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Abstract
This paper uses between-states timing of changes in Australian age of majority laws and abortion
regulations to identify effects of lowered cost of oral contraceptive access for young women on lifetime income paths, educational attainment, and age at first marriage using the Australian Census of
Population and Housing. Estimates of effects are broadly consistent with but somewhat smaller than
those from the US. We find that liberalized youth consent at ages 18–20 reduces incomes by 10%
during ages 25–29 but that the effect is non-negative afterward and rises to an increase of 5% by age
45. Youth consent increases bachelor degree attainment by around 1 percentage point for women and
by 2 percentage points for men (both from a baseline of about 14%).
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Introduction

Goldin and Katz (2002) made a groundbreaking contribution to our understanding of women’s economic
freedom by using differently-timed changes in state age of majority laws and mature minor doctrines in
the United States as potentially exogenous variation in the cost of obtaining and using oral contraceptives
(“the Pill”).1 Their work, and others’ extensions of this framework (Ananat and Hungerman 2012; Bailey
2006; Bailey, Guldi, et al. 2011; Bailey, Hershbein, and Miller 2012; Browne and LaLumia 2014; Cragun
2018; Hock 2007) showed that unmarried women in cohorts that gained the ability to legally make their
own medical decisions in late adolescence and early adulthood used the Pill earlier and with greater
frequency; had later fertility, higher incomes late in life, and more educational attainment; and were
more likely to participate in careers that had been historically male. As far as we know, all of the work
to date using state-level changes in youth consent laws in a federalist system as an identification strategy
for the effect of increased access to the Pill has focused on people in the United States. Cragun (2018)
showed that state-level decreases in the age of majority in Australia increased use of the Pill among
women aged 18–20 and that these changes resulted primarily from a nationwide effort to extend the vote
to people aged 18 rather than with the goal of providing contraceptive services, so we extend past work
on the US by treating age of majority changes in Australia as as-good-as-random assignment of lower
costs of accessing prescription contraceptive services and analyze the effect of legal autonomy on lifetime
income paths and educational attainment for women in Australia.
1 Thanks

to Manal Shehabi for her excellent research assistance and to Martha Bailey, Caitlin Knowles Myers, and Curtis
Simon for their helpful comments on early drafts.
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Past work interpreted effects of liberalization of youth consent as primarily affecting life outcomes
by giving “early legal access” (ELA) to contraceptives for young women (although Myers 2017 argues
that errors in other researchers’ data caused them to conflate effects of abortion policy with effects of the
pill). This claim is based mainly on three facts: the ability to consent to medical treatment is crucial to
the use of oral contraceptives, which require a prescription; oral contraceptive use was higher in 1971
in US states with liberalized youth consent laws (Goldin and Katz 2002) and also higher among cohorts
of married women treated with liberalized youth consent laws even when conditioning on (US) state of
residence and birth cohort characteristics shared across states (Bailey, Hershbein, and Miller 2012); and
the effects of the legal changes appeared to be mostly concentrated in the experiences of women rather
than men (e.g. Hock 2007).
Section 2 outlines the historical legal environment determining youth consent in Australia and presents
evidence that these laws were the result of a general nation-wide sense that youths deserved more rights
rather than a drive for women to be able to consent to medical treatments. Section 4 describes our method
for estimating effects of youth consent on income and education, Section 5 describes the Census data we
use for this purpose, and Sections 6 and 7 describe the results.
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Overview of youth consent and abortion laws in Australia

We focus on two major classes of legal rules in our analysis: age of majority laws, mature minor doctrines,
and laws and court decisions regarding abortion. As we will show, consent laws in Australia do not
clearly provide “Early Legal Access” to oral contraceptives and not abortion. Thus we eschew this term
popularized by Bailey (2006) and instead use the general term “youth consent” (or “YC”) to refer to the
ability of a person aged 18-20 (inclusive) to have the same autonomy in making medical decisions as an
adult.

2.1

Age of majority and mature minor doctrines

Every state and major territory has its own age of majority law (hereafter “AoM”) lowering the age of
majority from 21 to 18 years old. Table 1 gives the dates when each law came into force (“commenced”).
Two states (New South Wales and South Australia) have separate statutory minimum ages for medical
consent. For further discussion of the legal environment by state, see Appendix A.
Most states and territories have a mature minor doctrine that is based on an English case Gillick v
West Norfolk and Wisbech Area Health Authority (1986) and the “Fraser Guidelines” developed in that
case. The ruling from Gillick was approved in Australia on 6 May 1992 in Secretary, Department of
Health and Community Services v JWB and SMB (Marion’s Case) (1992) 175 CLR 218, FC 92/010.
The ruling states that “A minor is capable of giving informed consent when he/she achieves a sufficient
understanding and intelligence to enable him/her to understand fully what is proposed”. Interestingly,
Gillick was a question of whether children under 16 could give consent, whereas most Australian states
at the time had no law explicitly granting consent privileges to children aged 16 to 18 (NSW and SA are
exceptions).
Gillick competence also grants a right of confidentiality to the minor. However, it is not clear that
parents would not find out about a child’s treatment because in most cases there was a record of treatment
attached to the parent’s Medicare account that the parent may have been able to view before 2003. After
2003, it became easier for young people to get their own Medicare card, and bulk billing codes made it
easier for children to obscure their treatment from parents. (Research and sources on this topic are still a
gap in my work.)
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Table 1: Dates of age of majority laws and mature minor doctrines by state and territory (MM is “mature
minor doctrine” and AoM is “age of majority of 18” unless otherwise specified)
State or territory
New South Wales
South Australia
Western Australia
Tasmania
Australian Capital Terr.
Northern Territory
Queensland
Victoria

MM commenced

AoM Commenced

Separate age for medical consent

6 May 1992
**1 May 1987
6 May 1992
6 May 1992
6 May 1992
6 May 1992
6 May 1992
6 May 1992

*1 Jul 1971
15 Apr 1971
1 Nov 1972
1 Aug 1973
1 Nov 1974
1 Nov 1974
1 Mar 1975
1 Feb 1978

*1 Jul 1971 (min. age: 14)
**1 May 1987 (min. age: 16)

*Minors (Property and Contracts) Act 1970
**Consent to Medical and Dental Treatment Act 1985
Even before Marion’s Case in 1992, Gillick was effectively in force in Australia. A report from The
Law Reform Commission of Western Australia in 1988 stated that “The common law has already given
minors under 16 the right to consent to medical treatment if they are mature” and pointed out that the
decision had been used in Australian courts as early as 1987 and that medical organizations in Australia
used Gillick as the basis for their guidelines. The Family Planning Association of Western Australia
is a particularly relevant organization whose 1986 guidelines for medical practitioners incorporated the
Gillick rules.
The Law Reform Commission of Western Australia report also repeatedly makes the case that there
was never a time in Australian history when youths were barred from making every medical decision
for their selves. Instead, accepting the consent of 16-year-olds (and sometimes younger people) was the
norm. It seems likely to me that acceptance of youth consent by physicians grew gradually over the
1960s to 1980s, but I do not yet have clear evidence on this. The Commission also suggested that some
physicians feared that providing contraceptive services to girls under age 16 would make them guilty of
inciting a violation of the criminal code (it was a crime to have sex with a girl under age 16).
One benefit of Australian data over US data is that mature minor doctrines were not clearly-established
case law in Australia until much later than the age of majority changes, whereas in the US these changes
occurred over the same time period. Because litigation over mature minor concepts often involved questions of contraception, the exogeneity of mature minor doctrines with respect to desire for contraception
is more suspect than age of majority exogeneity is.

