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1. About this paper

This paper is an evaluation of recent published research on aspects of abortion related to women’s
health and wellbeing, both in Australia and overseas in developed countries in which abortion is
legal or extensively practised. Generally, references are limited to the past fifteen years, although in a
few cases where evidence is scant, earlier references are used.

This research has been compiled for the purpose of generating informed debate about the way in
which abortion is practised and some of the issues faced by pregnant women in Australia. It is
hoped that recommendations may be developed which enable recognition of the potential abortion-
related health risks to women and, more broadly, address structural conditions which impact on a
woman’s ability to make a free and fully informed decision. To conclude, a future research agenda is

proposed.

2. Summary

Differences in demographic and social patterns are observable between women who have abortions
and women who don’t. Research has established some of the motivations underlying abortion
decisions.

e Many abortion decisions are motivated by a lack of emotional, social and material support.

e Research does not support the idea that abortion is always for ‘unintended’ or ‘unwanted’
pregnancies.

* Asignificant number of women are ambivalent about their pregnancy and the abortion
decision, and this ambivalence can continue for many years afterwards.

* A substantial number of women undergo abortion while also being morally opposed to the
practice.

 Financial concerns are a major motivator for abortion.

* Many women believe that continuing with a pregnancy will jeopardise their plans for work
and study. This suggests that schools, universities and workplaces are generally unsupportive
of pregnant women and mothers.

e Women have concerns about becoming single mothers, suggesting a lack of support from
men in many cases, and a lack of community support for single motherhood.

* Abortion is strongly associated with domestic violence and abuse of women.

* Poor-quality intimate relationships motivate many women to seek abortion.

e Depression and depressed mood is common during pregnancy and may be related to
abortion decisions.

* Relatively few abortions occur for reasons of foetal disability. However, numbers can be
expected to rise with increased availability and variety of prenatal tests. Such abortion
decisions are related to how society tolerates disability and difference, and society’s
expectations for women to undergo prenatal testing and, implicitly, abortion.

e Very little is known about the choice and effect of abortion after sexual assault.
y

There are risks of physical harm associated with abortion.

 There appear to be more deaths from all causes, including suicide and homicide, after
abortion, compared with childbirth.

* Research has established that abortion is associated with a variety of significant physical risks,
including premature delivery, infection (which may lead to infertility, particularly in the
presence of genital infection), uterine perforation, placenta previa, and possibly miscarriage
and low birth weight in future pregnancies.
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e A first pregnancy carried to full term provides a degree of protection against breast cancer.
Many studies have identified an increased risk of breast cancer associated with the early
abortion of a first pregnancy. Other studies have shown no risk.

There is also substantial evidence of psychological harm associated with abortion.

* Abortion results in short-term relief for most women, usually accompanied by negative
emotions. Such relief tends to be transient.

* Ten to twenty percent of women suffer from severe negative psychological complications after
abortion, despite the frequent presence of relief soon after the abortion.

*  Many more women experience emotional distress immediately after the abortion and in
months following. Women experience a range of negative emotions after abortion including
sadness, loneliness, shame, guilt, grief, doubt and regret.

*  Depression and anxiety are experienced by substantial numbers of women after abortion.

e For a small proportion of women, abortion triggers Post-Traumatic Stress Disorder.

*  After abortion women have an increased risk of psychiatric problems including bipolar
disorder, neurotic depression, depressive psychosis and schizophrenia.

*  Women who have experienced abortion also have an increased risk of substance abuse and
selfharm. This is particularly true during a subsequent pregnancy.

* Abortion for foetal disability is particularly traumatic and can be psychologically damaging
for women.

* Itis possible to identify a list of risk factors which put women at increased risk of
psychological harm from abortion: for example, a lack of emotional and social support,
ambivalence and difficulty making the decision to abort, relationship violence, and a history
of psychiatric illness.

* Clinical case studies and stories written and told by many women confirm these empirical
findings regarding the psychological harms of abortion.

Most research has investigated the negative effects of abortion and so tangible benefits have not yet

been established.

Chemical abortion may have additional impacts on women’s psychological well-being.

There are a variety of ways to interpret and apply the evidence that abortion can have a net harmful
impact on large numbers of women.

3. Motives underlying abortion decisions

“Reasons women give for why they seek abortion are often far more complex than simply not
intending to become pregnant.”’

Abortion decisions are not random occurrences. There are differences in demographic and social
patterns among women who have abortions and women who do not.>** These patterns provide
clues as to how to address and relieve some of the pressures that can bias a decision in favour of
abortion.

Evidence demonstrates that ‘unintended’ pregnancy is not the simple cause of abortion. Women’s
decisions are not independent of their circumstances and the influences of people around them.
Research suggests that abortion is considered by women because of a lack of freedom to pursue
motherhood, lack of emotional and financial support and other barriers to giving birth (see the
following sections on finances, study and work, and relationships).

Specified medical conditions, foetal abnormality and rape are ‘hard cases’ that motivate relatively few
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abortions.®> Notwithstanding the difficulties and challenges involved in all of these situations, the
vast majority of abortions are performed on healthy mothers and babies.

An Australian research project suggests that women primarily have abortions because they perceive
that having a baby would jeopardise their future, they believe they could not cope with a baby, they
don’t want others to know they are pregnant, or they can’t afford to have a baby.® For women of all
ages, relationship problems are an important factor in abortion decision-making.

The following table summarises some of the findings from a 1995 Australian research project,
involving women presenting at an abortion clinic:®

Endorsement of ‘pro-terminate’ items of balance sheet (n=20).

Statement True for situation Considered Considered very much
(%) (%) (%)
Continuing jeopardize future 100 100 80
Believe my right to choose 100 90 60
Know termination of pregnancy safe, simple 95 75 60
Could not cope 90 90 70
Not want others to know pregnant 85 60 35
Can’t afford financially 75 70 60
Know women who aborted, did well 75 70 40
Pregnancy has no real form yet 75 70 45
Important others would suffer 65 55 35
Partner could not cope 65 55 25
Would be a single mother 55 40 35
Too young 45 45 24
Relationship unstable or new 45 45 30
Do not have support to continue 45 40 20
Worried not be a good mother 40 40 35
Relationship at risk if continue 35 25 10
Others say should terminate 35 20 15
Really scared of childbirth 35 25 20
Coped well with previous TOP 30 25 10
Health would suffer 20 15 10
Do not ever want (more) children 20 15 10
Too old 15 15 10

Not want involvement with partner in conception
Result of forced sex

Worried about health of pregnancy

AV ANV, RV, V)

Not want others to know had sex

A lack of support features prominently in this list: “could not cope”, “can’t afford financially”, “do
not have support to continue”, and “relationship at risk if continue”. Other reasons are related to
lack of self-confidence: “could not cope” and “would not be a good mother”. From a cognitive
behavioural perspective, it is interesting to note that some of these statements may not be true facts,
though this does not, of course, invalidate the woman’s perception of them as true (e.g. “know
termination of pregnancy safe, simple”, and “pregnancy has no real form yet”).

Other statements may also represent beliefs or fears (e.g. ‘too old’, ‘too young’) relating to the
individual’s circumstances and feelings rather than being objectively true across the population (e.g.
others of the same age may not seek abortion). Coercion, explicit and implicit, is also evident: e.g.
“others say should terminate,” “result of forced sex”, “relationship at risk if continue”, “do not want
others to know pregnant” and “partner could not cope.”

It is noteworthy that all 20 women secking abortion believed that giving birth would jeopardise
their futures. This belief, however, is not an inevitable outcome but, rather, a subjective assessment
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of how pregnancy and motherhood, to the best of her knowledge, might fit with a woman’s hopes,
dreams and aspirations. On the other hand, few women were aware of the potential harm. This
demonstrates the critical importance of fully informing a woman, before she proceeds with abortion,
about all the possible effects of abortion on her health and well-being, and on all the options and
alternatives available to her.

3.1. ‘Unwanted’, ‘unplanned’ and ‘unintended’ pregnancies

Pregnancy “intendedness” is a notion that cannot be used accurately in discussions of abortion.”
Much research literature uses the terms “planned”, “unplanned”, “intended”, “unintended”,
“wanted”, “unwanted”, and the concept of “planning” as self-evident and unproblematic.® But for a
growing number of researchers, the concept of pregnancy intendedness is in transition: it is no longer
thought correct or useful to assume that becoming pregnant is a rational activity based on planning
and forethought.” For this reason, a simplistic focus on contraception and sex education to reduce
the unintended pregnancy rate, and therefore to reduce the abortion rate, is unlikely to be successtul
on its own.

For example, in one empirical study, the intendedness of a woman’s pregnancy and her adjustment
to, and happiness with, her pregnancy did not appear to be closely linked."

In a 2002 study of UK women who had either given birth or had an abortion, most did not use

the terms ‘planned’, ‘unplanned’, ‘intended’, ‘unintended’, ‘wanted” or ‘unwanted’ to classify their
pregnancies. Only 13 of the 47 women interviewed used these terms at all. Three women used the
term ‘intended’; all were married, over 30, and held university degrees. Eight women used the terms
‘unplanned’ or ‘unintended’. These women varied in age from 17 to 37, varied in education, and
had pregnancies that were either carried to term or terminated. The researchers conclude that these
terms are not spontaneously used by women. Many women found it difficult to define a “wanted”
pregnancy, and the term “unwanted” provoked a strong emotional reaction and disagreement among
women.®

Only eight of the 47 women applied the term ‘unwanted’ to their pregnancies, and some with
reservation. All were terminating. Eleven of the 19 women having abortions chose 70z to apply the
term ‘unwanted’. One woman expressed it thus: “it’s not that I don’t want the baby, it’s that I can’t
have it... well not ‘can’t, that’s another word I should put in, but it’s not within my means to have
it, and [ think it’s for the baby’s best. But I think ‘unwanted’... it’s not that I don’t want it at all. I
love it just as much because, you know, if I could have it, and I would love to be able to have it, so

I think ‘unwanted’ is a bit of a kind of harsh word in my head.” Barrett and Wellings noted that
“women’s reluctance to apply the term ‘unwanted’ is interesting in light of the way in which the
term ‘unwanted’ is often used as a euphemism for pregnancies ending in abortion in the medical
literature”.®

Barrett and Wellings concluded also that the women in their study expected four criteria to be met
for a pregnancy to be ‘planned’:

1) they all stated they had a clear intention to become pregnant;

2) they had not used contraception in order to become pregnant;

3) they had discussed and agreed with their partners that they would try to conceive;

4) they had all made wide lifestyle preparations or reached the right time in their life.

They also found that some women did not want to plan pregnancy — they wanted it to be a surprise.
There was evidence of resistance to family planning among some women.

A US study from 2001 is useful because of its unique approach — it considered women’s retrospective
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attitudes towards their children’s births. "' Over time the women’s attitudes changed, more often
toward more favourable reports (15 percent more positive versus 10 percent more negative). The
author found that there was a “disturbingly high frequency (from the point of view of consistency)
— 19% for last pregnancies and 27% for next-to-last pregnancies — of women whose pregnancy was
reported as ‘unwanted” who said they reacted to the event by being happy, thrilled or glad, or by
thinking how nice it was”. The results suggest that women were likely to reclassify their unintended
or unwanted pregnancies later as ‘wanted’ or ‘intended’. Women rarely reclassified their originally
‘intended’ pregnancies. The authors conclude that “it suggests considerable inconsistency between
prospective and retrospective measures of the same event, either in the form of rationalization of the
result, or in widespread changes of intention.”

Some studies have also found that many women do not use any method of birth control despite their
lack of conscious or stated intention for pregnancy.”

3.2. Ambivalence in decision making during preghancy

Many researchers have found that the decision to abort is marked by a high degree of ambivalence
(being unsure, or ‘in two minds’).> > This is normal in almost all major life decisions, of which
abortion is one.'® However, ambivalence within the abortion decision-making process should still be
of concern to policymakers and service providers. This is because of the solid evidence of potentially
severe effects of abortion for women who were unsure about their decision. It also highlights the
need for women to be fully informed about abortion and all alternatives before making a decision.

