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INTRODUCTION

Women considering an abortion must be provided with accurate information about the procedure and
its possible effects on their health — not least because it is most often carried out on healthy women.'
Additionally, there are complex legal, social, ethical and personal questions relating to abortion

that do not pertain to other procedures. Moreover, because ambivalence about an abortion decision
is common,” and ambivalence is related to post-abortion distress;*° the requirement to provide
information is made even more acute.

Abortions have been conducted legally in many countries over the past few decades and considerable
international research has been undertaken on the physical and psychological impact on women, and
also on the circumstances surrounding the decision-making process.

The information that follows comes from this large body of research.

It should be noted that abortion research suffers from particular obstacles, one of which is reporting
bias. In a prospective study of women aged 15 to 27, for example, the reported rate of abortion was
74% of what would be expected from national data sets.® In a Dutch cohort study, abortion history was
clearly underreported, mentioned by only 1.2% of all women giving birth.” Underreporting of abortion
leads to an underestimation of its effects.® Other sources of bias, expanded upon in the section on
psychological effects below, include the fact that distressed women are often excluded from studies,’
or refuse to participate. Moreover, many studies of the physical risks of abortion include only healthy
women,'? specifically excluding women who are at higher risk of complications.

A significant amount of research begins and ends with the simple assertion that abortion, both medical
and surgical, is ‘safe’. This is particularly the case for politically driven research - for example to prove
that abortion facilities do not need hospital admitting privileges'' or ambulatory surgical standards,'?

or to prove that women do not benefit from pre-abortion counselling,*'* However, risk and safety
have subjective elements, and with regard to an abortion procedure, it is the woman herself who will
interpret what the risks are and whether she considers abortion ‘safe’ or not, based on the information
provided to her.”

"In 2019, 98% of abortions (202,975) were performed under ground C. A further 2% were carried out under ground E (3,183 abortions, a decrease of 86 since
2018), with 1% (1,045 abortions) under ground D. The remaining grounds account for very few abortions; 181 in total across grounds A, B, F and G. (Table 2).
Most of the overall increase in the number of abortions is the result of ground C abortions increasing.” Abortion Statistics for England and Wales: 2019,
Department of Health and Social Care, 11 June 2020 https://www.gov.uk/government/statistics/abortion-statistics-for-england-and-wales-2019

2Kero A et al. (2001) Legal abortion: a painful necessity. Social Science and Medicine 53:1481-1490.
3Kero A et al. (2004) Wellbeing and mental growth — long-term effects of legal abortion. Social Science and Medicine 58:2559-2569.
4Coleman PK et al. (2005) The psychology of abortion: a review and suggestions for future research. Psychology and Health 20(2):237-271.

5Coleman PK et al. (2017) Women who suffered emotionally from abortion: A qualitative synthesis of their experiences. J American Physicians & Surgeons
22(4):113-118.

5Pedersen W (2008) Abortion and depression: a population-based longitudinal study of young women, Scand J Public Health 36:424-428.

7Scholten BL et al. (2013) The influence of pregnancy termination on the outcome of subsequent pregnancies: a retrospective cohort study. BMJ Open
3:e002803.

8 Ibid.

9Purcell C et al. (2014) Access to and experience of later abortion: accounts from women in Scotland. Perspectives on Sexual and Reproductive Health
46(2):101-108.

°White K et al. (2015) Complications from first-trimester aspiration abortion: a systematic review of the literature. Contraception 92:422-438.

" A hospital admitting privilege is a requirement for a doctor to have a formal agreement, usually by being a staff member, with a nearby hospital to ensure they
can admit a patient for treatment. In the context of abortion, admitting privileges are a legislated requirement in some US States to ensure appropriate care.

12 |bid.

3Baron C, Cameron S & Johnstone A (2015) Do women seeking termination of pregnancy need pre-abortion counselling? J Fam Plann Reprod Health Care
41:181-185.

“Brown S (2013) Is counselling necessary? Making the decision to have an abortion. A qualitative interview study. Eur J Contraception and Reprod Health Care
18:44-48.

'5The standard for informed consent in the UK was redefined in 2015 by Montgomery v Lanarkshire. Deciding about risk disclosure shifted from the “reasonable
doctor” to the “reasonable patient”. (See https://www.medicalprotection.org/uk/articles/new-judgment-on-patient-consent Accessed 28 Nov 2019).
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Importantly, given the ongoing nature of much abortion research, definitive statements about safety
are inappropriate.

This review of the evidence informs medical professionals of the issues that need to be raised with patients
considering abortion.

MOTIVES UNDERLYING AN ABORTION DECISION

General

Medical practitioners need to be aware of the motivating factors that underlie an abortion decision,
because there may be a need for referral to support services. For example, since intimate partner
violence (IPV) is strongly correlated with abortion, practitioners need to ascertain whether a woman
is at risk of physical, emotional or psychological harm.'"” Or a woman may wish to proceed with
pregnancy but does not have material support, necessitating referral to social services.

Some motivating factors may have implications for post-abortion effects, specifically mental health
effects. For example, if a woman is motivated to have an abortion because of foetal disability, her
risk for psychological harm is higher than if motivated by other reasons, like not being able to cope
or fear of jeopardising her future.'’

Deciding to have an abortion is far more complex than simply not intending to become pregnant.'® The
concepts of pregnancy wantedness and intendedness are often used by researchers to understand why
women might seek abortions. Yet women are ambivalent about pregnancy and abortion in ways that do
not fall neatly into the categories some social scientists use for understanding ambivalence.!” Women
rarely see babies themselves as a threat, and instead feel positively towards them. However, it is the
related experiences, like the future stress and difficulty of parenthood, financial stress, loss of freedom,
ongoing violence or deprivation that women may be hoping to avoid by seeking abortion.*

In most cases, no single factor motivates women to seek abortion. Rather, a variety of factors are
involved. These include relationship problems, pressure from partners and family members, study
and career aspirations, financial difficulties, lack of confidence as a mother, and lack of community
support.?'?2, Furthermore, reasons differ by country because of cultural context. In Eastern European
countries, it is mostly married women with children who have abortions to space or limit births*;
that is, as a means of family planning, whereas in countries like the US and Sweden, predominantly
unmarried women have abortions for socioeconomic reasons or because a child would interfere with
future opportunities.>** By far the majority of women cite multiple reasons for their abortion that
work together to inform decision making. In addition, some women report multiple disruptive events
in their lives at the time of the abortion, including unemployment, separation from a partner, falling
behind on rent or mortgage payments, and moving house.*

E

Pallitto CC et al. (2013) Intimate partner violence, abortion, and unintended pregnancy: results from the WHO Multi-country Study on Women'’s Health and
Domestic Violence. Int J Gynecology Obstetrics 120:3-9.

7 White-Van Mourik MCA et al. (1992) The psychosocial sequelae of a second-trimester termination of pregnancy for fetal abnormality. Prenatal Diagnosis
12:189-204.

Bankole A et al. (1998) Reasons why women have induced abortions: evidence from 27 countries. Int Family Planning Perspectives 24(3):117-152.

®

s

Askelson NM et al. (2015), “Baby? Baby not?” Exploring women's narratives about ambivalence towards an unintended pregnancy, Women Health 55(7):842-858.
Ibid.
Allanson S & Astbury J (1995) The abortion decision: reasons and ambivalence. J Psychosomatic Obstetrics & Gynecology 16:123-136.

2

S

2

2

N
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In a review of several studies, one theme that emerged was concern for the welfare of the child, that the
desire to be a good parent constituted a reason to abort. The researchers argued “women take seriously
the responsibilities of motherhood in seeking abortion”.?” Framing the desire for abortion in this way
presents an opportunity for a clinician to address a woman’s desire to be a good parent as being more
consistent with giving birth and raising her child.