2.2

Abortion

Abortion laws in Australia follow four major regimes.
1. Early on, all states banned “unlawful” abortions, but these laws did not specify which abortions
were unlawful. Presumably, interpretation of these laws would be based on English common law.
2. South Australia legalized abortion in many cases in 1969 through legislation.
3. Most other states clearly had common law allowances for “lawful” abortions to protect the pregnant
woman that flowed from Australian court decisions starting in 1969.
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4. Most (but not all) states liberalized their abortion laws within the last 20 years. These changes are
outside the scope of our analysis.
2.2.1

Abortion in the common law

Early in the 20th century, Australian states had criminal laws based on the English Offences Against The
Person Act 1861 (England), which made “unlawful” abortions a crime. An English case, King v Bourne
(1939), established that abortion was lawful to protect the life (broadly defined by Justice MacNaghten
to include protecting her from becoming a “physical or mental wreck”) of the pregnant woman. British
common law applied to Australia into the 1960s (A. C. Castles 1963), so this case should have been the
legal framework for Australian courts. The test came in 1969 when police in Melbourne, NSW, raided
abortion clinics (in response to doctors failing to pay bribes, (Gleeson 2009)), leading to the case of R
v Davidson. The “Menhennitt ruling” in this case followed Bourne and specified that abortion could be
lawful if it were “necessary to preserve the woman from a serious danger to her life or her physical or
mental health (not being merely the normal dangers of pregnancy and childbirth)” (Victorian Law Reform
Commission 2008) and became the basis for subsequent ruling in other states.
The ruling still implies great ambiguity, and we must look to medical history to know what impact it
had on actual provision of abortion services. It is possible that physicians interpreted this as an indication
that as long as they discussed the costs of pregnancy with patients that they were defended from prosecution. In NSW, whose courts adopted nearly identical rules in 1972 (R v Wald), a doctor was convicted of
unlawful abortion in 2006 precisely because she did not discuss the possible costs of not terminating the
pregnancy with the patient before the procedure. The implication was that if a physician made a decision
about abortion after deliberation and discussion with the patient that the abortion would be lawful, and
in this case the only reason a jury could claim that the termination was not justified was that there was
evidence that the physician had not treated the case with sufficient concern. This implies de facto legal
authority of physicians over whether to allow abortions.
2.2.2

Statutory abortion law in South Australia

Since 1969, South Australia has allowed abortions if “continuing the pregnancy would involve greater
risk of injury to the physical or mental health of the woman, or involve greater risk to the life of the
woman than termination” (Criminal Law Consolidation Act 1935, emphasis added; this was a 1969
amendment based on English common law in Bourne) or to end pregnancies where the child would
likely “suffer from such physical or mental abnormality as to be seriously handicapped”.
Although the standard in SA is to compare the risk of continuing the pregnancy to not continuing the
pregnancy, and the standard in other states is to compare the risk of continuing the pregnancy to the risk
of a typical pregnancy, in practice the two standards are often treated similarly by medical practitioners
(Victorian Law Reform Commission 2008). A patient must have lived in SA for at least two months
before the abortion unless the abortion is needed to preserve the life of the patient or due to some serious
expected abnormality of the child. Abortions are generally only allowed after 28 weeks to preserve the
life of the mother.

2.3

Age of majority changes as a result of the Vietnam War

The age of majority changes started as a nationwide effort to lower the voting age. The Attorneys General
of the various states and of the Commonwealth agreed that voting age laws would need to be uniform
throughout the nation, and the issue was discussed at a conference of state Premiers and a conference
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of Attorneys General in 1968 and was subject to a great deal of discussion and cooperation between
the national Attorney General and the governments of the individual states in the following years. The
original recommendation for the lower voting age was from a committee in New South Wales in a report
that was then considered by the Standing Committee of Commonwealth and State Attorneys-General,
and it was agreed that all states would adopt the recommendations of the report if there was overall
agreement to the terms of the report. The Canberra Times reported that the national Attorney General
called the efforts “constructive federalism”. The point we are making here is that the age of majority
changes were products of one national-level motivation, whereas the differential timing of the laws might
be due to bureaucratic issues. After New South Wales lowered its voting age to 18 in 1970 (effective in
1973), the Canberra Times reported that the Attorney General of Tasmania, Max Bingham, predicted that
a voting age of 18 would be “Australia-wide policy within 18 months” (“NSW in favour of voting age
cut” 1970).
The case for exogeneity of these legal changes is strengthened by the reasons for their adoption.
As in the United States, Australia participated in the war in Vietnam starting in the 1960s. Like the US,
Australia conscripted soldiers to fight in Vietnam, and like in the US this led to intense public opposition.2
As in the US, males over age 18 were eligible for conscription in Australia but were often ineligible to
vote due to their age. The apparent injustice of this led to the extension of voting rights for members of
the armed forces over age 18 serving in South Asia starting in 1966 (Commonwealth Electoral Act 1966).
There was likely a direct effect of perceptions of an unjust conflict between conscription at age 20
and voting at age 21. The authors conducted a search of Australian newspapers throughout the 1960s
and 1970s for results related to synonyms for “conscription” and “voting age”. The articles came mostly
from the Canberra Times and The Australian Women’s Weekly but included some smaller publications.
Debates about lowering the voting age and the age of majority often mentioned military service but never
mentioned a desire by young women to obtain contraception or consent to medical treatment (although
the right to consent to marriage was discussed). This direct effect on attitudes toward a lower voting age
is likely compounded by an indirect effect of youth military service and conscription due to some young
armed forces members having the vote.

2.4

What are the characteristics of states that liberalized consent laws earliest?