Ambivalence is common in early pregnancy, even for many women whose pregnancies are
specifically planned or wanted. Women’s attitudes towards the pregnancy and the baby appear to
change over time, even during pregnancy.” Some researchers report: “Of particular concern is the
finding that women who reported their pregnancies as mistimed or unwanted were so much more
likely to change their reports over time (to report the pregnancy as wanted) than were women who
initially said that their pregnancies had been well timed.”"!

A Swedish study found that nearly a third of women seeking abortion reported contradictory
feelings, both positive and negative, towards their pregnancy. Nearly half (46%) of all the women
seeking abortion expressed a conflict of conscience in seeking abortion.”® Among 1,446 women
applying for abortion in Sweden, almost one in ten changed their minds."” Another Swedish study,
involving 854 women one year after abortion, found that 19.8% were still undecided as to whether
they had made the right decision. *°

One large study found a decreasing level of decision satisfaction over a two-year period after
abortion. However, these results must be viewed with caution, as the study achieved only a 50%
retention rate over 2 years (other research suggests that women who withdraw from post-abortion
studies are most likely to experience most distress, therefore studies with low retention rates may
underestimate the negative effects of abortion*'). At one month post-abortion, 10.8% of women
were dissatisfied and felt they had made the wrong decision, and 10.5% were neutral about their
decision. At 2 years, 16.3% of women were dissatisfied and felt they had made the wrong decision.
Nineteen percent of women said they would definitely not or probably not have the abortion again if
they had to make the decision over, and 12% were undecided.”

In a Swedish study, women who were ambivalent about their decision more often stated that their
decision might have been different under alternative personal circumstances, for example, if the
partner had wanted the baby or if finances had been better. Among these women, ambivalence
about the abortion decision was associated with pressure from other people, particularly the male

partner, and a negative attitude towards abortion. *’
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Another study showed that personal finances, housing conditions and pressure from a partner were
significant reasons for abortion among ambivalent women.”* However, another Swedish study
found that women who changed their minds about abortion (i.e. applied for abortion but didn’t go
through with it) were most often initially motivated to have an abortion because their partner did
not want the baby.”

Among 196 women who had a termination for foetal abnormality in The Netherlands, 8% reported
feelings of regret and 10% reported feelings of doubt about their decision.** Among 83 women
having abortion for foetal malformation in Germany, eight expressed retrospective doubts about the
decision, and one felt she had made the wrong decision.”

Ambivalence among pregnant women, including those seeking abortion, is common and should
inform considerations about abortion service delivery. The prevalence of ambivalence is a concrete
indicator of the complexity of decisions made during pregnancy and underscores the need for
information, accessible counselling and professional support to aid a woman’s decision making by
presenting alternative strategies to address external coercive factors such as finances, housing options,
or lack of support.

Moreover, a substantial evidence base shows that ambivalence and difficulty arriving at the decision
to abort are risk factors for long-term psychological distress following abortion.?* 26132724 For
example, among US college students (including women who had had an abortion and men whose
partners had had an abortion), the only predictor of increased anxiety after abortion for women was
a lack of feeling comfortable with the decision.”® A Dutch study showed that women who reported
feelings of doubt about their decision were over-represented in the group with post-traumatic stress
symptoms. The authors of this study emphasise the importance of adequate psychological support
and guidance from the caregiver during the decision-making process “in order to avoid impulsive
and not fully internalised decisions”.*

3.3. Moral position on abortion

Interestingly, there is evidence that a substantial number of women have abortions despite being
personally opposed to abortion.?®3%3! In an Australian study, five of the 20 women interviewed
(all of them attending a clinic for an abortion) stated that “abortion is against my beliefs”.* In a
Norwegian study, 13% of women undergoing abortion were opposed to the law allowing abortion
on demand.”

It is, therefore, reasonable to assume that there were other powerful influences in these women’s
lives that motivated them to seek abortion, rather than abortion being a free, uncoerced choice or a
straightforward and preferred option. Attention should be given to the pressures causing women to
seek abortion, particularly for those women for whom abortion conflicts with their moral beliefs.

3.4. Finances

Research suggests that one of the most common motivations for abortion is financial concerns, that
is, the reality or perception by the mother that she can’t afford to raise a baby. 3> ¢ This might be
related to the costs of raising a child, or to lost earnings, or both.

In New South Wales, in a study of 2,249 women having abortions in 1995, 60% gave the reason
“can’t afford a baby now”.? This was by far the most common motivation.

In Australia and overseas, older women are more likely to cite completed family, work (pressures of
work, or necessity to earn an income), and problems in their relationships with the partner as reasons
for abortion.>* This may indicate that women feel they cannot have as many children as they
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want, frequently on affordability grounds. Anecdotal evidence from abortion providers suggests that
increasing numbers of partnered women over 30 in Australia are choosing to limit their family size
by terminating pregnancies for economic reasons.*

Australia could be similar to other developed countries where the high cost of housing can affect
women’s options for caring for children. One Swedish study showed that women living in crowded
housing situations chose abortion more than twice as often as women living in spacious conditions.”
The high cost of housing may force women to work when they would rather have children or care
for their families at home. It may also force women to live in smaller homes than they would like or
need.

In Scotland, a retrospective study sought to identify women who were at risk of repeat abortion. The
authors found that, apart from age and parity which tend to be confounded, deprivation was the
most important predictor of repeat abortion.®

3.5. Study and work

The desire to study and work is often a reason given for abortion,* suggesting that many women feel
that pregnancy and motherhood are not compatible with study and work. This could be because
structural barriers prevent them from achieving both, or that women want to devote most or all of
their time to their family when they have one.

All 20 of the women interviewed in an Australian study (who were attending for abortion) agreed
with the statement “continuing the pregnancy would jeopardize my career, study or future plans”.®

Younger women are more likely to cite youth, career, single parenthood and changes to lifestyle as

a reason for abortion.>* This might simply reflect their preference for abortion over childbearing.
However, there are alternative interpretations. For example, schools, universities, workplaces

and careers may not be welcoming of mothers. Relationship instability, including the threat of
abandonment by men, is certainly a real problem for young women. And perhaps young women fear
an unknown future, dramatic changes to lifestyle and the perceived ‘loss of self” when becoming a
mother.

3.6. Wanting the best for their children

International research shows that some termination decisions are motivated by the desire to provide
children with a safe and positive environment. If a woman is poor, or in a dysfunctional or violent
domestic situation, she may seek abortion because she does not feel able to provide her child with an
ideal upbringing.3®3” ' There is evidence that women don’t want to raise children as a single mother,
whether because of potential practical, financial or emotional difficulties, or stigmatisation.'s 3
There is also evidence that women believe their children have a right to be wanted and loved by both
parents and raised in a caring environment.'®

Again, these findings may relate to a lack of emotional, financial and community support for women
to have children. They suggest frequent abandonment of women by men, and that communities

are economically and professionally structured such that single motherhood seems too difficult to
pursue, and that women are inadequate if they provide anything less than the perceived ideal.

3.7. Domestic violence and abuse

Abortion, particularly repeat abortion, has a strong established relationship with domestic violence in
many countries, including Australia.’® 3% 40 41,4243
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A woman who is a victim of domestic violence may have an abortion for various reasons related to
the abuse:*®
1. because the current or past pregnancies precipitated increased violence
due to fear that the foetus will be harmed by violence
due to coercion from an abuser

because the pregnancy was the result of rape

DA G

based on her lack of desire to have a child with an abuser, and/or her fears regarding this
prospect.

Research has found that it may be that pregnant abused women do not want their children to suffer
in the same abusive domestic situation and therefore seek abortion, or that these women are more
likely to experience coerced sex, or that they are coerced into abortion, or all of these at once.** Also,
an English study found that almost 2% of requests for termination may have been due to forced sex.*?

In an Australian study, 1,014 women were interviewed during pregnancy and followed up after
delivery. Women reporting past abuse or abuse during pregnancy were compared with non-abused
women. The study found that abused women had a higher incidence of two or more pregnancy
terminations.*4

Another recent study of 14,784 Australian women aged 18 to 23 years found that pregnancy loss,
whether miscarriage or termination, was associated with the experience of violence. The authors
recommend that when young women present with pregnancy, health providers should inquire about
violence and be prepared to offer support.’

A sample of 486 women seeking abortion in the US found that the prevalence of self-reported

abuse was 39.5%. Women with an abuse history were more likely than non-abused women to cite
relationship issues as a reason for seeking termination. This study also found that women were much
more likely to identify themselves as ‘abused’ when given a paper survey compared with being asked
directly, a relevant finding for screening and intervention programs. The authors suggest that past or
present abusive relationships influence women’s decisions to seek abortion.?’

Several researchers recommend systematic identification of a history of abuse among women seeking
abortion, with the concurrent provision of information about interventions, safety and referral for
counselling.?” 41424

A Canadian study investigated the possibility of universal screening for domestic violence in an
abortion clinic, and found it to be feasible but challenging.*® The authors note that simply asking
questions about abuse is an intervention, because this communicates that domestic abuse is an
important issue. This study found some difhiculties in universal screening at the abortion clinic.
Staff compliance with the policy was low, with staff asking the questions of only 254 of the 499
women attending for abortion. About half the reasons given for not asking were “patient centred”
reasons, such as poor English skills, the partner being present, or the woman being too emotionally
distraught. About half the reasons were counsellor related, such as the counselor feeling rushed
during the session, or feeling that rapport was not established. In some cases the counsellors “ran
out of energy” to ask the questions. Nevertheless, the counselors found that overall, women were
receptive to the screening.*

Others recommend routine prenatal visits as opportunities for trust-building between women and
healthcare professionals, and therefore counseling and intervention for those who disclose abuse.””
“ However, the presence of a male partner or other perpetrator at pre-abortion interviews may well
present an insurmountable problem for women in disclosing abuse or coercion, as may the lack of a
trusted relationship with the abortion provider.*®
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A recent major Australian report on the social, economic and safety needs of women during
pregnancy provides a detailed picture of the extent, level and nature of violence against women
during pregnancy. The author cautions against careless implementation of screening programs in
the context of pregnancy healthcare services. Her research and experience suggests that women will
only discuss violence in the context of a trusted relationship (unless the violence is severe and the
woman has already sought help). Hence, routine screening may or may not create the appropriate
safe environment for women to speak freely about abuse.”

Dr Angela Taft wrote a major paper on violence against Australian women in pregnancy and after
childbirth in 2002. She states that 4-9% of pregnant women experience domestic violence, and that
a higher proportion of abused women than non-abused women seek abortion. She argues, however,
that “we do not have the evidence to recommend partner abuse screening as policy at present”
(referring to health services in general, not specifically to abortion services). This recommendation
is based partly on evidence suggesting that most women do not disclose abuse, and if the response
from a health professional is unsupportive or judgmental it may discourage the woman from seeking
help for a long time.”®

3.8. Relationships and abortion

Problems with the quality of intimate relationships, including lack of commitment from a male
partner, or physical, psychological and sexual violence, appear to be a major contributor to abortion
in Australia and overseas.'* 3 1.3

A major factor in a woman’s decision about her pregnancy is the influence of the people closest to
her, especially her partner. Research shows that in making the decision, women assess the likely level
of emotional and financial support from their partner. If the partner doesn’t want the pregnancy,

or will give no financial support, the woman is more likely to view her pregnancy as ‘unwanted’”!
Research suggests that the male partner has a direct influence on a woman’s desire for pregnancy and
childbearing and on a woman’s attitude towards an unplanned pregnancy.’?

An Australian study of teenagers’ pregnancy resolution decisions found that most young women,
whether choosing abortion or childbirth, reported that they arrived at the decision entirely on their
own. However, the authors stated that it was clear that these decisions were occurring within the
context of a family and partner relationship, and in reality these external factors influenced the
teenagers decisions. Most significant was direct influence from the partner.?

A Swedish study found that women who changed their minds about abortion (i.e. applied for
abortion but didn’t go through with it) were most often initially motivated to have an abortion
because their partner did not want the baby."” This suggests that these women were at first prepared
to have an abortion because of lack of support, or perhaps even a request or demand, from their
partners. However, given some time, the women decided not to accede to this pressure.