Health professionals do not always recognise the complexities of women’s lives and are at risk of
presuming in favour of abortion. In a study of young pregnant black refugee/migrant women in the
care of the UK government, all women (even those pregnant as a result of rape) chose motherhood
instead of abortion despite the difficulties they faced and despite the negative assumptions of
healthcare professionals.”® This study highlights the power held by individual healthcare professionals
to create a caring environment that is woman-centred and culturally sensitive. Similarly, in a
population of formerly homeless young women whose lives stabilised when they became mothers,
the researchers concluded that “having a baby can serve as an asset to street exit for some homeless
youth including motivating discontinuation of substance abuse; parenthood can activate hope and
motivation; salience is high while the challenges are many; however, social service agencies have
an essential and ongoing role to foster and support development for mothers and their children and
to assist with avoidance of repetitive cycles of family trauma.”*

In addition to the notion of pregnancy wantedness, pregnancy intention is likewise a blurry concept.
Women do not always formulate pregnancy intentions, and many become pregnant without reference to
intention. Pregnancy planning is an unattainable ideal for many women, and seems to be more within the
province of privileged women, and/or those with stable relationships and financial security.*® Millions

of women around the world will never achieve this, but will have children regardless. Borrero and
colleagues show that pregnancy intendedness, happiness about pregnancy, and acceptability of pregnancy
are all separate constructs. Many women are happy about pregnancy regardless of their intentions. And
some women terminate wanted pregnancies because of financial, relationship or other personal problems.
These authors recommend abandoning the term “planning” and instead propose assisting women to
prepare for whatever might happen.*' Themes from the stories of women aged 18-24 who underwent
abortions were described by researchers as follows: “There is more often than not a story of a boyfriend
who was not supportive, or a pregnancy with a person they did not know well involving a ‘poor decision’,
and alcohol seemed to be involved quite often. Parents are often not involved. ... to give future children
a good life, they had to ‘get through school’ so ‘gave up this one’ ... Some noted that they didn’t want a
child brought up in their family or current living situation. Often described was the pain and anguish of
being pregnant and very few knowing ... wondering if ‘the right decision was made’...”?

The primary reasons change somewhat when an abortion is sought in the second trimester, and
include delay due to indecision, poor or absent relationship with a partner,®* late diagnosis of
pregnancy, and lack of certainty about being pregnant.*** The reasons why women find the decision
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to abort difficult include the humanity of the foetus, their perception of themselves and the impact of
their decision upon others.*%’

As noted, ambivalence about an abortion decision is common.** And what is of particular concern
is the relationship between ambivalence and the potential development of long-term post-abortion

psychological distress,* exacerbated by “impulsive and not fully internalized decisions”.*!

There are two other risk factors for later psychological distress of which medical professionals need
to be aware. The first of these is moral opposition to abortion. Women sometimes have abortions
despite being morally opposed to them,"*** which might indicate the presence of coercive influences
in favour of abortion.** Studies have identified more negative post-abortion effects when women are
morally opposed to abortion.*’

The second risk factor is abortion for foetal disability or disease. Abortions of this type lead to
more severe consequences not only for the woman but also for her partner. Numerous studies

have identified a high incidence of negative emotions,”® psychological distress,”” post-traumatic
symptoms*® and somatic complaints.* Furthermore, women may not be fully aware of the role and
consequences of screening for foetal disability. For example, in relation to screening for Down’s
Syndrome, researchers found that only 37% of decisions were informed, 31% did not know that
miscarriage was a potential consequence of amniocentesis, and only 62% knew that abortion would
be offered if Down’s syndrome was identified.”

Social support is of vital importance in the context of unexpected pregnancy or when a pregnant woman
is unsure if she can cope. In these circumstances, women want nurturing and social network support,
emotional support, and direct advice to provide some form of certainty in a difficult, frightening situation.’!

Finally, in a recent study that examined the reasons why women who had considered an abortion then
chose not to have one, the majority involved internal personal reasons rather than external ones. These
included a desire for the child as well as moral opposition to abortion or past bad experiences of one.*?
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Foetal Anomaly

For most parents, receiving a prenatal diagnosis of a fetal abnormality is usually the beginning of
a highly emotional and morally challenging process requiring assimilation of complex information
and contemplation of possibly previously unconsidered concepts such as disability.*

Throughout Europe and Australia there has been an increase in the prevalence of foetal abnormalities,
mainly due to increasing maternal age’>**> However, screening rates vary widely globally due to a
diversity of social and health policy environments. In 2010, screening rates were at 61% in England,
compared with 84% in France, and 26% in the Netherlands>® The public hold mixed views about
screening, often expressing concern that widening access would further contribute to a society that
devalues the lives of people with a disability, and in actuality deselects them.”” With the advent of
technological advances like non-invasive prenatal testing, more attention needs to be paid to the
relevant ethical, psychological and social implications.

A high percentage of pregnancies where a disability is identified may be terminated. For example,
an estimated 99% of babies with Down’s syndrome are terminated in England and Wales (UK
Department of Health statistics on abortion for foetal abnormality may be unreliable, for example
reporting only 49% of all terminations for Down’s syndrome).”® Moreover, lower socioeconomic
areas in the UK appear to have lower rates of antenatal detection and also termination of Down’s
syndrome.” Despite these observations, in a French study over a 9-year period, an increasing
proportion of parents had chosen to continue with a pregnancy upon receiving a diagnosis of
severe foetal abnormality.*

Where prenatal tests are routine, women may feel that they are more or less compulsory, and when
they find themselves in a stressful situation a common coping mechanism is to comply with what
they believe is the health professional’s recommendation® Women’s choices also rely heavily on the
resources their family can access to cope with a child with a disability. A Norwegian study concluded
that while screening technologies increase ‘options’ they also effectively decrease ‘choice’; that is,
freely made decisions.®?

In a Danish study, more than half of couples who terminated a pregnancy with a Down’s syndrome
diagnosis said that if testing had not occurred and the child with Down’s syndrome had been born,
they would “love it and fight for it endlessly”® Almost all of the couples in this study said that testing
had “forced them [to] the accept responsibility”, one respondent saying, “You kind of become master
of life a death.”®*
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Recent studies continue to identify problematic interactions between parents and physicians.®> Common
experiences include being told that their child “was incompatible with life (87%), would live a life
of suffering (57%), would be a vegetable (50%), or would ruin their family (23%)” % However, 97%
of parents with children who had severe abnormalities describe a “happy child” who had “enriched
their family”.” Many physicians still seem to have misinformed views about disability, and may
have negative and judgmental attitudes towards couples who wish to continue a pregnancy, and as a
consequence fail to provide the necessary support.®® There is some evidence that genetic counsellors
may be better placed to provide accurate information as well as contact with support services.®

b

Factors that increase the chance of termination for sex chromosome abnormality included parents
fear and anxiety about children with disabilities, as well as directive counselling.” Nevertheless,
some women are more likely to resist social norms and refuse termination for Down’s syndrome.
For example, religious women, older women, women with a desire for more children, those pregnant
at a later gestation, those with no history of abortion, women who are more familiar with children who
have a disability (especially Down’s syndrome), women who hold positive attitudes toward individuals
with disabilities, women who perceive there exists more social support for parenting a child with a
disability, women who have knowledge of available services for people with disabilities, and those
who have been provided with counselling by genetic specialists.”!

International research shows that while health professionals tend to value accuracy and early testing for
Down’s syndrome in prenatal care, women are instead more interested in test safety and comprehensive
information.” In a Swedish study, 25.6% of women who opted for termination for foetal malformation
reported that the “information provided was not adequate to enable a decision”. These women were
uncertain of the future prognosis for the child and unsure of the implications of the anomaly, yet they
terminated their pregnancies.”” A Brazilian study similarly found that women did not always fully
understand the malformation and needed greater attention by health professionals than they received. Yet,
“when the option of continuing the pregnancy is chosen, a feeling of intense hope is observed, a feeling
that change might be possible.” * A recent study of 45 women receiving prenatal testing in London
found that while they understood the testing, women had a poor understanding of Down’s syndrome,
no knowledge of Edwards and Patau syndromes, and few knew someone with these syndromes.”

Following a decision to terminate a pregnancy with a diagnosis of foetal abnormality couples can
experience grief and ongoing mental health problems, which has given rise to the development of
specific therapeutic interventions.’®
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Pregnant women and their families need accurate, up-to-date information about the care practices,
quality of life, and resources available for individuals with disabilities and their families. Healthcare
providers need to be aware that their own attitudes toward people with disabilities will have an
influence on their ability to provide this information.”

Intimate Partner Violence (IPV)

IPV is a strong risk factor for abortion all over the world.”®7*8081.8283.84. A WHQO multi-country study
of women’s health and domestic violence found that women with a history of IPV had increased
odds of unintended pregnancy and almost three times the risk of abortion. In a study of London
clinics, there was a six times higher rate of IPV in women undergoing abortion compared with
women receiving antenatal care.®

Women who had experienced IPV were also more likely to experience suicidal ideation if they had a
history of perinatal loss, whether it was abortion, stillbirth or miscarriage.® Furthermore, the association
between IPV and repeat abortion indicates that there is often a repetitive cycle of abuse and pregnancy.®’

In the USA, a survey of 4245 women identified the impact of gender-based violence across their life-
course and how it impacted upon their pregnancy outcomes. Child sexual abuse was significantly related
to teenage dating violence, which in turn was strongly linked to adult IPV. As women’s experiences of
gender-based violence increased, so did their odds of experiencing an abortion.®® Coercion and pressure
are well-established risk factors for women’s psychological adjustment to abortion.®*%

The relationship between domestic violence and abortion appears to operate in two ways. First, a
context of violence leads to coerced abortion, and second, abortion itself then appears to promote
further violence.” There was no relationship between domestic violence and miscarriage.”