[Coming soon]
2 Prior

to a few years before wide-scale Australian participation in the Vietnam war, Australian conscription generally did
not allow for drafted persons to be required to serve outside of Australian territory. For instance, the National Service Act 1951
states that, “A person is not liable to render service under this Act beyond the limits of Australia.” The only exception was a
minor case from WWII where conscripts were required to serve in the South-West Pacific in Dutch territories [CITE], but this
was still viewed as defense of Australian territory because Japanese forces there were close to Australian territory [CITE].
The National Service Act 1964 (assented to on November 24, 1964) amended the National Service Act 1951–1957 to place
conscripts into the Regular Army Supplement rather than the Citizen Military Forces (CMF) and to remove the restriction
preventing conscripts from being sent outside of Australian territory. The restriction limiting the CMF to Australian territories
remained in the Defense Act 1964, but conscripts would no longer be placed in that branch of the Military Forces, so this
gave young men an opportunity to avoid being sent to Vietnam if they joined the CMF before being conscripted. The age
requirements were different from previous conscription requirements. The 1951 Act allowed for males aged 18–26 (and 17year-olds who voluntarily registered for conscription) to be called up for compulsory military service, whereas the 1964 Act
limited the ages to 20–26. 20 was still below the age of majority and below the voting age in any state or territory.
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Effect of youth consent on Pill uptake and abortion

Oral contraceptives became available in Australia in 1961, and, as we will show, their use quickly spread
in the early 1970s—just when Australian states were lowering their ages of majority from 21 to 18.
In order to make the argument that consent law changes are a good proxy (or possibly instrument)
for contraceptive choices in an analysis of contraceptives’ effect on life outcomes, we need to show that
these legal changes impact life outcomes primarily (or exclusively in the case of instruments) through
their impact on contraceptive choices. A minimum standard of evidence is to show that consent law
changes actually do impact contraceptive choices.
One important question that follows is which contraceptive choices we think that consent law impacts.
Past researchers have focused mostly on oral contraceptives. The primary argument for this choice is that
oral contraceptives generally require a prescription. Myers (2017), however, argues that much of the
claimed effects of oral contraceptives can be attributed to abortion access. Although past work does
attempt to control for abortion laws and practices, the validity of their methodology relies primarily on
the reader’s acceptance of the historical arguments for the exclusion restriction that consent law impacts
the outcome variables only through Pill access—not based on estimates including abortion controls. The
reasons are that consent law changes generally predated abortion law liberalization and that the arguments
for abortion law exogeneity are weaker than the argument for consent law exogeneity. If consent law
changes represent a pseudo-random assignment of only Pill access, then the methodology is sound even
if they do not control for abortion laws. This methodology fails if increases in abortion access were
coincident with consent law changes (for instance, in the handful of US states that legalized abortion
before lowering their ages of majority) or if consent law changes increased access to abortion and the
estimates did not properly control for abortion.
In this section of the paper, we attempt to provide additional evidence on the mechanisms by which
consent laws affect life outcomes by estimating the effects of consent law changes on oral contraceptive
and abortion use. Goldin and Katz (2002) and Bailey, Hershbein, and Miller (2012) provided estimates of
the effect of liberal state consent laws in the US on Pill use. Our estimates extend the analysis to Australia
and improve on theirs in three ways. First, the data we use observe Pill use patterns over a longer period
of time for each individual. Second, Goldin and Katz (2002) are able to estimate only within-time-period
variation in Pill use across states with their data, whereas observing Pill use over an extended period
allows us to use a difference-in-difference strategy that removes pre-treatment differences between states
(we also show estimates based only on within-time-period variation for comparison).3 Third, the 1970
National Fertility Sample used by Bailey, Hershbein, and Miller (2012) gives Pill use only for the set of
married women, whereas we expect the primary effect of consent laws to be on unmarried women (Goldin
and Katz 2002, for instance, discuss the fact that married or engaged women were typically able to get
oral contraceptives even when unmarried women of the same age could not), and the Australian Family
Project data we use include both married and unmarried women. Despite calling these improvements, we
caution the reader that Australia and the US have different cultures and legal environments and that the
effects of youth consent laws on Pill use may not be the same in the two countries.
3 Bailey,

Hershbein, and Miller (2012) also did this. Unlike them, we observe Pill use patterns over the entire set of age
of majority changes within Australia, whereas Bailey, Hershbein, and Miller (2012) can only estimate the effect of liberalized
consent laws on Pill use based on a few states in the US that changed their laws before 1970. However, it is not clear that this
suggests a strong benefit from our estimates, as the US has more states, anyway. The sample sizes are very similar.
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Methods for estimating effects of AoM on life outcomes

We now turn to estimating the effect of youth consent (YC) on other life outcomes. Following Bailey,
Hershbein, and Miller (2012) with some modifications, we estimate
Yiacy = ∑ βgYCacs Dg(a) + ∑ λg Dig(a) + ∑ λs Dis + ∑ λc Dic + ∑ λy Diy + ηiacy
g

where
i
a
c
t
s
Y
YCacs
Dg(a)
Dis
Dic
Dit

g

s

c

(1)

y

Indexes individuals
Indexes 5-year age groups
Indexes year of birth (in 5-year groups)
Indexes Census sample year
Indexes state
Wage or other outcome
1 if people aged a born in year c living in state s were subject to
an AoM of 18 or a mature minor doctrine at age 18
1 if person i is in age group g (in 5-year groups)
1 if person i lived in state s at the time of the sample (or 5 years earlier in some specifications)
1 if person i was born in year c
1 if person i was measured in year t

Goldin and Katz (2002) estimated models restricting the age-specific coefficients to be equal across
age groups, and we will similarly leave out age groups when estimating educational attainment. Unlike
Bailey, Hershbein, and Miller (2012), we sometimes use sample year fixed effects instead of birth year
fixed effects. Because we observe only the sample year and an age group for the individual in that year,
we cannot be very precise about birth years, so it is simply easier to report results with sample year rather
than assigning a birth year and making readers keep in mind that this actually implies a five-year interval.
We also evaluate the effect of pill use on incomes by instrumenting for use with legal access. This
has been difficult with previous research on the US (for instance, Bailey, Hershbein, and Miller (2012)
use the 1970 National Fertility Survey to look at the effect of AoM on Pill use among women aged 17
to 21 in the 1960s who were also married by 1970 and observe changes in AoM for only five states over
that period), and for Australia it is only possible using two years of the National Health Survey (1995
and 2001). Even then (because of the structure of the survey) we can only see the effect of early pill use
among women currently using the pill. We observe whether a woman in the sample was using the Pill at
the time of the survey, and for those who were using the Pill, we also observe whether they first used it
by age 20. Like Bailey, Hershbein, and Miller (2012), we caution the reader against taking our estimates
of the effect of AoM on pill use as good estimates of the first stage. However, it may be instructive to at
least look at the estimates.
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Data for estimating effects of AoM on life outcomes