Another Swedish study found that, among 103 women undergoing termination, “partner
relationship” was the most common reason given. This included a relationship with no future or
viewed as too recent, the ambivalence of the partner towards a pregnancy, his non-commitment to
paternity, or a pre-existing situation of crisis such as separation or divorce.*

Relationships can also influence a woman’s perspective on whether her pregnancy was planned or
unplanned. For example, a US study of pregnancy intendedness found that “those who had been
unmarried at both interviews were more likely to shift their reports from intended to unintended
than were women who were married at both interviews. This may be the result of disappointed
expectations regarding the stability of the relationships out of which the babies were born.”"!
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The strength and quality of women’s relationships are important factors in the abortion decision.
An Australian study found that 30% of women having an abortion had considered, as an argument
against having an abortion, that the partner relationship was stable and caring. Feeling that her
partner could cope with a baby was also an important argument against abortion for these women.
This Australian study is extremely useful in identifying the correlates between women’s feelings
about motherhood and the realities of their lives. In relation to their own present decision to have
an abortion, the statement “I could not cope” was strongly related to “I do not have emotional and
practical support”. Eighteen of the 20 women said that they could not cope with a baby, and this
was an important reason for having an abortion. °

3.9. Depressed mood during pregnancy

Depressed mood during pregnancy is common, although often temporary, and is related to
hormonal changes during pregnancy as well as the stresses of pregnancy, impending birth, and

other coincident life events. Bonari ez a/ cite estimates of prevalences ranging from 10% to 25% of
pregnant women (who did not seek abortion).” Marcus ez a/ found that 1 in 5 pregnant women
(not seeking abortion) experience depressed mood yet few are diagnosed with clinical depression or
seek treatment.’® Evans e a/ studied a population of 14,541 pregnant women in England, and found
depressive symptoms in 11.8% at 18 weeks and 13.5% at 32 weeks gestation. The rate of depressive
symptoms after childbirth was lower than during pregnancy.””

In a study of women undergoing second-trimester abortion for foetal abnormality, there was a high
rate of depression at enrolment in the study (61.9% of women electing surgical termination, and
53.8% of women electing medical termination). At 4 months the prevalence was 23.5% for surgical
versus 14.3% for medical, and 27.3% for surgical versus 20% for medical at 12 months.®

Ross ez al propose a biopsychosocial model of depression during pregnancy and the postpartum
period, suggesting that “variance in depressive symptoms can be best accounted for by the indirect
effects of biological risk factors on psychosocial variables and anxiety. These biological variables
could alter sensitivity to environmental stressors, such as lack of social support, and in this way,
determine the threshold for developing symptoms of depression or anxiety during pregnancy.”’

Depression and other types of mental illness can be related to cognitive distortions which may affect
decision-making capacity.” It is therefore highly relevant to consider the possibility of undetected
and untreated depression amongst women seeking abortion. There are effective non-pharmacological
interventions for depression, including counseling, physical activity and support services.
Antidepressants may benefit pregnant women with severe depression.”

Academics and health professionals are considering and proposing routine screening for depression in
prenatal clinics.”® In Australia, this includes the Beyond Blue Postnatal Depression Program, which is
trialing the use of a simple screening tool to identify pregnant women at risk of antenatal and postnatal
depression.®® Similar research might also be beneficial if directed towards women considering abortion.

3.10. Abortion for disability or disease in the foetus

Abortion for congenital abnormality or other health indications in the foetus comprise relatively
few of state and national totals. Nonetheless, these occurrences are worthy of research attention
and consideration of more supportive and beneficial policies and practices. Currently, research
and women’s experiences highlight the routinisation and expectations of participation in prenatal

6162 3 lack of information for women undergoing screening or who have

63, 64, 65

screening and abortion

received positive results , subtle and not-so-subtle pressure on women to choose abortion if
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their baby has suspected disability or disease,** and a commonly-noted lack of support for families
and individuals living with disability in our community.

This growing body of evidence suggests that the reasons for women’s choice of abortion in these
situations are more complex than simply not wanting to have a child with that particular disability.

Some research has questioned whether women feel that abortion for suspected abnormality is even

a free choice. A Netherlands study involved interviews with 30 women who underwent abortion at
24 weeks or later (compared with 30 women who underwent induced delivery resulting in perinatal
death). Of the abortion group, 18 reported that this was the outcome of a decision process, while 12
(40%) reported that they “had no choice”.*®

There are significant pressures on women, apart from personal preference, to avoid being mothers of
children with disease or disability. New prenatal testing technologies mean that women now have
the responsibility to make the decision to give birth or not. It is therefore reasonable to predict that
women will be increasingly seen as responsible for the births of children with disability or disease.
Furthermore, if children are considered to have an illness which is perceived to be ‘preventable’, they
may be considered less worthy of help both by health professionals and others.

A multi-national study has already provided evidence that this is happening. Marteau ez a/ explored
the idea of astribution in relation to the birth of disabled children. Attribution is the tendency for
people to seek an explanation for an unexpected and negative event. Specifically, “attribution theory
predicts that more help will be given when dependency is attributed to factors such as lack of ability
on the victim’s part (internal but uncontrollable cause), than when it is attributed to a lack of effort
on the victim’s part (internal and controllable cause).””

Marteau’s study involved the completion of hypothetical case studies by three groups: pregnant
women, men and women from the general community, and geneticists, from Germany, Portugal
and the UK (also included were obstetricians from the UK). In all three countries, and for all study
groups, the mother’s history of prenatal screening was the single most important factor influencing
attributions of control and blame following the birth of a child with Down Syndrome. These results
suggest that both health professionals and lay people make judgments about women’s roles in the
birth of children with disabilities. The authors conclude that “the results of the current study would
suggest that less help will be given to parents who decline testing because the outcome, giving birth
to a child with a condition for which prenatal screening and selective termination are available, is
seen as preventable.”’

Lippman has similarly argued that “the provision of prenatal testing for fetal abnormality and
selective termination of affected fetuses will result in mothers being blamed for giving birth to
children with disabilities.”®®

As genetic research and prenatal screening technology develops, the range of available prenatal tests
will expand, including probably the range of tests which become routine in Australian antenatal
care. Women will therefore be faced with more decisions about what, if any, testing should be
undertaken on their children and whether or not to proceed with an abortion in the case of detected
or suspected abnormality.

3.11. Rape, incest, and coerced sex

While abortion for rape or incest is relatively uncommon, sexual coercion is alarmingly common in
Australia. In a recent representative sample of Australian women, 21.1% of women had experienced
sexual coercion (i.e. forced or frightened into unwanted sexual activity) and 10.3% had been coerced
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when aged 16 or younger.”” A Swedish study found that 12% of women seeking abortion had
become pregnant in a situation where they had felt pressured or threatened by the man."

However it is premature to assume that a woman pregnant through rape and incest will benefit
from abortion. There is currently no evidence that it heals the woman’s pain or provides any other
benefits.

Overall, there is very little research on this topic, perhaps due to an assumption that abortion is
always the best option for a woman pregnant through rape.

There is also very little documentation of the experiences of women who have become pregnant

as a result of rape and have chosen either abortion or birth. However, one book documents

the experiences of almost 200 women who were raped and became pregnant, including women

who continued the pregnancy, as well as some who underwent abortion. Nearly all the women
interviewed said they regretted aborting their babies conceived through rape or incest. On the other
hand, among the women who carried their pregnancies to term, not one expressed regret about that
choice. Reardon writes that “many women report that their abortions felt like a degrading form of
‘medical rape’... Abortion involves a painful intrusion into a woman’s sexual organs by a masked
stranger ... For many women this experiential association between abortion and sexual assault is very
strong ... Women with a history of sexual assault are likely to experience greater distress during and
after an abortion than are other women.””

There is some evidence from India that abortion as an option facilitates and perpetuates the
continuation of rape and violence in intimate relationships.”! While this sample is socially and
demographically different from Australian women, it highlights the potential for such situations
here.

4. Effects of abortion (physical and psychological)

The published research on the outcomes of abortion for women is enormously varied in quality and
scope. It is important to be alert to researcher bias, poor methodologies and use of non-standardised
measures.

The NHMRC’s General Guidelines for Medical Practitioners on Providing Information to Patients
identifies several types of information which doctors should discuss with the patients which are
relevant to women considering abortion:

e the expected benefits

e common side effects and material risks of any intervention

e other options for investigation, diagnosis and treatment

e the degree of uncertainty about the therapeutic outcome

e any significant long term physical, emotional, mental, social, sexual, or other outcome which
may be associated with a proposed intervention.”

The Guidelines state that “doctors should give information about the risks of any intervention,
especially those that are likely to influence the patient’s decisions. Known risks should be disclosed
when an adverse outcome is common even though the detriment is slight, or when an adverse
outcome is severe even though its occurrence is rare.”

An Australian study suggests that while all women have been told, and apparently believe, that
abortion is a very safe and simple procedure, many (8 of 20) intuitively worry that it might damage
them emotionally or physically and many others (10 of 20) are ‘really scared’ of the abortion
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procedure.® Women need objective and unbiased information in order to make fully informed
decisions about pregnancy and birth.

4.1. Physical harm

The risks of abortion vary according to the method used and the gestation at which the procedure
occurs. Early abortions are generally considered to be very safe. However, any complications must
be considered in the light of the fact that abortion is a procedure almost always performed on a
healthy woman, with no proven therapeutic benefit for her.

4.1.1. Death

There is a risk of death with all methods of termination. Additionally, there are more deaths from all
causes, including suicide, after abortion, compared with childbirth, although this research has not
confirmed causality.”>”*7> There is also some evidence that deaths from abortion are unlikely to be
identified as resulting from the abortion.”®””

A 1996 study in Finland linked suicides with the Finnish birth, abortion and hospital discharge
registry, to examine the relationship between suicide and a woman’s pregnancy status the year before
death. The authors found that the suicide rate after an abortion was three times the general suicide
rate and six times that associated with birth. Among those women who committed suicide after
abortion, divorced women and women of low social class (based on the woman’s occupation) were
over-represented. Women who had given birth had half the suicide rate of women who had not been
pregnant the year before death.”

US researchers carried out a similar study using data from the Californian state-funded health
insurance system, Medi-Cal. A major difference in this study was that the authors sought to
examine the effects of pregnancy over a longer period. Primary analysis showed that deaths from all
causes in the eight years after the first known pregnancy outcome were significantly higher among
women with a history of abortion. After stratifying by cause of death, it could be seen that women
who had had abortions and no births had the highest death rates for both natural and violent causes.
When comparing women who had births only with women who had abortions only, during the
eight-year period after the first pregnancy, women who aborted were 62% more likely to die from all
causes. The researchers conclude that childbirth without any pregnancy loss may have a protective
effect against death; conversely, abortion without any childbirth may increase risk of death.”?

The US authors pose several potential explanations. The first possibility is that women who have
children may be less likely to take risks, and may take better care of their own health. Secondly,
abortion may be associated with other stress factors that increase the risk of death. The third
possibility is that a higher death rate after abortion may be caused by psychological stresses resulting
from the abortion such as unresolved guilt, grief, or depression, and perhaps substance abuse.

A recent systematic review found that there is no standardised method used to identify pregnancy

at the time of a woman’s death or close to the time of a woman’s death.”® Death certificates may

not mention that the woman was or has recently been pregnant. For example, the Finnish study
mentioned above, found that in only 11% of their identified cases, an ended pregnancy was reported
on the death certificate. In addition, cause of death may be misclassified or miscoded. Therefore,
under-reporting of pregnancy-associated mortality is inevitable, including among homicide and
suicide victims. Two case-control studies show a much higher rate of both homicide and suicide
among women who have an abortion compared with women who carry to term.* 7

These findings “deserve careful analysis and replication. In particular, confounding factors should

be examined such as higher rates of abuse or diagnoses such as depression or post-traumatic stress.”””
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4.1.2. Premature delivery

Women with a history of abortion have an increased risk of premature delivery in future pregnancies
80,8182 35 well as very premature delivery.®> %

Henriet ez al studied 12,432 women who had a singleton live birth during one week in France, and
found that previous induced abortion was associated with a 40% increased risk of premature birth.
Risk of premature birth increased with the number of previous abortions. The association was
unrelated to the stage of pregnancy at which the abortion occurred, or to the abortion technique
used. The authors propose some possible causal mechanisms.®

A multi-centre, case-control study in France found that women with a history of induced abortion
were at higher risk of very preterm delivery than women with no history of abortion, an association
which persisted after controlling for maternal characteristics and history of preterm delivery. This
risk increased with the number of past abortions. A history of abortion significantly increased the
risk of very preterm delivery due to premature rupture of the membranes and placenta praevia, as
well as idiopathic spontaneous preterm labour and foetal growth restriction.®

In 2004 Ancel ez a/ aimed to estimate the risk of premature birth associated with a history of first-
trimester abortion using data from a large multi-centre case-control survey in Europe, with a specific
focus on the complication during pregnancy leading to premature birth. Analysis included 2,938
cases of premature birth and 4,781 controls, who gave birth at full term. After adjustment for
potential confounding (maternal age, marital status, social class, smoking during pregnancy, and
parity), the risk of premature birth was significantly higher in women with a history of abortion than
those without, in countries with high and intermediate rates of abortion. In countries with a low
rate of induced abortion, the increased risk was not statistically significant. A history of abortion
was significantly associated with premature delivery following rupture of membranes, idiopathic
premature labour, placenta praevia, and other forms of intra-partum haemmorhage. The associations
may have been underestimated because the authors could not rule out underreporting of abortions.*

Researchers suggest that potential causal mechanisms could include infection following abortion
(including intra-amniotic infection), cervical incompetence due to mechanical dilatation, and
endometrial damage which increases risk of placenta praevia.