Healthcare professionals should know which organisations and advocates are available to provide
support in the clinical setting and in the community; for example social workers, victim advocates,
domestic violence agencies, shelters, rape crisis centres, and child protective services.”” Guidelines
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from some peak bodies (eg the Royal College of Obstetricians and Gynaecologists), recommend
that healthcare services should identify issues such as [PV among women seeking abortion and refer
them to appropriate support services. A recent UK study found that women were positive about the
provision of domestic violence support services in the context of attendance at an abortion clinic.”
More research is needed to confirm whether screening increases uptake of assistance, reduces harm,
and influences an abortion decision”

The Foetus

The developmental age of the embryo/foetus at the time of abortion may be an important consideration
for some women. A woman may want to know the size and characteristics of the embryo/foetus before
coming to a final decision. In that case, accurate information based on the best scientific and diagnostic
evidence needs to be made available. Later gestational stages may attract a higher degree of moral
ambivalence, which might increase the risk of post-abortion effects. Furthermore, since different
procedures may be used for different gestational ages, what method will be used is also important,
along with sufficient detail.

It is possible that some women may ask for information about foetal sentience and foetal pain. Whilst
this is a controversial issue and not well understood, it is likely, depending upon developmental age,
that the foetus will experience pain.”® The presence of the nervous system, even at an early stage, is
sufficient for this possibility to be seriously considered. Some researchers believe that pain sensation
may occur before the 10th week of gestation (and possibly as early as the 6-7th weeks), due to
maturation of particular neural structures as well as the lack of pain inhibition mechanisms.’” The
most recent analysis summarises the neurophysiological evidence to date and shows the development
of the cortex is not necessary for the experience of pain, and that by 12 weeks the neural structures are
in place for pain to be experienced.” It may be surmised that because these structures have completed
development by 12 weeks, the experience of pain even before 12 weeks gestation is possible.

Abortion and Trafficking/Slavery

Abortion plays a part in the abuse and control of women and girls who are trafficked, not only for sex
but also those exploited in labour such as agriculture, fishing, textile, manufacturing, mining, domestic
servitude, and ‘wives’, even in the UK.”” While trafficking is sometimes seen as a problem for Africa,
Eastern Europe and Asia, in fact it is common in many western democratic nations like the US. Human
sex trafficking/slavery alone is big business and the fastest growing criminal enterprise worldwide.'®
The risk of sexual violence is high for these women and girls, beginning at the point where they agree
to or are forced to travel. Forced abortion is common for those trafficked into prostitution, and often
provided by untrained or poorly qualified practitioners in unsafe settings. Nevertheless, in a study of
women rescued from sex trafficking in the US, nearly a third had abortions committed by Planned
Parenthood.'”! Planned Parenthood has been exposed as complicit in sex trafficking by knowingly
performing abortions for victims of sex trafficking and failing to act or deliberately hiding the events.!*
Other than abortion, trafficked women rarely have access to health care.
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In a study of 107 survivors of sex trafficking in the USA, women reported a total of 114 abortions,
many forced.'” Over half the women said that the doctor performing the abortion was aware she was
on the street. One woman'’s abortions were performed by a doctor who was also her client. Abortion
is one of many severe physical and psychological health consequences that trafficked women
experience. Healthcare professionals must seek training and protocols to identify and assist these
women, who at present are often going unnoticed. Women seeking abortion represents one of the
best opportunities for intervention.

PHYSICAL EFFECTS OF ABORTION

Medical and Surgical Abortion

Globally, medical abortion is rapidly becoming more common than surgical abortion. In 2014, medical
abortions overtook surgical abortions in England and Wales for the first time'™, and in 2019, 73% of all
abortions were medically induced.'%

The experience of medical abortion (first trimester) involves high rates of the following: nausea
(30.7 - 69.2%), vomiting (22.3 - 34.1%), diarrhoea (31.8 - 58.6%), pain (91.6%), fever (21.3 -
44.3%), chills (36.5 - 44.3%), headache (12.3 - 42%), dizziness (13.1 - 45.5%), and weakness
(19.2 - 56.6%)."°° 62% of women taking Mifepristone (RU486)/Misoprostol and 48% of those
taking Misoprostol alone experienced pain they described as severe.'”’

The most common clinically significant adverse events for all types of abortion, many requiring
hospital admission, include heavy bleeding and blood transfusion, infection requiring I'V antibiotics,
incomplete abortion requiring surgical treatment, uterine perforation, and rarely, death. Ongoing
intrauterine pregnancy after medical abortion is also a clinically significant outcome, in which case
the teratogenic effects of various medications can lead to malformations.'*®

In a Swedish study, the complication rate for all abortions was 6.7%, and for medical abortions
below 12 weeks gestation, the rate increased from 4.2% in 2008 to 8.2% in 2015.' The abortion
complication rate also increases rapidly with each week of gestation, one study finding a 38%
increase for each week.''” Recent research shows that 16.3% of women who had medical abortions
at 57-63 days and 20.5% of those who had medical abortions at 64-76 days made an unscheduled
return visit because of concerns about complications.!! For 77-100 days the figure rose to 22.5%.!!?
Nevertheless, abortion providers and many researchers describe abortion in simplistic terms as safe
and effective.!*!"* It should be noted that some patients may not return with complaints, and abortion
clinic staff may be motivated to conceal poor outcomes.'"
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Bleeding is a requirement of medical abortion. A large Finnish register study found that 15.6% of women
who had a medical abortion accessed hospital care for bleeding, one fifth of whom required intervention.'!®
In a separate study, 74% of women described their bleeding as ‘heavy’, 53% said it lasted longer than
expected, and 41% said the blood loss was more than expected.''” Blood transfusion rates after medical
abortion vary from study to study, and were up to 0.6% for gestations between 57 and 63 days.''®

A 2013 systematic review of the most common early medical abortion regimen found that the rate of
method failure was 4.8%, the hospitalisation rate was 0.3%, and the ongoing pregnancy rate was 1.1%.'"°
A 2015 systematic review, co-authored by a Danco'® consultant, concluded that outpatient medical abortion
regimens up to 70 days gestation are highly effective and severe adverse events are uncommon'?'. However,
a recent study found that 6.2% of early medical abortions required surgical intervention.'??

There is a risk of infection after surgical and medical abortion. In a review of the prevalence of infection
across a large number of medical abortion studies, Shannon et al. arrived at a figure of 0.92%.'** Reported
rates of actual infections after surgical abortions range from 0.1% to 4.7%.'** Importantly, across surgical
and medical abortions, even after screening and using prophylactic antibiotics, 1.4% of women still
develop a post-abortal infection. This suggests the presence of poorly understood infections arising
from abortion. In the USA alone, the FDA’s post-marketing adverse events summary through to the
end of 2017 cites 22 deaths associated with Mifepristone. Eight of these were confirmed as associated with
sepsis, the remaining deaths being attributed to multiple causes in association with Mifepristone.'*
The FDA notes that these deaths could not be causally attributed to Mifepristone.

Actual death rate as an immediate complication of abortion is unreliable for a range of reasons, but
some studies suggest figures of 0.009% for medical abortion and 0.02% for surgical abortion.'?® Given
the poor adverse events reporting system in the US, all complications after abortion are likely to be
underestimated. In particular, some authors note, “AERs [adverse events reports] relied upon by the FDA
to monitor mifepristone’s post-marketing safety are grossly deficient due to extremely poor quality”.'*’

Despite legitimate concerns about the safety of abortion, there are increasing calls to allow midwives,
nurses, and physician assistants to provide medical abortion to expand access, as many doctors do not
want to be involved in abortion practice.'

Why are women increasingly choosing medical abortion? Qualitative interviews with 22 women in the
USA who were preparing to undergo a medical abortion identified five themes that underpinned their
choice.'” A common reason was to avoid surgery, referring to aspiration abortion. Most aspiration
abortions are performed under local anaesthetic, and women had adverse reactions to hearing the
electric pump, and experiencing the suction. They saw medical abortion as a more ‘natural’ process:
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“It just seems a little more human, a little more natural than the surgical track which seems so archaic.”
“... less invasive.” “The medical abortion seemed more like a process that my body would know how
to do ...” Women perceived medical abortion as similar to a commonly occurring miscarriage, giving
it a sense of normalcy and making abortion more easy to justify.'** At the same time, women spoke of
respecting the baby, not wanting to cause suffering, the vast majority using the term ‘baby’ or ‘child’.
Women also chose medical abortion to fit with schedules and commitments, or to avoid appointments
at the clinic.'®!