The data are repeated cross section samples of the Australian population. We use the 1986, 1991, 1996,
2001, and 2006 Australian Censuses of Population and Housing. These include person-level information
on state of residence (and state of residence five years earlier in the 1996, 2001, and 2006 samples), age
(in five-year groups), usual personal income per week, labor force status and hours worked in the previous
week, education level, marital status (the 1986 Census also includes data on age at first marriage and year
first married), occupation and industry, and number of children.
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Because ages are in five-year bins, we calculate a probability of treatment with an age of majority of
18 instead of 21 (YC). If a person’s age group implies that she was no older than 18 at the time when
her state’s laws changed to allow 18-year-olds to consent to medical treatment, she gets a 1 for the YC
variable. If a person’s age group implies that she was no younger than 19 at the time when her state’s laws
changed to allow 18-year-olds to consent to medical treatment, she gets a 0 for the YC variable. Women
whose age group includes both people who would have had YC and people who would not have had YC
receive a value for YC equal to the proportion of ages in the group that would have been treated. Table
2 shows the dates of the census nights and examples of how we encode the YC variable. For example, if
a woman’s age is 30–34 on Census night in 1991 (August 13), then she turned 18 between late 1974 and
early 1979. If she lived in Queensland, which changed its law on 1 March 1975, then she has 1627 days
when she could have turned 18 after the legal change and 1826 total potential 18th birthdays.4 Thus we
would assign a value of 1627/1826 (or about .9) for the YC variable. The exact coding depends on the
exact date when the legal change commenced compared to the date of census night and is available from
the authors.
Table 2: Dates of census nights and example YC treatment variable construction
YC treatment probability
Census night
1986:
1991:
1996:
2001:
2006:

Aug 12
Aug 13
Aug 13
Aug 14
Aug 15

18th birthday for someone age 30–34

NSW

SA

WA

Tas

Aug 13, 1969 – Aug 12, 1974
Aug 14, 1974 – Aug 13, 1979
Aug 14, 1979 – Aug 13, 1984
Aug 15, 1984 – Aug 14, 1989
Aug 16, 1989 – Aug 15, 1994

1320
1826

1216
1826

650
1826

377
1826

1
1
1
1

1
1
1
1

1
1
1
1

1
1
1
1

ACT/NT

Qld

0

0

0

1747
1826

1627
1826

559
1826

1
1
1

1
1
1

1
1
1

In 1986 and 1991, hours worked are reported for the previous week (the week before Census night)
and only for the main job. The income data for all years are for the preceding week, but the 1986 and
1991 Censuses tabulated them to yearly equivalents before distribution (I. Castles 1986). For these two
years, we divide the incomes by 52 to retrieve an analog for the measures from other years. The income
data are in bins, and we replace these categories with the median value from each bin except the top bin
or any bin that includes negative values. We assign an income of zero to any person whose income is in a
bin with negative values. We assign 150% of the lower bound of the top bin to anyone in that group. We
deflate wages by the all groups CPI with 1986 as the base year.
In 1996, 2001, 2006, we use the usual state of residence five years before census night to estimate
treatment with early access. In 1986 and 1991, we use the state of current residence. The time when we
observe residency is clearly a long way from the time when some people in the sample were 18-years-old
(and when age of majority laws changed). We should expect that this will attenuate estimates of effects
of early access.
For all years except 1991, we combine the Australian Capital Territory and the Northern Territory
because the 1986 Census reports combined values for these territories. Conveniently for our analysis,
their legal changes were coincident. Although we could identify residence in ACT and NT separately in
2001 and 2006, we leave them combined both for continuity with previous years and because each age
4 For

simplicity, we ignore the possibility of a February 29 birthday. We welcome any attempts to justify the notion that
this is a problem, but every five-year span of possible 18th birthdays that gives partial treatment in our data has exactly 1826
days. If some state had changed its law in 1980, we would have to contend with an extra day for people whose treatment was
ambiguous in that period.

8

Vic

group cell in the NT sample would have fewer than 30 women. In 1991, the Census combined ACT with
Tasmania, and NT was combined with remote areas of SA and WA, and those groups do not share timing
of legal changes, so we omit NT, ACT, Tasmania, and those remote areas in 1991. These areas represent
a small fraction of the sample.
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Results: life-cycle incomes

Table 3 gives estimates of Equation 1 for women with positive income with hourly wage as the dependent
variable. Youth consent seems to push down wages for women early in their lives and increase those
wages later in their lives (relative to the wages they would have without access). This is consistent with
the intuition that women with more certainty about their fertility outcomes invest more intensively and
extensively in human capital that will support higher-earning careers, and those investments will require
foregone wages early in life but pay off later.
The estimates are close to but lower than those from Bailey, Hershbein, and Miller 2012. We should
expect some attenuation of the marginal effects because of measurement error in state of residence at
age 18. Although we would like to know where each person lived when they were age 18-21, we only
observe where the person lived years later and when they first lived in Australia. While it is possible that
YC led to an environment that was desirable to high earners (inducing an upward bias in the estimates),
it seems likely that migration between states would dissipate the observed effect of early legal access as
people who were treated move into other states where they would not have been treated and people who
were not treated move into states where they would have been treated had they been there at age 18. For
a comparison with Figure 3B in Bailey, Hershbein, and Miller 2012, we plot the marginal effects of YC
on incomes in Figure 1. However, the reader should be aware that our age groups start at 25–29 while
their youngest age group was 20–24.
Table 3 reported results for all women with positive incomes. We also report estimates for women
who are full-time workers (defined as working 35 to 55 hours per week) with positive incomes in Table
4. The trends are similar (but less smooth). Early legal access appears to increase incomes less among
full-time workers, and this is what we would expect if YC increases labor force participation for women
at the margin. Section ?? evaluates this effect.
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Results: educational attainment

Theory suggests that one of the ways pill access would induce higher wages is by decreasing the cost of
schooling attainment. Table 6 reports linear probability model estimates for the probability that a woman
received a bachelor degree (or higher) and also for the probability that the woman received any tertiary
certification.5 We again include state and birth cohort fixed effects, but we do not estimate separate effects
of YC for each age group because college education (at least at the bachelor level) should be completed
for almost everyone in the age groups we observe.6
The effect of a lower AoM on tertiary education is large in each specification, with an overall 1.2
percentage point increase in the probability of getting a bachelor degree (from a base of 14%). This
is substantially larger than estimates of .78 percentage points for the US by Hock (2007), but we did
5 We use a linear probability model for ease of exposition and because the dependent and independent variables are all
binary. Using probit estimates produces no substantial changes in the marginal effects.
6 We could include younger cohorts, but the further away in time past the treatment cutoff the cohort turns 21 the worse of
a counterfactual it provides to untreated cohorts.