4.1.3. Infection (which can cause infertility)

Infection is a well-known and frequently disclosed risk for women undergoing abortion procedures.
Infection can cause infertility.® This is a particularly relevant risk when abortion is performed on a
woman who has an existing genital infection, since she is at high risk of ascending upper genital tract
infection.?”#® The significant risks associated with untreated chlamydia are even greater for women
who have had a termination.®

Infertility has also been caused, although only rarely, by foetal bones remaining after midtrimester
abortion.*

A large study in Denmark, involving 12,972 women, found an excess risk of stillbirth among women
who had an induced abortion complicated by infection.” The authors suggest that further studies
are needed to confirm this result.

4.1.4. Uterine perforation

Uterine perforation is uncommon but serious and potentially life-threatening. Hysterectomy may
be required. A long-term complication may be rupture of the uterus in future pregnancies. Previous
abortion and other gynaecological surgery increases the risk of perforation during subsequent abortions?!
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4.1.5. Placenta praevia

Women with a history of abortion are at increased risk of placenta praevia in subsequent
pregnancies.”” A recent review article found that previous abortion was a risk factor for placenta
praevia.””> An earlier US case-control study of 486 women found that women with a history of

one or more induced abortions were 28% more likely to have placenta praevia in a subsequent
pregnancy.” A retrospective case-control study of 2002 pregnancies with placenta praevia, compared
with 1004 randomly-selected controls, found that risk of placenta praevia was significantly increased
after one previous abortion.” Another study of 192 cases and 622 controls found that the risk of
placenta praevia was increased by sharp curettage abortion in a dose-response manner. Placenta
praevia was not associated with vacuum aspiration.”®

Placenta praevia occurs when the placenta is low lying and may partially or completely obstruct the
cervical opening. If the placenta covers enough of the cervical opening, the baby will need to be
born by caesarean section. Bleeding is often a symptom of placenta praevia and it is possible for
the placenta to become detached as stretching of the lower part of the uterus occurs during later
pregnancy, possibly causing more severe bleeding. Such bleeding can be life-threatening,.

4.1.6. Miscarriage and low birth weight in later pregnancies

Research has suggested that abortion is a risk factor for miscarriage in later pregnancies.”” %
Some studies suggest low birth weight in later pregnancies.”” Other researchers find that there may
only be a weak association.®

Several causal mechanisms may explain these associations: cervical trauma from forced mechanical
or rapid dilatation during the abortion procedure *%; cervical and uterine adhesions due to
curettage (suggested also by the relationship between abortion and placenta praevia)®; infection
(either existing before the abortion or due to the procedure) *?%; and delayed implantation possibly

resulting from minor trauma to the uterus during abortion®.

4.1.7. Breast cancer

Recent research and commentary has raised a reasonable possibility that abortion may be a

risk factor for breast cancer. The aetiology of breast cancer suggests that it is closely related to
reproductive events, although current knowledge of risk factors can only explain a small percentage
of cases.!” Early age at first birth and increasing parity are both related to long-term lifetime
reduction in breast-cancer risk.”!

It is also well-established that a first pregnancy carried to full term has a protective effect in relation to
breast cancer.'”” This information is non-controversial and is important for women considering abortion.

However, most women who have an abortion do not get breast cancer, and most women who have

breast cancer have not had an abortion. The main reason for highlighting the possible relationship

between abortion and breast cancer is because abortion may be one of the few avoidable risk factors
for breast cancer.

The hypothesis under examination is a very specific one and relates to the level of oestrogen in a
woman’s body: when a woman has an abortion early in her first pregnancy at a time when her breast
tissue is undergoing major change, the sudden halting of the process may leave her more susceptible
to breast cancer.

Miscarriage, or spontaneous abortion, is not thought to be linked with breast cancer, because low
oestrogen levels are usually implicated in miscarriage.
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Thus, researchers assessing this risk need to study women aborting their first pregnancies in the first
trimester, or the hypothesis will not be tested. For example, a study of 267,040 Chinese women
found no relationship between abortion and breast cancer. However, Chinese women very rarely
abort their first baby.'” Therefore, this study did not test the hypothesis. Similarly, a large registry
study in Massachusetts failed to distinguish between abortion and miscarriage, and therefore did not
test the hypothesis.!*

A meta-analysis including 28 published studies found that abortion was a significant independent
risk factor, albeit a relatively low increase in risk, for breast cancer.'®

A case-controlled study of 1,302 women found that, among women who had ever been pregnant,
breast cancer risk in those with one or more abortions was 20% higher. Higher risks were observed
when the abortion occurred before 18 years of age, or at 30 years of age or older. No increased risk
of breast cancer was associated with miscarriage.'

A 1996 study found that, among women who had been pregnant at least once, the risk of breast
cancer in those with a prior induced abortion was 20% higher than that in women with no history
of abortion. This association was present mostly among women who had never given birth and
whose abortions occurred prior to 9 weeks’ gestation.'””

A frequently-quoted paper is 7he Lancer meta-analysis of breast cancer and abortion which reported
no increase in risk.'”® The reviewers excluded all research that relied on retrospective self-reporting
of abortion, claiming that such research was biased. This idea was based on a 1994 paper that
claimed to show underreporting of abortions by women who did not have breast cancer, compared
with women who did.'”” This was based on their finding that 27% of women claimed they had had
abortions which were not recorded in the national abortion registry. However, this claim was later
retracted by the authors in a published letter, acknowledging that the abortions may not have been
recorded in the registry they used.'”

There is disagreement about the proposed phenomenon of bias attributed to under- and over-
reporting of abortions: a statistician who regularly analyses abortion statistics in SA writes that “it
has been a constant finding that women tend to underreport their induced abortions™!"! A US case-
control study of 225 cases of women with breast cancer and 303 controls without, found that there
was no significant difference in reporting of abortion history between women with and without
cancer.'?

Interestingly, the authors of a recent major study on abortion and premature delivery stated that
they expected more under-reporting of abortion among cases than controls, resulting in an under-
estimation of the association.*” A record-linked survey in the US found that under-reporting of
abortion was significantly associated with race, and also with positive attitudes towards childbearing
and negative attitudes towards abortion."” Another record-linked survey found that under-reporting
could be predicted by race and education; additionally, as time passed, women became less likely to
report their abortions.'4

The process by which studies were selected for 7he Lancet meta-analysis has also been heavily
criticised. For example, it has been suggested that many studies suggesting a link between abortion
and breast cancer were excluded for unscientific reasons, some invalid studies whose flaws had been
documented in the scientific literature were inappropriately included, and some valid studies whose
data had been published were simply not mentioned at all. Furthermore, the majority of studies
reviewed were unpublished. The control group selected for comparison was arguably inappropriate:
Beral ez al selected studies comparing women who had induced abortions with women who had
never been pregnant, while the better control group may have been women who carried pregnancies
to full term.
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At present, there are many studies showing an increased risk of cancer after abortion, and other
studies that show no increased risk.

More research is warranted, and it is still best to assess each study individually. There is not
enough evidence to reassure women that there is no increased risk of breast cancer associated with
termination of a first pregnancy; however, women can be told with certainty that carrying a first
pregnancy to full term provides a degree of protection against breast cancer. This is highly relevant
information for a woman considering abortion.

4.2. Psychological harm

Recent research has provided new evidence, and also confirms previous research, that for some
women abortion results in mild, moderate or severe psychological and emotional harm.

Abortion is usually experienced as a stressful event, and women tend to experience relief and

a reduction in perceptions of stress immediately after the abortion. However, there is relative
consensus among post-abortion psychology researchers that at least 10-20% of women who have
had an abortion suffer from severe negative psychological complications.?® With at least one in
four Australian women undergoing abortion over a lifetime, this relates to a large subgroup of the
Australian population. Even higher proportions of women experience emotional distress after
abortion.

Causality is difhicult to establish, since psychological morbidity can also be a risk factor for abortion.
However, anecdotally many women identify their previous abortion as the cause of their suffering,
strongly suggesting abortion as a causal factor in those cases.

For example, retrospective data from 331 Russian and 217 American women who had experienced
one or more abortions revealed that many women attributed negative outcomes to their abortions,
including “felt badly” (53.9% US and 47% Russian women), “thoughts of suicide” (36.4%, 2.8%),
“feelings of sadness and loss” (55.8%), 38.6%), “guilt” (77.9%, 49.8%), “increase in alcohol or
drugs” (26.7%, 4.4%), “felt part of me died” (59.5%, 33.6%), “relationship ended with partner”
(19.8%, 7.8%), “unable to forgive self” (62.2%, 10.9%), and “need help to deal with this loss” (29%,
8.4%).1°

In a number of cases, women may take some time to identify the abortion as the source of their
symptoms.

Research in post-abortion psychology is increasing, which may produce new information for
women’s benefit. It also indicates that researchers and funding bodies see the area as an important
one in which to invest time and money.

However, this area of research is still methodologically problematic for many reasons. Most
importantly, it is ethically and practically unacceptable to conduct a randomised controlled trial of
abortion versus motherhood and adoption.

There are also several methodological problems from which existing studies suffer. One is the
problem of non-participation. Many studies are compromised by low participation rates, and high
numbers of participants lost to follow-up. For example, one frequently-quoted study had a retention
rate of only 50% at the end of the follow-up period, at two years.”> One Swedish study found that
non-participants in a retrospective interview study were associated with socio-demographic factors
related to increased vulnerability and morbidity in other areas of health research. Non-participation
was also associated with an increased level of childbearing over the following two years,” perhaps an
indication of the phenomenon of the replacement pregnancy following abortion.
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4.2.1. Emotional distress
Emotional distress is found to be common immediately after abortion and in the months following.

All women undergoing abortion in one particular Swedish town were invited to participate in a
follow-up study, and 66.5% agreed to participate. Only 2.8% of these women had second-trimester
abortions. Women were interviewed approximately one year after the abortion. ‘Slight emotional
distress’ was defined as mild depression or remorse, guilt feelings, tendency to cry for no reason,
discomfort on meeting children, and recurrent fantasising about the aborted baby’s gender or

< . . > . .
appearance. ‘Serious emotional problems’ included women who needed help from a psychologist or
psychiatrist, or who could not work because of depression.*

Of the 854 women who participated, 42% reported no psychological reaction at all, 55%
experienced remorse or emotional distress of shorter or longer duration, 16.1% had slight emotional
problems at the one-year point, and 3.9% had deeper depression, with 2.3% experiencing depression
that persisted for a long time. Of the 854, only 13.3% reported no emotional distress, said they
would consider abortion if they got pregnant again, and were sure they had made the right decision.
The authors note that their study might have underestimated emotional distress after abortion,
because a previous analysis of the non-participants in this study showed that women who refused to
participate tended to have characteristics known to be associated with increased vulnerability to post-
abortion problems.