These findings may imply that surgical abortion is known by women to be traumatic, leading to a
preference for medical abortion. However, medical abortion requires more patient participation than
a surgical abortion, and women are more aware of the physical aspects of the process.'*>!** Women
report a preference for home management of abortion and yet responses have included the following:
“agony”, “such a physical and emotional process”, “day was absolutely horrific”, “I bled so much

... it’s pouring out”, “in hindsight I wished I hadn’t looked but I did, and that was probably the most

99 ¢

traumatic thing I’ve ever seen or done”, “if [friend had] been there and seen me screaming like that... ”.!**

Mortality

While it is crucial to understand how many women die directly from their abortion procedures, it is
also important to find out whether women are more likely to die from any cause after abortion versus
after giving birth, and not necessarily from gynaecological causes. The term ‘pregnancy-associated
death’ is defined as ‘the death of a woman while pregnant or within 1 year of termination of pregnancy,
irrespective of the cause of death or the site of pregnancy’.'** This reflects the fact that reproductive
events have a profound impact upon women'’s lives, reverberating beyond the physical and into their
psychological health and well-being.

Analyses of mortality data are complicated by potential confounders and mediating factors such as
physical and mental health, previous and subsequent pregnancies, relationship status, socioeconomic
status, genetic factors, behavioural factors, and life experiences. Nevertheless, in a recent systematic
review and meta-analysis, researchers concluded “women experiencing a pregnancy loss [termination
of pregnancy, miscarriage or failed pregnancy] are over twice as likely to die compared to women
giving birth.”!3%

When deaths from all causes are examined in the first year following an abortion, several large studies
have identified an increased risk compared either to giving birth or never being pregnant.'?’-!3.13
Although causality could not be proven, there are grounds for it because there is a dose effect whereby
women who have had more abortions are at even greater risk of mortality. Moreover, most deaths are
likely related to adverse mental health outcomes via increased suicides, accidents and homicide from
increased risk-taking behaviours,'* and “...self-aware, introspective women specifically attribute
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the onset or worsening of substance use, depression, flashbacks, sexual dysfunction, self-destructive
tendencies and other issues to their pregnancy loss experiences ... self-assessments that are further
validated by therapists treating women for pregnancy loss related issues.”!*!

Some of the best studies have come from Finland. In a 1997 study, compared to women who gave
birth, women who had an abortion had a 63% elevated risk of death from natural causes, a 324%
increased risk of death from accidents, a 546% increased risk of death by suicide, and a 1297%
increased risk of death by homicide.'*

A separate Finnish register-based study showed that the risk of suicide was decreased after birth (5.9
per 100000) compared to non-pregnant women (11.3 per 100000), while suicide risk was increased
after miscarriage (18.1 per 100000) and much more so after induced abortion (34.7 per 100000 induced
abortions). Women aged less than 25 were most at risk. The risks for accidental death and homicide
were also higher after abortion.'*

In yet another Finnish register study, for the years 2001-2012, the mortality rate for suicide after
abortion was 21.8/100000 women, while the rate was 3.3/100000 for pregnancies ending in birth,
11.4/100000 after miscarriage, and 10.2/100000 among non-pregnant women.'* This study was
designed to follow up the findings from a 2004 Finnish study in which the respective mortality rates
(by suicide) for 1987-2000 were 33.9/100000 after abortion, 5.8/100000 after birth, 16.5/100000 after
miscarriage, and 12.0/100000 for non-pregnant women.'* Rates across all categories had improved
with time, but remained far worse after abortion than after other pregnancy outcomes or no pregnancy.

A population register based study in Denmark over the years 1980 — 2004 found abortion was
associated with significantly higher death rates up to ten years after abortion compared with women
who gave birth. Women had an 80% increased risk of death after abortion compared to after birth
within the first year. The same dataset revealed a dose effect of birth and pregnancy loss; that is,
increasing numbers of births decreased mortality risks, while more perinatal losses were associated
with greater risks of death.!#

In stark contrast to all of the above studies, a 2012 paper by abortion providers Raymond and Grimes
reported that the risk of death associated with childbirth is 14 times higher than that with abortion

in the USA.'¥” Despite being widely reported in the media as evidence of the safety of abortion over
childbirth, the study was of very poor quality, did not attempt any reference to the established studies
cited above, and was soundly criticised by researchers in the field.'**'%

Maternal deaths are defined as the death of a woman during or up to six weeks after the end of
pregnancy (whether the pregnancy ended by termination, miscarriage or a birth, or was an ectopic
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pregnancy) through causes associated with, or exacerbated by, pregnancy. Maternal deaths'*® are
difficult to identify because this requires information regarding pregnancy status at or near the time of
death, as well as the accurate medical cause of death, which are both difficult to ascertain.'”' A recent
review of research methods demonstrates that the majority of published studies on maternal mortality
are of very poor quality; most problematic is the conflation of induced and spontaneous abortion
data.'”? Even global WHO data on maternal mortality has been criticised for errors, its figures being
called “implausibly low” due to underreporting.'>* In this WHO data, the abortion category refers

to abortion, miscarriage, and ectopic pregnancy, and was measured at 7.9% of the global burden of
maternal mortality, that is, around 193000 deaths annually.'>* On the other hand, the 2014 Global
Burden of Disease Study calculated abortion deaths to be 14.9% of total maternal mortality, almost
twice the WHO estimate.'>

Risk of death resulting directly from complications during abortion is rare, but increases with each
week of gestation.'*® Abortion-related deaths are normally expressed as a proportion of maternal
mortality, and are almost always underestimated, being the least well measured. To measure deaths
directly related to abortion procedures there are four sources of data: confidential enquiries, vital
registration data, verbal autopsy (“a systematic tool used to collect health information from lay-
person informants to assess causes of death”), and facility-based data sources.'”” Using just one of
these sources will lead to underestimation. Gerdts et al. describe some of the barriers to measurement
of abortion related deaths, which include women’s and practitioners’ unwillingness to participate in
research, misclassification of deaths and complications, and underreporting. Abortion related deaths
may be misclassified because of similarities to other obstetric complications such as miscarriage,
haemorrhage or sepsis. Furthermore, illegal or stigmatized abortion leads to women being unwilling
to seek help for complications. And even in the USA where abortion is widely practiced and accepted,
doctors fail to report recent or current pregnancies on a minimum of 50% of death certificates.'®
These errors result in abortion appearing safer than it really is.

The protective effects of giving birth, as noted above, are well-established yet not well understood.
There are several possible explanations. First, the ‘healthy pregnant woman effect’ suggests that
healthier women are more likely to be able to conceive and carry to term, and have more contact

with healthcare professionals than non-pregnant women. Second, pregnancy may produce direct
health benefits. For example, pregnancies carried to term are associated with physiological changes
that reduce the risk of reproductive cancers, and behavioural changes associated with being a parent
improve healthy lifestyle behaviours and reduce risky behaviours. Third, perinatal loss may contribute
to physiological or psychological effects that lead to an association with increased risk of suicide, substance
abuse, PTSD, and poorer general health."** Women who have abortions may already take more risks or
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care less for their health. Alternatively, they may experience stress after an abortion that is linked
to it, or abortion itself may produce psychological stresses that increase the risk of death.'®

Overall, the evidence is mixed, inasmuch as it points to common risk factors for both death and
abortion, as well as increased impact of abortion, leading to increased mortality. At the very least,
an abortion request should be viewed as a flag for women who might need assistance in various areas
of their lives — “screening for a history of pregnancy loss (induced or natural) is highly recommended
as a means of identifying women who may benefit from additional counselling and interventions”.'®!