9

Table 3: Estimates of age-specific proportional increase in income due to pill access (all workers)
Dependent variable:
log of hourly wage
(1)

(2)

ELA for age 25–29

−0.101
(0.027)∗∗∗
[0.025]∗∗∗

ELA for age 30–34

−0.008
(0.025)
[0.022]

−0.085
(0.025)∗∗∗
[0.032]∗∗∗

(3)
−0.080
(0.024)∗∗∗
[0.030]∗∗∗

0.006

0.005

(0.023)
[0.016]

(0.024)
[0.020]

ELA for age 35–39

0.055
(0.029)∗
[0.026]∗∗

0.042
(0.024)∗
[0.018]∗∗

0.037
(0.026)
[0.024]

ELA for age 40–44

0.058
(0.027)∗∗
[0.018]∗∗∗

0.042
(0.021)∗∗
[0.018]∗∗

0.036
(0.021)∗
[0.023]

ELA for age 45–49

0.051
(0.027)∗
[0.026]∗

0.066
(0.018)∗∗∗
[0.017]∗∗∗

0.055
(0.019)∗∗∗
[0.023]∗∗

ELA for age 50–54

0.049
(0.031)
[0.021]∗∗

0.094
(0.020)∗∗∗
[0.017]∗∗∗

0.087
(0.020)∗∗∗
[0.016]∗∗∗

FEs
Employment population
Observations

a,c,s
a,y,s
a,c,y,s
All women with non-negative income
48642
48642
48642
∗ p<0.1; ∗∗ p<0.05; ∗∗∗ p<0.01

Notes:
( ):
[ ]:

SEs accounting for correlation at State × Age × Sample year level
SEs accounting for correlation at State level
Indicators for fixed effects are as defined for Equation 1
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Table 4: Estimates of age-specific proportional increase in income due to pill access (full time)
Dependent variable:
log of hourly wage
(1)

(2)

−0.102
(0.035)∗∗∗
[0.028]∗∗∗

ELA for age 25–29

ELA for age 30–34

−0.108
(0.041)∗∗∗
[0.055]∗∗

(3)
−0.101
(0.039)∗∗∗
[0.048]∗∗

0.013

0.015

0.022

(0.051)
[0.056]

(0.050)
[0.063]

(0.050)
[0.058]

ELA for age 35–39

0.044
(0.036)
[0.032]

0.035
(0.036)
[0.040]

0.029
(0.036)
[0.035]

ELA for age 40–44

0.048
(0.034)
[0.021]∗∗

0.040
(0.032)
[0.022]∗

0.035
(0.033)
[0.023]

ELA for age 45–49

0.046
(0.032)
[0.023]∗

0.061
(0.028)∗∗
[0.012]∗∗∗

0.047
(0.028)∗
[0.024]∗

ELA for age 50–54

0.018
(0.037)
[0.018]

0.073
(0.026)∗∗∗
[0.023]∗∗∗

0.054
(0.027)∗∗
[0.017]∗∗∗

FEs
Employment population
Observations

a,c,s
Full time
48642

a,y,s
Full time
48642

a,c,y,s
Full time
48642

∗ p<0.1; ∗∗ p<0.05; ∗∗∗ p<0.01

Notes:
( ):
[ ]:

SEs accounting for correlation at State × Age × Sample year level
SEs accounting for correlation at State level
Indicators for fixed effects are as defined for Equation 1
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Table 5: Estimates of age-specific proportional increase in income due to pill access (all college-educated
workers)
Dependent variable:
log of hourly wage
(1)

(2)

(3)

ELA for age 25–29

−0.318
(0.048)∗∗∗
[0.031]∗∗∗

−0.220
(0.039)∗∗∗
[0.034]∗∗∗

−0.219
(0.041)∗∗∗
[0.040]∗∗∗

ELA for age 30–34

−0.178
(0.059)∗∗∗
[0.040]∗∗∗

−0.067
(0.044)
[0.042]

−0.075
(0.049)
[0.045]

ELA for age 35–39

−0.034
(0.049)
[0.040]

−0.012
(0.045)
[0.032]

−0.017
(0.045)
[0.024]

0.028
(0.033)
[0.024]

0.023
(0.032)
[0.021]

ELA for age 40–44

0.068
(0.041)∗
[0.018]∗∗∗

ELA for age 45–49

ELA for age 50–54

FEs
Employment population
Observations

0.063

0.033

0.028

(0.047)
[0.036]∗

(0.042)
[0.042]

(0.041)
[0.037]

0.075
(0.061)
[0.044]∗

0.076
(0.059)
[0.067]

0.081
(0.051)
[0.050]

a,c,s
a,y,s
a,c,y,s
All women with non-negative income
48642
48642
48642
∗ p<0.1; ∗∗ p<0.05; ∗∗∗ p<0.01

Notes:
( ):
[ ]:

SEs accounting for correlation at State × Age × Sample year level
SEs accounting for correlation at State level
Indicators for fixed effects are as defined for Equation 1
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Proportional increase in income due to Pill access

0.1

a,y,s
a,c,s
a,c,y,s
0.0

−0.1

25−29

30−34

35−39

40−44

45−49

50−54

Age

Figure 1: Estimates of age-specific proportional increase in income due to pill access (all workers).
Labels indicate included fixed effects (as defined for Equation 1). The shaded region indicates 95%
confidence intervals for the column 2 (a, y, s fixed effects) coefficients.
not include here controls for abortion laws because we are not able to separately identify abortion and
contraceptive access. The effect for any certification is larger than the effect for bachelor degrees. This
might give us some indication of the size of the fertility delays we should expect to see (because most
certificates takes less time than a bachelor degree).
Table 7 shows the same estimates for men. The effect on college graduation is larger for men than for
women, whereas the effect on receiving and certification is smaller for men than for women.

8

Results: age at first marriage

In this section, we extend work by Goldin and Katz 2002 on the effect of pill access on age at first
marriage to Australia. However, we caution the reader that “marriage” may not be a stable concept
between nations. For instance, “de facto” marriages are much more common in Australia than in the US.
It is not clear a priori that delayed marriage itself should be a result of pill access. YC should increase
marriage age if
• married women in Australia were able to get contraceptives more easily than unmarried women (an
incentive for marriage) and YC reduced this difference for most women (e.g. if much of women’s
sexual activity outside of marriage would have been after age 18 and before age 21),
• there were significant costs of out-of-wedlock birth, or
• marriage was a response to desired fertility.
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As seen in Table 8, we find no evidence of a change in marriage age due to Pill access for the full
sample of women in the 1986 Census with non-negative income or for subsets of this group with college
degrees.