4.2.2. Depression and anxiety

Both short-term and long-term studies, including record-linked studies that take into account a
woman’s pre-abortion psychiatric history, suggest that women are at higher risk of depression after
abortion than after giving birth. At present these studies cannot establish direct causal relationships.
However they do demonstrate strong associations between abortion and depression and anxiety,
independent of the woman’s psychiatric or psychological history, and independent of several other
key factors for which some analyses control.

There are several studies that compare women who had abortions with women who carried
pregnancies to term. Two important studies are particularly contentious at present, with the
respective authors disputing methodological approaches and interpretation of data.

The first such was published in the British Medical Journal in 2002."7 The authors, Reardon and
Cougle, analysed data from the National Longitudinal Survey of Youth (an interview-based cohort
started in 1979 in the US), found that among women with unintended pregnancies, married women
were at higher risk of clinical depression after abortion compared with giving birth.

In 2005, Schmiege and Russo published a paper in the same journal.”® Although they clamed to
replicate the above analysis, Schmiege and Russ did not provide analysis stratified by marital status
and coded the same data differently as they believed the 2002 coding methods were flawed.

They concluded that, among the groups of women they selected for analysis, abortion did not raise
the risk of depression. Their results did not, in fact, contradict the original analysis, since they did
not, in fact, replicate the original analysis. Interestingly, their results do, however, contradict earlier
research by Russo ez a/ showing that, among 2,525 women, those who had experienced abortion had
significantly more depression, suicidal ideation, and lower life satisfaction than other women.'®

Reardon has criticised the new methods of coding."” For example, Russo and Schmiege excluded
women from the abortion group who said that their aborted pregnancies were at any point wanted.
This exclusion must be questioned because research shows clearly that ambivalence is common

Page 18 Women ¢ Abortion: An Evidence Based Review



during pregnancy, including among women who ultimately choose abortion. It is also a known risk
factor for emotional and psychological problems resulting from abortion.

Schmiege and Russo also excluded women who carried their first pregnancies to term but aborted
subsequent pregnancies. This had the effect of including women in the control group who had,

in fact, experienced abortion. Reardon also points out that Schmiege and Russo identified 38%
fewer cases of women classified as having experienced depression than his original analysis, thereby
reducing the statistical power of their study to detect significant differences.

Under-reporting of abortion is a constant problem for all post-abortion research. Reardon points
out that compared with national (US) average abortion rates, only 40% of the expected number

of abortions are reported to the interviewers in the surveys. Both studies would have suffered

from this problem which would dilute the observed effect of abortion compared with women’s real
experiences. The data set simply does not provide this information. Schmiege and Russo sought
to address this problem by comparing women who filled out and returned an abortion history card
with women who did not. They assumed that only women who did not return the card were likely
to be concealing past abortions, and draw the conclusion that under-reporting is unlikely to dilute
the researchers’ ability to observe the effect of abortion on depression. They also assume that women
who conceal past abortions are less likely to experience depression. Reardon questions both these
assumptions and notes that neither have an evidence base.

This recent dispute highlights many of the problems with research on abortion; the classification
of pregnancy ‘wantedness’, the diagnosis and categorisation of mental illness, decisions about
appropriate comparison groups and exposures, the concealment of abortion histories, and the
potential effect of researcher’s philosophical perspective on abortion.

Schmiege and Russo’s paper erroneously claims that “well-designed studies have not found that
abortion contributes to an increased risk of depression”. In fact, many studies have established a
strong association between the two.

For example, the same dataset from the National Longitudinal Survey of Youth was used in a
separate analysis to assess women’s risk of depression after either abortion or childbirth. All women
who experienced their first pregnancy between 1980 and 1992 were included, a total of 1,884, and
researchers used data for an average of 8 years following the pregnancy event. After controlling

for age, race, education, income, marital status, history of divorce, locus of control (an indicator of
pre-pregnancy psychological state), results indicated that a history of abortion was associated with
a greater risk of depression: in the abortion group 27.3% had a high score on the depression scale,
compared with 21.4% of women in the birth group. This finding was statistically significant.'*

From a population-based sample of 4,161 women aged 36-45 was taken a subset of 332 women
who met the criteria for past or current major depression, and a control group of 644 women with
no past or current major depression. From interviews the researchers gained a detailed history of
reproductive events and menstrual cycles from the beginning of menstruation. Depression was
not associated with any number of miscarriages. However, compared to women with no abortion
history, women with two or more abortions were 2-3 times more likely to have a lifetime history of
major depression. This was independent of age, education or history of marital disruption. When
the researchers considered only the cases of depression which came after abortion events, they
found that women who had multiple abortions were at substantially increased risk of depression,
but women with only one were not at greater risk. This study was unable to assess pre-existing
psychosocial factors interacting with reproductive decisions. They also note the confounding
interactions of abusive relationships, depression and abortion."!

A different US study found that the cohort of women had, overall, a higher rate of depression before
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the abortion (26%) than after the abortion (20%), although both were much higher than the average
rate of depression over the same time period among US women overall. These results must be viewed
with caution, as the study only achieved a 50% retention rate over two years.*

Anxiety has also been implicated in research as being related to abortion. A prospective study of
103 women undergoing termination in Switzerland found that some women had persisting sexual
dysfunction 6 months after their abortion, and the researchers attributed this to the appearance
of symptoms of anxiety and depression following the procedure. After their abortions, women
described feelings of fatigue (39%), guilt (35%), sadness (34%) and anxiety (29%).* While

not clinically measured, women’s reports of anxiety signal the need for more investigation of the
relationship between abortion and anxiety disorders.

At least one longitudinal interview study, the US National Survey of Family Growth, was used

to investigate women’s risk of anxiety disorders after abortion or childbirth, and specifically those
women who reported their first pregnancy as unintended. Women reporting their first period

of anxiety before or at the same time as their first pregnancy were excluded, so the final sample
included 1,813 women delivering their first pregnancy, and 1,033 women aborting their first
pregnancy. Therefore, this study controlled for any prior history of anxiety. Among all women with
unintended pregnancies, those who aborted had significantly higher rates of anxiety.'®

Most recently, studies arising from the Christchurch Health and Development Study, a longitudinal
cohort study dating back to 1979 in New Zealand, have found significantly elevated rates of suicidal
behaviours, depression, substance abuse, anxiety, and other mental health concerns in young women
following abortion, even after controlling for preexisting pre-pregnancy differences in mental health.
The researchers concluded that abortion itself is a strong contributing factor in these outcomes.'*

4.2.3. Post-traumatic stress disorder

Researchers have observed that, for a small proportion of women, abortion triggers or causes post-
traumatic stress disorder (PTSD) or related symptoms.

The relationship between abortion and PTSD was investigated in 331 Russian and 217 American
women using retrospective data from a study on pregnancy loss. Analysis showed that 65% of
American women and 13.1% of Russian women experienced multiple symptoms of PTSD; increased
arousal, re-experiencing, and avoidance. When women were asked about symptoms which they
themselves attributed to their abortions, 14.3% of American and 0.9% of Russian women met the
full diagnostic criteria for abortion-related PTSD. This suggests that cultural factors may play a role
in how stress is experienced and reported, and in how abortion is perceived by the wider public."'®

Major ez al reported that, among women having a first-trimester termination, 1% developed PTSD
within two years after the abortion.”> Again, these results must be viewed with caution, as the study
only achieved a 50% retention rate over two years. Other research suggests that studies with low
retention rates may underestimate the negative effects of abortion on women’s psychological health.?!

Broen ez al found that, of 80 women undergoing abortion, after two years 18.1% met diagnostic
criteria for PTSD. Most of these women experienced avoidance of thoughts and feelings related to
the abortion. This may be a high estimate, since another important PTSD symptom — intrusive
thoughts relating to the abortion — was found to be low. It was also found that mental health before
the termination did not influence women’s psychological stress responses.'*

Among 196 women in The Netherlands undergoing terminations for foetal abnormality, 17.3%
had pathological post-traumatic stress scores. This was significantly explained by level of education
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(highest scores in low-educated women), by the experience of pressure from family or significant
others during the abortion decision, and by feelings of doubt and regret.**

4.2.4. Other psychiatric disorders

Large studies have found that aborting women suffer from more psychiatric problems including
bipolar disorder, neurotic depression, depressive psychosis and schizophrenia. This association may
be related to a lack of social support for women who have abortions compared with those who give
birth, or women’s responses to the abortion, or to common risk factors among mentally ill women
and those who have abortions.

One large study in the US was designed to avoid the typical methodological problems of post-
abortion research, i.e. small sample sizes, concealment of abortion history, biased sampling, low
participation and retention rates, lack of appropriate comparison groups, and short time frame. 2
This Californian study used record-linkage involving 14,297 women who had a first abortion,
compared with a control group of 40,122 women with at least one live birth and no abortions. All
women were eligible for Medi-Cal assistance (Medi-Cal is publicly funded healthcare, implying that
these women had low incomes). Psychiatric history for one year prior to the abortion was examined.
Records of psychiatric treatment for up to four years following the abortion or birth were analysed.
Results were controlled for age, prior psychiatric history from 12-18 months before the pregnancy,
number of pregnancies, and months of eligibility for Medi-Cal assistance.

The study found that women in the abortion group had a significantly higher rate of psychiatric
outpatient treatment than women in the birth group at 90 days, 180 days, one year, and two

years after pregnancy. Aborting women had significantly higher rates of treatment within the
specific categories of adjustment reactions (21% higher), bipolar disorder (92% higher), neurotic
depression (40% higher) and schizophrenic disorders (97% higher). In the categories of anxiety
states (14% higher) and alcohol and drug abuse (16% higher), the abortion group had higher rates
which approached statistical significance. There were no differences in single episodes of depressive
psychosis, recurrent depressive psychosis, depression not otherwise classified, non-organic psychoses,
psychalgia, and acute stress reaction.

These results suggest that, compared with a birth experience, abortion is associated with greater risk
for psychological disturbance among low-income women. These psychological disturbances were
sufficiently serious to require professional intervention.

The relationship between abortion and psychiatric admissions was investigated in a record-based
study of 56,741 US women eligible for Medi-Cal who either had an abortion or gave birth during
1989, excluding women with any psychiatric admissions during the year before the pregnancy. It
was found that women who had an abortion were at significantly higher risk of psychiatric admission
compared with women who delivered. Results may have been diluted by the inclusion of some
women in the childbirth group who may have had a history of abortion.'””

A prospective study by Gilchrist ez a/ of 13,261 women with an unplanned pregnancy in the UK
found that the rate of total psychiatric disorders reported by GPs following abortion was similar

to that in women who gave birth. The exception was deliberate self-harm (DSH) — women after
abortion were significantly more likely to engage in DSH than women who gave birth (but only

among women with no history of DSH)."*®

Interestingly, the authors note that differences in the timing of admission and the past psychiatric history
for women giving birth compared to undergoing abortion suggests that the psychiatric illness experienced
by the two groups had different underlying mechanisms. However, the major difficulty with this study
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was that the rate of psychosis among women giving birth was almost certainly inflated because of
systematic miscoding by GPs, according to the authors. These results must be viewed with caution: by the
end of the study, only 34.4% of the abortion group and 42.4% of women who did not request abortion
were still under observation. This study may suffer from reporting bias, since the general practitioner

who provided the follow-up records of psychiatric health was the same GP who referred the woman for
abortion or otherwise. The rate of psychiatric illness for women who gave birth was artificially inflated
because doctors were using the term ‘puerperal psychosis’ in a wide range of cases.

In a prospective study of 150 women seeking first and repeat terminations in Scotland, 42% of
those undergoing repeat abortions reported that they suffered significant psychological problems as a
consequence of their past abortions.'”

4.2.5. Deliberate self-harm, including substance abuse

As described above, a study of 13,261 women with an unplanned pregnancy in the UK found that,
among women with no history of self-harm, the rate of deliberate self-harm was significantly higher
after abortion than childbirth. Results must be viewed with caution: by the end of the study, only
34.4% of the abortion group and 42.4% of women who did not request abortion were still under
observation.'?®

Other studies have identified an increased risk of substance abuse'?’, particularly during subsequent
pregnancies.

One study examined substance abuse during pregnancy with regard to reproductive history using
survey data from a sample of 607 women from the National Pregnancy and Health Survey in the
US. Women with a history of abortion were significantly more likely to use marijuana (odds ratio
of 10.29), various illicit drugs (odds ratio 5.60) and alcohol (odds ratio 2.22) during their next
pregnancy. No difference was detected in the use of cigarettes.'”!

