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Oral evidence

Taken before the Science and Technology Committee

on Monday 15 October 2007

Members present

Mr Phil Willis, in the Chair

Mrs Nadine Dorries Dr Bob Spink
Dr Evan Harris Graham Stringer
Dr Brian Iddon Dr Desmond Turner
Chris Mole

Witnesses: Professor Maria Fitzgerald, University College, London, Jane Fisher, Director, Antenatal
Results and Choices, Dr Kate Guthrie, Faculty of Sexual and Reproductive Healthcare, Professor Neil
Marlow, President, British Association of Perinatal Medicine, and Professor John Wyatt, Professor of
Neonatal Medicine, University College London, gave evidence.

Q1 Chairman: Good afternoon everyone. Could I
welcome you to this, the first formal evidence session
of the science and technology select committee’s
investigation into scientific developments relating to
the Abortion Act of 1967. Welcome to our first panel
of witnesses this afternoon, to Professor Maria
Fitzgerald, Professor of Developmental
Neurobiology at UCL, Jane Fisher, director of
Antenatal Results and Choices, Dr Kate Guthrie,
the vice-president, Faculty of Sexual and
Reproductive Healthcare, Professor Nail Marlow,
the president of the British Association of Perinatal
Medicine and last but by no means least Professor
John Wyatt, professor of neonatal medicine at UCL.
Welcome to you all and thank you very much indeed
for coming at such brief notice. This is an inquiry
which is specifically dealing with the scientific
developments since 1967 and particularly since 1990
and the changes to the Human Fertilization &
Embryology Act which came in as a result of
amendments to that Act. We are strictly keeping to
that regime so if we move oV piste then I will stop
very quickly and move us back on to issues to do
with science and evidence. I will do exactly the same
to my colleagues if they trespass across the dividing
line. Professor Marlow, the Committee is hearing a
lot about viability and clearly in terms of late
termination the issue of viability is right at the heart
of that. What do we mean by “viability”? What does
the profession generally mean by “viability” and
how would you define it?
Professor Marlow: It is the capability of surviving
the neonatal period and growing up into an adult.
You would draw a distinction between viability
which is the potential to survive and grow up into an
adult human being and vitality which is signs of life
at birth, which are two distinct things. When we talk
about viability, we often think of a group of babies
who are born at what we call border line viability
and those babies are usually born before 26 or 25
weeks of gestation. At around 24 weeks of gestation,
approximately half of babies will have the capacity
to survive and be discharged home. That is usually
the level at which we set our border line viability.

Q2 Chairman: Dr Guthrie, in 1990 the legislation
was changed making 24 weeks, if you like, the legal
age of viability. Has anything changed?
Dr Guthrie: In what respect? In terms of science and
technology?

Q3 Chairman: Yes.
Dr Guthrie: My understanding from the literature is
that it has not changed. Reading UK studies and
studies which I have read about but are yet to be
published, my understanding is that there have been
no great advances. There have been advances in
maybe looking at foetuses in the womb and we see
more for example with ultrasound but in terms of
viability and survival my understanding is that there
has been no great advance.

Q4 Chairman: In terms of Professor Marlow’s
definition of viability, you would accept that?
Dr Guthrie: I would entirely.

Q5 Chairman: What about you, Professor
Fitzgerald?
Professor Fitzgerald: That is not my area of
expertise.

Q6 Chairman: Professor Wyatt?
Professor Wyatt: I would accept that definition of
viability. It is the ability to survive and grow up into
adult life with optimal medical care.

Q7 Chairman: How do you stand on the 24 weeks?
That is the legal definition at the moment. It was
created in 1990 as a result of the change from 28
weeks to 24 weeks. Do you support that?
Professor Wyatt: In terms of the scientific evidence,
there have been advances in neonatal care obviously
since 1990. There is evidence overall that neonatal
survival has improved. There is a matter of
controversy and debate about the evidence. It is
important to diVerentiate between two types of
study. There is a kind of study that involves the
testing of the outcome of an entire population, often
a geographically defined population, so all the
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pregnancies in an area are enrolled and the outcome
of those pregnancies, including the babies born at
the limits of viability, is then assessed. There are
other kinds of studies based at single centres and
often centres of excellence in order to see the level of
care that is potential with optimal care.

Q8 Chairman: If we take this issue of the very best
centres of excellence, since 1990 or since 1967, are
babies born at 23 weeks or 22 weeks more or less
likely to survive than they were? Where is the
evidence to support that?
Professor Wyatt: There is a body of evidence
published internationally showing that in tertiary
centres of excellence survival has improved.
Certainly since the 1960s there has been an
incremental improvement in survival and that
carries on into the 1990s.

Q9 Chairman: Can I tie you down in terms of this
incremental increase? What are we talking about in
percentage terms, because there are very few babies
that are born below 24 weeks, to be fair.
Professor Wyatt: Indeed. What the evidence
suggests is that there is also a very large diVerence in
individual centres. This has also raised concerns, to
know why it is, if you take one centre, the survival
for instance of babies born at 23 weeks may be of the
order of 20% or 25% and in another centre the
survival of babies born at 23 weeks may be as high
as 50 or 60%. That has been recorded.