Subsequent Pregnancies

Preterm births are the single largest contributor globally to adverse outcomes for infants. In England and
Wales, the preterm birth rate is 8%, which has not changed in the past 10 years, and the associated health
service cost is £3.4bn per year.'®* In the US the rate is 10% and highest amongst black Americans,'®* who
also have much higher abortion rates.'**

Numerous studies have identified an increased risk of premature delivery as a result of
abortion,!6>166.167.168.169.170 Thjg jncludes several meta-analyses.!”!!72!17317 The association is stronger
for very preterm births and also increases with more prior abortions, which is suggestive of causality.
A small number of studies have not found any association between abortion and subsequent
premature birth.!'7>:17¢:177

The proposed mechanism for increased risk is cervical damage from instrumentation, or as a result
of abortion-induced infection.!”®17%:1% The use of D&C for miscarriage or termination increased
preterm birth in subsequent pregnancies by 29%, and very preterm birth by 69%. The authors urge
the prevention of preterm labour by minimising the use of D&C.'*!
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Brazil in particular has a high rate of preterm birth and a large multicentre case control study has
found that previous abortion is a risk factor.'®> Even when abortion was likely to have been
underestimated because of self-report, a separate study of 9969 nulliparous women found that
women with a history of induced abortion were at higher risk of spontaneous preterm birth and
premature rupture of membranes than women without a history of induced abortion.'® Similarly,
in the Netherlands, a large nationwide cohort study found that surgical abortion was associated
with preterm delivery, cervical incompetence, placental implantation or retention problems, and
postpartum haemorrhage in subsequent pregnancies.'®*

By far the majority of studies do not distinguish surgical from medical abortion, yet some studies
speculate that medical abortion does not cause preterm birth like surgical abortion does. A Scottish
record linkage study found that surgical but not medical abortion increases the risk of subsequent
preterm birth.'® Similarly, another Scottish record linkage study showed that the association of
preterm birth with abortion declined over the study period (1980 to 2008), the authors speculating
that the decline may be due to the increasing use of medical abortion as well as pre-treatment of
the cervix prior to surgical abortion.'® However, this appears unlikely given increases in medical
abortion in England and Wales, but without any change in the rate of preterm births. Moreover, if
infection constitutes an explanatory pathway from abortion to preterm birth,'®” then the relatively
common occurrence of infection after medical abortion could contribute to the risk. This is
supported in a study by Virk et al., who found no difference between medical and surgical abortion
with regard to risk of preterm birth.'® In a Chinese study, while the researchers found no overall
association between medical abortion and preterm birth, in a subgroup of women who had curettage
after their medical abortion, there was an association.'® Clearly more research is needed on the
relationship between medical abortion and preterm birth.

In his analysis of the relationship between abortion and preterm birth, McCaffrey notes that research
on the abortion/preterm birth link is stronger than that between smoking and preterm birth, and

yet women are widely warned about the latter, but not the former.'” Other effects of abortion on a
subsequent pregnancy include reduction in risk of preeclampsia, although it is unclear whether this
is a causal relationship or whether it may be due to the period of pregnancy prior to the abortion.'!

Finally, a study of Finnish Registry Data from 1983-2007 found that abortion was associated with
smoking after the first trimester of a subsequent pregnancy, and being overweight; the authors
recommend that doctors performing abortion should advise their patients about the importance
of adequate prenatal care in subsequent pregnancies.'*?
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Breast Cancer

Whether breast cancer risk is elevated by abortion is a controversial question that has been the
subject of numerous studies, several showing increased risk'?3!94195.196.197.198.199.200201 apnd some
showing none.?02203:204.205.206 The field remains in dispute®”’**® partly due to problems in some studies
where research design has been poor. Problems include failure to ensure adequate follow-up time,
use of inaccurate abortion registers, choosing inappropriate study populations, and not adequately
dealing with differential under-reporting of abortion between cases and controls. Nevertheless many
commentators prefer to claim that the matter is settled.?” In 2013 however, the American College of
Pediatricians made the following statement:

... IA [induced abortion] prior to 32 weeks in and of itself is a risk factor for breast cancer due to the
physiology of breast development and the manner in which abortion interferes with the maturation of
the breast cells. Although largely ignored by the mainstream medical community, this risk information
deserves a prominent place in the education of all adolescent women who may, in the future, consider
an induced abortion.?'

The College, along with others,?'" has described the mechanism by which abortion may increase the
risk of cancer, which relates to the proliferation risk of breast glandular tissue at various stages of
pregnancy, and how abortion, by cutting short maturation of cells, leaves breast tissue more exposed
to the risk of cancer.

Studies in settings where the incidence of abortion is high present particular problems for abortion/
breast cancer research.?'> Consequently, Brind and colleagues recently undertook a meta-analysis of
20 studies from South Asia where incidence is low and found an increased risk of breast cancer of
150% for one or more abortions. They also found a dose effect whereby more abortions increased risk
further.?"® Another recent meta-analysis came to a different conclusion and found no effect, except for
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women who had already had a live birth, where the risk was elevated by 11%.2"* However, not only
was this restricted to case-control studies, but it was dominated by studies from countries with a high
incidence of abortion.

At the very least, women presenting for abortion need to be made aware of the intense research
interest in this matter, and that the majority of studies have identified increased breast cancer risk after
abortion. Of even more direct relevance to women considering abortion is the uncontroversial fact that
carrying a first pregnancy to birth is protective against breast cancer.?'>*'° Hence, a woman will have
higher breast cancer risk if she undergoes an abortion compared to carrying to term, a necessary piece
of information that needs to be included in the informed consent discussion.

Infertility

Government and advocacy organisations, as well as abortion providers, have publicly declared that
there is either no increased risk of infertility from abortion, or perhaps a very small risk if infection
after abortion is untreated.?'’'2!° This is an under-researched field, yet there is sufficient contrary
evidence to raise concern that abortion may instead significantly compromise future fertility.

Studies from the 70s and 80s came to mixed conclusions. Two Greek studies found that abortion more
than doubled the risk of infertility**?*! whereas other studies found no effect, or a possible effect if the
study population had been larger,?22223:224.225.226

In the late 80s and early 90s, two UK studies concluded that abortion did not affect fertility, yet one
identified 5.7% of women as infertile or subfertile after abortion??’, and the other found that women who
had aborted their first pregnancy had a 14% decline in fertility that was not statistically significant.??® If
larger numbers of women had been recruited this observation may have reached statistical significance.

In a 2005 UK study, while the researchers found no difference in subsequent fertility between women
who aborted versus those who didn’t, they did find that for the abortion group, fertility was higher
before the abortion compared with after. This implies that abortion adversely affected fertility in a
group with higher than average fertility before the abortion.?*
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A series of studies from China identified a link,*° but this could not be confirmed by a more recent
Chinese study.?' Russian researchers attributed infertility amongst women in their sample to the
high rate of abortion — nearly 54% of the women in their sample had had an induced abortion.**

Two recent studies from Taiwan both identified an increased risk of infertility as a result of
abortion.?**?** While the authors of one of these studies (Lin et al.) concluded that induced
abortion did not increase the risk of infertility, in fact abortions coded as mixed or unspecified,
and representing over 90% of all abortions, were associated with an elevated risk. While unclear,
it is likely these abortions were induced but not coded as such. This is an important study because
it used good quality national registry data, and should be followed up.

Despite the mixed outcomes from these studies over many decades, there are good reasons

why abortion would be expected to lead to some degree of infertility. This is because there are
many studies that have identified links between abortion and adverse outcomes that in turn have
themselves been known for some time to have a negative impact on fertility.

Abortion is known to cause cervical damage,*’ infections that lead to pelvic inflammatory

disease (PID),*® incomplete abortion that causes infections and follow up surgery,”’ intrauterine
adhesions (IUAs),”® and endometrial thinning.?**** In turn, each of these has been shown to lead
to infertility — cervical damage,*!' PID*** IUAs** and endometrial thinning.*** Furthermore,
whilst more controversial, a pathway from abortion to adverse mental health to infertility is
theoretically possible.?*

Taken together, all of these observations leave doctors in a difficult position — on the one hand there
is sufficient evidence for concern, but on the other it is insufficient to estimate the level of risk.
Nevertheless, even if the risk were determined to be small, women have a right to be informed.**
Certainly, if a woman were to ask about risk, she should be informed that the research is mixed,
with some studies showing a risk and others not.
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PSYCHOLOGICAL EFFECTS OF ABORTION

The complex psychology of abortion has been examined by hundreds of researchers over many
decades, with a diversity of methodologies and interpretations. In scientifically precise terms the
question of causality cannot be answered definitively, as it is not possible to conduct a randomised
controlled trial assigning some women to an abortion group and others to a birth group. Therefore,
most studies examine the association between abortion and mental health, even though researchers
point to various characteristics of the data that infer causality.?*’?*® Beyond inference, criteria such
as those developed by Bradford-Hill** have been applied to make a case for causality.”” Moreover,
the fact that women themselves often make the link between an abortion and adverse psychological
outcomes is in itself evidence of causation, as is the therapeutic efficacy of counselling that addresses
past abortions.»!»%2% Regardless of this, proof of causality need not be a requirement for informed
consent, because risk encompasses uncertainty. As Reardon notes,

... the question of whether a statistically significant risk is solely due to abortion, partially due to
abortion, or only incidentally associated with abortion is itself just another of the uncertainties about
the procedure, and therefore a true risk about which patients should be informed.>*

Reviews

Reviews have arrived at disparate conclusiong?3?:236:237.258.239.260.261 hjohlighting that the field is riven
with disagreement?*2** making the provision of guidance to physicians difficult. One particularly
influential review in 2011 by the National Collaborating Centre for Mental Health at the UK’s Royal
College of Psychiatrists (RCOG) concluded that there was no link between abortion and adverse
mental health outcomes.?** However, the review was disturbingly flawed and has been scathingly
criticised, primarily because it excluded quality research that showed a link, yet included poor
quality studies that denied a link.?®
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One of the participants invited by RCOG to provide specialist input, yet whose professional views
were ignored, commented “this review should not be taken very seriously and the conclusions not
at all.”2¢¢

A rigourous rubric has recently been developed to assess study quality in a comprehensive way that
if adopted should go some way to improving study quality as well as informing which studies to
include in reviews.?"’

