emotions are consistent with exhibiting more 

significant levels of depression and anger than those whose moral injuries were other-imposed 

(Hoffman et al., 2018; Levi-Belz et al., 2020). Because self-imposed moral injury increases 

clients’ depression, clinicians must consider the potential of moral injury when conceptualizing 

clients’ stories of traumatic experiences (Hall et al., 2022). 

Theoretical Models 

REACH Self-Forgiveness Model  

Worthington (2013a) developed the dual-process model of self-forgiveness to add to 

Bandura’s (1991) Social Cognitive Theory (Griffin et al., 2018). Bandura approached moral 

behavior from the concept of social learning as a continually adaptive process in which people 

consider both social and internal concepts of moral behavior. Those who have strongly 

internalized moral values differing from the social norm are less vulnerable to social conformity 

than those who do not. Bandura highlights that self-condemnation rises when one deviates from 

deeply held personal values but does not offer a theory for repairing these moral self-breeches.  

Worthington’s (2013a) REACH Forgiveness model uses the acronym REACH as the 

steps for forgiving others: Recall the hurt, use Empathy to replace negative emotions with 

positive ones, offer Altruistic forgiveness, Commit to forgive, and Hold onto the forgiveness 
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(Ripley & Worthington, 2014; Worthington, 2013a). Since Worthington’s REACH forgiveness 

effectively increases emotional forgiveness within multiple cultures in the United States (Lin et 

al., 2014), he adapted the model to treat people's self-condemnation after self-inflicted moral 

injury (Griffin et al., 2018). The REACH Self-Forgiveness model expands Bandura’s theory of 

self-condemnation after violating one’s deeply held values by offering a model of moral repair. 

The model includes accepting personal responsibility, re-establishing moral values, and offering 

self-compassion instead of condemnation (Griffin et al., 2018). The post-abortion Bible study, 

Forgiven and Set Free, incorporates elements of the REACH model to highlight the need for 

taking responsibility for one’s decision to choose an abortion, setting aside self-condemnation, 

and reestablishing one’s moral values based on the forgiveness God offers (Cochrane, 2015). 

Therefore, the current study will add to the understanding of how the REACH model can 

increase self-forgiveness for women who have lived with the moral injury of abortion many 

years earlier and could not forgive themselves. 

Moral Injury Group Model and Depression Reduction 

The MIG model provides psychological and spiritual interventions while increasing the 

essential element of social support for healing moral injury-related depression (Antal et al., 

2019). In addition, Cenkner et al. (2021) reported that the MIG model facilitates a reduction in 

depression related to moral injury. These results are similar to those of other researchers using 

Prolonged Exposure and CPT to treat moral injury-related depression in veterans (Held et al., 

2018; Paul et al., 2014). However, most of the moral injury research studied veterans, such as the 

research Resick et al. (2017) conducted with the MIG model incorporating spiritual interventions 

with written cognitive processing of traumatic experiences (Resick et al., 2017).  The post-

abortion Bible study, Forgiven and Set Free, also incorporates cognitive processing of women’s 
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abortion experiences within the Bible study (Cochrane, 2015). Additional research on moral 

injury and the impact of MIGs on post-abortive women’s depression will add additional 

understanding of the effectiveness of the MIG model as an intervention for moral injury-related 

depression. 

Related Literature  

Trauma Conceptualization 

To understand trauma symptoms, one must understand how stress, crisis, and trauma 

relate to subsequent trauma responses. Stress is the physiological response to a perceived threat 

that alerts the sympathetic nervous system to prepare one to respond to the threat (Levers, 2012; 

Vandenbos, 2015). On the other hand, a crisis overwhelms one’s internal and external coping 

resources and activates cognitive and emotional reactions to the stressors (Levers, 2012; Sadock 

et al., 2015; Vandenbos, 2015). Like a crisis, traumatic events overwhelm one’s coping 

resources; however, traumatic events also elicit severe stress responses such as helplessness, 

intense fear, avoidance, and numbing (Levers, 2012; Sadock et al., 2015; Vandenbos, 2015). 

Thus, trauma differs from crises in the severity of the stress and the terror, helplessness, and 

long-term psychological symptoms after a traumatic event (Briere & Scott, 2015; Levers, 2012).  

The brain has three distinct areas: the reptilian brain, containing the brain stem; the 

mammalian brain, containing the limbic system; and the neocortex, containing the frontal lobes 

(Sapolsky, 2004; Uhernik, 2017; van der Kolk, 2014). The three areas of the brain function from 

the bottom up, with the brain stem controlling autonomic functions that sustain life, such as 

breathing and heartbeat. The limbic system is responsible for instinctual behaviors and 

originating emotions. The neocortex is responsible for executive functioning, including working 

memory, behavioral adaptation, focus, and evaluating context clues (Sapolsky, 2004; Uhernik, 
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2017; van der Kolk, 2014). Understanding the neurological response during stress is essential to 

treating traumatic stress symptoms (Uhernik, 2017; van der Kolk, 2014). 

Maintaining survival is the brain’s primary function; the brain stem keeps the body’s 

organs functioning independently from the limbic system and neocortex (van der Kolk, 2014). In 

addition to regulating essential body functions, the brain stem and the limbic system work 

together as the emotional brain to respond to internal needs of rest, food, and protection 

(Uhernik, 2017; van der Kolk, 2014). The emotional brain evaluates environmental cues and 

creates a map of the world regarding its ability to meet the person’s needs (van der Kolk, 2014). 

The thalamus receives information, filters out irrelevant information, and relays pertinent 

information to the amygdala in the limbic system and the frontal lobes in the neocortex. While 

the frontal lobes evaluate the safety or danger of stimuli, it does so more slowly than the 

amygdala does. The amygdala uses prior experiences in its global risk assessment, which can 

result in responding to current stimuli similar to past experiences as a threat. Once the amygdala 

assesses stimuli as dangerous, it will warn the body of safety threats and prepare for an 

appropriate response, which inhibits the integration of the frontal lobe assessment (van der Kolk, 

2014).  

The frontal lobes of the neocortex integrate information and assign meaning (van der 

Kolk, 2014). This meaning-making facilitates empathy and mirror neurons to assess others’ 

movements, emotions, and intentions. In addition to allowing one to respond positively to others’ 

safe emotional cues, meaning-making helps them identify unsafe and harmful emotional signals 

and resist responding in kind. However, intense visceral sensory input decreases the ability to 

moderate one’s mirroring response to negative emotions. The frontal lobes also regulate 

executive functioning, including focus, adaptive behavior, and emotional regulation. In addition, 



27 

 

 

executive functioning skills help restore pre-stress equilibrium as long as one is not too aroused. 

However, a breakdown of executive functioning can cause a conditioned trauma response to go 

from zero to fully activated in seconds because of the shift in the balance between the medial 

prefrontal cortex and the amygdala, causing the frontal lobes to shut down (van der Kolk, 2014).   

Along with the bottom-up processing of incoming stimuli, the brain’s two hemispheres 

have different functions (Uhernik, 2017). While the left hemisphere controls logic, thinking, and 

language, the right hemisphere manages intuitive and emotional processing. For example, when 

thinking and emotional processing work together, the brain can evaluate the level of danger in 

each situation). Trauma disrupts this bilateral connection and processing, and if the brain cannot 

restore the connections, it cannot integrate the sensory memories with a logical evaluation of the 

episode. The result is higher reactivity to new cues like the initial traumatic situation (Uhernik, 

2017).   

Under normal circumstances, the Broca’s area, located in the left brain, functions as the 

speech area to integrate thoughts and feelings and to communicate experiences (van der Kolk, 

2014), and the prefrontal cortex manages higher-level brain functioning, such as working 

memory, reasoning, focus, and assessment (Shrivastava et al., 2017; Uhernik, 2017). These left 

hemisphere areas help evaluate incoming information and communicate these evaluations 

verbally. In contrast to the logical left hemisphere, the right hemisphere interprets external cues 

intuitively and focuses on somatic senses (van der Kolk, 2014). The right brain recalls feelings 

and senses attached to memories of people and events, while the left brain recalls facts (van der 

Kolk, 2014). When the right and left hemispheres work together, one can balance the right 

brain's emotions and senses with the left brain's facts and reasoning (van der Kolk, 2014).   
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Trauma interrupts this connection between the two hemispheres by turning off the 

prefrontal cortex to prepare for survival (van der Kolk, 2014). With the left hemisphere 

deactivated, the influence of the emotions, sensations, and images that flood the brain increases, 

and the ability to evaluate and speak about incoming information decreases (Shrivastava et al., 

2017; van der Kolk, 2014). The deactivation of the left hemisphere also reduces the ability to 

focus and inhibits the working memory, which may impact the immediate recall of the trauma 

(Shrivastava et al., 2017).   

The connection between hemispheres resumes once the danger is over (Uhernik, 2017). 

However, in repeated trauma experiences, the ability to return to a normal state is often delayed 

because the high hormone levels released for protection take time to return to normal (van der 

Kolk, 2014). This delayed reduction of hormones increases the reactivity of the brain’s trauma 

response. The longer the time needed to return to base hormonal levels, the greater the likelihood 

of a more rapid release of the hormones when someone again receives cues like the initial 

traumatic experience (van der Kolk, 2014). However, deep breathing and bodily movement can 

help release the extra energy left after the threat has subsided (Uhernik, 2017). The trauma 

reactions provide an understanding for developing trauma-informed therapies (Uhernik, 2017; 

van der Kolk, 2014).   

The increased stress response to reminders of previous safety threats results in long-

lasting cognitive, emotional, behavioral, and relational symptoms (Uhernik, 2017; van der Kolk, 

2014). When people perceive they lack social support in stressful experiences, they experience 

more stress reactions and are vulnerable to relationship difficulties (Sapolsky, 2004; van der 

Kolk, 2014). One’s response to stress depends on their perception of the threat and their ability to 

tolerate the stress; therefore, one person may experience trauma symptoms after a crisis, and 
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another experiencing the same event may have no symptoms or very few (Sapolsky, 2004; van 

der Kolk, 2014). Trauma symptoms can manifest in sleep disruption, eating disturbances, and 

risky or overcautious behaviors (van der Kolk, 2014). Safe relationships are essential for people 

to learn emotional regulation; the ability to identify safe or harmful relationships determines 

one’s ability to learn to self-regulate by mirroring others (Porges, 2011). Because trauma disrupts 

one’s perception of safety in relationships, one may withdraw from healthy relationships or form 

unhealthy attachments (Porges, 2011).    

Christian Worldview of Trauma 

Trauma survivors have often experienced attachment breaches both before their traumatic 

event, during, and after (Heller, 2019; Kosarkova et al., 2020; Zarzycka, 2019). Broken 

attachment relationships diminish their resilience against further trauma. These survivors need 

help to explore what safe relationships and attachments look and feel like (Heller, 2019; 

Kosarkova et al., 2020; Zarzycka, 2019). In addition to broken attachments with others, trauma 

survivors feel disconnected from God; their perceptions of God often mirror those who failed 

them in their greatest need (Kosarkova et al., 2020; Zarzycka, 2019). When survivors experience 

others ignoring or minimizing their experiences and the resulting trauma symptoms, they lose 

trust in others and God, resulting in their questioning their faith and God (Kosarkova et al., 2020; 

Worthington & Langberg, 2012; Zarzycka, 2019). 

Many survivors hear Christians silence their faith questions by offering quick, simplistic 

answers rather than listening to them and grieving with them (Langberg, 2019). Answering 

questions only with cognitive responses instead of acknowledging the importance of emotional 

experiences invalidates the emotional reactions to traumatic experiences (Langberg, 2019). This 

invalidation increases the damage of trauma by further isolating survivors from empathetic 
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support and an understanding faith community (Langberg, 2019; Worthington & Langberg, 

2012). By listening to survivors and allowing them to question their faith, God honors them and 

recognizes they have not lost faith but need to wrestle with their questions and the deep wounds 

they carry (Dickie, 2019; Langberg, 2019).  

Trauma survivors often have suppressed emotions to manage their pain after trauma to 

protect them from further wounding (Uhernik, 2017). Unfortunately, within many churches, 

spiritual leaders emphasize cognitive beliefs over emotional experience (Pressley & Spinazzola, 

2015). For Christian trauma survivors, the emphasis on minimizing experiencing their faith 

emotionally further entrenches their natural posttraumatic response to avoid feeling their 

emotions (Pressley & Spinazzola, 2015). However, when a supportive community recognizes 

that emotions and cognitive understanding work together, they will facilitate processing 

survivors’ faith questions (Dickie, 2019; Langberg, 2019).  

One aspect of resiliency is an emotionally healthy view of one’s spirituality (Kisiel et al., 

2017; Sinha & Rosenberg, 2013). In addition to assessing the domains of attachment, biology, 

affect regulation, dissociation, behavior control, cognition, and self-concept  (Cook et al., 2005), 

clinicians must also include a spiritual assessment and consider integrating spirituality in therapy 

to enhance this avenue of resiliency (Pressley & Spinazzola, 2015; Sinha & Rosenberg, 2013). 

Like a genogram, the spiritual eco-map visually assesses how clients understand spirituality 

within the context of their trauma (Pearson, 2017). Assessing the appropriateness of spiritual 

integration within trauma counseling will provide a comprehensive treatment plan for addressing 

spiritual concerns and increasing resiliency for clients (Kisiel et al., 2017; Pearson, 2017). 

Moral Injury 
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Moral injury can be defined as witnessing or perpetrating an act that is against one’s core 

beliefs, instigated by oneself (Litz et al., 2009) or a trusted leader (Shay, 2014), and can be 

exacerbated by the lack of trusted social support (Koenig et al., 2017). In addition to the impact 

trauma has on one’s sense of safety (Porges, 2011), trauma experiences can disrupt one’s faith in 

God (Litz et al., 2009) and trust in others (Koenig et al., 2018). The intrinsic spiritual element of 

moral injury must be considered when planning interventions for clients. 