Q10 Dr Spink: Would this be as a result of clinical
decisions to use steroids, for instance?
Professor Wyatt: There are a number of factors
obviously that one can speculate aVect the chances
of survival round these borders of viability. One
factor is the level of expertise, staYng and resources
that are available. Clearly, another factor I would
suggest is the ethical attitudes of the staV and the
parents that are taken towards babies around this
gestation. There is evidence to suggest that some
centres would have a more actively interventionist
kind of approach and other centres might have a less
interventionist approach to babies born around the
limits of viability. It seems likely that this is one of
the factors that influences the outcome. It has to be
said it has not been systematically studied and
therefore we do not know for certain what are these
factors that cause a variability of outcome in
diVerent centres. The evidence does seem to be there
in the literature that such variability does exist. It
means therefore that quoting a single figure is not
really very appropriate. There is quite a wide range
that diVerent centres have reported.

Q11 Chairman: Jane, in terms of viability, are you in
tune with the rest of the panel that say, “We are okay
with the definition. We are just now arguing about
whether it is 24 weeks or below that”?
Jane Fisher: Yes. Again, it is not our area of
expertise but certainly my experience is that what
has been said so far is correct.

Mrs Dorries: Professor Wyatt, on this area of
studies, you made some comments in the national
press on Sunday which were actually quite critical of
one of the studies which has been undertaken. I want
to ask you to what extent you thought that
particular study should inform our discussion. I
would like you to go into a bit more detail if you
would as to why the survival rate of 23 week babies,
particularly in your own unit, is so high. In your
unit, there are as many as 42% of 23 week survivors,
going up to 70% at 24 weeks. Why does your unit do
so well compared to the study of units across the UK
and do you think the study of the UK hospitals and
survival rates should be informing this Committee?

Q12 Chairman: Could you define what “survival”
means?
Professor Wyatt: Survival is slightly diVerent in
diVerent studies.

Q13 Chairman: What do you mean by it?
Professor Wyatt: In the study that I was involved
with, one particular study involved survival up to
one year of age. If babies are going to die, the
chances are they will die in the first few days of life,
but there is a possibility of children surviving the first
few months and then dying in later childhood.

Q14 Chairman: It is up to one year.
Professor Wyatt: One could take that as a definition.
If my remarks were seen as critical of the study, they
were certainly not intended to be critical of the
scientific value or merit of the studies that have been
performed to an extremely high, scientific standard.
They are extremely valuable and I think they do
inform us.

Q15 Dr Harris: Including EPICure?
Professor Wyatt: Including EPICure studies, yes. It
is very important that this data is assessed by the
Committee but I would argue, as I tried to, that there
is a diVerence between a very large, population
based study which eVectively says on average across
the UK this is what happens and the question of the
possible outcome that may occur from individual
centres.

Q16 Chairman: Is that not what happens with all
studies?
Professor Wyatt: The design of the study depends on
the question that you wish to answer.

Q17 Chairman: I am not trying to be pedantic here.
We are a Committee that is going to advise the
government in this particular area. The government
has to make policy across the country. It cannot
make policy for an individual unit. That is the point
I am making. Surely it is valid for the EPICure study
to be across the country?
Professor Wyatt: It is extremely helpful to see what
is happening across the country but there is also a
value in studies that say what is the outcome from
specialist centres. For instance, if we were looking at
something complete diVerent like breast cancer, you
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would say, “What is the survival of breast cancer
across the country?” but you might also be interested
to say in a specialist centre, under those special
circumstances, “What was the survival?” In other
words, they both give you information.
Chairman: I think it was important to tease that out.

Q18 Mrs Dorries: Therefore, would we say that the
viability of a baby born at 23 weeks depends into
which unit or hospital that baby is born?
Professor Wyatt: It must depend on a whole number
of factors but one of those factors is both the staYng
and level of resources that are available to that baby
in terms of whether that baby is in a major centre.
Some of the hospitals that theEPICure looked at did
not have specialist resources for caring for very
premature babies. It must also depend on the
attitude of the staV and of the parents that are again
in that particular unit. I would anticipate there are
large variations. One of the other statistical in all
these studies is that in any one centre one is dealing
with very small numbers. Therefore, it is always
possible that you have statistical eVects which
influence the outcome in individual centres. The
value of very large studies such as EPICure is that by
taking a very large number of babies you reduce the
statistical error but, at the same time, you lose the
information about diVerences between centres.

Q19 Chairman: Surely the smaller the number the
greater the statistical variation?
Professor Wyatt: Exactly. That was the point I was
making. If you have a very small number, you have
a large, statistical error.