9

Joint determination of outcome variables

We believe that the outcome variables interact in complicated ways. For instance, YC likely impacts
wages partially by determining college enrollment and graduation. Perhaps Pill access changes the composition of education groups, pushing more people into higher education, and perhaps those people have
lower earning potential than the people who would have been willing to bear the cost of reduced sexual
activity or high fertility uncertainty to pursue higher education without Pill access. Perhaps wages for
college-educated women in Australia have little variation so that an additional year of investment in education at the graduate level has a much smaller impact on wages than an additional year of investment
in education at a certificate level; if Pill access led all groups of people to spend one more year in school,
the impact on wages for the lower education groups would then be higher. Note that an instrumental variables approach would identify the LATE of college education but would not be sufficient here to recover
the strength of the effect of YC on incomes that operates through the college education mechanism. We
will need structural equation modeling for this purpose
On the other hand, within the population of women with a high propensity to go to and graduate from
college, YC may have a different impact on wages than among those women with a low propensity for
college education even if we define those groups so narrowly that almost no woman within either group
would be pushed into or out of college by YC. For instance, it could be that students have less sex so that
the potential income gains from low costs of contraception are lower for them.
In this section, we present estimates of a system of simultaneous equations determining the outcomes
of interest.
[Coming soon]
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Table 6: Linear probability model estimates of the effect of pill access on educational attainment (women)
Dependent variable:

All women
Proportion with the specified degree
Marginal effect of ELA
SEs clustered at state × cohort
SEs clustered at state
Observations
Full-time only
Proportion with the specified degree
Marginal effect of ELA
SEs clustered at state × cohort
SEs clustered at state
Observations

Bachelor or higher

Any certification

(1)

(2)

0.138
0.012
(0.006)∗∗
(0.006)∗
80,001

0.339
0.031
(0.007)∗∗∗
(0.006)∗∗∗
80,001

0.203
0.016
(0.008)∗
(0.010)
26,823

0.426
0.026
(0.014)∗
(0.006)∗∗∗
26,823

∗ p<0.1; ∗∗ p<0.05; ∗∗∗ p<0.01

Notes:

Using probit estimates produces no substantial changes
All regressions include state and cohort fixed effects
Table 7: Linear probability model estimates of the effect of pill access on educational attainment (men)
Dependent variable:
Bachelor or higher

Any certification

(1)

(2)

All men
Proportion with the specified degree
Marginal effect of ELA
SEs clustered at state × cohort
SEs clustered at state
Observations
Full-time only
Proportion with the specified degree
Marginal effect of ELA
SEs clustered at state × cohort
SEs clustered at state
Observations

0.142
0.021
(0.007)∗∗∗
(0.003)∗∗∗
77,722

0.497
0.002
(0.006)
(0.007)
77,722

0.161
0.031
(0.007)∗∗∗
(0.002)∗∗∗
56,578

0.542
0.015
(0.007)∗∗
(0.009)
56,578

∗ p<0.1; ∗∗ p<0.05; ∗∗∗ p<0.01

Notes:

Using probit estimates produces no substantial changes
All regressions include state and cohort fixed effects
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Table 8: OLS estimates of the probability of marriage by age 23 among women aged 30-39 in 1986
Dependent variable:
Married by age 23
ELA

FEs
Education population
Employment population
Observations
Notes:

(1)

(2)

0.019
(0.015)
[0.017]

0.017
(0.028)
[0.036]

(3)
−0.049
(0.071)
[0.085]

c,s
c,s
c,s
All
Any certificate
Bachelor or higher
All women in 1986 with non-negative income
13781
4227
1050
∗ p<0.1; ∗∗ p<0.05; ∗∗∗ p<0.01

( ): SEs accounting for correlation at State × Birth year level
[ ]: SEs accounting for correlation at State level
Indicators for fixed effects are as defined for Equation 1
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A

Appendix: history of medical consent for youths by state

It is not the case that there was a time in Australian history when people under age 21 were considered
incapable of making any decisions for their selves. A 10-year-old can buy a sandwich without anyone
questioning her capacity to consent. It is a specific characteristic of medical treatment that requires
touching the patient that consent of the treated is required in most contexts. Otherwise, the medical
practitioner is liable for charges of “trespass or for negligence (if the conduct constitutes negligence),
and may also be subject to criminal or professional disciplinary liability” (The Law Reform Commission
of Western Australia 1988).
The WA Law Reform Commission also suggested that some physicians feared that providing contraceptive services to girls under age 16 would make them guilty of inciting a violation of the criminal code
(it was a crime to have sex with a girl under age 16) (The Law Reform Commission of Western Australia
1988).

A.1

Mature minor doctrines

A.1.1

Before Marion’s Case

The WA Law Reform Commission also suggested that some physician feared that providing contraceptive
services to girls under age 16 would make them guilty of inciting a violation of the criminal code (it was
a crime to have sex with a girl under age 16) (The Law Reform Commission of Western Australia 1988).
“The common law has already given minors under 16 the right to consent to medical treatment if they
are mature” (The Law Reform Commission of Western Australia 1988).
A.1.2

Nationwide in 1992: Gillick competence

Most states and territories have a mature minor doctrine that is based on Gillick v West Norfolk and Wisbech Area Health Authority (1986) and the “Fraser Guidelines” developed in that case. The ruling from
Gillick was approved in Australia on 6 May, 1992, in Secretary, Department of Health and Community
Services v JWB and SMB (Marion’s Case) (1992) 175 CLR 218, FC 92/010. The ruling states that “A
minor is capable of giving informed consent when he/she achieves a sufficient understanding and intelligence to enable him/her to understand fully what is proposed”. Interestingly Gillick was a question of
whether children under 16 could give consent, whereas no Australian state at the time had a law explicitly
granting consent privileges to children aged 16 to 18 (although New South Wales already had a law that
would have granted this power to most children over 14). The decision in Marion’s Case also stipulated
that a child (and also the parent) could textitnot give consent for some treatments that were not medically
necessary and had severe, long-term consequences for the child’s wellbeing (e.g. sterilization and gender
reassignment), but these considerations are unlikely to be relevant in the case of oral contraceptives or
abortion.
Gillick competence also grants a right of confidentiality to the minor. However, it is not clear that
parents will not find out about a child’s treatment because in most cases there is a record of treatment
attached to the parent’s Medicare account (MORE DETAILS AND CITATION).
A.1.3

South Australia in 1985

South Australia had a mature minor doctrine in place before other states. The Consent to Medical and
Dental Treatment Act 1985 (SA) 1985 (commenced 1 May 1987: Gaz. 30 April 1987, p. 1115) specified
that
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6. 6.
(a) 1. The consent or the refusal or absence of consent of a minor who is of or above the age of
sixteen years in respect of a medical procedure or dental procedure to be carried out on the
minor or any other person has the same effect for all purposes as if the minor were of full age.
(b) 2. The consent of a minor who is less than sixteen years of age in respect of a medical procedure or dental procedure to be carried out on the minor has the same effect for all purposes
as if the minor were of full age where, in the opinion of a medical practitioner or a dentist
supported by the written opinion of one other medical practitioner or dentist, as the case may
be—
i. a. the minor is capable of understanding the nature and consequences of the procedure;
and
ii. b. the procedure is in the best interests of the health and well-being of the minor.
The Consent to Medical Treatment and Palliative Care Act 1995 (SA) 1995 updated these rules:
12. 12. A medical practitioner may administer medical treatment to a child if—
(a) the parent or guardian consents; or
(b) the child consents and—
i. the medical practitioner who is to administer the treatment is of the opinion that the child
is capable of understanding the nature, consequences and risks of the treatment and that
the treatment is in the best interest of the child’s health and well-being; and
ii. that opinion is supported by the written opinion of at least one other medical practitioner
who personally examines the child before the treatment is commenced.
A.1.4

Tissue donation

Australian Law Reform Commission recommended in 1977 that a child’s consent should be necessary
(but not sufficient) for that child to be a tissue donor and did not give any lower bound age below which
a child would be considered incapable of giving consent. The recommendation of the commission were
encoded in law in every state (WA: Human Tissue and Transplant Act 1982).