Faith and Social Support Disruption. Not only does trauma undermine one’s faith, but 

it also disrupts one’s attachment to God (Langberg, 2019). Often, the reduction in faith and 

attachment to God is rooted in behavior against a person’s core values (Litz et al., 2009) or a 

betrayal by a trusted person (Shay, 2014), also termed moral injury. Guilt and shame result from 

moral injury, and a person is vulnerable to suicidal ideation and violence (Shay, 2014). When a 

person experiences moral injury after violating their own values, they often feel guilt and shame 

that causes them to believe they are unworthy of forgiveness and deserve punishment (Kopacz et 

al., 2016; Maguen & Burkman, 2013; Shay, 2014).   

Another aspect of moral injury is the disruption of social support, which is often 

disrupted by trauma (Koenig et al., 2018; Shay, 2014). While trauma and moral injury disrupt 

social connections, social support is essential for healing (Langberg, 2019). However, because 

trauma compromises one’s ability to identify safe relationships, many people do not trust others 

(Porges, 2011). This safety assessment is visceral and rooted in the limbic system’s stored 

memories. Therefore, trauma and its disruption of one’s social connections can cause a person to 

build unhealthy relationships (Porges, 2011; van der Kolk, 2014). Social support requires 

reciprocity in which one experiences that another person hears and cares about them (van der 

Kolk, 2014). The experience of someone responding to their call and helping them (van der 
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Kolk, 2014) triggers neural connections that calm stress responses and promote healing (Porges, 

1022). Therefore, social connection and support are essential in healing from trauma and moral 

injury (Antal et al., 2019; Langberg, 2019).   

Moral injury is an intrinsically spiritual wound that requires spiritual integration to 

provide a holistic approach (Antal & Winings, 2015; Koenig et al., 2017; Smith-MacDonald et 

al., 2018). The guilt, shame, lack of self-forgiveness (Kopacz et al., 2016; Maguen & Burkman, 

2013; Shay, 2014), depression (Levi-Belz et al., 2020), and the disruption of one’s faith in God 

(Langberg, 2019) all contribute to the need to address moral injury with a biopsychosocial-

spiritual approach (Brémault-Phillips et al., 2019). The conflict moral injury brings regarding 

self-forgiveness also needs exploration regarding spiritual aspects of forgiveness (Kopacz et al., 

2016; Mushonga et al., 2021; Smith-MacDonald et al., 2018).  

Spiritually Integrated Interventions. Much of the moral injury research investigates 

military-related moral injury (Cenkner et al., 2021; Kopacz et al., 2016; Maguen & Burkman, 

2013; Shay, 2014). Therefore, a study evaluating the effectiveness of a MIG for veterans 

facilitated by a chaplain and a psychologist provides rich insight into the use of spiritual 

interventions for moral injuries and the shame, guilt, and lack of self-forgiveness (Antal et al., 

2019; Cenkner et al., 2021). The MIG for veterans employed several assumptions as 

foundational to the moral injury intervention (Antal et al., 2019). First, combat moral distress is 

normal and stems from a moral framework, and veterans who have religious faith gain additional 

healing through spiritual integration. When chaplains help facilitate the MIG, veterans benefit 

from a strengths-based conceptualization that highlights their sensitivity to a moral framework 

instead of thinking about their injury as a weakness. The MIG also reconnects the veterans to 
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society to restore the essential social framework for healing moral injury and reduce the shame 

common to the concept of moral injury (Antal et al., 2019). 

The MIG used a psychologist and a chaplain to address moral injury with clinical and 

spiritual insights (Antal et al., 2019). The group aided in healing relationships and facilitated 

safety and mourning in 12 90-minute sessions. When needed, the facilitators offered individual 

sessions to strengthen safety and concepts. The diversity of religious beliefs was honored within 

the group. Throughout the sessions, veterans learned definitions of moral injury and gained 

insight into dilemmas stemming from moral values and the accompanying emotions of guilt, 

shame, and resentment. Understanding the difference between guilt and shame was essential for 

veterans addressing social isolation. Also, learning how to reengage with moral values helped 

them identify the harmful consequences of their negative coping strategies. Chaplains introduced 

spiritual disciplines to encourage lament and reconciliation in a social context where non-veteran 

community members understand society’s role in sending military personnel to combat, thus 

bearing some responsibility for the veterans’ moral injuries. The social context is essential to 

reducing shame and fostering veterans’ increase in self-compassion (Antal et al., 2019). Veterans 

who have participated in the MIG have reported a restoration of faith, an ability to accept guilt, 

increased self-compassion, and restoration of social relationships (Antal et al., 2019; Cenkner et 

al., 2021).   

The MIG was designed for religious and cultural diversity to meet spiritual needs within 

the context of moral injury symptoms (Antal et al., 2019). The group’s foundational assumptions 

of the need for community within the healing of moral injury incorporated non-veteran 

community support that enabled the community to understand better the needs of veterans and 

the veterans to experience restored social support that enables increased self-compassion (Antal 
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et al., 2019; Cenkner et al., 2021). Self-compassion “involves being touched by and open to 

one’s own suffering, not avoiding or disconnecting from it, generating the desire to alleviate 

one’s suffering and to heal oneself with kindness” (Neff, 2003, p. 87). The MIG study provides a 

foundation for examining how participation in a post-abortion Bible study can increase a 

woman’s self-forgiveness because of God’s forgiveness. While Antal et al. (2019) and Cenkner 

et al. (2021) focused on self-compassion in their studies of the MIG, the positive relationship 

between self-compassion and self-forgiveness in Oral and Arslan’s (2017) research supports 

investigating the effectiveness of post-abortion Bible studies in increasing a woman’s self-

forgiveness after an abortion.   

Understanding that moral injury is related to a betrayal of one’s moral values perpetrated 

by either a trusted authority (Shay, 2014) or oneself (Litz et al., 2009) is foundational to 

recognizing the impact that abortion has on many women, especially for those of faith (Traina, 

2018). Moral injury has distinct differences from PTSD and elicits inner spiritual struggles, 

resulting in a loss of faith (Atuel et al., 2020). The spiritual elements associated with moral 

injury necessitate spiritual elements integrated with trauma treatment (Koenig et al., 2017; 

Pearce et al., 2018). Having an abortion can result in moral injury because of a woman’s 

personal decision and the influence of others who may have pressured her to make that decision 

(Traina, 2018). The resulting unworthiness many women feel adds to their difficulty in forgiving 

themselves and points to the essential spiritual element in their post-abortion treatment (Antal & 

Winings, 2015; Cenkner et al., 2021; Dickie, 2019). 

The self-forgiveness difficulty veterans experience (Finlay, 2015; Whitney, 2017) is what 

post-abortive women also have, which is common among those who have experienced moral 

injury (Antal & Winings, 2015). The distinction between pseudo-self-forgiveness and genuine 
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self-forgiveness must be identified before addressing self-forgiveness within the context of 

abortion. Claiming self-forgiveness while blaming another and denying personal responsibility 

constitutes pseudo-self-forgiveness (McConnell, 2015; Woodyatt & Wenzel, 2013). Pseudo-self-

forgiveness also involves avoiding the emotions surrounding guilt or shame regarding the moral 

injury (Woodyatt & Wenzel, 2013; Woodyatt et al., 2017). In contrast, genuine self-forgiveness 

involves accepting responsibility, expressing remorse, and making amends (Woodyatt & 

Wenzel, 2013; Woodyatt et al., 2017). The elements of responsibility, remorse, and making 

amends allow the person to acknowledge that they have done wrong and change future 

behaviors, a crucial element of restoration (McConnell, 2015). When people engage in genuine 

self-forgiveness, they can experience restoration with God, supporting their subsequent self-

forgiveness (Worthington & Langberg, 2012). These elements are included in post-abortion 

Bible studies to present biblical principles of God’s forgiveness based on Christ’s death on the 

cross, burial, and resurrection that paid the price for sin (Cochrane, 2015).    

Nonelective Perinatal Loss Symptoms 

 Two opposing views highlight the controversy surrounding abortion and adverse mental 

health symptoms. First, recent U.S. and global abortion statistics give perspective on the number 

of women impacted. In 2019, 195 pregnancies for every 1000 live births ended in elective 

abortion in the United States (Kortsmit et al., 2021), and globally, 73 million, or 29%, of all 

pregnancies were reported as elective abortions in the same year (WHO, 2021). When reviewing 

abortion statistics, one also must acknowledge the underreporting bias of abortion statistics 

(Sullins, 2019). For instance, in the United States, California and Maryland are not legally 

required to report abortion data as of February 1, 2023 (Guttmacher Institute, 2023), highlighting 

one avenue of underreporting bias. In addition, compared with women who have miscarriages, 
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post-abortive women feel more guilt and shame and tell fewer people, an average of 1.24 people, 

of their abortions, compared with women telling an average of 2.63 people about their 

miscarriages (Cowan, 2014).   

Mental Health Stress Related to Nonelective Perinatal Loss.   

The stress symptoms that many women experience after the perinatal losses of 

miscarriage and stillbirth can inform researchers of the potential for experiencing these same 

symptoms when recognizing abortion as a perinatal loss. Up to 54% of women who have a 

spontaneous abortion develop depression within a week after the pregnancy loss (Moafi et al., 

2021). In addition, women who have a stillbirth have an increased risk of anxiety, depression, 

and substance use (Campbell-Jackson & Horsch, 2014). Another aspect of pregnancy loss 

identified by the research is the disruption abortion has on women’s maternal development 

(Slobodin, 2014). This disrupted development impacts a woman’s identity since she cannot 

mother the lost child and feels uncertain of her role and purpose (Sturrock & Louw, 2013). This 

perinatal loss causes difficulties in the mother’s ability to make sense of the loss and her lost 

mother status, causing potential long-term psychological difficulties (Slobodin, 2014).   

The evidence regarding stress symptoms after nonelective perinatal loss establishes the 

disruption of women’s maternal development and attachment to their unborn child (Slobodin, 

2014; Sturrock & Louw, 2013). Furthermore, just as women with perinatal loss acknowledge this 

as the loss of a child, many women acknowledge the abortion loss as a loss of their child (Hang, 

2018; Layer et al., 2004). Thus, the similarities between perinatal loss and abortion stress support 

acknowledging abortion loss as a reproductive loss.  
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Abortion and Trauma Symptoms     

Kortsmit et al. (2021) reported 195 abortions per 1000 live births in the United States, 

and WHO (2021) reported 73 million abortions (29% of all pregnancies) worldwide in 2019. 

While some researchers minimize the adverse psychological impact of abortion (Biggs et al., 

2016; Whitney, 2017), some women experience psychological symptoms similar to PTSD. 

Comparing the symptoms these women report with the DSM-5 diagnostic criteria will inform 

clinicians of possible treatments for these women (Bray, 2018; Curley & Johnston, 2014). 

Event    

The DSM-5 presents a comprehensive list of criteria for a PTSD diagnosis (APA, 2013). 

Many stress symptoms women experience after an abortion are also stress symptoms itemized in 

the DSM-5. The first criterion for PTSD is directly experiencing a “threat of death, serious 

injury, or sexual violence” (APA, 2013, p. 271). In abortion stress symptoms, a woman directly 

experiences the event, with many women identifying it as traumatic (Rafferty & Longbons, 

2020). Women can differ in their assessment of the traumatic nature of abortion, but some report 

their experience as traumatic (Speckhard & Rue, 2012). For example, while abortion procedures 

may not cause life-threatening complications, women refer to their abortion as traumatic when 

the procedure is especially painful or life-threatening. In addition, experiencing coercion, abusive 

relationships, and unsupportive family members can increase the traumatic experience of 

abortion (Speckhard & Rue, 2012). These reported experiences meet criterion A for a PTSD 

diagnosis (APA, 2013).   

Intrusive Thoughts 

Women can experience intrusive thoughts about their abortion (Giancola, 2018; Rafferty 

& Longbons, 2020), consistent with criteria B symptoms for PTSD (APA, 2013). Intrusive 
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thoughts can present randomly, seemingly without reason, be persistent preoccupations (Briere 

& Scott, 2015), or prompt aggressiveness (Frueh et al., 2012). Women can also display 

irritability after an abortion as a sign of stress (Abi-Hashem, 2017). In addition, adolescents have 

significantly intense dreams after abortion, another aspect of posttraumatic intrusion (Zulčić-

Nakić et al., 2012). Asking women questions such as “How often do you think about your 

abortion?” or “Do you find it difficult to get the thought out of your mind?” can help assess for 

intrusive thoughts (Briere & Scott, 2015). Just as intrusion plays a role in PTSD, women can 

experience intrusive symptoms after abortion (Giancola, 2018; Layton, 2020; Rafferty & 

Longbons, 2020).  

Avoiding Reminders   

Criteria C of PTSD diagnosis is avoiding reminders of the traumatic event (APA, 2013). 

While grief is a normal response to pregnancy loss (Sironi, 2015), the lack of mourning after 

perinatal loss is not only a symptom of avoidance but also increases intrusion symptoms, such as 

dreams and intense emotions (Hutti et al., 2015). Many women bury their grief for years after the 

abortion, often remaining unprocessed for decades (Layer et al., 2004). This avoidance of grief is 

a common dissociative symptom after trauma (Finlay, 2015) and can exhibit as emotional 

numbing (Abi-Hashem, 2017). In addition, the secrecy surrounding abortion increases women’s 

silence about their abortion, increasing their belief that abortion is a sin like no other (Sironi, 

2015). Avoiding people is another common symptom for post-abortive women; Rafferty and 

Longbons (2020) reported that 60% of the participating women reported isolation and feelings of 

alienation because of the silence surrounding their abortion.   