Taking into account more recent research, a 2013 review by Bellieni and Buonocore concluded that
abortion is linked to a variety of adverse mental health outcomes, arguing that foetal loss is traumatic,
whether by miscarriage, induced abortion, or stillbirth.?®® Similarly, a 2018 review by Reardon that was
broadly inclusive of a range of studies showed that across all domains — depression, anxiety, substance
abuse, PTSD, suicide ideation, and various other disorders — abortion was a risk factor. Nevertheless,
some reviews have advanced a very strong view that there is no link?¢*27%>"!- unprepared to even
acknowledge controversy in the field. While some researchers acknowledge an effect on some women
they can be quick to blame social mores as the cause of mental harm, rather than abortion itself.?’?

One prominent researcher has described problems in the field as follows:

“[there is a] ... truly shameful and systematic bias that permeates the psychology of abortion.
Professional organisations in the USA and elsewhere have arrogantly sought to distort the scientific
literature and paternalistically deny women the information they deserve to make fully informed
healthcare choices and receive necessary mental health counseling when and if an abortion decision
proves detrimental.”?”?

Research that appears to show no link has primarily emerged in the past 10 years or so and has
sometimes used convoluted and inadequate study designs or suffered from selection bias. Because
of this, some authors have drawn conclusions on faulty and unrepresentative data, or drawn
unsustainable conclusions. The highly politicized nature of the subject matter may go some way
to explaining how contaminated the field has now become. No such problem seems to exist when
it comes to natural pregnancy loss, in which case the association with adverse mental health
outcomes has been more readily accepted.”’™

Comparison Groups

One of the more contentious matters in studies on the psychological impact of abortion, which may
have a bearing upon outcomes, involves which groups should be compared with one another. It is
possible to compare women having an abortion with those having a miscarriage or other natural
pregnancy loss, with those who give birth, or with those who have never been pregnant. Additionally,
it would be possible to compare groups based upon whether a pregnancy was intended or not, or
wanted or not. However, the use of such terminology is fraught because there is no equivalence for
example between an intended pregnancy and a wanted one, let alone whether seeking abortion
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simply equates with a pregnancy being unwanted.?’>-?7%277:278279n a 2018 study of adolescents in

the US for example, just one quarter of young women with an unwanted first pregnancy had an
abortion.?® Nevertheless, for studies on the psychological effects of abortion, while one of the better
comparisons may be between women who abort an unintended pregnancy and those who do not,*®!
each and every comparison has merit in building a multifaceted picture true to the complexity of

the individual experiences of women who abort a pregnancy.

The Turnaway Study

Before considering the bulk of the research, one relatively recent study in particular deserves
special mention for three reasons. First, because it claims to use the most appropriate comparison
groups; second, because it has followed women longitudinally over 5 years; and third, because it
has been influential, at least in part because the authors have chosen to derive numerous papers
from the one data set, and also because the papers draw strong links to the policy implications the
authors and their funders support.

The study in question is termed the ‘Turnaway Study’, because it compares women who have an
abortion close to the gestational limit set by the clinic, with women seeking an abortion but denied
one because their pregnancy was advanced beyond the gestational limit set by the clinic. These
limits vary from 10 weeks to 23 weeks. A third comparison group was women receiving

first trimester abortions.

The authors of the study claim that comparing ‘turnaways’ with those receiving an abortion is of most
relevance because it allows a comparison free of the possibility that not wanting a pregnancy may be
related to adverse mental health outcomes rather than the abortion itself. In other words, all women in
the study do not want to be pregnant, and therefore any findings are related to the abortion alone and
not to whether a pregnancy was unwanted.

The study has resulted in at least 27 papers.*®

In brief, the primary finding of the study, and contrary to the majority of others, was that having
an abortion does not have an adverse effect on a variety of mental health outcomes and other
measures. This includes on emotional responses®*¥% perceived stress and emotional support,*¢

N
N
e

Pulley L et al. (2002) The extent of pregnancy mistiming and its association with maternal characteristics and behaviours and pregnancy outcomes.
Persp Sex Reprod Health 34(4):206-211.

276 Finer LB & Henshaw SK (2006) Disparities in rates of unintended pregnancy in the United States 1994-2001. Persp Sex Reprod Health 38(2):90-96.

N
N
N

Barrett G & Wellings K (2002) What is a ‘planned’ pregnancy? empirical data from a British study. Social Science & Med 55:545-557.
278 Kirkman M et al. (2010) Op. Cit.
279 Williams L et al. (2001) Pregnancy wantedness: attitude stability over time. Social Biology 48(3):212-233.

280 Gomez AM (2018) Abortion and subsequent depressive symptoms: an analysis of the National Longitudinal Study of Adolescent Health.
Psychological Medicine 48:294-304.

281 Fergusson DM et al. (2013) Abortion and mental health: A response to Romans and Steinberg. Aust N Z J Psychiatry 47(12):1201-1203.

282 For a full list, see https://www.ansirh.org/research/abortion

283 Rocca CH et al. (2013) Women's emotions one week after receiving or being denied an abortion in the United States. Persp Sex Reprod Health 45:122-31.
284 Rocca CH et al. (2015) Decision Rightness and Emotional Responses to Abortion in the United States: A Longitudinal Study. PLoS ONE 10(7): e0128832.

285 Rocca CH et al. (2019) Emotions and decision rightness over five years following an abortion: An examination of decision difficulty and abortion stigma.
Social Science & Medicine https://doi.org/10.1016/j.socscimed.2019.112704.

N
@
3

Harris LF et al. (2014) Perceived stress and emotional social support among women who are denied or receive abortions in the United States:
a prospective cohort study. BMC Womens Health 14(76).

23



substance use and/or abuse?8’-288.289.290291 ge]f-esteem or life satisfaction,”? partner relationship?****

depression, anxiety and post-traumatic stress?°2272% and aspirational plans.” The study authors
also claim that decisional certainty is high and no different to that involved in any other medical
decision, 300301302

Unfortunately, this plethora of papers carries the false appearance of a significant and varied body of
work. However, all the papers published as part of the Turnaway Study rely on a single flawed data
set, hence all papers are in a sense pre-determined by it.

The Turnaway Study is the work of Advancing New Standards in Reproductive Health at the Bixby
Center for Global Reproductive Health at the University of California. ANSIRH is committed to free
and open access to abortion,** and funders of the work include like-minded organisations such as
the David and Lucille Packard Foundation. Most of the papers include statements about the authors’
desired political outcomes.

The Turnaway Study has a variety of flaws, but the essential one involves the initial selection

and retention of women, and this failing affects all that follows. Only 37.5% of women who were
approached consented to participate at the time of their abortion or turnaway and a further 15% did
not undertake the baseline interview. Hence, only 31.9% of women began the study, with further
dropout yielding 22% participation at 5 years. It is unsurprising that those wishing not to participate
would include those potentially most affected by the abortion, either initially or subsequently. And
given that the turnaway group can only be derived from a small number of women and the abortion
group from a very large pool, it is almost certain that the abortion group would represent women
least likely to suffer adverse consequences.

Besides selecting a highly unrepresentative group (who were paid amounts for participation that could
be considered coercive), the Turnaway Study authors have mischaracterized their study design,**
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selectively reported on results, used ‘shockingly simplistic’ outcome measures,*> mixed results from

widely differing gestational ages, and failed to provide de-identified data upon request by other
researchers,’* as required by the norms of research integrity.