Another recent study used data from women in the National Longitudinal Survey of Youth whose
first pregnancy was unintended, and used data from women with no pregnancies as a control group.
Use of alcohol, marijuana, cocaine, and behaviours suggestive of alcohol abuse were studied over an
average of four years after the target pregnancy among women with prior histories of delivering an
unintended pregnancy (535 women), abortion (213 women), or those with no history of pregnancy
(1,144 women). Results were controlled for age, race, marital status, income, education, and pre-
pregnancy self-esteem and locus of control. The data showed that the way in which women resolved
unintended pregnancies was significantly associated with substance abuse during subsequent
pregnancies. Compared to women who carried an unintended first pregnancy to term, those who
aborted were significantly more likely to report use of marijuana, and more likely to report using
cocaine (this result approached statistical significance). Women with a history of abortion also
reported more frequent drinking than those with a history of delivering an unintended pregnancy.
The authors suggest that a history of abortion may be a useful marker for identifying women who
might benefit from counselling for substance use.'*

The relationship between substance abuse during pregnancy and past perinatal loss, including
miscarriage, stillbirth, and abortion, was examined in a study of 1,020 women who gave birth in
Washington DC during 1992. Substances examined were marijuana, cigarettes, alcohol, cocaine
and any other illicit drug. After controlling for various socio-demographic variables (age, race,
marital status, income, years of formal education, and number of people living with the respondent),
the data showed that a history of one induced abortion was significantly associated with an elevated
risk for substance use during pregnancy of all types except for alcohol. Other forms of perinatal loss

were not systematically related to substance abuse during pregnancy.'”’

Page 22 Women ¢ Abortion: An Evidence Based Review



Two speculative interpretations are offered by the researchers. One is that women who use
substances are more likely to abort and continue their usage into subsequent pregnancies, perhaps
even because women who use substances may fear that they have harmed the fetus prior to
discovering the pregnancy. Another is that women with a history of abortion have unresolved
negative emotions relating to their past losses, and are more likely to use substances to deal with their
feelings.

4.2.6. Negative emotional responses

Research has shown that many women experience a range of emotions after abortion, including
sadness, loneliness, shame, guilt, grief, doubt and regret.?” 8 124 134 24

Major and Cozzarelli ez a/ found that, during the two years after abortion, women’s reports of
negative emotions increased (“sad”, “disappointed”, “guilty”, “blue”, “low” and “feelings of loss”)
while relief and other positive emotions (“happy”, “pleased”, and “satisfied”) decreased.”? These
results must be viewed with caution, as only a 50% retention rate was achieved over the two years.

Among US college students (including women who had had an abortion and men whose partners
had had an abortion), almost one third of women and almost half of the men were not comfortable
with their decision. The same proportions expressed a sense of regret, and many felt sad when
thinking of the abortion. A third of both men and women said that they sometimes felt a sense a
longing for the aborted foetus. More than half the women, and a quarter of the men, reported an
increase in depression after the abortion, and under one sixth of both groups experienced increases in
anxiety post-abortion. The only predictor of increased anxiety after abortion for women was a lack
of comfort with the decision. Men who experienced a sense of connection to the aborted foetus were
most likely to experience anxiety.?®

Kero e al carried out a prospective study of 65 women (66% of those asked to participate) with
interviews 4 and 12 months after abortion, with 58 women (58%) completing the study at 12
months. At one year, one woman regretted the abortion, and another spoke of it as a mistake. Fifty
women regarded the abortion as a form of taking responsibility. Most women experienced the
abortion as a relief, although half also expressed concurrent feelings such as grief, emptiness and
guilt. Women’s retrospective reports of their emotions immediately after the abortion indicated

that 62% experienced no emotional distress, 17% had mild/moderate distress, and 21% had severe
emotional distress. Nearly all women with mild/moderate distress also reported relief in concurrence
with sadness, loneliness, shame, guilt, emptiness and regret. Twelve women (18.5%) suffered severe
emotional distress; their decision had been full of conflict and difficult to make. Three clearly stated
that they wanted to give birth, and five others were ambivalent about the decision. Ten saw their

abortion as “a necessity or a sacrifice”. At one year follow-up, two of these women had already given
birth to another child.”

4.2.7. Replacement pregnancies

There is some evidence for the ‘replacement pregnancy’ phenomenon. For example, among 14,297
low-income US women aborting their first pregnancies, and a control group of 40,122 women giving
birth, the abortion group experienced more subsequent pregnancies. Possible explanations have been
that it may help the woman re-experience the earlier pregnancy even with the hope of resolving grief
and stress about her abortion, or that the woman perceived her abortion as a personal failure and was
driven to become pregnant again to succeed in carrying to term. The woman also may feel that her
abortion was a mistake and that she actually desired to have a child.'*
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4.2.8. Harm resulting from abortion for disability or disease in the foetus

For women who abort because of disability or disease in the foetus, the procedure and the years
135

afterward can be extremely traumatic, characterised by grief and guilt.
A Scottish study of women’s reactions to second-trimester abortion for foetal abnormality found that,
y y
despite its acceptance in the community, the procedure “remains an emotionally traumatic major
Y y J
life event for both the father and mother”, involving turmoil, ambiguity and reticence. Particularl
g guity y
vulnerable groups were found to be (i) young and immature couples; (ii) women with secondary
post-abortion infertility and those with a reproductive conflict, and (iii) vulnerable personalities and
those who are unsupported. The authors recommended that all of these require early identification
and support.”!

This study also found that after abortion for foetal abnormality a majority of women and men had
negative emotional feelings and somatic complaints related to the abortion. Thirty percent of women
felt relief. But women also tended to experience sadness (95%), depression (79%), anger (78%), fear
(77%), guilt (68%), failure (61%), shame (40%), vulnerability (35%), isolation (27%), numbness
(23%), panic spells (20%), crying (82%), irritability (67%), lack of concentration (57%), listlessness
(56%), sleeplessness (47%), tiredness (42%), loss of appetite (31%), and nightmares (24%). Women
reported recurrent nightmares about the procedure. Couples experienced changes in their sexual
relationships: 50% reported they engaged in sexual intercourse less frequently, and 24% rarely
engaged in sexual intercourse at all after the abortion (as compared to before the abortion). All
couples experienced emotional distress but 40% of the women reported coping problems lasting
more than 12 months. Thirteen couples refused to participate, mostly because the subject was still
too painful to discuss, so the true percentage of adverse sequelae may be 53%.

Davies et al studied thirty women undergoing first- and second-trimester abortion for ultrasound-
detected foetal anomaly.’*® The women were assessed at 6 weeks, 6 months and 12 months after
the abortion, using a qualitative interview as well as four standardised self-completed questionnaires
which had been validated by many other researchers for use in community or hospital populations.
Sixty-seven percent screened positive for post-traumatic stress at 6 weeks, 50% at 6 months and
41% at 12 months. Emotional distress was experienced by 53% at 6 weeks, 46% at 6 months,

and 43% at 12 months, and grief by 47% at 6 weeks, 31% at 6 months and 27% at 12 months.
Depression was diagnosed in 30% at 6 weeks, 39% at 6 months and 32% at 12 months. Compared
with first-trimester abortion, women undergoing second-trimester abortion had significantly greater
levels of post-traumatic stress symptoms at 6 weeks, but not at 6 or 12 months. Other measures

of psychological morbidity were generally similar between the two groups. The small sample size
of this study should be taken into consideration, as well as the loss to follow-up of women in the
second-trimester group, such that women “with higher levels of psychological distress early on were
more likely to be lost to follow-up.”

Elder and Laurence tested the effects of a support program for women undergoing second trimester
termination for foetal abnormality in the UK. Describing women’s reactions to the procedure, they
found that 78% in one group (detection at ultrasound or early blood test) and 90% in a second
group (detection at amniocentesis) experienced an acute grief reaction. Five women from group

IT had prolonged periods of grief lasting up to 2 years. The authors conclude that abortion for
foetal abnormality in the second trimester “should be regarded as no less serious than a stillbirth
and that acute grief reactions by the parents must be expected”, bearing in mind that this will be
compounded by feelings of guilt for having chosen the procedure.’”’

Dutch researchers found that, among 196 women aborting for foetal abnormality, grief and post-
traumatic symptoms did not decrease between 2 and 7 years after the event. In their cross-sectional
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sample, with a relatively high response rate of 79%, pathological post-traumatic scores were found
in 17.3% of participants. Advanced gestational age was associated with more psychological distress.
Grief and regret were reported by 8% and 10% of participants respectively. The authors emphasise
the importance of “adequate psychological support from the caregiver during the decision-making
process in order to avoid impulsive and not fully internalised decisions.”*

A metasynthesis of qualitative research involving women who had experienced abnormal prenatal
tests found that couples chose to terminate their pregnancies for reasons including “the availability
and acceptability of termination and the perceived certainty of fetal death”. Factors contributing
to the choice to terminate included ambivalence about the ability to parent an impaired child and
altruistic concerns about the foetus, other children, and marriage and family life. The authors note
that “no matter what they ultimately chose to do, couples felt pulled to make the opposite decision
and justify it to themselves, to close and distant members of their social network, and to health
care providers. Couples continuing their pregnancies felt pressure from providers to terminate their
pregnancies, and all couples felt the need to explain or explain away their choices.” They found
that the intimate links between choice and loss involved in prenatal testing and abortion created a
paradoxical situation which did not support a simplistic notion of “choice”.'*®

Kersting ez a/ conducted a detailed analysis of three women’s experiences of termination for foetal
abnormality. The authors conclude that such an event is to be seen as a severe trauma which may
entail a pathological grieving process, and that health professionals should be aware of the varying
responses and coping methods.'*’

The same researchers investigated 83 women terminating due to foetal malformation, comparing
them with women terminating for non-medical reasons and women giving birth. They found

that termination of pregnancy due to foetal malformation is an emotionally traumatic major life
event which leads to severe post-traumatic stress response and intense grief reactions which are still
evident 2-7 years after the procedure. Contrary to expectations, women’s experiences of traumatic
stress 4 years after the procedure were not significantly different from women’s experiences 14 days
afterwards.”

Sandelowski and Barroso note that “positive prenatal diagnosis was devastating for women as it

— and its aftermath — were embodied experiences for women, that is, prenatal testing, quickening,
the continuation or termination of a pregnancy with an impaired fetus, and postpartum leaking

of breast milk happen in women’s bodies.”’?® They also state that “couples experienced selective
termination as a technologically induced, historically unique, and paradoxical form of suffering
entailing the intentional loss of a desired pregnancy and killing to care. ... Couples, health care
providers, family and friends underestimated the intensity and duration of feelings of loss following
selective termination.” They concluded that “couples experienced selective termination as traumatic,
regardless of the prenatal test revealing the fetal impairment or stage in pregnancy in which the
termination occurred.”

In a 1993 study, Zeanah ez a/ concluded that “women who terminate pregnancies for fetal anomalies
experience grief as intense as those who experience spontaneous perinatal loss, and they may require
similar clinical management. Diagnosis of a fetal anomaly and subsequent termination may be
associated with psychological morbidity.”*°

Similarly, a 1997 study on the long-term effects of abortion for foetal disability concluded that

“the long-term psychological stress response in women to pregnancy termination following
ultrasonographic detection of fetal anomalies does not differ from the stress responses seen in women
experiencing perinatal loss.”"*!

Prenatal diagnosis and abortion of foetuses with disease or disability has been assumed beneficial
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for women, but the psychological consequences of these procedures has been a neglected area of
research.'*? In particular, recent research (Davies et /) questions the assumption that early detection
and termination of foetal anomaly has better outcomes for women in psychological terms.'*

5. Case studies and women'’s stories

Clinical case studies and many stories written and told by women themselves confirm the research

that shows abortion is associated with negative emotional and psychological outcomes for some.!*> 14+
145, 146

In-depth surveys with seventeen women who had experienced abortion demonstrated the complexity,
depth and long-term nature of emotions relating to abortion. These women spoke of their
immediate reactions to abortion as relief, sadness and remorse. But in the long-term (from 6 to

31 years post-abortion) the women talked about flashbacks, anniversary-related depression, denial,
emotional repression, fantasising about the aborted foetus, and triggering of painful emotions by
significant events many years later. Several women rode an “emotional roller coaster” for decades,
and thought constantly about their aborted children.**

The author notes that the research interview was, in itself; a therapeutic intervention for many of
the women. She makes several recommendations for postabortion clinical practice, including the
following:

* Take an extensive reproductive history of the pregnant woman, and, in doing so, create
an atmosphere where she feels free to tell you about previous abortion(s) without feeling
condemned or ashamed.