Negative Cognitions   
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Trauma symptoms also include negative cognitions and moods that begin or worsen after 

the traumatic event (APA, 2013). After a stillbirth, women often experience guilt and shame 

(Campbell-Jackson & Horsch, 2014; Hang, 2018); women can also experience guilt and shame 

after an abortion (Finlay, 2015; Hang, 2018; Rafferty & Longbons, 2020). For some women, the 

guilt and shame around abortion reflect moral injury. Litz et al. (2009) define moral injury as “an 

act of transgression that severely and abruptly contradicts an individual’s personal or shared 

expectation about the rules or the code of conduct either during the event or at some point 

afterwards” (p. 700). Moral injury results in internal distress, guilt, shame, and the expectation of 

judgment and rejection increases the belief that the person cannot be forgiven (Litz et al., 2009), 

increasing self-condemnation (Worthington & Langberg, 2012). The decision to cause the death 

of one’s baby by abortion can explain psychological stress (Zulčić-Nakić et al., 2012). Many 

women experience this guilt for years, causing the past to remain in their lives years later 

(Erickson, 2016).   

Arousal   

Arousal and reactivity related to traumatic events comprise criterion E for PTSD 

diagnosis (APA, 2013). After an abortion, increased risky behavior can present as increased 

sexual activity (Zulčić-Nakić et al., 2012); however, some women avoid it (Hang, 2018). 

Academic performance also suffers among post-abortive adolescents (Zulčić-Nakić et al., 2012), 

potentially related to concentration problems related to traumatic symptoms (APA, 2013). Sleep 

disturbances, including nightmares, also increase for many women after an abortion (Hang, 

2018). In addition to the arousal and reactivity already stated, Erickson (2016) reported that 

substance abuse is a common theme for Rachel’s Vineyard retreat participants, who often do not 

understand its connection with their abortion. The common substance abuse among retreat 
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participants reflects Sullins’ (2019) finding that women who abort an unwanted pregnancy 

present with substance abuse twice as often as women who carry their unwanted pregnancies to 

term. Rafferty and Longbons (2020) said that 38% of their study participants reported substance 

abuse after their abortions. The reported symptoms from researchers suggest a similarity between 

posttraumatic stress and post-abortion stress symptoms. 

Complicated Grief 

Worden (2018) describes complicated grief as chronic, delayed, or exaggerated. A form 

of complicated grief is disenfranchised grief: the grief of a loss that is not acknowledged, such as 

perinatal loss or abortion (Worden, 2018). Several aspects of abortion loss can lead to 

complicated grief. First, many women believe that because they chose to have an abortion, they 

have no right to mourn the loss of their child (O’Malley, 2015). This guilt can disrupt the normal 

grieving process and result in complicated grief (Speckhard & Rue, 2012). Second, dissociative 

symptoms of post-abortion stress also prevent women from thinking about the loss needed for 

healthy grieving (Speckhard & Rue, 2012). In addition, silence from others increases shame and 

avoidance of the topic (Whitney, 2017). Third, many women experience extended grief after 

perinatal loss, consistent with complicated grief (Erickson, 2016; Grauerholz et al., 2021). 

Finally, recurrent negative thoughts about abortion are linked to complicated grief and inhibit 

posttraumatic growth; in contrast, deliberately thinking about and reframing those negative 

thoughts encourage growth (Lafarge et al., 2019), thus facilitating mourning of the loss. The 

proposed criteria for complicated and traumatic grief would add to therapeutic care but have not 

been accepted in the DSM (Thevathasan, 2003; Worden, 2018).   

Relationship Distress 
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Several considerations impact the health of women’s relationships following abortion. 

The silencing of family members and the baby’s father negated the preferences of 50% of the 

women in one study (Rafferty & Longbons, 2020). In addition, secrecy and isolation increase the 

risk of poorer coping (Rafferty & Longbons, 2020). The emotional numbing often experienced in 

perinatal grief, combined with avoidance and isolation, can negatively impact relationships after 

perinatal losses, including abortion loss (Abi-Hashem, 2017; Speckhard & Rue, 2012). The 

relational disruption experienced after abortion is consistent with the detachment and 

estrangement included in the DSM-5 criteria for PTSD (APA, 2013). However, the Diagnostic 

and Statistical Manual of Mental Disorders: Fifth Edition Text Revision included criteria for 

Prolonged Grief Disorder within the Trauma and Stressor Related Disorders section, adding to 

the clinical understanding of grief and traumatic loss (APA, 2022). 

Depression, Suicidal Ideation, and Anxiety   

Depression, suicidal ideation, and anxiety are common among post-abortive women 

(Hang, 2018). Among anonymous post-abortion bloggers, 38% reported feeling depressed and 

anxious and experiencing suicidal ideation (Rafferty & Longbons, 2020). For adolescents, 

abortion can predict depression, which has a sense of loss, and post-abortive adolescents have 

significantly more anxiety and depression than adolescents who have not had an abortion 

(Zulčić-Nakić et al., 2012). A longitudinal study of adolescents found that participants who 

aborted a wanted pregnancy showed substantial levels of depression and suicidal ideation 

(Sullins, 2019). 

Abortion Regret 

Abortion regret is often a long-term adverse effect of abortion, impacting women for 

years (Erickson, 2016). Researchers have questioned the experience of regret and propose that 
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women feel relief after an abortion rather than regret it (Rocca et al., 2013). For instance, studies 

of women’s emotions one week after an abortion show that most women experience relief after 

an abortion rather than regret (Rocca et al., 2013). In contrast, Rafferty and Longbons’ (2020) 

study indicates that 77% of the participants felt relief initially, which later turned to regret. One 

woman’s regret had the perspective of looking back at the abortion from the year before. These 

women’s regrets included remorse, emotional pain, and guilt. The complexity of many women’s 

emotions consists of both initial relief and longer-lasting regret, which must be heard and 

understood by both pro-choice and pro-life proponents (Rafferty & Longbons, 2020).   

Post-Abortion Stress Symptom Controversy 

The pro-choice and pro-life advocates differ in their view of the short and long-term 

impact abortion has on a woman. Biggs et al. (2016) reported that their study showed no 

significant difference in negative mental health concerns between women who aborted an 

unplanned pregnancy and those who were denied a late-term abortion of an unplanned 

pregnancy. Steinberg et al. (2012) and Biggs et al. lean toward concluding that the stress of 

circumstances surrounding an unplanned pregnancy rather than the abortion procedure is the 

source of negative mental health concerns. In addition to citing circumstances as the source of 

mental health concerns, Steinberg et al. also highlight flawed studies reporting an association 

with post-abortion stress as problematic in establishing scientific evidence for an association 

between abortion and mental health symptoms. When comparing women’s mental health statuses 

between women who have had abortions and those who carried an unplanned pregnancy to term, 

Horvath and Schreiber (2017) found no significant differences in mental health outcomes.   

The pro-choice approach maintains that multiple variables impact adverse mental health 

outcomes (Biggs et al., 2016; Steinberg et al., 2012). In contrast, pro-life researchers identify the 
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abortion experience as the correlated event contributing to adverse mental health outcomes after 

an abortion (Coleman, 2018; Layer et al., 2004; Rafferty & Longbons, 2020). In addition, the 

adverse mental health symptoms often experienced by women with perinatal loss can show 

similarities with those symptoms that women experience who identify their voluntary abortion as 

a perinatal loss (Campbell-Jackson & Horsch, 2014; Layer et al., 2004; Moafi et al., 2021; 

Rafferty & Longbons, 2020).    

Post-Abortion Healing 

Many women use abortion to cope with the stress of unwanted or complicated 

pregnancies, only to experience unexpected grief and stress symptoms later (Rafferty & 

Longbons, 2020; Speckhard & Rue, 2012). Although the pro-choice position minimizes the 

mental health effects of abortion, an estimated 20% of women experience negative mental health 

symptoms (Speckhard & Rue, 2012). In addition, women with preexisting trauma and previous 

abortion histories are at an increased risk of mental health disorders after abortion (Horvath & 

Schreiber, 2017). Researchers contend that evidence does not support the assessment that 

abortion causes mental health problems (Horvath & Schreiber, 2017). However, the wording in 

the DSM considers a recent traumatic event to be the precipitating factor for a potential PTSD 

diagnosis if negative cognitions begin or worsen after the most recent event (APA, 2013). These 

considerations lay the foundation for making post-abortion healing available to post-abortive 

women. 

Clinical Interventions 

Women can experience shame from family members because of an abortion decision and 

carry that shame for years (Bray, 2018). Clients may disclose previously hidden abortions in 

counseling sessions, requiring counselors to bracket their values to work with clients with 
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different values (American Counseling Association [ACA], 2014, A.4.b.; Bray, 2018). Women 

can present with unexpected feelings of guilt and desire support to process the guilt (Curley & 

Johnston, 2014). These feelings of guilt can be rooted in violating intrinsic values consistent with 

Litz et al.’s (2009) definition of moral injury. In the clinical setting, counselors should include 

pregnancy history on an intake form and explore pregnancy losses with a client (Bray, 2018). 

Counselors must navigate this conversation carefully to avoid potential traumatization by using 

traumatizing terms such as abortion. The goal is to develop a safe space for clients to talk about 

something they may not have spoken about since their abortion procedure (Bray, 2018).   

Once clients identify their distress after their abortion, counselors may choose to use the 

Post Abortion Intervention Questionnaire to clarify what areas of care the client would like 

included in their counseling (Curley, 2010). This questionnaire consists of the following options: 

grief and loss, coping skills, guilt, spiritual issues, pregnancy prevention, psychoeducation for 

post-abortion distress, and sharing with others. Curley’s (2010) questionnaire provides a 

template for collaboratively developing an individual treatment plan. Once the client and 

counselor have determined the needs to address in treatment, cognitive behavioral therapy can 

help the client evaluate and reframe intrusive thoughts about each aspect the client wishes to 

discuss in treatment (Katz, 2019). Cognitive-behavioral therapy allows counselors to facilitate 

healing and recovery while providing non-judgmental support. As counselors facilitate healing 

from abortion, they also must speak about the client’s distressing symptoms using politically 

neutral language to reduce potentially imposing personal values on the client (ACA, 2014; Katz, 

2019). Including pregnancy loss in a counseling intake and exploring clients’ wishes to process 

their psychological symptoms related to pregnancy loss in counseling enhances the holistic 

approach to client care (Curley, 2010; Katz, 2019). 
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Approaching post-abortion mental health treatment from the perspective of moral injury 

is an essential understanding for treatment interventions post-abortive women often experience 

moral distress (Traina, 2018). In the absence of specific evidence-based clinical interventions for 

treating post-abortion symptoms, clinical interventions developed from research with combat 

veterans (Litz et al., 2009) may also benefit post-abortive women. Litz et al. (2009) proposed a 

clinical model for moral injury that assumes that transgressions have caused conflict within a 

moral belief system. Psychological and emotional processing and corrective experiences help to 

repair moral injury. People who experience moral injury also believe they are unforgivable, and 

time is needed to process the events contributing to the moral injury (Maguen & Burkman, 

2013). According to Litz et al. (2009), effective treatment with modified Cognitive Behavioral 

Therapy must have a supportive therapeutic relationship, and clients need psychoeducation to 

prepare them for processing painful memories. With the therapist’s help, clients will participate 

in exposure processing, examining, and reclaiming their self-worth and moral core. The 

treatment also uses empty chair dialogue to help clients talk about their experiences to a 

benevolent authority. Clients also engage in repair and forgiveness; the goal is not to fix the past 

but to make changes for the future (Litz et al., 2009). This model of reflection and changing 

approaches to life benefits post-abortive women as they change aspects of their lives that 

contributed to their decision to have an abortion. 

Spiritual Intervention   

Trauma impacts one’s spiritual attachment to God, causing clients to question his love for 

them (Langberg, 2019). In addition, the spiritual impact can include the moral injury often felt by 

women who have had an abortion (Zulčić-Nakić et al., 2012). Therefore, counselors who include 

spiritual assessments add to the holistic conceptualization of post-abortion stress symptoms when 
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assessing a client's post-abortion symptoms (Curley, 2010; Katz, 2019). Spiritual interventions 

that allow clients to express their lament will aid their refocus on God (Dickie, 2019; Whitney, 

2017). These spiritual interventions provide evidence-informed care to post-abortion healing. 

Therefore, counselors will include spiritual interventions for clients who ask to explore their 

faith; this care adds to the collaborative treatment approach (ACA, 2014, A.1.c.). 

Spiritually Oriented Cognitive Processing Therapy. CPT combines cognitive therapy 

with trauma processing, sometimes with written accounts of the trauma experience (Resick et al., 

2017). The cognitive approach helps clients process stuck points in their thoughts and beliefs 

because of their traumatic experiences (Resick et al., 2017). In addition, the written accounts 

promote emotional regulation (Glass et al., 2019; Harrington et al., 2018; Resick et al., 2017). 

CPT is an evidence-based trauma treatment (Price et al., 2016). Spiritually oriented CPT 

(SOCPT) addresses the spiritual needs of guilt and self-forgiveness associated with moral injury 

(Pearce et al., 2018), and incorporating spiritual principles of God’s love and forgiveness restores 

women’s broken identities (Langberg, 2019).   