Q20 Dr Turner: Professor Wyatt, you talk simply in
terms of survival, in terms of living or dying. Can
you comment on the quality of life in terms of degree
of disability given the large number of disabilities in
preterm babies of this age? Do you have any views
on the reasons why these babies are delivered
preterm so early?
Professor Wyatt: It is sadly true that babies born
around the limits of viability have a high risk of
having subsequent problems and these problems
range from physical problems, neurological
problems, learning diYculties, behavioural
problems and so on. There is a large number of
studies which have been performed and are currently
being performed into the long term outcome. Again,
the studies have quite a range of variations in
outcome between diVerent studies. They vary in the
precise measures that are taken. To answer a
question such as the quality of life is very diYcult. It
is clear that some babies born at the limits of
viability tragically are profoundly disabled but the
evidence suggests that severe, profound disability is
actually relatively uncommon as a long term
outcome. We do have quite a large number of
children who have some learning diYculties,
behavioural problems, but I would resist the
suggestion that that means their life has no value or
that it is not appropriate for us to care or to give
these babies the very best chance of a good outcome.

Q21 Dr Turner: Can you comment on the reasons
for such early parturition? Do you think there is a
limit between prospective disability and early
delivery? In other words, a natural abortion, for
want of a better word?
Professor Wyatt: There has been a huge amount of
research as to why babies are born very prematurely
and we know that there are a large number of factors
which increase the risk of prematurity, but it is true
to say that in any group of premature babies a very
significant proportion are those in which no reason
can be identified as to why the mother went into
labour very prematurely. It is not true to say that the
presumption must be that there was a congenital
problem with the developing baby in the womb, with
the foetus, which was the cause of the prematurity.
The research that goes on into the cause of injury
suggests that in the majority of cases damage to the
brain and the developing nervous system happens
around the time of delivery, sometimes immediately
before, sometimes during the delivery process,
sometimes in the critical first few days of life,
sometimes later on during intensive care. These are
the issues which we are trying to address and many
workers in the field are trying to address to minimise
the damage that occurs to the brain around the time
of delivery.

Q22 Chairman: The thesis presented by Professor
Wyatt appears to be that if you have a high quality
specialist unit the chances of surviving below 23
weeks are significantly increased. Those were the
words that were used: “significantly increased”.
That is what your article said.
Professor Wyatt: To clarify, less than 24 weeks.

Q23 Chairman: Sorry; less than 24 weeks. Is not 23
weeks less than 24 weeks?
Professor Wyatt: Yes.

Q24 Chairman: At 23 weeks. Have you picked that
up in the EPICure study?
Professor Marlow: Obviously the data are still being
analysed at present.

Q25 Chairman: I do not want you to reveal the data.
Just give us the facts.
Professor Marlow: In eVect I can see no statistical
improvement in survival at 23 weeks from the
preliminary analysis we have had of the data.

Q26 Chairman: Is that on individual units?
Professor Marlow: We have not looked at those
data yet. That is something that we will do some
time down the line but we have not had a chance
to analyse survival by unit. To my mind, there is
no incompatibility between what I have said and
what Professor Wyatt has said. In medicine we
always need centres of excellence that are pushing
boundaries back and are leading the way forward
for many of us to follow often. It is very important
that, if units have a philosophical agreement with
starting care at very low gestations, they should try
and provide the care to their ability. That is likely—
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and I think there is evidence from other countries—
if followed through to produce improved survival.
One of the problems is of course that the rates of
disability at low gestations do rise quite steeply.
Down at 25, 24 and 23 weeks we are certainly
looking at about 25% of the population who will
have serious, life long disabilities.

Q27 Chris Mole: Professor Marlow, you obviously
cannot reveal what is going to be in EPICure two
but in terms of our inquiry which is scientific
developments since 1990 primarily is the original
EPICure study still relevant for people to take into
consideration or is it becoming out of date?
Professor Marlow: I think the survival rates are
becoming out of date. If you look around the world
at very low gestations, there is very little evidence
that any of the rates of disability diVer between
diVerent countries. We recently compared the
outcome in a very low gestation in France to
ourselves and the results are identical. I have also
had the opportunity to look at data at North
America. Again, when they are defined by
gestation, the rates of disability are much the same.
I am fairly confident about that. Nobody has
shown really a significant improvement in that rate
of disability over the last ten years. What we have
seen, certainly in the Trent region of the UK, are
significant trends in survival at 24 weeks but we
have not seen those at 23 weeks. Even in an area
which is dealing with 67,000 births, we see an
almost twofold variation in survival at very low
gestations, at 23 weeks for example, which reflects
the small numbers of children. One extra child
surviving one year pushes the figures right up.
There is a lot of variability. It happens at very low
gestations and survival is mainly related to the
statistical confidence around what happens over
one year.