*  Observe women during subsequent labor and immediate postpartum situations for
postpartum depression, detachment from newborn, and unnatural grief.

*  Help women work through grief, if present, for both miscarriage and previous abortion(s),
acknowledging the losses.

*  Assist perimenopausal and menopausal women who wish to make a life appraisal to be open
about their abortion history and work through any unresolved feelings.

*  Make appropriate referrals for spiritual, emotional, and/or psychiatric care.

6. Risk factors for psychological harm and emotional distress

Some research has identified particular risk factors among women seeking abortion which are
predictive of negative psychological and emotional outcomes of abortion.

Swedish researchers found that women are more likely to suffer psychologically and emotionally
from abortion if they are living alone, have poor emotional support from family and friends,
experience adverse postabortion change in relationship with partner, have underlying ambivalence or
adverse attitudes to abortion, or are actively religious.*

In a Swedish study, an absence of emotional distress immediately after the abortion was reported by
women who had made the decision without a conflict of conscience, and without pressure.” Other
researchers have found that ambivalence about the abortion and difficulty with the decision are
predictors of post-abortion psychological harm.”?¢ Clinicians should note that delaying the decision
is a marker for ambivalence.*

Abortion for foetal abnormality is known to be associated with psychological morbidity (see section
on this topic). Relationship violence also predicts particularly negative responses to abortion.?* '

In a study of abortion and post-traumatic stress disorder in Russian and American women, more
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negative responses to abortion in American women were related to being younger, having a history
of divorce, not having been employed full-time, having more years of education, having bonded

to the foetus, not believing in a woman’s right to have an abortion, not being counseled before the
abortion, having felt pressured into the decision, and having experienced more abortions. Among
Russian women, negative responses were associated with having bonded to the foetus, not believing
in a woman’s right to abortion, having a partner who desired the pregnancy, experiencing health
complications, feeling pressured into the decision, having experienced ambiguity surrounding

the decision, not having received counseling before the procedure, and being further along in the
pregnancy.'®

Pre-pregnancy history of depression consistently predicted poorer post-abortion mental health, and
more negative abortion-related emotions and evaluations. Furthermore younger women evaluated
their abortion more negatively, as did women who had more children at the time of abortion.”?

A study of 13,261 women with an unplanned pregnancy in the UK found that women with a
history of psychiatric illness were found to have higher rates of such illness after both abortion and
childbirth (although in this study, psychiatric disorders after childbirth were found to be artificially
inflated by poor coding). The rate of deliberate self-harm, however, was found to be significantly
higher after abortion than childbirth, among women with no history of self-harm.'?®

A recent comprehensive review of the psychology of abortion summarises research on “mediators
in psychological processes” This means “how characteristics of the individual or experiences are
able to partially or fully explain relations between specific predictor variables and outcomes.”* The
reviewers found evidence of several mediators in current post-abortion psychology literature:

Self-efficacy — the woman’s judgment, taking into account her knowledge and her confidence,
that she has the ability to execute the actions necessary to successfully complete various life
tasks.

Attribution of blame — the degree to which the woman feels the situation may have been

modifiable.

Subsequent reproductive events — including another abortion or other forms of perinatal loss
such as miscarriage or stillbirth, difficulty conceiving, problems with a desired pregnancy,
and giving birth.

Counselors, doctors and abortion practitioners need to be particularly alert to women who are
seeking abortion yet express some enjoyment in being pregnant, or a desire to have the child.

7. Chemical abortion

Chemical abortion is increasingly being promoted in many countries as an alternative to surgical
abortion.

Many women choose chemical abortion because they want to avoid a surgical procedure.'
Chemical abortion involves the use of drugs to soften cervix and cause uterus to contract, expelling
the foetus and placenta. It has been promoted as simple and convenient, and less invasive than
surgical abortion. However the procedures require more intervention and visits to the clinic than a
surgical abortion. It may take 12-48 hours, and even up to several days."*® About 60% of women
abort within 24 hours, but for 20-30% it may take 3 or more weeks.'” Currently there is little
evidence that the method is in any way preferable to surgical abortion. A Cochrane Review (of
medical versus surgical methods for first trimester termination of pregnancy) found that the trials
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available for review were relatively small, and that there was inadequate evidence to compare the
acceptability and side effects between the two methods."”

Chemical abortion requires active patient participation and takes longer to complete than surgical
abortion. Women are more aware of the physical aspects of the process such as bleeding and
cramping. On the other hand, chemical abortion offers a completed abortion without surgery or
anesthesia, apparently similar to a “natural miscarriage”, and a more private patient experience.'’
During second trimester abortion, women undergoing chemical abortion are more likely to require
surgical intervention for missed abortion (29% of women undergoing chemical abortion compared
with 4% undergoing surgical abortion).”

Misoprostol and methotrexate are used off-label in Australia for chemical abortion. That is, these
drugs are not licensed by the manufacturer for use during pregnancy. It is uncertain whether women
are told this when undergoing medically induced abortion. While drug licensing is not proof of
effectiveness, it is a means of protecting consumers and ought to be taken seriously.

Mifepristone is an oral antiprogestin. It blocks progesterone receptors and causes breakdown of the
implantation site. It also causes local prostaglandin release to increase, causes the uterus to become
more sensitive to prostaglandins, and softens the cervix. Methotrexate is an anti-metabolite and
interferes with DRNA synthesis, preventing the continuation of implantation. Misoprostol is a
prostaglandin analog that causes the uterus to contract when administered orally or vaginally. The
simple explanation is that the first drug prevents the embryo or foetus from continuing to implant,
while the second medication causes cramping and therefore expulsion of the embryo or foetus.'” In
2-10% of cases, surgical abortion is required to complete the abortion.'’

A 1998 study in England compared women having surgical abortions with women having chemical
abortions. The researchers found that women having chemical abortions rated the procedure as
more stressful and painful, and they experienced more post-termination physical problems and
disruption to their lives. Women may not expect, or are not told, that they may see the foetus, and
this was associated with more intrusive events — nightmares, flashbacks, and unwanted thoughts
related to the procedure. 53% of the chemical abortion group said they would choose the same
procedure again, compared with 77% of the surgical group.”” Another study by the same authors
found similar results — chemical abortion was more stressful. This was related to the physical and
emotional aspects of the process, seeing or feeling the foetus, waiting times during the procedure,
and the process itself."*?

These researchers also note that seeing the foetus is a particularly distressing experience for women
— it can “bring home the reality of the event and may influence later emotional adaptation”>
Another researcher explains that the patient may expel the foetus at home and that some patients are
curious about what this will look like. In this case women may benefit from seeing a photograph of
an embryo/foetus of the appropriate age.'

However, a recent study contradicts these, finding that during second trimester, chemical abortion
was not significantly different from surgical abortion in relation to depression and grief (although
this study had a very high attrition rate, with only 14 of 49 subjects completing the study). The
authors hypothesise that women who have contact with their dead foetus may have something
tangible to grieve.’®

It is possible that chemical abortion may result in the delivery of a live foetus, the allegation in a
recent prosecution of a doctor in Sydney.”* The psychological damage of such an experience is
unknown but should not be underestimated, and women need to know about this possibility.

Women need to know that some drugs used in chemical abortion can cause serious birth defects
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in babies if the pregnancy continues. First-trimester exposure to misoprostol has been associated
with skull and limb defects. So clinicians must stress the need to confirm the abortion and strongly
advise a surgical procedure should the chemical abortion fail.'¥’

Currently identified contraindications for chemical abortion include:'

* indecision about having an abortion

* pregnancy beyond the gestational age limits

* unwillingness to have a surgical abortion if the medical method fails
* lack of telephone or beeper access

* inability to return for follow-up visits

e difficult in completing all the steps of the protocol

* inability to give consent.

8. Benefits of abortion

The vast majority of studies have looked at potential negative effects of abortion. So far there have
been few, if any, established benefits of abortion.

Studies consistently show that many women report relief immediately after abortion and in the
months following. Relief is often experienced in concurrence with negative emotions such as grief,
guilt and shame.

A retrospective study of US and Russian women who had experienced abortion found that 13.8%
of US women and 6.9% of Russian women felt relief after the abortion and attributed it to the
abortion. The statement “felt more in control of my life” was given by 3.7% and 1.6% of US and
Russian women respectively. In contrast, much higher percentages of women attributed negative
outcomes to their abortion such as thoughts of suicide, guilt, substance abuse, relationship problems,
sadness and loss, and expressions such as “felt part of me died”, and “unable to forgive self”."'¢

A prospective study of 40 women after miscarriage and 80 women after abortion in Norway found
that aborting women were significantly more likely to have feelings of relief, as well as guilt and
shame. Some women after miscarriage also reported relief.'**

In research to date, ‘relief” is generally undefined. Some researchers suggest a variety of
interpretations: “Women who state they felt relief following an abortion may variously mean that
they were relieved that they would not have the responsibility of a child to care for, relief that they
had made it beyond the stressful day of the abortion, relief that they were no longer being pressured
by others, relief that there was no longer a risk of their parents discovering the pregnancy, relief that
the physical symptoms of pregnancy were over, relief that they did not experience any complications
from the surgery, or numerous other forms of relief.”*

Relief appears to be a short-term effect of abortion. Indeed, there are no studies indicating that
relief continues to be experienced by women many years after their abortions. Major and Cozzarelli
et al found that relief was the most frequent emotion reported by women immediately after their
abortion. However, among the women remaining in the study at 2 years (50% retention rate),
reports of relief and other positive emotions had declined, and negative emotions had increased.”

A US study of 97 women used interviews at three stages: thirty minutes after the abortion, one

week later and finally, one month later. Quality of life functions were measured by a Quality of Life
questionnaire (originally designed for cancer patients) which contained items for physical, emotional,
cognitive and social functioning. The questionnaire also asked about fatigue, nausea, vomiting

and other gastrointestinal disturbances relevant to both cancer patients and pregnant women. Not
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surprisingly (since the baseline interview was held at a particularly emotionally distressing time, that
is immediately after the abortion) the women reported significant improvements in quality of life
over one month. Symptoms of pregnancy were gone, although pain and physical functioning were
worse at one week."” This study is widely cited as evidence that abortion generally improves women’s
well-being, despite its relatively small sample size and very short timeframe.

Abortion is sometimes conceptualised as a maturing or growth experience for women, giving an
increased sense of control over one’s life.”” Some argue that this may be related to a process of
intense introspection often associated with consideration of abortion, bringing women to a state of
greater self-understanding.”® However, there is no evidence that maturation or growth is greater for
those who abort relative to those who do not.

Some studies report on women’s self-assessed sense of well-being after abortion without providing a
reference point of well-being before the abortion.”®"” Major et a/ asked 438 women with abortion
experience to rate their agreement or disagreement with the statement “I think the abortion has
had a positive effect on me” on a scale of 1 (strongly disagree) to 5 (strongly agree), with an average
response of 3.1.%2

Russo and Zierk found higher self-esteem among women who had abortions than women who

had given birth, and slightly higher than all women in the study. However, after controlling for
contextual factors, which they called “childbearing and resource variables” — employment, income
and education — this effect disappeared. They concluded that, when examined in the context

of childbearing and coping resources, the experience of abortion does not appear to have an
independent relationship to women’s well-being. They suggest that “abortion’s positive relationship
to well-being may come through its contribution to reducing women’s total number of children
rather than through a psychological effect of feeling empowered by having an abortion experience.””®

However, this hypothesis was not tested in their research.