SOCPT integrates CPT with spiritual elements to address the client’s stuck points and 

engage in gradual exposure (Koenig et al., 2017). SOCPT integrates the client’s faith to address 

guilt and shame with the need for confession, restoration, and forgiveness (Koenig et al., 2017; 

Pearce et al., 2018). The spiritual element of SPCPT can also incorporate the definition of self-

forgiveness as two-fold: decisional and emotional self-forgiveness (Worthington & Langberg, 

2012). Self-forgiveness does not involve ignoring personal responsibility or blaming another for 

personal responsibility. Instead, it is a decision to refrain from self-condemnation and be self-

empathetic while accepting personal responsibility, making amends, and accepting God’s 

forgiveness (Worthington & Langberg, 2012). Like CPT, SOCPT has clients write their 
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experience early in treatment as an exposure intervention (Koenig et al., 2017; Resick et al., 

2017). Writing one’s experience increases the depth of the exposure and reduces anxiety (Glass 

et al., 2019; Harrington et al., 2018). SOCPT also challenges maladaptive beliefs within the 

framework of the core principles of the client’s faith (Koenig et al., 2017). Studies show faster 

recovery from PTSD with moral injury when integrated with the spiritual aspect. While SOCPT 

was developed and evaluated with military veterans (Koenig et al., 2017), post-abortive women 

could also benefit from this spiritually integrated therapy. 

Post-Abortion Bible Studies. Many pro-life authors have written post-abortion Bible 

studies that apply biblical principles to post-abortion symptoms and healing. Based on the 

evidence that safe social support is essential to trauma (Porges, 2011; van der Kolk, 2014) and 

moral injury healing (Antal & Winings, 2015; Dickie, 2019), the social element of Bible study 

groups also provides an essential healing element for post-abortive women. These Bible studies 

use various formats, including a case study format that uses stories from multiple women who 

have begun their healing journey, a case study that uses the author’s story, and exploring Bible 

passages that speak about common post-abortion symptoms. The studies incorporate the 

elements of Worthington’s (2013a) REACH model of self-forgiveness, including accepting 

responsibility, empathically embracing positive emotions, offering altruistic forgiveness, and 

holding onto that forgiveness (Ripley & Worthington, 2014). The studies also use a group model 

in which the participants share their abortion stories and apply spiritual principles in the healing 

process (Antal et al., 2019; Cenkner et al., 2021). In addition to the REACH and group models, 

the writing elements shared among the Bible studies include written processing of the abortion 

memory, an essential element of SOCPT that provides gradual exposure and processing (Koenig 

et al., 2017; Pearce et al., 2018). 
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Surrendering the Secret uses the author’s abortion story as the case study (Layton, 2020). 

At the beginning of the group, the participants take assessments; throughout the Bible study, 

participants share their stories and explore biblical principles of anger, forgiveness, grief, and 

peace. Each chapter includes a portion of the author’s story, reflective prompts, and scripture and 

concludes with freedom action steps (Layton, 2020). In Transforming Your Story, Giancola 

(2018) uses multiple scripture passages that apply to various aspects of the abortion experience 

and case studies to illustrate a woman’s experience with the post-abortion symptom discussed in 

the chapter. Giancola also addresses sharing one’s story, anger, shame, God’s grace, forgiveness, 

grieving, and hope. Layton (2020) and Giancola each incorporate a time for mourning in their 

group curriculum. Like Layton, Hrichi (2018) also weaves her abortion story throughout the 

Bible study. Hrichi examines common lies associated with abortion against scriptural principles 

and God’s character. She also addresses avoidance using the metaphor of wearing masks. Covert 

et al. (2017) use a devotional approach with several devotional readings accompanying each 

workbook chapter. In addition, the authors use the metaphor of bricks for taking down the wall 

of protection that inhibits healing and replacing it with biblical principles as bricks for God’s 

fortress of security, which allows one to walk in God’s forgiveness and healing (Covert et al., 

2017). Each Bible study incorporates biblical principles applied to participants’ abortion 

experiences and establishes the foundation of God’s forgiveness and healing (Covert et al., 2017; 

Giancola, 2018; Hrichi, 2018; Layton, 2020). 

Cochrane (2015) published the first edition of her Forgiven and Set Free post-abortion 

Bible study in 1986 to bring the healing she experienced in her post-abortion healing to other 

women. The current edition is the fourth revision of the study. Cochrane begins the study by 

answering, “How do I know where I need healing” (p. 15)? The second chapter is a study of the 
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character of God to establish that he sees us, is with us, provides forgiveness and righteousness, 

and gives us his love.   

Cochrane (2015) titled the first chapter of the Bible study “How Do I Know Where I 

Need Healing?” This chapter discusses natural grief and its stages after the death of a loved one. 

The stages of grief include denial, anger, depression, and acceptance. Cochrane compares the 

stages of grief after a miscarriage with those after an abortion. Exploring post-abortion grief and 

the questions at the end of the chapter can help women identify the areas in which they need 

healing. The group session following chapter one allows each participant to share their abortion 

story and how it changed them (Cochrane, 2015).  

Chapter two concentrates on the names and the character of God. With each scripture 

passage, participants answer questions to help them reflect on the meaning of God’s character. 

For instance, the participants read Isaiah 61:1-3, illustrating God’s provision consistent with his 

name: Yahweh Jireh. Cochrane (2015) asks, “In what ways have you seen God provide for you? 

Are there any areas in your abortion experiences where you would like to see God provide what 

he promised in Isaiah 61:3” (p. 26)? When discussing the meaning of Yahweh Rapha, the Healer, 

Cochrane has participants read Psalm 107:19-20, James 5:13-16, and Isaiah 53:4-5 and list steps 

to apply the verses to their healing. Cochrane concludes the discussion of God’s character by 

exploring God’s desired father relationship with all people God says are his children. “But as 

many as received him, to them gave he power to become the sons of God, even to them that 

believe on his name” (King James Bible, 1769/1970, John 1:12). After completing chapter two as 

homework, the participants will meet in a group session to discuss the character of God and the 

truths each participant gleaned from their study (Cochrane, 2015).  
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Chapter three explores participants’ experiences with feeling relief and denial after their 

abortions (Cochrane, 2015). In addition to understanding the grief stages of relief and denial, 

participants read Bible passages highlighting the relief and denial that biblical characters 

experienced. Cochrane (2015) also has participants explore ways they have denied the impact of 

their abortions on their lives. In addition, Cochrane uses guided questions with Scripture 

passages for participants to explore the concepts of the beginning of life, women’s nurturing 

instinct, and the facts about abortion and the loss of life. The following group session allows 

participants to discuss personal insights they gained (Cochrane, 2015). 

The chapter about anger discusses the destructive nature of anger without self-control and 

the bitterness that can arise (Cochrane, 2015). The Bible talks about God’s anger because of his 

righteous character (Psalm 33:5), his grace and mercy that slows his anger (Exodus 34:6-7), and 

his forgiveness of sin (Psalm 78:38). The Bible study participants explore the contrast of 

personal anger often expressed with God’s righteousness, mercy, and forgiveness. This chapter 

on anger helps participants assess any anger they still carry toward others who played a role in 

the abortion decision-making. This assessment allows the participants to explore their need to 

receive God’s forgiveness in chapter five, which allows them to forgive other people related to 

their abortion experience (Cochrane, 2015). 

Chapter six discusses the depression that arises from someone’s anger with themselves 

for their abortion choice and the resulting self-condemnation (Cochrane, 2015). As Cochrane 

(2015) leads women through the study of grief and biblical examples of grief, the women 

encounter a biblical understanding of guilt, remorse, and shame. Cochrane also has women read 

Psalm 32:5-7 and answer, “How does David find relief from his guilt” (p. 87)? Discussing guilt, 

shame, self-condemnation, and biblical relief from these emotions provides a segue to chapter 
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seven, “Forgiven and Set Free.” This chapter presents the problem of sin, God’s redemption in 

Christ’s death on the cross, and Christ’s resurrection as the source of freedom from the guilt of 

sin (Cochrane, 2015). John 8:36, one of the verses studied, gives the premise for self-

forgiveness. “If the Son therefore shall make you free, ye shall be free indeed” (King James 

Bible, 1769/1970). Once women believe God has forgiven them and understand that they are 

secure in God’s forgiveness, they can begin to forgive themselves and move to the acceptance 

stage of grief discussed in chapter eight (Cochrane, 2015). 

Barriers to Post-Abortion Healing Options   

Several barriers inhibit women from seeking and finding options for healing from their 

abortion grief and distress. First, political narratives state that adverse mental health outcomes 

are rooted in the stigma surrounding abortion rather than the abortion experience itself (Steinberg 

et al., 2016) and that carrying an unintended pregnancy, not an abortion, increases depression 

(Steinberg & Rubin, 2014). This narrative can inform women who experience difficulties that 

their feelings are abnormal or cause them to discount the abortion as influencing their stress 

symptoms (Bray, 2018). In addition, the silencing and suppressing of memories inhibit healing 

(Nouwen, 1977). Many Christian women experience little compassion from churches that speak 

about the moral aspects of abortion, causing them to interpret the church as an unsafe place for 

help with their spiritual and emotional symptoms following their abortion (Sironi, 2015). When 

women experience moral injury, they may have trouble accepting God’s forgiveness and sharing 

their stories with other Christians, inhibiting their self-forgiveness. However, shining the truth 

and light of the Gospel onto one’s abortion within the Christian community offers the grace of 

God (Bonhoeffer, 1954). Unshared grief becomes oppressive and isolating; however, a safe 

community promotes talking about their experience (Langberg, 2019; Nouwen, 1977; Sironi, 
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2015). Counselors who listen for clues of abortion history can develop a safe environment for 

women to share their stories and provide clinical and spiritual interventions; they may also 

encourage a faith-based group for post-abortion healing (Bray, 2018; Curley & Johnston, 2014).  

Opposition to Faith-Based Post-Abortion Healing 

While little secular research addresses women’s need for post-abortion healing, one 

author compares post-abortion grief counseling to reparative therapy designed to work with 

clients to change their sexual orientation (Panozzo, 2016). The comparison highlights the harm 

to clients who have had counseling with reparative therapy and the setbacks they have 

experienced. Panozzo (2016) uses Layer et al.’s (2004) study of spiritually based post-abortion 

grief groups to apply researchers’ evidence from reparative therapy treatment to post-abortion 

groups.   

One of Panozzo’s (2016)  main points of contention is the assumption that reparative 

therapy and post-abortion Bible study proponents have of a Supreme Being. As Panozzo 

maintains that this fact is unvalidated and unvalidatable through research, he also writes from the 

assumption that there is no Supreme Being without providing evidence for his position. In 

addition, Panozzo cites the National Association of Social Workers (2008) Code of Ethics 

regarding the use of evidence-based therapies. “Social workers should base practice on 

recognized knowledge, including empirically based knowledge, relevant to social work and 

social work ethics” (sect. 4.01.c). Panozzo does not acknowledge that an understanding of a 

Supreme Being can fall under the category of recognized knowledge, as the Bible is the accepted 

manual for guiding Christians. The wording of the social workers’ Code of Ethics includes 

empirically based knowledge within the larger category of recognized knowledge (National 

Association of Social Workers, 2008). Philosophers, such as Immanuel Kant (2016), have 
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proposed that acknowledging the existence of a Supreme Being is reasonable to assume. Also, 

while many people do not believe the Bible, generations have accepted the Bible as the religious 

reference for the Christian faith (Catholic Evidence Guild, 1921; Evangelical Lutheran Church in 

America, 2021). Philosophers and writers have historically recognized the assumption of a 

Supreme Being and the Bible as the reference for the Christian faith. 

Panozzo (2016) also highlights his concern about facilitators of post-abortion Bible 

studies imposing their values on others regarding the sin of abortion. Panozzo contends that sin is 

a human concept to control others without giving evidence for his acceptance that this idea is a 

fact, something that he calls the facilitators of post-abortion Bible studies to do. Panozzo presents 

his concern from the assumption that the participants do not have a choice in their attendance. 

This concern about imposing the biblical principles of sin onto participants of post-abortion 

Bible studies fails to recognize that 86% of the women who attended the studies in Layer et al.’s 

(2004) study emphasized the essential role of the post-abortion Bible studies in processing their 

post-abortion grief. The high percentage of women who said the inclusion of the faith was 

essential supports the assumption that they voluntarily chose to be in the Bible studies. In 

addition, less than 5% of the participants received their referral to the group outside the area’s 

religious community, underscoring their acceptance of the core beliefs of the organizations 

offering post-abortion Bible studies (Layer et al., 2004). In addition, rather than imposing their 

values, these facilitators honored the participants’ self-determination and autonomy to stop 

attending the Bible studies (ACA, 2014, A.1.c., A.2.a.; National Association of Social Workers, 

2008). Offering the post-abortion Bible studies aligned with ethical codes and honored the 

participants’ wishes for biblical principles included in their post-abortion healing (Layer et al., 

2004). 



54 

 

 

Post-Abortion Bible Study Research  

Layer et al. (2004) developed a research study of faith-based post-abortion grief (PAG) 

groups to evaluate the impact PAG groups have on reducing shame and other post-abortion 

symptoms related to PTSD. The study also identified specific interventions that helped women in 

processing their grief. Over ten months in 2000, 35 women with PAG completed the Impact of 

Event Scale-Revised (IES-R; Weiss, 2004) and the Internalized Shame Scale (ISS; del Rosario & 

White, 2006) before participating in a PAG group through one of three faith-based nonprofit 

agencies. Upon completing the group intervention, the women completed the two assessments as 

posttests and participated in an individual interview to answer questions regarding what 

experiences were helpful in the PAG group (Layer et al., 2004). 

All participants received informed-consent information regarding the nature of the group 

and their right to choose to discontinue the intervention (Layer et al., 2004). In addition, any 

potential participant who had an abortion within the previous year was referred for individual 

counseling to reduce her potential to minimize her PAG symptoms in light of hearing more 

severe symptoms from other participants. The PAG groups were either eight-week groups or 

two-day weekend intensive groups. Both intervention groups addressed grief and grief stages, 

included scripture about anger, guilt, and God’s forgiveness, and offered mourning rituals (Layer 

et al., 2004). A Catholic agency facilitated the weekend intensive group, and the eight-week 

PAG group used the Bible study A Season to Heal: Help and Hope for Those Working Through 

Post-Abortion Stress (Freed & Salazar, 1993; Layer et al., 2004).   