Q28 Chris Mole: Professors Marlow and Wyatt, are
you of the opinion that there is any link between
abortion and subsequent preterm births?
Professor Marlow: Recurrent abortion is thought
to be a risk factor for preterm births. I am not an
expert in that area and I would not push that
any further.
Professor Wyatt: There is scientific evidence of a
statistical association between a previous induced
about and an increased risk of subsequent
premature delivery. The problem with studies like
this of course is that statistical associations do not
in themselves prove a causal link and therefore
there is a number of scientific and other questions
that go on to try to tease out the question as to
whether or not there is a genuine causal link or a
statistical association. Having reviewed the
evidence myself, my impression is that there is
suYcient scientific evidence to suggest there is a
causal association and a number of large studies
that have been performed have suggested that there
may be a causal link. That is, to me, the force of
the evidence, such as it is.

Q29 Chris Mole: Is there a variation in that between
one induced abortion and multiple induced
abortions and the impact on the risk of subsequent
preterm birth?
Professor Wyatt: Statistically the evidence, the
majority of studies, appear to show that there is what
is called in rather unpleasant terms a dose response
relationship. If you have more than one induced
abortion, it increases the risk of a preterm delivery in
a subsequent pregnancy.

Q30 Chris Mole: But one might not?
Professor Wyatt: Statistically the majority of studies
suggest that one probably does but there are matters
of scientific controversy.

Q31 Chairman: Professor Marlow, would you
support that?
Professor Marlow: I would not disagree.

Q32 Chris Mole: Professor Wyatt, you have made
some comments about an estimate of the cost of
abortion and preterm births to society. How
accurately can we put monetary terms on those sorts
of issues?
Professor Wyatt: I am not a health economist and
these are very technical, complex areas. I would not
in any sense wish to. It is a study which, as far as I
am aware, has not been performed and, looking at
the health economic aspects of a whole number of
factors in terms of the provision of premature care,
it is something that is important.
Professor Marlow: Not all preterm delivery is at
border line viability. The vast majority of preterm
deliveries are at later gestations where survival is
very high in most centres across the UK and the
developed world.

Q33 Chairman: Below 24 weeks there has to be a lot
of intervention.
Professor Marlow: No. When you say there is a risk
of preterm birth, I would like to draw the distinction
between there being a risk of birth before 36 weeks
of gestation and birth before 24 weeks of gestation.
Mrs Dorries: The definition of preterm is 36 weeks.

Q34 Chris Mole: One of the technological
developments that has happened over the last
decade or so is the introduction of 4D images. Can
I ask all of the panel if they believe there is anything
we can learn from that that is relevant to this?
Professor Fitzgerald: At the moment what we can
learn is very limited simply because the technique is
still under development and still really at a stage of
trying to confirm that a lot of the structures that you
see are similar to those seen in animals and other
mammals, trying to identify the diVerent areas, but
I think it is a technique that in the future will
probably be very useful for prediction of outcome if
that was what you were asking, yes, but perhaps not
so much at the moment.
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Q35 Chairman: Is that generally agreed?
Professor Marlow: It is helpful in terms of prediction
of abnormality and therefore one is able to see
structures that one would not see in ordinary, two
dimensional, real time, 3D ultrasound. I do not
think it tells us any more about foetal development
than we probably knew already.
Dr Spink: Would the panel accept that 4D imaging
has brought about or is starting to bring about a sea
change in public attitude towards abortion since
they can now see the child developing at 18 and 20
and 22 weeks in a way that they had not perceived
before when they were thinking about foetuses
rather than real children with real limbs, fingers and
finger nails, forming a relationship with their
mother, listening to their mother’s voice, even at that
stage? It has caused a change in public perception on
the value of abortion to society.

Q36 Chairman: There is a significant diVerence
between what we mean by public perception and
how we measure it but I am sure Dr Guthrie and
Jane Fisher will answer that.
Dr Guthrie: Certainly there is public debate. I am a
clinician. My job I suppose is to interpret the science
to the women that I see in the clinic. My women are
certainly a lot more, shall we say, informed and they
are asking a lot more questions than they used to do.
That has not reduced the number of women seeking
abortions. There is something about, yes, there is
more knowledge or we think we have knowledge or
we have clues. How do we interpret them? The fact
remains that there is still a need out there for women
to access services. Despite what women know, it is
very interesting that the demand is still there.
Jane Fisher: They do provide what are quite
memorable images of a developing baby but what
has muddied the waters is people thinking we can get
more clinical information from those images and it is
important to make that distinction. Yes, the images
may be very beautiful but they are not necessarily
adding any more to clinical information about
developing babies.

Q37 Chris Mole: On the question of foetal organ
development, there is a lot that helps our
understanding of the concept of viability in terms of
the development of the nervous system, the
capability of the lungs to function and so on at
diVerent ages. How much has our understanding of
all that changed in the last 10 or 20 years?
Professor Fitzgerald: In terms of 4D imaging, I do
not think it has told us anything about the
development of the nervous system. An image of a
body tells you nothing about the nervous system. I
think it is really important to separate the brain from
all other organs. We really will be able to understand
a lot about general organ function and dysfunction
in foetal life but we still really have no knowledge of
what the structural correlates of consciousness are.
We simply do not know. That is incredibly
important. We can guess a number of things about
the development of the human brain at various
stages of gestation but it really will be just guessing.