Selection Bias and Other Problems

The problem of selection bias appears in other papers as well. For example, in a study claiming there was
no link between abortion and posttraumatic stress, 56% of those asked refused to participate, and then
49% of those who participated at the baseline interview did not respond at the 3-month mark,**"*% leaving
a sample of just 29%. When a sample is self-selected in this way, just as in the Turnaway Study, there is
every reason why women who have reacted adversely to the abortion would not wish to participate.**

The Dutch Abortion and Mental Health Study (DAMHS) has yielded several papers denying any
adverse mental health effects of abortion.?'**!! However, the problem of selection bias in this cohort

is particularly striking. 2443 women were approached at the clinic shortly after their abortion. 44.1%
agreed to participate. Then for various reasons - ranging from exit without reason, being ineligible
after agreeing, not being reachable, being unable to be interviewed when researchers wished, did not
show up, reconsidered and refused, non-completion of interview, and general loss to follow up — at the
final interview 3 years after abortion, just 264 women remained (10.8%).*'* This level of attrition is
unacceptable in social science research, especially when the reasons are almost certainly linked to the
outcome measures.

Another important aspect of research design involves the timing of when surveys are conducted.
For example, in a study by Toffol and coworkers,*'* who concluded that abortion is associated with
an overall reduction in anxiety, the baseline survey was administered prior to the abortion, which
was conducted later that day. As has been pointed out,*'* it is not surprising that there would be
some decline in anxiety given the highly anxious moments just prior to an abortion being used as a
‘baseline’, instead of a more accurate historical measure some time prior to pregnancy.

Another potential weakness of some studies is the failure to follow psychological effects for long
enough — a few months or even years may be too short a time frame.?'> Phenomenological research
suggests that women may cope well initially, but years later reappraise the event negatively.?!¢3"
Finally, there are two further problems. First, as noted, under-reporting of past abortions could result
in misclassification, in that those who have had an abortion but claim not to have, may appear in

the control group and hence dilute any adverse effect. And second, studies that rely on self-report
about current or past psychological health risk memory recall bias and/or distortion due to cognitive
dissonance in relation to a memory that is painful to relive.’'®
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Emotional Distress

Numerous studies have identified emotional distress immediately after abortion and in the months
following. Women experience a range of emotions after abortion, including sadness, loneliness,
shame, guilt, grief, doubt and regret.?!19320:321.322323.32¢ However, some studies also identify positive
reactions like relief, happiness and satisfaction.*” In the longer term, some women exhibited cognitive
dissonance, describing their abortions of 10 years or more ago in terms of negative emotions yet
believing the correct choice was made.**® Specific strategies of avoidance were used to cope.

In a study of Canadian university students, all participants described significant grief 3 years after
the index abortion.*?” While not a representative sample, a study from Belarus found that 82% of
the women had ‘negative psychological sequelae’.’*

In a recent study by Coleman and co-workers designed to examine in-depth responses to abortion,
women reported “deep feelings of loss, existential concerns, and reduced quality of life, with heart-
wrenching clarity. For many women, the abortion experience became a pivotal point in their lives,
impacting their self-image, their personality, and their connectivity to others.”**

Among US college students — women who had an abortion and men whose partners had an abortion
— one third of women and one third of men were uncomfortable and expressed regret about the
abortion decision.’* A third of men and women also experienced a sense of longing for the aborted
foetus. Moreover, they often use terms like ‘child’ or ‘baby’ to describe their loss.

In a comparison between the mental health effects of miscarriage compared to induced abortion, Broen
and co-workers found that 5 years later, women who had an abortion experienced levels of avoidance,
guilt, shame and relief that remained elevated compared to women who miscarried.**' The question of
shame has been identified and examined in more detail by Whitney, who discussed the suspension of
emotions that can occur in an abortion decision, after which guilt, if unaddressed, can be transformed
into shame. In Coleman’s analysis of women who attended a crisis pregnancy centre for post-abortion
care, shame was also a common theme, as were guilt, regret, and anger at self.**

In contrast, in a pilot study, Canario and co-workers found there to be no difference in emotional adjustment
between women who had a miscarriage, induced abortion, or abortion for foetal anomalies.*** These

authors also found that a couple’s relationship could assist in emotional adjustment. In a qualitative study
aimed at exploring women’s emotional difficulties after abortion, the author concluded that any difficulty
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results from “social disapproval, romantic relationship loss, and head versus heart conflict”.?** It is
important to note that in this study the women were recruited through an abortion talkline, and that about
half of callers could not be recruited because they were “judged too distraught”.

Depression and Anxiety

Results from a 2006 New Zealand study*** on mental health and abortion confirm other work showing
a link between the two.*** The New Zealand study revealed that 42% of women who had an abortion
experienced major depression in the four years prior to interview. This is nearly twice the rate of
those who had never been pregnant and 35 % higher than those who had continued their pregnancy.
This study also showed that abortion increased the risk of anxiety disorders. The same research team
undertook a more detailed follow up study correcting carefully for possible confounders, in which
their earlier findings were confirmed.*’ In the more recent study, they concluded that women who had
abortions experienced mental health disorders 30% more often compared to women who had not had
an abortion. The authors went further to suggest that there were good grounds for causality, but that
more work needed to be done before making strong definitive statements about abortion causing mental
health disorders.

Another more recent paper from the same group showed that the extent to which women reported an
adverse reaction to abortion correlated with the extent of mental health disorders.**® Other researchers
have also found a link between abortion and depression®?34%-3! a5 well as anxiety,*** although some
groups have not been able to confirm this.***3434334 With regard to post-abortion anxiety and possibly
depression, others have found these mood disorders to be related to pre-abortion factors rather than to
the abortion itself.?*7-34834933%0 However, methodological problems in one paper in particular®®' render the
results essentially meaningless, a critique referring to its “horrendous methodological contortions”.*?
Another more recent study by the same lead researcher similarly concluded that rather than depression
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being associated with abortion, or caused by it, instead “it is possible that mental health problems may
lead women to have unintended pregnancies and abortions”.**> Again, serious flaws in the study design
do not allow such a conclusion to be drawn.?*3%

Two recent studies by Jacob and co-workers in Germany used data linkage to identify the association
between abortion and psychiatric disorders. The first analysed 57,770 women and found an increased
risk for a range of disorders of between 75% and 101% compared with never pregnant women. Notably,
if women already had a child, the risk after a subsequent abortion was even higher, suggesting that
parenthood status influences the relationship between abortion and adverse mental health outcomes.*¢

The second study compared 17581 women who had aborted with the same number of women who
had delivered a child, and found an increased risk of depression after abortion of 34%, but no
increased risk of anxiety.*’ In contrast, a US study of adolescents that compared women who aborted
an unwanted pregnancy with those who delivered an unwanted pregnancy found no effect.’*® In a
similar study of adolescents, Jalanko found that both abortion and childbirth were equivalent risk
factors for mood disorders as well as other psychiatric diagnoses when compared with teenagers

who had not become pregnant.®*

In a 2016 well-controlled study of 8005 American women, which attempted to replicate work by

the New Zealand group, Sullins found a 30% elevated risk of depression and a 25% elevated risk of
anxiety.’® Sullins, like Coleman et al.*®' estimated that approximately 10% of the prevalence of mental
health disorders in the community comes from induced abortion.

In 2019, Sullins undertook further research, using a large sample from the US National Longitudinal
Survey of Adolescent to Adult Health that was specifically designed to assess differences in outcomes
between women who aborted a wanted pregnancy versus an unwanted one, both compared to women
who delivered a child. The findings revealed that overall, abortion elevated the risk of depression by
63%, and this risk was higher when the pregnancy was wanted compared to unwanted. The results
were worse for suicidal ideation. Risk was increased by 138% for all abortions, that figure being split
between a 94% elevated risk for unwanted pregnancies and 244% for wanted pregnancies.*®

It is unsurprising that suicide risk is related to depression and anxiety, as well as to other disorders, and
several other recent studies have added to the work by Sullins. In a unique study of postmenopausal
women, suicidal ideation was increased in women who had had abortions many years earlier, even
after controlling for a range of known risk factors for suicidal ideation, including depression itself.*%
Moreover, the risk was greater for 3 or more abortions, and did not occur for miscarriages. Similarly,
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Luo found that the risk of suicidal ideation was nearly doubled in Chinese migrant workers after
abortion even after controlling for depression, loneliness, anxiety and low self-esteem.’** The authors
surmised that the risk may be related to increased risk-taking behaviours as a consequence of abortion.