Upon completing the PAG groups, 86% of the participants identified faith integration as a 

significant part of their healing (Layer et al., 2004). While many women accepted God’s 

forgiveness, self-forgiveness remained difficult for them. The pretest-posttest results revealed a 
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significant reduction in shame and avoidance after participation in a PAG group. This study 

reported positive outcomes and suggested additional research utilizing a two-group model with a 

comparative secular PAG group (Layer et al., 2004). Jaramillo (2017) also found statistically 

significant reductions in avoidance and hyperarousal in her replication study as Layer et al. 

However, while Layer et al. noted that their participants still struggled with forgiving 

themselves, Jaramillo noted that most of her participants reported that they could forgive 

themselves after their Bible study group.   

Summary 

Trauma causes neurological responses that initiate the fight, flight, or freeze response to 

protect one from a real or perceived threat to one’s safety (Uhernik, 2017; van der Kolk, 2014). 

While this response is protective during the threat, the person can experience long-lasting 

cognitive, emotional, behavioral, and relational symptoms (Uhernik, 2017; van der Kolk, 2014). 

In addition, the person can disrupt interpersonal relationships, causing them to feel unsafe and 

unable to evaluate healthy and unhealthy relationships (Porges, 2011). In addition, when the 

traumatic event causes a violation of the person’s sincerely held moral values, they experience a 

moral injury (Litz et al., 2009; Shay, 2014). If the moral injury is self-imposed, the person feels 

guilt, shame, and unworthiness, preventing them from forgiving themselves (Kopacz et al., 2016; 

Maguen & Burkman, 2013; Shay, 2014).   

Women who have an abortion can experience common trauma and moral injury 

symptoms (Speckhard & Rue, 2012; Traina, 2018; Zulčić-Nakić et al., 2012). Since moral injury 

is an intrinsically spiritual wound (Antal & Winings, 2015; Koenig et al., 2017; Smith-

MacDonald et al., 2018), trauma treatment must include evidence-based spiritual integration 

(Antal et al., 2019; Cenkner et al., 2021; Zulčić-Nakić et al., 2012). Post-abortion Bible studies 
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integrate research-based written accounts with spiritual principles for addressing guilt, shame, 

and difficulty with self-forgiveness (Koenig et al., 2017) to address women’s abortion 

experiences (Cochrane, 2015). However, the lack of research into the effectiveness of the 

Forgiven and Set Free Bible study in increasing women’s self-forgiveness highlights a gap in 

research about faith-based abortion healing groups. 
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CHAPTER THREE: METHODS 

Overview 

The reviewed literature supports conceptualizing post-abortive women’s lack of self-

forgiveness and depression as symptoms of moral injuries resulting from their abortion (Griffin 

et al., 2019; Traina, 2018). In addition, research studies on veterans have identified the 

intrinsically spiritual element of moral injury and the need to include spiritual elements in 

treatment for moral injury-related self-forgiveness and depression (Antal et al., 2019; Cenkner et 

al., 2021). Therefore, the study will explore post-abortion Bible studies’ effectiveness in 

increasing women’s self-forgiveness and reducing depression. Chapter two describes the study’s 

research design and presents the research questions and hypotheses rationale. In addition, this 

chapter will describe the research setting, participants, and instrumentation. Finally, the chapter 

will finish with a detailed description of the study procedures and data analysis. 

Design 

The current study used a pretest-posttest within-subjects design to evaluate the changes 

observed following the Bible study intervention (Heppner et al., 2016). In addition, this study 

used a convenience sample of women who self-selected to participate in a group using the post-

abortion Bible study Forgiven and Set Free by Linda Cochrane (2015). The group design sought 

to expand the findings on integrating spiritual elements into groups to treat moral injury-related 

depression and self-forgiveness concerns within veteran populations (Cenkner et al., 2021). 

Convenience sampling allowed women to independently decide to seek treatment, ensuring their 

readiness to address their negative symptoms after an abortion. Self-selecting treatment is 

essential since many women feel shame and do not disclose the abortion for years (Bray, 2018; 

Traina, 2018). 
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Because many women experience regret and stress symptoms after their abortions 

(Rafferty & Longbons, 2020; Speckhard & Rue, 2012), many Christian pro-life advocates have 

developed Bible studies that address these symptoms from a biblical perspective (Cochrane, 

2015; Giancola, 2018; Layton, 2020). Also, several researchers have researched and identified 

the psychological and relational impacts abortion has on women (Coleman, 2018; Rafferty & 

Longbons, 2020). However, to date, only one published research study evaluates the 

effectiveness of post-abortion Bible studies in reducing stress symptoms after abortion (Layer et 

al., 2004), and one doctoral thesis replicated the Layer et al. (2004) study (Jaramillo, 2017). 

While research has evaluated the effectiveness of moral injury groups with spiritual interventions 

on veterans’ self-compassion levels (Cenkner et al. (2021), no research study has evaluated the 

effectiveness of post-abortion Bible studies on post-abortive women’s self-forgiveness. This 

research study will assess the increase in women’s self-forgiveness after participating in the post-

abortion Bible study Forgiven and Set Free.  

Research Questions 

RQ1:   Does participation in a post-abortion Bible study increase post-abortive women’s self-

forgiveness?  

RQ2:   Does participation in a post-abortion Bible study decrease post-abortive women’s 

depression?  

Hypotheses 

Ha1:   There will be a statistically significant increase in a woman’s post-abortion self-

forgiveness after participating in the Bible study Forgiven and Set Free. 

Ha0:   There will not be a statistically significant increase in a woman’s post-abortion self-

forgiveness after participating in the Bible study Forgiven and Set Free 
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Ha2:   There will be a statistically significant decrease in a woman’s depression after 

participating in the Bible study Forgiven and Set Free. 

Ha0:   There will not be a statistically significant decrease in a woman’s depression after 

participating in the Bible study Forgiven and Set Free. 

Participants and Setting 

Research volunteers for this study were drawn from a population of post-abortive women 

using convenience sampling. These women were at least 18 years old and 12 months post-

abortion. Potential members who are processing an acute crisis are better served in an individual 

setting rather than in a group setting (Corey, 2016). The study sample attempted to have a 

diverse demographic representation as the research volunteers were recruited nationwide, with 

representatives from the following regions: New England, Mid-Atlantic, and Southwest. Each 

research volunteer provided the following demographical information: current age, marital 

status, race or ethnicity, age at the time of abortion, and marital status at the time of the abortion. 

The setting for the research included four faith-based pregnancy clinics that offer women help in 

deciding about an unplanned pregnancy and the Bible study, Forgiven and Set Free, for women 

who request post-abortion healing.  

The sample size of three participants was smaller than the sample size of 45 needed, with 

alpha set at .05 for a medium effect size and a .95 statistical power; see Figure 1 (Faul et al., 

2007). The 00 participants ranged in age from 24-58. The length of time from their abortions 

ranged from six to forty years.  
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Figure 1 

G*Power for Sample Size 

 

Instrumentation 

Self-Forgiveness Dual-Process Scale 

Worthington (2013b) has conducted extensive research on forgiveness that also explored 

how to help people forgive themselves (Berry et al., 2005; Lin et al., 2014; Ripley et al., 2009; 

Sutton et al., 2014; Woodyatt et al., 2017; Worthington, 2013a; Worthington & Langberg, 2012). 

As a result of his self-forgiveness research, Worthington (2013b) collaborated with fellow 

researchers to develop the Self-Forgiveness Dual-Process Scale for assessing self-forgiveness 

(Griffin et al., 2018). One essential element of the scale is its assessment of personal esteem as 

an essential element of self-forgiveness. Therefore, the 10-item Self-Forgiveness Dual-Process 

Scale is an appropriate scale to measure participants’ level of self-forgiveness (Griffin et al., 
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2018). Examples of assessment questions are “Since Committing the offense I have tried to 

change” and “I deserve to suffer for what I’ve done” (Griffin et al., 2018, p. 719). This 

assessment scale has good internal consistency across three variables (range α = .80 - .91), 

indicating that the scale associates value reorientation with genuine self-forgiveness (Griffin et 

al., 2018). The reorientation of values, accepting responsibility, and seeking restitution are 

consistent with restoring original values, essential elements of self-forgiveness (Woodyatt & 

Wenzel, 2013). 

Moral Injury Exposure and Symptom Scale-Civilian   

Since the construct of moral injury was developed within the military population, moral 

injury assessments were also developed for the military and veteran populations. Nash et al. 

(2013) developed and evaluated the nine-item Moral Injury Event Scale (MIES), which evaluates 

six statements regarding perceived transgressions and three statements regarding perceived 

betrayals. The MIES shows excellent internal consistency with a Cronbach’s alpha of 0.90 (Nash 

et al., 2013). Because of the strong psychometric evaluation of the MIES, Fani et al. (2021) 

adapted the MIES for measuring moral injury in civilian populations, resulting in the Moral 

Injury Exposure and Symptom Scale-Civilian (MIESS-C). The original first six MIES items 

related to perceived transgressions and did not specifically relate to military experience. 

Therefore, Fani et al. did not change these items for the MIESS-C. However, MIES items seven 

through nine directly related to military experiences, Fani et al. changed the items to relate to 

civilian experiences.  

The MIESS-C uses a 6-point Likert scale ranging from strongly agree to strongly 

disagree (Fani et al., 2021). Items addressing perceived transgression include distress 

surrounding both committed and omitted acts of transgression. An example of an adapted item 
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relating to betrayal is “I feel betrayed by people I once trusted” (Fani et al., 2021, p. 5). The 

initial testing of the MIESS-C indicates a relationship between PTSD and depressive 

symptomatology. These results support using MIESS-C to evaluate the level of civilians’ moral 

injury distress. Additional testing of the scale will provide insight into its validity over a broader 

population (Fani et al., 2021). 

Beck Depression Inventory-II 

Beck developed the first version of the Beck Depression Inventory in 1962, with the most 

current revision completed in 1996 (Eser & Aksu, 2021). The Beck Depression Inventory-II 

(BDI-II) is widely used in research studies to assess depression (Nezu et al., 2002), and several 

abortion research studies use BDII-II to assess for depression (Bahat et al., 2022; Curley, 2010; 

Memon et al., 2020; Zulčić-Nakić et al., 2012). (BDI-II) includes items that assess irritability, 

sleep disturbances, concentration, and suicidal ideation (Eser & Aksu, 2021). The inventory 

comprises 21 items related to depressive symptoms (Beck et al., 1996). One example is 

“Sadness. 0 I do not feel sad. 1 I feel sad much of the time. 2 I am sad all of the time. 3 I am so 

sad or unhappy” (Beck et al., 1996, p. 1). The BDI-II has a maximum score of 63, and a score of 

20 indicates depression in a non-clinical population (Jackson-Koku, 2016; Nezu et al., 2002). 

Score interpretation indicates depression severity with 0-13, minimal; 14-19, mild; 20-28, 

moderate; and 29-63, severe (Jackson-Koku, 2016; Nezu et al., 2002). The BDI-II has an average 

reliability of 0.896 to 0.900 with a confidence interval of 95%. The BDI-II also has a Cronbach 

alpha coefficient of α = .92 with a test-retest reliability of r = .93, indicating that the BDI-II is a 

reliable screening instrument for depression (Eser & Aksu, 2021). 
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Procedures 

The researcher requested permission from assessment developers to use all proposed 

assessment scales: Self-Forgiveness Dual-Process Scale, MIESS-C, and BDI-II (Appendix A). 

The researcher sent a Site Permission Request letter (Appendix B), including the research start 

and end dates, to pregnancy clinics that use the Bible study for their post-abortion recovery 

ministry. In addition, the researcher will hire a web designer to develop a website, Effectiveness 

of Forgiven and Set Free to Reduce Depression and Increase Self-Forgiveness, for research 

volunteers to review the research study’s purpose. This research study was conducted with the 

approval of the Liberty University Institutional Review Board (IRB) to maintain ethical research 

standards throughout the study.  

After pregnancy clinics provided permission to conduct research with their clients, the 

researcher sent the site facilitators instructions (Appendix C) with the start and end dates for the 

research study. The researcher also included the Participant Recruitment Letter (Appendix D) for 

the facilitators to give to each Bible study member with the reminder that research participation 

is voluntary and anonymous. Thus, the clinic staff and the Bible study facilitators did not know 

which members agreed to join the research study. In addition, this anonymity reduces the 

potential for expectation bias among the Bible study members (Heppner et al., 2016).  The 

facilitator’s instructions also included a copy of the informed consent (Appendix E). 

A research website was developed to introduce the research study, and research 

volunteers completed the demographic questionnaire, which asked for current age, marital status, 

race or ethnicity, age at the time of abortion, and marital status at the time of the abortion. The 

demographic questionnaire also screened (Appendix F) research volunteers for inclusion, at least 

18 years old, and exclusion criteria, 12 months post-abortion. If research volunteers had 
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questions, the website directed them to the link to anonymously ask questions about the study. 

Informed consent was provided with the statement, “By checking this box, you agree that you 

have read and agreed to the statements in the consent,” to maintain anonymity. The website 

directed participants to choose an alias to link their informed consent affirmation, pretest, and 

posttest. The researcher received confirmation that each research participant had agreed to the 

informed consent (Appendix E). The website then directed research participants to the pretest 

assessment page, and Bible study facilitators reminded all Bible study members to return to the 

research website for the posttest assessments. The researcher received the pretest and posttest 

data in an Excel spreadsheet.   