All of our functional understanding of what infants
may or may not be able to process by the brain have
been performed after a baby is born, not in foetal
life. That is an incredibly important point because
the brain in a foetus is perfused eVectively by sleep
inducing chemicals. This is something that is not
well understood. It is not possible to extrapolate
back from a 23 or 24 week baby, which Professor
Marlow and Professor Wyatt have been talking
about, to how the nervous system will be functioning
in utero as a foetus. It is in a completely diVerent
environment.

Q38 Chairman: How do we know?
Professor Fitzgerald: We know that from two
important areas of study. One is from work on sheep
foetuses and is by Professor DavidMellor in Sydney,
a huge body of work studying all of the hormones
that are perfusing the brain in a foetal lamb and
measuring brain activity over the whole gestation
period. We know it as well from the work of
Professor Lagercrantz at the Karolinska Institute
who also measured equivalent hormones in human
foetuses. There is very strong evidence that the
foetus is eVectively asleep. It is like you asking if a
man who is deeply sedated feels the same as a man
who is not. It is that kind of question.

Q39 Mrs Dorries: There has been a more recent
study, has there not, in the United States that shows
perhaps the opposite of what you are saying? You
said you are just guessing and you cannot say 100%
that a foetus cannot feel and cannot respond to toxic
stimuli or whatever. Therefore, if we do not know, is
it not more humane and preferable that we come
down on the side of the foetus and assume that the
foetus can feel? I ask this for a very specific reason.
I was present at two 4D screenings recently, one
where a needle was inserted into the abdomen of the
mother and the baby physically recoiled from the
needle on the screening, and the other one where a
baby was simply nudged and pressed in order to
change position. The baby obviously was pulling
faces and did not want to do it. Having witnessed
both of those 4D screenings of both of those babies,
one was very aware a needle was coming at it and the
other was very aware that its position was being
changed. If it was deeply asleep and unconscious,
how was this foetus aware of what was going on in
utero?
Professor Fitzgerald: I think it is important that you
understand the nature of the reflexes in an integrated
nervous system. If, God forbid, you were a
quadriplegic, you were somebody whose spinal cord
had been damaged like Superman’s1 was. It was
damaged at a very high level so you could feel
nothing below the level of the lesion. You could not
move and you could not feel anything. If I then put
a needle in your toe, you would feel nothing but your
whole body would recoil. The nervous system below
the level of the brain is incredibly organised.

1 Note from the witness: Referring to the actor, Christopher
Reeve, and campaigner for spinal cord injury research.
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Q40 Mrs Dorries: How do you know that?
Professor Fitzgerald: I am trying to give you a
rational argument. If we do not know something, we
have to use our rational, scientific approach to this.
If you take a very tiny, newborn baby, not a foetus—
and this has been shown by Oberlander in Canada in
a beautiful study—if you give them a painful
stimulus, they will scrunch up their face and they will
move their limbs and cry. We have shown this. There
is no question but that those infants have a response
to pain. However, that response is the same if they
are extensively brain damaged, if the white matter
tracts in their brain, the main roadways if you like,
take all the information above this level. The
response is exactly the same until the babies are 32
weeks. Then you begin to see a big diVerence. I am
not playing God here. I do not know how human
consciousness emerges. I do not think anybody
knows that. We have to be quite rational about this.
If a lot of responses are exactly the same when there
is no cerebral function, it is reasonable to infer that
they are reflexes. They are carried out at the level of
the spinal cord and at the level of the brain stem.
That is the lower bit of your brain in your neck. They
are very organised, sophisticated reflexes. They give
you an emotional reaction. They would give me an
emotional reaction. You look at them and you
construct something out of them. The foetus is not
conscious—that is what I believe—because its brain
is not connected together.
Mrs Dorries: Can I ask Professor Wyatt as a
neonatologist what his opinion is on that?

Q41 Chairman: Is this a specialism of yours?
Professor Wyatt: It is not a special area. I am aware
that this is a matter of great scientific controversy
and that there are diVerences between experts in this
field about whether the deep structures within the
brain may participate in the sensory awareness or
not. Ultimately, of course, we cannot know what it
is like.

Q42 Chairman: Are you aware of another study
which contradicts the Canadian study which
Professor Fitzgerald commented on?
Professor Wyatt: I am aware of a recently published
review article which reviews evidence in this area and
which suggests that the deep structures may play a
role in pain awareness but this is a matter of scientific
controversy which I am not an expert on.