A.2

Age of majority laws

A.2.1

Age of majority for general purposes: state by state

Every state and major territory has its own age of majority law (hereafter AoM) setting the age of majority
at 18 years old. Table 1 gives the dates when each law was proposed and came into force (“commenced”).
Two states (New South Wales and South Australia) have separate minimum ages for medical consent that
are comparable to AoM laws.
A.2.2

Age of majority for medical consent in New South Wales in 1971

In addition to setting 18 as the AoM, the Minors (Property and Contracts) Act 1970 (NSW) allowed
doctors to presume that children over 14 could give consent for medical treatments. Section 49 states
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Where medical treatment. . . of a minor aged fourteen years or upwards is carried out with the
prior consent of the minor, his or her consent has effect in relation to a claim by him or her
for assault or batter in respect of anything done in the course of that treatment as if, at the
time when the consent is given, he or she were aged twenty-one years or upwards.
Note that this provides protections to medical practitioners but in no way guarantees a right for children
to make their own medical choices (New South Wales Law Reform Commission 2008. Whether this law
resulted in doctors extending that right to children is an empirical and historical question. If, however,
doctors simply relied on the common law rules outlined above, then the proportion of minors who could
choose to get contraceptives would likely be lower than if 14-year-olds were treated as adults under this
law. Note also that this law was designed specifically to allow minors to give consent, so its exogeneity
is suspect.
A.2.3

Age of majority for medical consent in South Australia in 1987

The Consent to Medical and Dental Treatment Act 1985 (SA) 1985 (assented to 14 March 1985, commenced 1 May 1987: Gaz. 30 April 1987, p. 1115) specified that
6. 6.
(a) 1. The consent or the refusal or absence of consent of a minor who is of or above the age of
sixteen years in respect of a medical procedure or dental procedure to be carried out on the
minor or any other person has the same effect for all purposes as if the minor were of full age.
(b) 2. The consent of a minor who is less than sixteen years of age in respect of a medical procedure or dental procedure to be carried out on the minor has the same effect for all purposes
as if the minor were of full age where, in the opinion of a medical practitioner or a dentist
supported by the written opinion of one other medical practitioner or dentist, as the case may
be—
i. a. the minor is capable of understanding the nature and consequences of the procedure;
and
ii. b. the procedure is in the best interests of the health and well-being of the minor.
Again, the Consent to Medical Treatment and Palliative Care Act 1995 (SA) 1995 updated the rules:
1. 6. A person of or over 16 years of age may make decisions about his or her own medical treatment
as validly and effectively as an adult.

A.3

Abortion laws

A.3.1

South Australia

South Australia differs from Victoria, NSW, and Queensland (and probably Tasmania and Western Australia) in that abortion is allowed in SA if “continuing the pregnancy would involve greater risk of injury
to the physical or mental health of the woman, or involve greater risk to the life of the woman than
termination” (Criminal Law Consolidation Act 1935, emphasis added; this was a 1969 amendment—
commencing when?—based on English common law) or to end pregnancies where the child would likely
“suffer from such physical or mental abnormality as to be seriously handicapped”. Although the standard here is to compare the risk of continuing the pregnancy to not continuing the pregnancy, and the
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standard in the previously-discussed states is to compare the risk of continuing the pregnancy to the risk
of a typical pregnancy, in practice the two standards are often treated similarly by medical practitioners.
A patient must have lived in SA for at least two months before the abortion unless the abortion is needed
to preserve the life of the patient or due to some serious expected abnormality of the child. Abortions are
generally only allowed after 28 weeks to preserve the life of the mother.
Also unlike other states, South Australia has reporting requirements and publishes abortion statistics.

A.4

South Australia

Since 1969, South Australia has allowed abortions if “continuing the pregnancy would involve greater
risk of injury to the physical or mental health of the woman, or involve greater risk to the life of the
woman than termination” (Criminal Law Consolidation Act 1935, emphasis added; this was a 1969
amendment based on English common law in Bourne, and I do not know the exact date of commencement
for the amendment) or to end pregnancies where the child would likely “suffer from such physical or
mental abnormality as to be seriously handicapped”.
Although the standard in SA is to compare the risk of continuing the pregnancy to not continuing the
pregnancy, and the standard in other states is to compare the risk of continuing the pregnancy to the risk
of a typical pregnancy, in practice the two standards are often treated similarly by medical practitioners
(Victorian Law Reform Commission 2008). A patient must have lived in SA for at least two months
before the abortion unless the abortion is needed to preserve the life of the patient or due to some serious
expected abnormality of the child. Abortions are generally only allowed after 28 weeks to preserve the
life of the mother.
Also unlike other states, South Australia has reporting requirements and has been publishing abortion
statistics since 1971.

A.5

Victoria

In Victoria, the Crimes Act 1958 specified that it was a crime (a felony and later in 2006 an indictable
offense) to “unlawfully” terminate a pregnancy, but it was left up to courts to decide what constituted an
unlawful abortion (Victorian Law Reform Commission 2008, Victorian Law Reform Commission 2007).
The 1969 Menhennitt ruling in R v Davidson led to the framework used in most other states and
specified that abortion could be lawful if it were “necessary to preserve the woman from a serious danger
to her life or her physical or mental health (not being merely the normal dangers of pregnancy and
childbirth)”.
That final caveat implies that Menhennitt was not upholding the same rules as in SA. However, the
difference between abnormal “serious danger” and ”greater risk” may have become blurred as doctors
could argue that giving birth and having a child when the patient does not desire that outcome constitutes
an unusual and serious danger precisely because the outcome is not desired. This possibility is reinforced
by the fact that it proved difficult for courts to show that a particular abortion was unlawful because prosecutors had the burden of showing that the doctor could not reasonably have expected serious harm to the
patient. In NSW, whose courts adopted nearly identical rules in 1972 (R v Wald), a doctor was convicted
of unlawful abortion in 2006 precisely because she did not discuss the possible costs of not terminating
the pregnancy with the patient before the procedure. The implication was that the only reason a jury could
claim that the termination was not justified was that there was evidence that the physician had not treated
the case with sufficient concern. This implies de facto legal authority of physicians over whether to allow abortions, but despite the nearly-uniform common law throughout Australia (A. C. Castles 1963),
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Queensland police raided abortion clinics in the 1980s (Victorian Law Reform Commission 2008), so
perhaps the matter was not so settled.
The Abortion Law Reform Act 2008 (Vic) removed almost all legal restrictions on abortion, allowing
a medical practitioner to “perform an abortion on a woman who is not more than 24 weeks pregnant” or
to perform an abortion after 24 weeks when at least two medical practitioners agree that the abortion is
appropriate.