Data Analysis 

This study includes two hypotheses. Ha1 states that there will be a statistically significant 

increase in a woman’s post-abortion self-forgiveness after participating in the Bible study 

Forgiven and Set Free. Ha2 states that there will be a statistically significant decrease in a 

woman’s depression after participating in the Bible study Forgiven and Set Free. The paired-

samples t test is used to evaluate the change between the pretest and posttest when using the 

within-sample design (Warner, 2013). Therefore, the paired-samples t test is appropriate to test 

each null hypothesis to evaluate if there is a change in self-forgiveness and depression scores 

from the Bible study intervention. For these statistical tests to be valid, three assumptions must 

be confirmed. First, each observation is independent of the others; the data falls under a normal 

distribution, and there are no extreme outliers (Warner, 2013).  

The researcher planned to use paired samples t-tests to assess the pretest and posttest data 

outcomes related to the participants’ self-forgiveness and depression scores following the Bible 

study. Applying α = 0.05 to determine sample size decreases the likelihood of a Type II error 
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without increasing the risk of a Type I error (Warner, 2013). In addition, Figure 1 illustrates that 

a sample size of 45 with a .95 statistical power and alpha set at .05 will provide a medium effect 

size (Faul et al., 2007). 

Summary 

Because many women experience post-abortion stress symptoms similar to posttraumatic 

stress symptoms, psychological interventions can help women reduce their stress symptoms. For 

women who want a faith-based approach to their healing, post-abortion Bible studies apply 

biblical principles to each symptom. Little research has studied the effectiveness of Bible studies; 

this study will strengthen the understanding gained in the study conducted by Layer et al. (2004). 

Quantitative data can inform researchers of the relationship between post-abortion Bible studies, 

the reduction of post-abortion symptoms, and the increase in self-forgiveness. 
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CHAPTER FOUR: FINDINGS 

Overview 

Because a pretest-posttest within-subjects design evaluates the changes observed 

following a participant’s participation in an intervention (Heppner et al., 2016), the current study 

used this design for the post-abortion Bible study intervention. The convenience sample included 

three women who participated in a group using the Forgiven and Set Free study by Linda 

Cochrane (2015). The research study was offered to a total of 21 participants in six Bible studies. 

Three research participants completed the Self-Forgiveness Dual-Process Scale (Griffin et al., 

2018), the MIES assessing moral injury (Nash et al., 2013), and the BDI-II measuring depression 

(Beck et al., 1996).  

Descriptive Statistics 

The current research study was offered to participants of six Bible study groups in three 

U.S. regions: New England, Mid-Atlantic, and Southwest. Among the six groups, 21 Bible study 

members were invited to participate in the research study. Three women identified that they were 

over 18 years old and had their abortion at least one year ago. Each participant was single at the 

time of their abortion and at the time of the Bible study. Two participants were 18 years old at 

the time of their abortion, and one was 23. The participants’ current ages ranged from 24 to 58 

years old, and the time elapsed between the abortion and Bible study ranged from six to forty 

years.  

Results 

The hypotheses stated that after participating in a post-abortion Bible study, women 

would experience an increase in their self-forgiveness and a decrease in their depression. While 

the study planned to use paired samples t tests to assess the data outcomes for self-forgiveness 
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and depression, the sample size of three women was too small for meaningful data analyses. 

Therefore, a post-hoc case study of this research design’s methodology will enhance the 

development of research studies regarding the effectiveness of post-abortion Bible studies in 

women’s healing after an abortion. 

Summary 

The pretest-posttest within-subjects research design evaluates the changes in targeted 

variables after participating in an identified intervention (Heppner et al., 2016). The current 

research study used the pretest-posttest design to evaluate the effectiveness of the Forgiven and 

Set Free post-abortion Bible study to increase women’s self-forgiveness and decrease their 

depression. However, a sample size of three participants did not provide enough data to complete 

meaningful statistical analyses for a quantitative study. Therefore, a post-hoc case study of the 

research methodology provides valuable lessons learned for researching post-abortion Bible 

studies and post-abortion healing. 
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CHAPTER FIVE: CONCLUSIONS 

Overview 

The current study used a quantitative research design in the attempt to evaluate the 

effectiveness of the post-abortion Bible study, Forgiven and Set Free, to increase women’s self-

forgiveness and to decrease their depression. Since only three participants completed the pretest 

and posttest assessments, providing too little data for finding statistical significance, a post-hoc 

case study of the research methodology provides insight into researching post-abortive women’s 

healing. As researchers view the population of post-abortive women as vulnerable, existing 

literature on other vulnerable populations suggests working with gatekeeping caregivers to 

develop a research methodology that will enhance the understanding of biblically integrated 

post-abortion healing. 

Discussion 

Recruitment of a Vulnerable Population 

Definition of Vulnerable Populations 

This study focused on the vulnerable population of post-abortion women and the 

effectiveness of a Bible study intervention in addressing self-forgiveness and depression. 

Researchers consider participants vulnerable who have a reduced ability to protect their interests 

because of health or mental health status that impinges on their ability to make an informed 

decision to consent to participate in research (Bracken-Roche et al., 2016; Bracken-Roche et al., 

2017). However, Ellard-Gray et al. (2015) also say that abused women are vulnerable because 

“they are disenfranchised and potentially at risk for greater harm if they identify their 

experiences” (p. 1). For instance, van Wijk (2014) identified participants in her longitudinal 

study because, as the male partners of females who had been raped, they were secondary trauma 
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victims, which caused increased stress in their partner relationships. Carleton and Snodgrass 

(2023) describe women’s grief after abortion as disenfranchised since women feel they cannot 

speak of their grief, feel unworthy to grieve, and do not trust other’s responses because of the 

public stigma surrounding abortion. This understanding of disenfranchised grief supports 

considering the population of post-abortive women as vulnerable (Carleton & Snodgrass, 2023). 

Research studies focusing on vulnerable populations’ unique concerns and needs are essential to 

developing interventions that best meet their needs (O’Brien et al., 2022) and to help participants 

experience an increase in mood, as Biddle et al. (2013) found that some of their participants who 

had experienced suicidal ideation and self-harm.  

Including vulnerable populations in research remains challenging since they are 

stigmatized, hiding them from researchers as they are difficult to reach (Busch-Armendariz et al., 

2016). The hidden nature of many vulnerable populations results in research studies with limited 

sample sizes and requires more time for data collection, increasing the costs involved in the 

research (O’Brien et al., (2022). In addition, O’Brien et al. (2022) encountered difficulty 

engaging survivors of domestic minor sex trafficking, potentially due to the stigma surrounding 

their experiences. For instance, many women experiencing domestic violence choose not to 

identify when screened at a health service appointment, expressing their embarrassment and 

shame as one of the reasons for not reporting it (Spangaro et al., 2010). In addition, many women 

do not speak of their abortions and subsequent grief due to the stigma surrounding abortion 

(Carleton & Snodgrass, 2023), hiding them from those who could support them. 

Gatekeeping 

In addition to the hidden nature of many vulnerable populations, those providing care 

may engage in gatekeeping to protect their clients from real or perceived harm involved in 
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research studies (Levine et al., 2004; Sutton et al., 2003). Gatekeeping occurs when providers 

limit participation for vulnerable populations, preventing individuals from being able to 

participate and make informed choices for themselves (Levine et al., 2004). Finally, due to the 

nature of vulnerable populations, researchers can rely on healthcare providers to recruit study 

participants (Ellard-Gray et al., 2015); thus, gatekeepers can help maintain participants’ 

anonymity. Traianou (2014) emphasized the importance of anonymity in research to guard the 

confidentiality of participants, which is highlighted in the Declaration of Helsinki as an ethically 

essential element in research (World Medical Association, 2022). 

During the current study, few women participated in the studies; among the six Bible 

study groups included in the research study, a total of 21 women were members of a Bible study 

group. Of the 21 Bible study facilitators I spoke with, about 75% shared that few women wish to 

participate at any given time. These facilitators also said they limited the number of participants 

in each group because they found that smaller groups enhance group dynamics and engagement 

better than a large Bible study group. In addition, approximately 75% of the facilitators I spoke 

with said that they do not have large numbers of groups each year. The relatively small number 

of post-abortion Bible studies each year dramatically limits the potential sample size and 

increases the data collection time. Without research studies discussing post-abortion Bible 

studies and participants, readers cannot generalize these percentages reflecting my personal 

experience to the experiences of the broader population of post-abortion Bible study facilitators. 

However, the limited number of women who seek post-abortion Bible studies at any given 

facility offering the intervention is similar to the findings of O’Brien et al. (2022) in their 

research on survivors of domestic minor sex trafficking.  
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O’Brien et al. (2022) indicated that trauma impacts research responses because trauma 

reminders elicit unexpected reactions to research questions and unpleasant memories. No 

research, to date, has explored the barriers to women’s participation in research on post-abortion 

Bible studies. However, three or four experienced Bible study facilitators thought that Bible 

study members might be concerned about added emotional stress by participating in the study in 

addition to the Bible study. The Forgiven and Set Free Bible study requires participants to reflect 

on how each biblical concept studied applies to their abortion experience (Cochrane, 2015). 

Facilitators wondered if the additional steps in assessing their symptoms before and after the 

study might be too daunting for participants to complete the assessments for the research study. 

These observations of Bible study facilitators also reflect the findings of O’Brien et al. (2022) 

regarding the increased stress reactions to research questions that can limit participants’ desire or 

ability to participate in their research study. O’Brien et al. indicated that their participants 

experienced difficulty in recalling the order of events and evoked memories elicited trauma 

symptoms such as anger and crying. 

Current Study Discussion 

Gatekeeping 

I contacted 36 faith-based pregnancy centers in 17 states and spoke with 13 Bible study 

facilitators to discuss my research study and to request permission to offer my research 

opportunity to their Bible study participants. Since I did not know any of the facilitators, they 

may have hesitated to introduce this research opportunity to their Bible study participants. Others 

indicated that their organizations routinely did not open research opportunities to their clients to 

protect their clients. However, four facilitators recognized the importance of research studies to 
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learn how to aid women’s healing after abortion and worked with me to offer their Bible study 

members the research opportunity.   

Trust-Building Between Researcher and Participants 

Another challenge to the current study was that the anonymous study design prevented 

trust-building between the researcher and potential research participants, mirroring the limited 

ability to build trust that O’Brien et al. (2022) highlighted when researchers distanced themselves 

to maintain anonymity. Building trust is essential for researchers to gain helpful information 

regarding the research questions. Researchers gain trust by sharing the reasons to research the 

topic with those who provide services to the population (Hilton et al., 2020). Through continued 

collaboration, the trust that researchers build with facilitators could provide opportunities for 

researchers to personally present research opportunities to Bible study participants and offer 

them opportunities to ask researchers questions about the research. Dichter et al. (2019) 

experienced enhanced direct interactions with potential participants after gaining the trust of 

Veterans Health Administration providers.  

While many researchers can gain access to potential participants within facilities 

providing ongoing treatment, many post-abortive women have not been in ongoing treatment 

before they decide to attend a post-abortion Bible study. Both Layer et al. (2004) and Jaramillo 

(2017) relied on faith-based organizations offering Bible study groups for post-abortion healing; 

however, they did not describe their experience recruiting participants from those groups. 

Similarly, I worked with faith-based organizations and facilitators who routinely offer post-

abortion Bible studies. During the current study, facilitators expected the participant’s anonymity 

to be protected throughout the study, eliminating an opportunity for the researcher to present the 

research opportunity to the Bible study members. After deciding to extend the data collection 
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period in the current study, I spoke with facilitators about personally introducing the research 

opportunity to Bible study members via video conferencing. However, while one facilitator 

favored having me introduce the research to the Bible study in the first session, time constraints 

prevented this.  

Implications 

Gatekeepers 

Providers working with vulnerable populations often serve as gatekeepers for clients’ 

access to research participation (Levine et al., 2004). While gatekeeping can add barriers to 

research participation, Roger and Penner (2010) reported that the insight gatekeepers provided 

regarding participant reluctance enabled the researchers to enhance their research design and 

decrease reluctance to participate. For instance, Walker and Read (2011) worked with hospice to 

conduct research regarding hospice patients’ preferred place of death. In addition, the 

collaboration Sutton et al. (2003) experienced with healthcare providers of vulnerable HIV and 

AIDS populations enhanced trust-building and increased participant trust. While the 

collaboration with gatekeepers takes time (Sutton et al., 2003), the time is well spent as it 

increases the positive outcomes by evaluating and fine-tuning the study design and increasing 

participants’ safety (Walker & Read, 2011). In the current research, Bible study facilitators 

provided invaluable insight into wording the introduction of each assessment. The initial order of 

the assessments was the MIES, Self-Forgiveness Dual Process Scale, and the BDI-II. One Bible 

study facilitator was concerned that women could be distressed by taking the MIES assessment 

first. We discussed editing the introduction to the assessment to clarify the rationale for assessing 

moral injury in the post-abortion research study. In addition, we agreed to reorder the 

assessments to begin with the BDI-II, followed by the MIES and Self-Forgiveness Dual Process 
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Scale. This collaboration exemplifies how the Bible study facilitators’ insight helped fine-tune 

the current research study. 

Another concern gatekeepers raised was the need to clarify the research’s purpose and 

reduce the invitation letter’s blunt wording (Walker & Read, 2011). Regarding the current study, 

one counselor recommended developing a flyer to introduce the researcher, the research study’s 

purpose, and the anonymous design for collecting data. The flyer, she said, differs from the 

research letter as it presents the research in a more personable tone, whereas the research letter 

presents research details in clinical terms. Each serves an essential purpose: the flyer to spark the 

interest of potential participants and the invitation letter to review all essential information for 

informed consent. 