Q43 Dr Harris: Professor Wyatt, you are quoted in
The Times on 3 October 2006 saying, “The link
between the cortex and the rest of the body does not
come into play until 23 to 24 weeks when the first
connections are created.” That was from a Science
Media Centre briefing you gave in relation partly to
these scans. Is that still your view?
Professor Wyatt: That is a matter of scientific
record. Professor Fitzgerald is the expert on that.
That is the point at which the first projections of
the cortex—

Q44 Dr Harris: The Guardian reported that briefing
as your colleague, Donald Peebles, a consultant in
foetal medicine at UCL, saying, “The temptation is
to associate with regard to these scans foetal
movements with adult movements.” I think that is a
step which is extraordinarily dangerous. I do not
think in scientific terms he has shed any light
whatsoever on the debate about the 24 week limit.
You are cited as agreeing that the ultrasound images
made no fundamental diVerence to the scientists’
understanding of neuroscience. Is that an accurate
reflection of your views?
Professor Wyatt: The question was whether, as we
have just discussed earlier, the 4D images increased
the scientific understanding of the foetus’s
behaviour and at the moment I think the consensus
is they do not add a great deal in terms of the science
but they clearly have altered public perceptions.

Q45 Dr Harris: I am keen to stick to the science. It
is a science committee. On the EPICure studies,
Professors Wyatt and Marlow, if you get an average
figure from EPICure of between 10–15% and some
centres are higher than that for whatever reason—
there are multiple reasons why that might be; they
might be receiving at their tertiary centres referrals
of babies who are hardy enough for transfer to start
with so that will not be the average baby—does that
suggest to you that there will be centres at the lower
end in order for the average still to be 10 to 15%? Is
that your finding from EPICure one?
Professor Marlow: From the first EPICure study,
there is no doubt that within diVerent regions of the
country there was a wide variation in outcome. That
reflects the attitudes and the services available at
the time.

Q46 Dr Harris: Even at 24 weeks, if the overall
survival is 60% and some are at 90, some might be as
low as 10, 15 or 20. If you chose that as the basis,
then 24 would not even be viable if you chose it
hospital by hospital.
Professor Marlow: That is one interpretation of it,
yes.

Q47 Dr Harris: The BAPM, of which you are
president, in their evidence said to us, “BAPM has
recently completed a further survey on the outcome
for babies under 26 weeks in 2006 and the results of
this work, EPICure two, are just becoming
available. We will not be able to quote the exact
outcomes for babies in EPICure two as the data is
being analysed. However, early indications are that
for infants below 24 weeks of gestation the survival
to discharge home was very similar between the
cohort of 1995 and that of 2006. Headline figures of
approximately 10–15% survival were found.”
Would you accept that evidence?
Professor Marlow: I would accept that. That refers
to the survival of babies admitted for intensive care.
One has to understand that clearly the base
population will change your survival because many
with low gestations will sadly die in the delivery
room immediately after a live birth. A further
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proportion will die during labour. When a woman
presents in labour at 23 weeks, the overall survival
with very low gestations is considerably lower than
that quoted.

Q48 Chris Mole: At 22 weeks, what proportion of
babies need some intervention to start life?
Professor Marlow: All.

Q49 Chris Mole: 100%?
Professor Marlow: Yes.

Q50 Chris Mole: No babies are born naturally at
22 weeks?
Professor Marlow: They may be born naturally but
they do not survive without support.

Q51 Dr Harris: If I were to say to you that a
definition of viability for legal purposes would be it
is the lower point at which a baby would have a
reasonable chance of surviving without significant
abnormality or impairment, would you say, based
on the data you are aware of that is in the public
domain such as that I have discussed, Professor
Marlow, that that would indicate that 24 weeks is
right; or would you say it should be diVerent based
on that particular definition?
Professor Marlow: In my opinion, 24 weeks is the
lowest gestation rate at which we routinely will
expect a good outcome.

Q52 Dr Harris: Professor Wyatt, you are able I hope
to send us the abstract of the data in your unit that
you referred to in your paper?
Professor Wyatt: Yes.

Q53 Dr Harris: What was the denominator for that?
Was that 40 or 42% survival at 23 weeks of all babies
showing signs of life in the delivery room or was it
a proportion of those admitted to neonatal intensive
care directly or by transfer?
Professor Wyatt: The denominator was all babies
born alive in the labour ward in the hospital at UCL.

Q54 Dr Harris: Do you accept there is another
problem with the variability? If there is a unit that is
very keen to resuscitate as much as possible, for
whatever motives, that might well drive the
percentage figures down because there will be a
broader base for babies that are found to have signs
of life and then are intervened on? Do you accept—
it should not be a controversial point—that that is
another reason for the wide variability possibly
between countries and centres?
Professor Wyatt: It really repeats the point I made
earlier. The ethical attitudes towards any individual
baby will change the outcome. Such studies as there
suggest, I think not surprisingly, that where there is
a more active interventionist policy that does not
lead to a lowering of the figure. That leads to an
improved survival. Where there is less
interventionist policy there tends to be reduced
survival.