Kero ez al question whether painful feelings after abortion are always to be considered problematic or
threatening. They carried out a prospective study of 65 women (66% of those asked to participate)
with interviews 4 and 12 months after abortion, with 58 women (58%) completing the study at

12 months. At one year, one woman regretted the abortion, and another spoke of it as a mistake.
Fifty women regarded the abortion as a form of taking responsibility. Most women experienced

the abortion as a relief, although half also expressed concurrent feelings such as grief, emptiness and
guilt. More than half the women reported only positive experiences such as maturity, deeper self-
knowledge, strengthened self-esteem and “identity of the abortion process”. Other positive effects
included maternal feelings, knowing they were fertile, and specific female experiences. Bad or mixed
experiences were related to emotional and mental suffering, bad treatment at hospital, or disturbed
sex life.”

More research is needed to identify whether tangible long-term benefits of abortion exist for women.

8.1. Teenage girls

Abortion is often promoted as a good option for pregnant teenagers. But again, evidence of the
benefits is lacking. On the contrary, there is strong evidence to suggest that, once pregnant,
choosing to give birth can have better outcomes for young women, or at least that giving birth is not
a harmful choice.

The National Longitudinal Study of Adolescent Health (US) collected data on approximately 19,000
US adolescents.”” Adolescent females who had abortions were the most likely to report that they
had wanted to become pregnant (79.3% of girls who had abortions reported their pregnancies as
‘wanted’, 9.5% reported ‘undecided’, 11.2% reported ‘unwanted’). The authors note that it seems
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likely that parental input played an important role in these decisions. So there is no way of knowing
the extent to which adolescents’ preferences are reflected in their pregnancy outcomes.

Ever-pregnant girls (who had been pregnant at least once) had higher rates of delinquency than
never-pregnant girls (who had never been pregnant). The highest rates of juvenile delinquency were
among (1) those who gave babies up for adoptions (caution: small sample size), (2) those who had
abortions, and (3) those who had miscarriages. But girls who kept their babies had delinquency rates
the same as never-pregnant girls.

Multivariate analysis of the data reveals that “the prevalence of delinquent behaviour is strongly
dependent on the form of pregnancy resolution. Specifically, girls who have abortions or give their

babies up for adoption have substantially higher rates of juvenile delinquency than those who keep
their babies.”

Other research has found that young mothers often demonstrate greater maturity than their childless
peers, and are especially unlikely to consume alcohol or spend time with friends who drink, and
young fathers have especially high rates of participation in socially productive work."

Before pregnancy, girls in the ‘keep baby’ group had significantly higher rates of smoking and
marijuana use than girls in the ‘never-pregnant’ group. After pregnancy, they had substance use rates
about 45% lower than their never-pregnant peers.

Adolescent pregnancy is linked to a complex range of problem behaviours - but the nature of those
links depends on the outcome of the pregnancy.

In addition, a 2005 study found that perceived quality of life in teenage mothers does 7oz appear to
be lower than the quality of life in teenagers without children, or than that of adult women.'*

8.2. Women with mental iliness

It is sometimes claimed that only psychologically vulnerable women have emotional or psychological
problems after abortion. This claim is not supported by the available evidence. It is true, however,
that pre-existing psychological problems are a risk factor for post-abortion psychological problems.*
*2 This evidence calls into question the assumption that abortion will benefit women who have
concerns about their mental health.

Some recent studies have included controls for prior psychological difficulties, and results suggest
that abortion is associated with an increased risk for in-patient and out-patient treatment for various

psychological problems, depression and suicide.?® 120- 73127

A Norwegian prospective study of 80 women having induced abortion found that mental health
124

before the termination did not influence women’s psychological stress responses.
An important corollary is whether the experience of motherhood is harmful to women with

serious mental illness. In a study of women with bipolar disorder, the authors wrote that “similar
proportions of women perceived that pregnancy had a positive influence on their illness course and
overall well-being (47%, 16 of 34) as those who reported negative effects (53%, 18 or 34). One-half

reported that becoming a mother had bolstered their self-esteem.”*!

In the US a large number of women with major psychiatric disorders abort their pregnancies
compared to the general population. Among a sample of 93 such women, abortion was associated
with being a victim of sexual abuse and the experience of physical assault. Repeat abortions were

prevalent. Women with reproductive losses were at greater risk for rehospitalisation than the women
who had no children.'¢?
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There is an institutionalised bias against motherhood for women with mental illness. According to
this research, “approximately one-half of the 70 respondents had been advised against pregnancy by
a psychiatrist, primary care physician, obstetrician, or family members, suggesting widespread bias
against pregnancy for such women.”

Among women with major psychiatric disorders, “one or more extreme negative emotional responses
regarding abortion occurred in one-third of the present study’s participants. These extreme feelings
involve predominantly anger and shame and should not be minimized nor ignored when they occur
and, for some, may be unexpectedly intense. Obviously, there is no painless way to cope with an
abortion.”'®

It is possible that women with mental illness feel abortion is their only choice because psychiatric
patients who give birth are at high risk of losing custody of their children.'®

Regrettably, there is very little research on mental illness and pregnancy to inform women and
clinicians in decision-making.

9. Conceptualisation of abortion

9.1. Interpretation of the harm of abortion

The harm experienced by women who undergo abortion is a highly controversial and sensitive topic.
The body of research on women’s psychological and emotional responses to abortion is constantly
expanding, yet it is easy to rely on a select few studies or reviews that may, in isolation, suggest that
abortion is a benign experience for women.

In fact the breadth of women’s experiences cannot be described by a single study. Women live with
their reproductive decisions for a lifetime, and the long-term effects are perhaps more important than
the short-term. Even if a minority (10-20%) of women experience severe responses to abortion, these
half million or so Australian women are worthy of consideration in research and public policy.

Australian pro-choice researchers note that “fear of sabotaging the case for women’s right to choose
abortion has meant that the distress and ambivalence experienced by women facing a problem
pregnancy and abortion has been understated or disregarded by some writers in the area despite
clinicians’ and researchers’ ready observation of its prevalence.”

A feminist perspective which supports abortion might interpret the potential harm as something
which women must accept if they are to have the right to choose. Others might assert, contrary

to the evidence, that women suffering psychological anguish and harm after abortion are simply
continuing to suffer from previously existing conditions. Others believe that “being forced to choose
between giving birth to a child or having an abortion seems impossible, but it can also be seen as
part of the difficulty inherent in life. ... The fact that we have to choose creates the anguish.”™*

Much research is carried out in the context of abortion service delivery. In such cases, many of
the researchers support abortion and may feel compelled to evaluate their findings in a way that
maintains their support of abortion.

This can be done in a number of ways. Firstly, the experience of a crisis or a difficult decision, or
grief and loss, and even the experience of being pregnant temporarily, is conceptualised as beneficial
because it results in maturity, growth, and improved understanding of others.**?

Secondly, the interpretation of ‘relief’ varies according to the ideological perspective of the researcher
(see discussion in the section on benefits of abortion).
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Thirdly, the grief and mourning which the woman goes through is perceived as necessary and
normal, and therefore unproblematic. One interpretation is that such reactions “can be best
understood within the framework of a normal stress response”" However some researchers find
that “although it has been suggested that emotional distress following abortion should be considered
a normal stress reaction, our results do not support this view”, because of the indications of regret
and ambivalence among many women one year after the procedure.”

The reason for post-abortion grief — the loss of something of value to the woman — often remains
unexamined. It is not considered by some researchers that the woman could have avoided such grief
and pain by avoiding the abortion. It is also not considered whether the woman expected or was
warned that she might experience such feelings.

Kero and Lalos note that “the fact that women and men choose to have an abortion despite
simultaneously feeling that they are relinquishing something that has a positive value is seldom
emphasized in research. Feelings of ambivalence are an indication that abortion has a price, which
implies that it is a more or less painful solution to the unwanted pregnancy.”*

Regardless of how the harm of abortion is interpreted, women must be told about these potential harms
if they are to have real choice. Also, since abortion is offered to women by the medical profession, the
benefits ought to outweigh the harms. At the very least, benefits should be established by evidence.
This is not the case with abortion. Hence, more research and debate is necessary.

9.2. Abortion as a perinatal loss

Abortion is a perinatal loss, even when it is chosen. There appears to be a widely-held assumption
that women do not grieve after abortion because they don’t want the baby. It is assumed that
miscarriage creates a problem for a woman who wants the baby, while abortion solves a problem for
the woman who doesn’t.

Evidence suggests that in reality it is not so straightforward. One study showed that depression
after miscarriage was associated with ambivalence towards the foetus.'** Other studies found

that psychological reactions to miscarriage were not related to whether or not the pregnancy was
desired.'®> 166

Miscarriage is an emotionally traumatic experience for many women. After miscarriage, women’s
losses “consist not of an embryo or a fetus, but their child. ... A feeling of utter emptiness occurs
after the little living creature who was there no longer exists.”%
51% of women who experience miscarriage will suffer psychiatric morbidity, and that 22-44% of

Previous studies suggest that 48-

women will show clinically significant levels of depression and anxiety.'*®

A Norwegian study showed that women’s responses after abortion compared with miscarriage were
in fact quite similar, except that women after abortion had more feelings of guilt, shame and relief,
and were more likely to experience avoidance of thoughts about the event, a common symptom of
post-traumatic stress disorder. Towards the end of the follow-up period, 2 years after the procedures,
feelings of loss and grief were similar between women who had had abortions compared with women
who had miscarried.'**

Yet abortion is not widely discussed, and women do not publicly grieve their loss. Research suggests
that a lack of grief reaction after abortion may increase the risk of later depression.**

It is widely believed that most women undergoing abortion do not want the baby. But in an
Australian study a significant minority of women who were attending an abortion clinic had
expressed fantasies about the baby, maternal attachment to their foetus (for example patting her
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tummy affectionately, or talking to the baby), what kind of mother she might be, or imagining what
the baby might be like."

10. A proposed research agenda

Based on the current body of knowledge on abortion summarised above, the following list includes
topics which need more research attention:

e Investigation of the complexities of the decision-making process when women are
considering abortion.

e  Ways in which doctors and abortion practitioners can identify and assist women seeking
abortion who are opposed to abortion, who are unsure about their decision, or who are likely
to regret it.

e Exploration of structural ways to support women during pregnancy and motherhood.
e Methods of improving support for single mothers.
e The relationship between domestic violence and abortion.

e Research into the possibility of screening for domestic violence in abortion settings, or other
ways to assist women experiencing violence. Continuing support and intervention programs
are urgently required for these women.

e The development of broad strategies that will help to improve the quality of relationships.
e Investigation of the impact of depression on women’s abortion decisions.
e Research into the choice and effect of abortion or birth after sexual assault.

e High-quality prospective longitudinal studies to examine the effects of abortion on women’s
physical and psychological well-being in Australia.

* Investigation of the phenomenon of increased death rates after abortion.

* High-quality research regarding the relationship of an early abortion of a woman’s first
pregnancy with the risk of breast cancer.

* Studies to identify women at increased risk of psychological harm from abortion who could
be identified and given more attention in counselling and support.

e Research into the effects of abortion on women with mental illness.

e Research which conceptualises and examines abortion as a loss even when chosen by the
woman.

o Research which informs the practice of pregnancy options counselling.

11. Conclusion

This paper is an evaluation of recent international research on the impact of abortion on women.
What has emerged is the myriad factors which influence a woman’s decision-making in pregnancy
and the potential physical and psychological effects, in both the short- and long-term, of abortion on
women.

Further research is required to better understand the pressures influencing women to decide to
undergo termination of pregnancy, and how those pressures can be addressed and ameliorated.

For those concerned about women’s well-being and freedom, the negative impacts of abortion on
significant numbers of women underscores the need for public policy, structural and cultural changes
to enable women to make informed decisions without undue external pressures.

Notwithstanding the methodological difficulties inherent in abortion research and the controversies
involved, comprehensive consideration of the available evidence also provides an important
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opportunity to develop creative public policy and community initiatives which address the real needs
of women.
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A detailed and timely review of the research for anyone concerned about the impact of
abortion on women.

Why do women undergo abortion?
What are the factors that influence women to have abortions?
What are the physical and psychological health risks of abortion for women?

This paper is a comprehensive evaluation of the international literature on abortion and its
consequences for women’s health and wellbeing.

“An excellent, highly informative and also
disturbing — but very necessary — paper”

— Dr Renate Klein, Associate Professor,
Women’s Studies, Deakin University.
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