Trust-Building Between Researcher and Participants 

Because of the lack of direct contact between the researcher and post-abortion Bible 

study members, the trust built between the researcher and facilitators is essential in recruiting 

Bible study members to a research study. Soliciting the help of national pro-life organizations 

such as Care Net could increase the researcher’s access to Bible study facilitators and develop 

professional relationships, thereby building trusting relationships between researchers and 

facilitators. Following Jaramillo’s (2017) example of soliciting the support of the Bible study 

author could also enhance facilitators’ willingness to offer research opportunities to their Bible 

study members. The author and president of SaveOne provided Jaramillo with an introduction 

letter to 100 facilitators of the SaveOne post-abortion healing ministry, increasing Jaramillo’s 

access to facilitators and potential participants. The access that Jaramillo gained through the 

author and president of SaveOne is an example of Lata’s (2021) assertion that gatekeepers 

among vulnerable populations can increase a researcher’s access to participants. Trusting 
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relationships between researchers and gatekeepers can enhance gatekeepers’ promotion of 

research to their clients and facilitate trust-building between the researchers and potential 

research participants when direct researcher-client interaction is limited. 

Limitations 

This study’s limited number of participants prevented meaningful data analyses of the 

study’s hypotheses. While I contacted 36 faith-based pregnancy centers across 17 states, I could 

only discuss the research study with 13 facilitators. One reason for the lack of response may have 

been that I am not known in the national abortion recovery community, limiting the providers’ 

trust in me as a researcher of this population. As a result of the direct conversations with 

facilitators, four facilitators agreed to present the research opportunity to their Bible study 

members. Among the six Bible studies that offered the research study, 17 women received the 

invitation letter to participate; of those 17 women, three completed the informed consent and the 

three assessments. Each facilitator introduced the research following a conversation with me 

regarding the importance of research about post-abortion Bible studies. While the facilitator of 

the final two Bible studies planned to have me present the research opportunity either virtually or 

via prerecorded video, time constraints to accomplish this did not allow for me to present the 

research to the Bible study members. 

One common theme from the facilitators was the lack of regularly offered Bible studies. 

Most facilities offer post-abortion Bible studies based on the demand for them rather than active 

recruiting to ensure a set number of Bible studies each year. In addition to the limited number of 

Bible studies offered each year, another common characteristic is limiting the size of each group; 

many limit the study members to five per group. These limitations also played a role in the 

current research. Because of these common limitations, I extended my data collection by four 
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months, with one Bible study member participating in the research during the data collection 

extension. While I began my research understanding the potential of these limitations impacting 

my research, I attempted to mitigate their impact by contacting faith-based pregnancy clinics that 

use the Forgiven and Set Free Bible study for their post-abortion recovery groups. 

Recommendations for Future Research 

The case study of the current study’s methodology highlighted several recommendations 

for future research based on the limitations intrinsic to researching hidden vulnerable 

populations, such as post-abortive women. Because of the stigma surrounding abortion and post-

abortive women in the church (Sironi, 2015), many women do not seek biblically integrated 

healing for years after their abortion (Layer et al., 2004). The discomfort many Christian women 

have in talking about their abortions with other church members helps to keep them part of a 

hidden population, as O’Brien et al. (2022) identified vulnerable populations. Therefore, 

considering recommendations for future research in this population will enhance the biblical 

integration of women’s post-abortion healing. 

Extended Data Collection 

The limitations of only a few Bible study groups conducted during the year of data 

collection and the small number of women joining the Bible study groups contributed to the 

small number of research participants in the current research study. Planning for a more extended 

data collection period would allow a researcher to develop relationships with more Bible study 

facilitators and increase the number of studies to offer the research study to the Bible study 

members. In addition to increasing the number of facilitators collaborating with the researcher, 

each facilitator could also offer the research to multiple Bible study groups they facilitate, thus 

increasing the number of research participants.  
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Including Multiple Bible Studies in the Research 

To increase the number of potential research participants, future research that examines 

multiple post-abortion Bible studies would increase the number of Bible study groups available 

during the targeted data collection period. Layer et al. (2004) included a Catholic-based post-

abortion intervention and two nondenominational interventions in their study conducted over 10 

months. The study included 35 women who participated in one of the groups in those 10 months. 

In addition, Jaramillo (2017) replicated the Layer et al. study using the SaveOne study and 

Rachel’s Vineyard, with 46 participants completing the research study. The current study’s 

design of evaluating the Forgiven and Set Free Bible study (Cochrane, 2015) limited recruitment 

to those organizations that used the study. By including multiple Bible studies, researchers would 

expand the number of organizations with a post-abortion Bible study group during the planned 

research collection data period. 

Quantitative Versus Qualitative 

O’Brien et al. (2022) also discussed the benefits of using qualitative research methods 

with vulnerable populations to extend the person-centered care of treatment interventions into 

research, allowing participants to use their own words to describe their experiences surrounding 

the research topic. O’Brien et al. highlighted the benefit of designing qualitative studies for 

research with vulnerable populations despite the added IRB oversight needed for a qualitative 

study. Therefore, qualitative study designs could enhance research participation and outcomes 

when studying the effectiveness of post-abortion Bible studies. Roger and Penner (2010) also 

noted that participants reported that the interview format increased their sense of well-being, and 

they felt valuable because of the insights the research would provide for others. Based on these 
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research findings, using a qualitative or mixed methods design for studying post-abortion healing 

can increase research recruitment and positive outcomes for future studies. 

Designing a qualitative study of biblical integrated post-abortion healing groups could 

increase the trust between researchers and participants since Heppner et al. (2016) indicate that 

personal interactions can increase rapport and trust, and researchers’ increased empathy increases 

their understanding of the participants. Despite the elimination of anonymity in a quantitative 

study, O’Brien et al. (2022) advocate qualitative studies with vulnerable populations to address 

the unique collective and individual needs of the studied population. They believe that these 

advantages outweigh the challenges of a quantitative study by allowing participants to express 

their feelings and experiences personally. Researchers conducting qualitative research with 

vulnerable populations, such as post-abortive women, must attend to unanticipated emotional 

reactions during interview questions. Proactively designing general questions that allow the 

participants to expand their responses as they feel comfortable is one way to attend to potential 

unexpected reactions (O’Brien et al., 2022). In addition to a qualitative study, a mixed methods 

study would allow the pretest and posttest assessments of the current study and combine 

quantitative data with qualitative study (Heppner et al., 2016) while also increasing the trust-

building between researchers and participants (O’Brien et al., 2022). Mixed methods data also 

enhances the explanation of data through a broader exploration of the subject under study 

(Heppner et al., 2016). 

Summary 

The current research study of the effectiveness of the post-abortion Bible study, Forgiven 

and Set Free, used a pretest-posttest within-subjects design to evaluate the changes in women’s 

self-forgiveness after participating in a Bible study group. However, with only three research 



79 

 

 

participants, a post-hoc case study of the methodology provides valuable insight for future 

research into biblically integrated post-abortion healing. Researchers of the population of post-

abortive women must understand the vulnerabilities of this population as they design research, 

work with Bible study facilitators, and recruit research participants. One common definition of 

vulnerable populations includes the reduced ability to protect one’s interests due to mental health 

conditions, which impinge on informed consent decisions (Bracke-Roche et al.; Bracke-Roche et 

al., 2016, 2017). Furthermore, vulnerable populations are often hidden because of 

disenfranchisement, placing them at greater risk of harm should they disclose their experiences 

(Ellard-Gray et al., 2015). The population of post-abortive women experience 

disenfranchisement because of the stigma of abortion within the Christian community; women 

often do not know who they can trust to listen to them talk about their abortion (Carleton & 

Snodgrass, 2023). This disenfranchisement contributes to the hidden population of post-abortion 

women.  

In their efforts to understand the vulnerabilities of post-abortive women, researchers of 

vulnerable populations often work with gatekeeping providers to access the clients they wish to 

join their research studies. Providers of vulnerable populations often protect their clients from 

real or perceived harm involved in research studies (O’Brien et al., 2022; see also Levine et al., 

2004; Sutton et al., 2003). While gatekeepers can limit researchers’ access to vulnerable 

populations, they can also enhance research studies when researchers work with gatekeepers to 

reduce the risk of harm to the research participants. Trust-building is essential between 

researchers and potential participants, and building trust with gatekeepers can increase 

researchers’ direct access to many vulnerable populations (O’Brien et al., 2022). However, post-

abortive women are not often in ongoing treatment, inhibiting researchers’ direct access to 
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recruiting. Therefore, trust-building with post-abortion Bible study facilitators, functioning as 

gatekeepers, is essential for researchers in this field. 

The current study encountered and navigated gatekeeping. Some facilities offering Bible 

study groups did not choose to present the research opportunity to their clients, and others 

suggested changes to the research methods that would help participants better understand the 

rationale behind the assessment choices. The limitations presented in this research study are 

inherent within the biblically integrated post-abortion healing field, as there are limited numbers 

of groups at any given time. Therefore, the findings of this case study of the current methodology 

support extending the time for data collection and including more than one post-abortion Bible 

study in the research to increase the number of participants. In addition, developing a mixed 

methods study would combine quantitative data from assessments and quantitative insight from 

each participant’s experience during the post-abortion Bible study group.  
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APPENDIX A: Assessments 

 

Self-Forgiveness Dual-Process Scale 

(Griffith, 2016; Griffith et al., 2018) 

 

1. I will try not to repeat my offense in the future.  

 
1 

Strongly Disagree 

2 3 4 

Neutral 

5 6 7 

Strongly Agree 

 

 

      

 

2. I acknowledge that I am to blame for my actions.  

 
1 

Strongly Disagree 

2 3 4 

Neutral 

5 6 7 

Strongly Agree 

 

 

      

 

3. I would take back what I’ve done if I could.  

 
1 

Strongly Disagree 

2 3 4 

Neutral 

5 6 7 

Strongly Agree 

 

 

      

 

4. I regret that my past actions violated my values.  

 
1 

Strongly Disagree 

2 3 4 

Neutral 

5 6 7 

Strongly Agree 

 

 

      

 

5. My actions violated something that is important to me.  

 
1 

Strongly Disagree 

2 3 4 

Neutral 

5 6 7 

Strongly Agree 

 

 

      

 

6. Even though I did something wrong, I feel a sense of self-acceptance.  

 

 
1 

Strongly Disagree 

2 3 4 

Neutral 

5 6 7 

Strongly Agree 
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7. I feel like a valuable person despite my wrongdoing.  

 

 
1 

Strongly Disagree 

2 3 4 

Neutral 

5 6 7 

Strongly Agree 

 

 

      

 

8. I still love myself even though I did wrong.  

 
1 

Strongly Disagree 

2 3 4 

Neutral 

5 6 7 

Strongly Agree 

 

 

      

 

9. I respect myself even though I did wrong.  

 
1 

Strongly Disagree 

2 3 4 

Neutral 

5 6 7 

Strongly Agree 

 

 

      

 

10. I feel compassion toward myself.  

 
1 

Strongly Disagree 

2 3 4 

Neutral 

5 6 7 

Strongly Agree 

 

 

      

 

Score _________ 

 

Higher scores indicate greater acceptance of responsibility, move toward repair, resolve to change 

behavior, and greater self-forgiveness (Griffin, 2016). 
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Moral Injury Experiences Symptom Scale-Civilian 

 

1.  I saw things that were morally wrong 

 
1 

Strongly Disagree 

2 3 4 

l 

5 67 

Strongly Agree 

 

 

     

 
2. I acted in ways that violated my own moral code or values 

 
1 

Strongly Disagree 

2 3 4 

l 

5 67 

Strongly Agree 

 

 

     

 

3. I violated my own morals by failing to do something that I felt I should have done  

 
1 

Strongly Disagree 

2 3 4 

l 

5 67 

Strongly Agree 

 

 

     

 
4. I feel betrayed by specific people who I once trusted 

 
1 

Strongly Disagree 

2 3 4 

l 

5 67 

Strongly Agree 

 

 

     

 
5. I feel betrayed by the institutions that I am supposed to trust (for example, police, church, 

schools, governmental workers) 

 
1 

Strongly Disagree 

2 3 4 

l 

5 67 

Strongly Agree 

 

 

     

 
6. I am troubled by having witnessed others’ immoral acts 

 
1 

Strongly Disagree 

2 3 4 

l 

5 67 

Strongly Agree 

 

 

     

 

 
7. I am troubled by having acted in ways that violated my own morals or values 
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1 

Strongly Disagree 

2 3 4 

l 

5 67 

Strongly Agree 

 

 

     

 
8. I am troubled because I violated my morals by failing to do something that I felt I should have 

done 

 
1 

Strongly Disagree 

2 3 4 

l 

5 67 

Strongly Agree 

 

 

     

 
9. I am troubled by this betrayal by specific people 

 
1 

Strongly Disagree 

2 3 4 

l 

5 67 

Strongly Agree 

 

 

     

 

10. I am troubled by this betrayal by the institutions that I am supposed to trust 

 

1 

Strongly Disagree 

2 3 4 

l 

5 67 

Strongly Agree 

 

 

     

 

Score _________ 

“Higher scores suggest higher exposure and/or distress” (Fani et al., 2021, p. 5). 
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Beck Depression Inventory-II 

 

1. Sadness 
0 I do not feel sad. 

1 I feel sad much of the time. 2 I am sad all the time. 

3 I am so sad or unhappy. 

 

2. Pessimism 
0 I am not discouraged about my future. 

1 I feel more discouraged about my future than I used to be. 

2 I do not expect things to work out for me. 

3 I feel my future is hopeless and will only get worse. 

 

3. Past Failure 
0 I do not feel like a failure. 

1 I have failed more than I should have.  
2 As I look back, I see a lot of failures. 

3 I feel I am a total failure as a person. 

 
4. Loss of Pleasure 

0 I get as much pleasure as I ever did from the things I enjoy. 

1 I don't enjoy things as much as I used to. 
2     I get very little pleasure from the things I used to enjoy.  
3     I can’t get any pleasure from the things I used to enjoy. 