In contrast, two other studies found no link between abortion and suicidal ideation. However, the first
was derived from the Turnaway Study data, the flaws of which have already been discussed,’* and the
second used a narrow sample of women attempting suicide, did not control for well-known risk factors,
and conflated self-harm with a suicide attempt.¥°

Although a very short-term investigation one week after abortion, Yilmaz et al found that symptoms
of post abortion depression were more prevalent amongst those who had undergone a surgical abortion
compared with a medical one.>*’

Post-traumatic Stress

A small proportion of women develop post traumatic stress disorder (PTSD) following abortion.¥83¢
This may be related to cultural factors.’”® More recent studies have confirmed an elevated risk of PTSD
after abortion, which weakened but persisted after controlling for confounders.?’'*’? In one of these
studies, abortions later in pregnancy were associated with higher PTSD scores®” and in a separate
study, PTSD symptoms remained elevated after 3 years.*™ Incidence of first psychiatric contact for
neurotic, stress-related or somatoform disorder was elevated 2-3 months after an abortion.?”

In a French study comparing surgical versus medical abortion, PTSD scores were not only high at 6
weeks after abortion, but higher in the medical abortion group, even though these women had less
advanced pregnancies.’’ In their review of 48 studies, Daugirdaite et al.’”’ concluded that “Patients with
advanced pregnancies, a history of previous traumas, mental health problems, and adverse psychosocial
profiles should be considered as high risk for developing PTS [posttraumatic stress] and PTSD following
reproductive loss.” The risks of PTS and PTSD in this review were considered alongside other reproductive
losses such as miscarriage, stillbirth, neonatal death, perinatal death, and failed IVE.

Finally, in a self-selected sample of women from Belarus, whom the authors considered to be “highly
traumatized”, 50% were clinically diagnosed with PTSD.?”® This was clearly not a representative
sample, and yet does reveal the severity of trauma that can occur in women who attribute their suffering
to their abortion. Moreover, 10% of women in the sample exhibited delayed PTSD triggered by
“subsequent gynecological problems” that caused difficult emotions about the abortion to resurface.’”
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Substance Abuse and Self-harm

In 1995, a UK study identified an increase in deliberate self-harm after abortion, which includes
substance abuse.*® This was corroborated more recently in the study by Sullins**! and also by Olsson
et al.*® Among women whose first pregnancy was unintended, those who had an abortion were at
greater risk of substance abuse compared with those who carried their unintended pregnancy to term.*?
When pregnancy was assessed in relation to past perinatal loss - which included abortion, stillbirth
and miscarriage - only abortion was found to be associated with an increased risk of substance abuse
during that pregnancy.** Other research has confirmed the relationship between abortion and substance
abuse, perhaps as an attempt to cope with emotional loss.?*%#6387 It may be that of all the mental health
problems related to abortion, substance abuse might contribute most to the community mental health
burden. 9% This was confirmed in 2019 by Sullins who found that apart from suicidal ideation,
substance abuse presented the highest post-abortion risk to women.*!

Mental Health During a Subsequent Pregnancy

Several studies have investigated the impact of abortion on women’s mental health during a subsequent
pregnancy and found an association with depression, anxiety, PTSD, and substance abuse.?>393:394.3%
Pregnancy may be a particularly vulnerable time for some women who may experience difficult
thoughts and emotions about a past pregnancy that ended in abortion. A study by Holmlund et al. found
no such association but suffered from similar selection bias as the Turnaway Study,’*® managing to
recruit only 18.3% of women asked to participate. As in the Turnaway Study, women distressed by
their past abortion would selectively remove themselves from the research.

Other Disorders

Several studies have identified other psychiatric complications following abortion. Women who have
an abortion are at higher risk of psychiatric admission compared with women who carried to term.*73%
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In a Californian study, women who had an abortion were over-represented in treatment categories that
included bipolar disorder, neurotic depression and schizophrenic disorders?** Nevertheless, a major UK
study did not identify any difference in total psychiatric disorders between aborting women and those
who carried to term.*”® With regard to bipolar disorders, some researchers have found an association,*!
while others have not.** Sleep disorders and disturbances are more common in women with a history

of abortion.*®

Several studies have identified relationship problems between couples where there has been a history
of abortion, manifesting as sexual dysfunction.**4034%497 Eyrthermore, some evidence exists for a
‘replacement pregnancy’ phenomenon, where a subsequent pregnancy may be considered a way of
resolving grief and stress about an abortion.**®

Past Psychiatric History

Several studies have made the claim that it is not abortion per se that has an adverse impact on mental
health outcomes, but instead women who access abortion already have poor mental health. For
example, Danish researchers showed that the incidence of first psychiatric contact did not change

pre versus post abortion.*” However, there are significant weaknesses with the study, and others by
the same group, that limit the conclusions that can be drawn.*"°

Nevertheless, Nilsen et al have identified a link between prior adolescent substance abuse and
likelihood of having an abortion.*!! In addition, work by Ditzhuijzen and co-workers has likewise
found that women with a history of psychiatric ill health are over-represented among those who
have abortions.*'>#34!4 Even so, caution needs to be applied, as for one of these studies*" the
response rate was just 13%, pointing to significant risk of selection bias.

Despite the controversy over this issue, as noted earlier, some women describe their own experiences
of abortion as linked to mental harm.*'6:417:418:419
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The Special Case of Abortion for Foetal Abnormality

There is a solid body of evidence showing that when an abortion is undertaken for reasons of foetal
abnormality the after-effects can be particularly traumatic.**#*'4?2 Health professionals need to be
aware that strong and persisting grief is likely, similar to that experienced for a stillbirth, but with
the additional factor that the abortion was chosen.*3424425

Most women undergoing such procedures experience a range of difficult emotions including sadness,
meaninglessness, loneliness, tiredness, grief, anger and frustration.**

Prior to late termination, women report feeling guilt, fear, anguish, unreality, relief, desperation,
emptiness, and other conflicting emotions. 40% of women had only negative emotions.*”’

In a Scottish study, a majority of men and women experienced negative emotional responses and
somatic complaints, including problems in their sexual relationships.*** Among women, 40%
experienced coping problems lasting more than 12 months. But the effects can last much longer.
For example, Dutch researchers found that grief and post-traumatic symptoms remained between

2 and 7 years after the event.*” In the same study, greater psychological distress was experienced by
women when the foetus was at a more advanced gestational age. Other researchers found, contrary
to expectations, that traumatic stress at 4 years was not significantly different to that experienced at
14 days.* Recent research by the same group*' has shown, using functional MRI, that the neural
activation pathways underlying grief in women who terminated their pregnancies because of foetal
abnormality are the same as those involved in physical pain.

More recent prospective research has identified adverse experiences following abortion for foetal
anomaly. At four months, 8.8% experienced grief, 45.8% showed symptoms of posttraumatic stress,
12.2% exhibited psychological malfunctioning, and 27.9% had depression.**? These symptoms
declined over the following year.

Sometimes, during medical abortion for foetal abnormality, a baby is born alive. In the UK, live
births following abortion were reported in 2.2% of abortions for foetal abnormality overall, and
4.8% of abortions without prior feticide. When an infant is live born after termination, the baby
is provided with comfort care until death in the delivery suite, usually around one hour after birth**
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ABORTION STATISTICS FOR ENGLAND AND WALES 2019

There were 207,384 abortions for women resident in England and Wales, the highest number since the
Abortion Act was introduced.

The age standardised abortion rate for residents is 18.0 per 1,000 women, the highest rate since the
Abortion Act was introduced. The abortion rate for women aged under 18 is the same as in 2018 (8.1
per 1,000), but has increased for women over 35 (from 9.2 to 9.7 per 1,000 between 2018 and 2019).

99% of abortions in England & Wales were funded by the NHS in 2019, with 74% of all abortions
taking place in the independent sector. 73% of abortions were medically induced; which increased
from 71% in 2018, and increasing by 33 percentage points since 2009.4*

SUMMARY

Abortion is associated with a wide range of adverse physical and psychological outcomes. While
research proving causality is limited, and much research in this field is yet to be conducted, there is
already a large body of evidence describing the adverse outcomes. Women are entitled to be made
aware of all the associated risks. Furthermore, because women who present for abortion are often
ambivalent, and ambivalence is a known risk factor for later adverse effects, it is imperative that health
professionals provide all relevant information. The nature of abortion, with its complex medical, social,
legal and ethical dimensions demands extra care on the part of health professionals.

434 Abortion Statistics for England and Wales: 2019, Department of Health and Social Care, 11 June 2020 https://www.gov.uk/government/statistics/abortion-
statistics-for-england-and-wales-2019
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