A.6

New South Wales

R v Wald (1972) (the Levine ruling) specified rules similar to the 1969 Menhennitt ruling. Wald was
upheld in CES v Superclinics (Australia) Pty Ltd (1995). One of the appeals court judges stated that the
standard of harm to the mother that would justify abortion should include harm that might occur after
pregnancy due to not terminating the pregnancy.
A doctor was convicted of unlawful abortion in NSW in 1981 and another in 2006 (R v Sood) because
they did not discuss the possible costs to the patients of not terminating their pregancies and thus could
not have knowledge about how the Menhennitt rules applied to their patients. There was also a sense
that high-risk abortions (especially if they led to harm to the patient) were not lawful because it was
specifically the avoidance of danger that made abortions lawful. Even before R v Wald (1972), most
prosecutions for abortion were in cases where the patient was seriously injured, but the doctors were
almost always acquitted, anyway (Coleman 1991; Gleeson 2009).

A.7

Queensland

As in Victoria and New South Wales, Queensland allows abortions only to protect the life or wellbeing
of the mother, but in 1986 a judge specified that only medical protections for the mother were a valid
defense (R v Bayliss & Cullen 1986). In other words, it was no longer lawful to terminate a pregnancy
on the grounds that having a child would be a financial strain on someone who did not want to have a
child. This implies more strict limits on abortions in Queensland than in NSW or SA. It seems likely that
doctors would have expected the Menhennitt ruling to hold in Queensland from 1969 to 1986 (or at least
following Wald in 1972), as Queensland’s law also only made “unlawful” abortion a crime, and Australia
tends to have a nearly uniform common law (A. C. Castles 1963), but police raided abortion clinics and
arrested physicians earlier in the 1980s and has not prosecuted any doctors for abortions since the 1986
ruling (Victorian Law Reform Commission 2008), so I have no easy answer for you.

A.8

Western Australia

Western Australia also had police raids on abortion doctors that led to no convictions and legal clarification. The WA Attorney General in 1974 specified that the Menhennitt and Levine rulings applied in
WA and that doctors could perform abortions to prevent the patient from becoming a “physical and emotional wreck” (Gleeson 2009) (this wording based based on the MacNaghten ruling from King v Bourne
(1939)).
In 1998, two physicians were charged with unlawfully procuring an abortion based presumably on
their failure to properly consult with the patient (as in R v Sood (2006)). The case did not go to trial,
and WA enacted new laws that made the previous case law statutory by allowing for abortion to prevent
“serious personal, family or social consequences” or “ serious danger to the physical or mental health of
the woman” (Acts Amendment (Abortion) Act 1998 (WA)).
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A.9

Tasmania

A 2001 amendment (Criminal Code Amendment Act (No. 2) 2001 (No. 123 OF 2001) (Tas)) to the
Criminal Code Act 1924 (Tas) in Tasmania allows abortions in cases where not terminating the pregnancy
is more dangerous than terminating it and allowed for consideration of “physical and mental health” and
“any matter which [the medical practitioners] consider to be relevant. It is unclear whether doctors would
have interpreted the previous wording as allowing such abortions. Because bans against “unlawful”
abortions in other states have been interpreted more narrowly than this (the “serious danger” test from
Menhennitt), it is likely that doctors in Tasmania before 2001 would have expected that Tasmania’s ban
on “unlawful” abortions prevented them from giving abortions in cases where there was no immediate
threat to the mother.
A.9.1

Australian Capital Territory

Abortion was decriminalized in the ACT in 2002 with the Crimes (Abolition of Offence of Abortion) Act
2002 (ACT) 2002. The common law status of abortion before this time is unclear, but the Menhennitt and
Levine rulings were probably in force.
A.9.2

Northern Territory

In the Northern Territory, the Medical Services Act allows for abortions
• before 14 weeks if “the continuance of the pregnancy would involve greater risk to her life or
greater risk of harm to her physical or mental health than if the pregnancy were terminated” or
• before 23 weeks if “termination of the pregnancy is immediately necessary to prevent serious harm
to [the mother’s] physical or mental health” or
• any time if the intent of the abortion is to preserve the life of the mother.
Only women over age 16 are allowed to consent under the law. Abortions for reasons other than preventing serious harm to the mother must be performed in hospitals.
I believe these conditions were added to the Act in 2006 and that before this the Criminal Code Act
made abortion a crime except as specified in the common law (e.g. Menhennitt and Levine).
A.9.3

Australia overall

Member of the High Court of Australia spoke favorably of the CES (NSW) decision in Harriton v
Stephens (2006) 80 ALJR 791. The High Court is a court of appeal for the states (unlike in the US
where each state’s supreme court is the highest authority on the state laws), so the court may have implied in 2006 that abortion would be allowed throughout Australia if “necessary to preserve the woman
from a serious danger to her life or her physical or mental health (not being merely the normal dangers of
pregnancy and childbirth)” with the additional information that long-term harm to the pregnant woman
(e.g. mental anguish or economic hardship from having an unwanted child) should be considered. Note
that some states already had more liberal rules before this (e.g. SA since 1969).
What constitutes a “serious danger to... life or... physical or mental health”? The lack of abortion
prosecutions in recent decades throughout Australia suggests that either patients do not seek unlawful
abortions, that doctors turn them down, that prosecutors neglect abortion cases, or that ”danger” to the
patient is interpreted liberally by medical practitioners. This last interpretation seems likely. Even in
states with seemingly narrow statutes there is de facto legalization because the law leaves evaluation
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of the patient’s care to the doctor. In actual applications, a doctor must speak with a patient about the
dangers of not terminating a pregnancy and then may be able to specify any non-common medical danger
as justification for the termination.

A.10

Legal history of voting age by state

NSW: voting age of 18 (Parliamentary Electorates and Elections (Amendment) Act 1970 (NSW)) assented to 6 November 1970 (“Acts of Parliament Assented to” 1970) and commenced 21 March 1973
(“Parliamentary Electorates and Elections (Amendment) Act, 1970.—proclamation.” 1973). The commencement was announced in the Gazette on the same date as the commencement, but it should not have
been a surprise. Newspapers were saying that the voting age “has been lowered” as far back as January
1970.
National: Commonwealth Electoral Act 1973 assented to 16 March 1973 (“Acts of Parliament Assented to” 1973) and commenced 21 March 1973 (“Proclamation” 1973).
NT: Northern Territory (Administration) Act 1973 (NSW) assented to 16 March 1973 (“Acts of Parliament Assented to” 1973) and commenced 21 March 1973 (“Proclamation” 1973).
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