 

5. Guilty Feelings 
0 I don't feel particularly guilty. 

1 I feel guilty over many things I have done or should have done. 

2 I feel quite guilty most of the time.  

3 I feel guilty all of the time. 

6. Punishment Feelings 

 
0 I don’t feel I am being punished.  

1 I feel I may be punished. 

2 I expect to be punished. 

3 I feel I am being punished. 

 

7. Self-Dislike 
0 I feel the same about myself as ever.  

1 I have lost confidence in myself. 

2 I am disappointed in myself.  

3 I dislike myself. 

 
8. Self-Criticalness 

0 I don't criticize or blame myself more than usual. 

1 I am more critical of myself than I used to be.  

2 I criticize myself for all of my faults. 

3 I blame myself for everything bad that happens. 

 

9. Suicidal Thoughts or Wishes 
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0 I don't have any thoughts of killing myself. 

1 I have thoughts of killing myself, but I would not carry them out. 
2 I would like to kill myself. 

3 I would kill myself if I had the chance. 

 

10. Crying 
0 I don't cry anymore than I used to.  

1 I cry more than I used to. 

2      I cry over every little thing.  

3      I feel like crying, but I can't. 

 

11. Agitation 
0 I am no more restless or wound up than usual.  

1 I feel more restless or wound up than usual. 

2 I am so restless or agitated, it's hard to stay still.  

3 I am so restless or agitated that I have to keep 

moving or doing something. 
 

12. Loss of Interest 
0 I have not lost interest in other people or activities. 

1 I am less interested in other people or things than before. 

2 I have lost most of my interest in other people or things. 

3 It's hard to get interested in anything. 

 

13. Indecisiveness 
0 I make decisions about as well as ever. 

1 I find it more difficult to make decisions than usual.  

2 I have much greater difficulty in making decisions 
than I used to. 

3 I have trouble making any decisions. 

 

14. Worthlessness 
0 I do not feel I am worthless. 

1 I don't consider myself as worthwhile and useful as I used to. 

2 I feel more worthless as compared to others.  

3 I feel utterly worthless. 

 
15. Loss of Energy 

0 I have as much energy as ever. 

1 I have less energy than I used to have. 

2 I don't have enough energy to do very much.  

3 I don't have enough energy to do anything. 

 
16. Changes in Sleeping Pattern 

0 I have not experienced any change 

in my sleeping.  

1a I sleep somewhat more than usual. 

1b I sleep somewhat less than usual. 

2a I sleep a lot more than usual. 

2b I sleep a lot less than usual. 3a

 I sleep most of the day. 
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3b I wake up 1-2 hours early and can't get back to sleep. 

 

17. Irritability 
0 I am not more irritable than usual.  

1 I am more irritable than usual. 

2 I am much more irritable than usual.  

3 I am irritable all the time. 

 
18. Changes in Appetite 

0 I have not experienced any change in my Appetite. 

. 1a My appetite is somewhat less than usual.  

 1b My appetite is somewhat greater than usual. 

2a My appetite is much less than before.  

2b My appetite is much greater than usual.  

3a I have no appetite at all. 

3b I crave food all the time. 

 

19. Concentration Difficulty 
0 I can concentrate as well as ever. 

1 I can't concentrate as well as usual. 

2 It's hard to keep my mind on anything for very long. 

3 I find I can't concentrate on anything. 

 

20. Tiredness or Fatigue 
0 I am no more tired or fatigued than usual. 

1 I get more tired or fatigued more easily than usual. 

2 I am too tired or fatigued to do a lot of the things I used to do. 

3 I am too tired or fatigued to do most of the things I used to do. 

 

21. Loss of Interest in Sex 
0 I have not noticed any recent change in my interest in sex. 

1 I am less interested in sex than I used to be.  

2 I am much less interested in sex now. 

3 I have lost interest in sex completely 
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APPENDIX B: Site Permissions 

July,2022 

 
Name 

Director 

Company Name 

Address 1  

Address 2 

 
Dear Director, 

 

As a graduate student in the Community Care and Counseling department at Liberty University, 

I am conducting research as part of the requirements for a doctoral degree. The title of my 

research project is Effectiveness of Post-Abortion Bible Studies. The purpose of my research is to 

study the effectiveness of the Bible study Forgiven and Set Free to decrease women’s depression 

and increase their self-forgiveness after an abortion.  

 

I am writing to request your permission to conduct my research in your pregnancy clinic’s post-

abortion Forgiven and Set Free Bible study groups. The tentative beginning date of the study is 

as early as August 22, 2022, or as late as September 1, 2022. The tentative ending date is 

October 31, 2022. I will provide a Participant Recruitment Letter for your organization to give 

your clients. This letter will link your clients to a secure website to sign up for the research study 

anonymously. They can anonymously ask me any questions they have on the website. All of 

your clients who participate in the research study will complete three online assessments 

regarding self-forgiveness, moral injury, and depression. Participants will take each assessment 

before they begin the Bible study group and when they complete the Bible study. In addition, 

participants will be presented with informed consent information. Participation in this 

anonymous research study is voluntary, and participants are welcome to discontinue participation 

at any time.  

 

Thank you for considering my request. If you choose to grant permission, respond by email to 

. A permission letter document is attached for your convenience. I trust 

that the results of this research will increase the effectiveness of faith-based pregnancy clinics in 

helping women heal after abortion. 

Sincerely, 

 

Karen H. Hubbard, MA, LCPC 

Liberty University Doctoral Candidate 
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[Please provide this document on official letterhead or copy and paste into an email.  

 

[Date] 

 
Karen H. Hubbard 

Liberty Doctoral Candidate 

Liberty University 

 

 
Dear Karen H. Hubbard, 

 

After carefully reviewing your research proposal entitled Effectiveness of Post-Abortion Bible 

Studies, [I/we] have decided to grant you permission to invite our post-abortion Bible study 

clients to participate in your research study.  

 

Check the following boxes, as applicable:  

 

 [I/We] will not provide potential participant information to Karen H. Hubbard. However, we 

agree to [send/provide] her study information to our post-abortion Bible study clients on her 

behalf.] 

 

[Retain the below option if desired.] 

 

 [[I/We] are requesting a copy of the results upon study completion and/or publication.] 

 

Sincerely, 

 

[Official’s Name] 

[Official’s Title] 

[Official’s Company/Organization] 
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APPENDIX C: Site Facilitator Instructions 

Facilitator Instructions for Post-Abortion Bible Study Research 

 

Dear Facilitators, 

 

I appreciate your help with my research study on the effectiveness of the post-abortion Bible 

study, Forgiven and Set Free, in increasing post-abortive women’s self-forgiveness and 

decreasing their depression. In addition, your help in providing invitations to your post-abortion 

Bible study participants will allow them to participate in my research study anonymously, thus 

protecting their privacy. Please emphasize to your participants that the anonymity of the research 

study extends to you; you will not know who has signed up for the research study. 

 

Please provide the attached Participant Recruitment Letter to your Bible study participants by 

either emailing or handing it to them before your Bible study begins. My research tentative start 

date is August 22/2022, and the completion date is October 31. This recruitment letter includes a 

QR code and a hyperlink to my research website. They will be introduced to the study and can 

join the study through the website after reading and agreeing to the provided informed consent.  

 

Once participants sign up for the research study, they will take three pretest assessments before 

your Bible study begins. The website will send them an email reminding them to take the 

posttest after week 8 of the Bible study, which covers chapter 8, “Acceptance.” In addition, I 

would like you to remind the Bible study group to return to the website to complete the posttest 

assessments. 

 

If you have any questions for me, you can reach me at  Thank you for 

your assistance with my research study. I trust that the results of this research will increase the 

effectiveness of faith-based pregnancy clinics in helping women heal after abortion. 

 

Sincerely,  

 

Karen H. Hubbard, MA, LCPC 
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Appendix D: Participant Recruitment Letter 

 

August 15, 2022 

 

Forgiven and Set Free Bible Study Participant 

 

Dear Bible Study Participant: 

 

As a graduate student in the School of Behavioral Studies at Liberty University, I am conducting 

research as part of the requirements for a doctoral degree. The purpose of my research is to 

evaluate the effectiveness of the post-abortion Bible study Forgiven and Set Free in reducing 

women’s depression and increasing their self-forgiveness. Therefore, I am writing to invite 

eligible participants to join my study.  

 

Participants must be 18 years of age or older and have had an abortion at least one year ago. 

Participants, if willing, will be asked to take three assessments to determine their levels of self-

forgiveness, moral injury, and depression. Participants will complete the pretest assessments 

before they begin the Bible study and after completing the Bible study. The pretest and posttest 

assessments will each take about 15 minutes total to complete. Participation will be completely 

anonymous, and no personal, identifying information will be collected.  

 

To participate, please [click here (include hyperlink to online survey) or use the QR code at the 

bottom of this letter. You will be directed to a secure website to register as a participant and 

consent to participate in the research study. The website will then direct you to each assessment. 

The website will also generate a reminder email to complete the assessments after completing the 

Bible study. Finally, use the link on the website to anonymously ask any questions regarding the 

study.  

 

Thank you for reviewing my invitation to participate in this research study. I trust that the results 

of this research will increase the effectiveness of faith-based pregnancy clinics in helping women 

heal after abortion 

Sincerely, 

 

Karen H. Hubbard, MA, LCPC  

Liberty University Doctoral Candidate 
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APPENDIX E: Informed Consent 

Consent 

 

Title of the Project: Effectiveness of Post-Abortion Bible Studies  

Principal Investigator: Karen H. Hubbard, MA, LCPC, Liberty University 

 

Invitation to be Part of a Research Study 

You are invited to participate in a research study. To participate, you must be 18 years old, and 

have had an abortion at least one year ago. Taking part in this research project is voluntary. 

 

Please take time to read this entire form and ask questions before deciding whether to take part in 

this research. 

 

What is the study about, and why is it being done? 

The purpose of the study is to study the effectiveness of post-abortion Bible studies in increasing 

post-abortive women’s self-forgiveness and decreasing their depression. In addition, this study 

will inform clinical counselors of the essential integration of faith-based interventions for 

Christian women who are processing their post-abortion symptoms and difficulties in forgiving 

themselves. 

 

What will happen if you take part in this study? 

If you agree to be in this study, I will ask you to complete the following two tasks. 
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1. Take a pretest that includes the Self-Forgiveness Dual Process Scale, the Moral Injury 

Experiences Symptoms Scale-Civilian, and the Beck Depression Inventory. The pretest will 

take you about 15 minutes.  

2. Return to this website to take the posttest that includes the same three pretest assessments. 

The posttest will take you about 15 minutes. 

 

How could you or others benefit from this study? 

The direct benefit participants should expect to receive from taking part in this study is possible 

evidence of the change in self-forgiveness and depression they have experienced after 

participating the Forgiven and Set Free Bible study.  

 

Benefits to society include an increased understanding of the effectiveness of post-abortion Bible 

studies in increasing self-forgiveness and decreasing depression. In addition, this understanding 

will provide evidence of the importance of including spiritual elements in abortion recovery 

interventions. 

  

What risks might you experience from being in this study? 

The risks involved in this study are minimal, which means they are equal to the risks you would 

encounter in everyday life. 

 

How will personal information be protected? 

• The records of this study will be kept private. Published reports will not include any 

information that will make it possible to identify a subject 

• Participant responses will be anonymous. 

•  Data will be stored on a password-locked computer and will not be used in future 

presentations. After three years, all electronic records will be deleted.  

 

Does the researcher have any conflicts of interest? 
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The researcher serves as an intake coordinator for post-abortion Bible studies and a faith-based 

pregnancy clinic. To limit potential or perceived conflicts, the research study will not include 

participants from the researcher’s pregnancy clinic. This disclosure is made so that you can 

decide if this relationship will affect your willingness to participate in this study. No action will 

be taken against an individual based on her decision to participate or not participate in this study. 

 

Is study participation voluntary? 

Participation in this study is voluntary. Your decision on whether or not to participate will not 

affect your current or future relations with Liberty University. If you decide to participate, you 

are free to not answer any question or withdraw at any time prior to submitting the assessments 

without affecting those relationships.  

 

What should you do if you decide to withdraw from the study? 

If you choose to withdraw from the study, please exit the survey and close your internet browser. 

Your responses will not be recorded or included in the study. 

  

Whom do you contact if you have questions or concerns about the study? 

The researcher conducting this study is Karen H. Hubbard. If you have questions, you are 

encouraged to contact her via the Researcher Questions link on this website; this link allows you 

to ask the researcher questions anonymously. You may also contact the researcher’s faculty 

sponsor, Dr. Pamela Moore, at   

 

Whom do you contact if you have questions about your rights as a research participant? 
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If you have any questions or concerns regarding this study and would like to talk to someone 

other than the researcher, you are encouraged to contact the Institutional Review Board, 1971 

University Blvd., Green Hall Ste. 2845, Lynchburg, VA 24515 or email at irb@liberty.edu. 

 

Disclaimer: The Institutional Review Board (IRB) is tasked with ensuring that human subjects 

research will be conducted in an ethical manner as defined and required by federal regulations. 

The topics covered and viewpoints expressed or alluded to by student and faculty researchers 

are those of the researchers and do not necessarily reflect the official policies or positions of 

Liberty University.  

 

Your Consent 

Before agreeing to be part of the research, please be sure that you understand what the study is 

about. You can print a copy of the document for your records. If you have any questions about 

the study later, you can contact the researcher using the information provided above. 

 

 

  

mailto:irb@liberty.edu
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APPENDIX F: Screening Questions 

Are you 18 years of age or older? 

Has it been at least 1 year since your abortion? 

 

 