Q55 Chairman: Professor Fitzgerald, crucial to this
inquiry is the fundamental question at what time
does the foetus feel pain. Clearly, the comments you
have made to us earlier have said that your
guesstimate, if you like, your professional advice to
the Committee is that, given the current state of the
science, you feel that the foetus does not feel pain
certainly at, say, 24 weeks. Does it at 30 weeks? What
is the diVerence? What happens in that period of
time?
Professor Fitzgerald: It is really important, without
going on about this too long, to define what you
mean by feeling pain. There is reacting to pain. I do
not think anybody denies that from quite an early
age—literature suggests it can be as early as 13
weeks—a foetus will show a reflex reaction to pain.
It is very important we separate that out from
whether they are feeling it or not. The only way we
can answer the question of whether they are feeling
pain or not is to understand something about the
activity in the brain in a foetus. If you examine the
activity in the brain in a preterm born baby, we have
shown that at 24 weeks there is evidence of cortical
activity. That is right at the highest level of the brain,
I guess. That is measured by blood flow though. It is
not a direct measure of the neurons or the nerve cells.
There is a sign the blood flow changes in the brain. I
am not at all of the view that there is no brain activity
in a 24 week baby. What I am arguing is that we
simply cannot extrapolate back into foetal life. It is
inappropriate. We do not understand enough about
it. I was asked how can it be that if a foetus is
basically drugged and asleep it can show these
reactions. An adult who is fast asleep shows very
strong reflex reactions. If you were to try this on a
partner or a friend, if they are really fast asleep—it
is really true; people do not believe it—it is an
absolute fact that if somebody is deeply asleep, if you
tweak their toe, they will show a very strong bodily
reaction but they will not wake up and they will not
remember. It is really important that we separate out
the body’s reaction to whether a foetus is feeling
something or not. The current evidence suggests that
even if they do—I understand that some people
would rather take the line that we do not know so
they do—the foetus is really in a very heavily sedated
state anyway.

Q56 Dr Spink: Answers from parliamentary
questions from me very many years ago revealed
that very minor, totally insignificant abnormalities
such as a hair lip or a cleft palate were used as
excuses for many abortions at that time. Are you
happy with the current legal definition of
impairment, disability or handicap that is used in
terms of abortion, all of you? You can say yes or no.
Jane Fisher: From our standpoint, dealing with
women struggling with decisions about what to do
about their pregnancy after being given a diagnosis,
we can safely say that there are not legions of women
who are making easy decisions based on so-called
trivial reasons. Women and their partners and wider
families struggle hugely after something is diagnosed
in their unborn baby. They do not take it lightly. The
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law as it stands at the moment is open enough to
allow them with their clinicians to make the
decisions that are right for them in their unique
circumstances.

Q57 Dr Spink: Are you happy with the current legal
definition of impairment, disability or handicap?
Jane Fisher: Yes.
Professor Fitzgerald: It is not my area of expertise so
I am answering from a personal point of view. I am
happy with it.
Dr Guthrie: We have discussed it at the faculty and
we are happy, given what my colleague has said. We
support the current view as it is.
Professor Marlow: It is very diYcult to be very much
more specific than the current law. As such, I am
content with it.
Professor Wyatt: The wording of the Act is
extremely vague. Therefore, it is left very much to
the discretion of the clinician as to how this is
precisely interpreted. My understanding is that it has
never been tested in court as to precisely the meaning
of these words. Again, this is a personal view and I
wish to make it plain that I am giving evidence as a
personal individual and not as a representative of
any organisation. My own personal belief is that it
would be helpful for the profession if the wording
could be made more precise to give people what
Parliament’s intention is as to what these words
should mean.

Q58 Dr Turner: I would like the panel’s views on
how useful they think the RCOG/BMA guidelines
are in helping clinicians and parents come to a
decision on termination.
Professor Fitzgerald: That is not my area of
expertise.
Jane Fisher: We would only speak within the context
of termination for abnormality and we do not see a
problem with the guidelines as they stand.
Dr Guthrie: Can I ask which aspect of the RCOG
and BMA guidelines?

Q59 Dr Turner: For instance, whether treatment of
any detected abnormality either in utero or after
birth is possible, the child’s potential for self-
awareness, suVering that might be experienced, the
whole range of guidelines which are much more
familiar to you than they are to me.
Dr Guthrie: When we are talking about foetal
abnormality, it is such a complex area. Patients are
very dependent on the information they get from
their clinician, which is not just their obstetrician but
also their paediatrician, information on what is
known about the pregnancy, what potentially may
be the circumstances for the child when it is born,
going to the internet and anywhere else. There is a
whole load of information which will help them
reach their ultimate decision. That is why it is so
diYcult to pin it down.

Q60 Dr Turner: There are three areas which really do
matter where there may have been significant
changes since 1990. Firstly, the diagnosis of

abnormalities at varying stages of gestation,
predicting the level of disability and treatment of
disabilities. Can any of you with a view please
comment on whether anything has moved in these
fields that relates to the time limit of abortion, the
24 weeks?
Jane Fisher: Yes, screening for certain abnormalities
has moved on in that time—i.e., we now have a
programme of screening for Down syndrome that
can be performed earlier in pregnancy. That is one
condition.Stillwedeal regularlywithwomenwhoare
given information at their mid-pregnancy scan,
which can be as late in some centres as 22 weeks,
about a potential problem. They almost always have
to have further testing beyond that, so we would say
no, it has not moved on. The technology has moved
on certainly but our ability to give clear, accurate
prognoses from what we diagnose has not.

Q61 Dr Turner: Does anyone dissent from that?
Professor Marlow: I think diagnosis is considerably
more accurate now than it was before. Often when I
aminvited tospeak toparentswhoarecontemplating
a decision as to whether to continue with the
pregnancy or not, it allows me to give parents much
more accurate information. Often, that information
is not available until 22/23 weeks, often after an MR
scan or something similar. Apart from the accuracy
of diagnosis and thereby the accuracywithwhichone
can counsel parents, I see no major change.

Q62 Mrs Dorries: Professor Wyatt, given your
comment a moment ago about the link between
induced abortion and preterm deliveries, the Royal
College ofGynaecology guidelines 2004 donotmake
any mention of this whatsoever. Do you not think
that women deserve to be fully informed of this
particular aspect of scientific evidence? Do you think
the RCOG guidelines need to be updated to reflected
this so that women are better informed when they go
to a doctor to request a termination?
Professor Wyatt: I think on first principles it is
absolutely vital that women are fully informed about
the information that is available if they are
considering having an abortion. Therefore, I think
that guidelines do need to be constantly updated as
evidenceaccumulates. I think it is very important that
appropriate attention is paid by those who counsel
women, abortion providers and so on, to make sure
that fully informed consent is obtained. In terms of
othermedical and surgical procedures,we go togreat
lengths to ensure thatpeopleare fully informedabout
potential consequences.
Mrs Dorries: Is that a yes? You do think that the
RCOG guidelines 2004 should be updated to reflect
this information?

Q63 Dr Harris: Could you explain your expertise in
this area when you answer that question?
Professor Wyatt: I do not have expertise in the
RCOG. It is for the RCOG to amend its own
guidelines. The principle is that guidelines should
reflect the best available scientific evidence.
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Chairman: I donot thinkwewoulddisagreewith that
as a Committee. That is how Parliament works.

Q64 Graham Stringer: All the witnesses have been
very precise about a 23, 24 or 25 week gestation
period. Are you absolutely certain when you are
dealing with a premature birth that the baby is 24, 23
or 25 weeks? How do you know?
Professor Marlow: As someone faced with this from
time to time, it is a very relevant observation. The
dating of pregnancies has become very much more
accurateover the last 10 to15yearsandcertainlyover
the period between 1995 when we did our first study
and last year the confidence intervals around what a
gestation is on an early scan have come down quite
dramatically.Nonetheless, you are quite correct. It is
oftendiYcult tobe sureof the exact gestationage of a
baby and of course the exact gestation might make a
lot of diVerence in a delivery room decision. That is
why ingeneral termswe always suggest that someone
is present at thedelivery tomakean assessmentof the
baby. If the baby is showing greater signs of vitality,
ourstandinginstructionsareoftento interveneunless
the parents have asked otherwise. That is a
completely diVerent issue from survival and
disability. This legislation is a practical, pragmatic
solutionto this levelofuncertainty thatweseearound
that area.

Q65 Graham Stringer: How does that uncertainty
aVect the statistics that you are presenting to us?
Professor Marlow: The statistics can only go on the
bestavailabledatingevidence thatwehaveand in this
country we are very lucky in that our obstetric
services are very good at picking womenup early and
oVering early scans. The accuracy with that is to
within a few days. Given that, I feel much more
confident. 15years ago itwasnotuncommonforus to
be faced with a woman where we did not know what
thedateswerewithanycertaintyand thatwasamuch
more diYcult decision making process.

Witnesses: Professor Patricia Casey, University College, Dublin, Dr Ellie Lee, University of Kent, Professor
Jane Norman, University of Glasgow, Dr Chris Richards, Newcastle University, and Dr Sam Rowlands,
Warwick Medical School, gave evidence.

Chairman: Good afternoon to our second panel:
Professor Patricia Casey, professor of psychiatry at
University College, Dublin, Dr Ellie Lee, lecturer in
social policy at the University of Kent, Professor
Jane Norman, honorary consultant obstetrician and
gynaecologist at the University of Glasgow, Dr
Chris Richards, consultant paediatrician at the
Royal Victoria Infirmary, Newcastle upon Tyne,
and Dr Sam Rowlands, a visiting senior lecturer at
the Warwick Medical School. Welcome to you all.
You have seen from the first panel how kind my
Committee is in terms of questioning.

Q68 Graham Stringer: Dr Lee, last year there were
about 3,000 abortions between 20 and 22 weeks and
fewer than half of those were between 20 and 24

Q66 Graham Stringer: The accuracy really depends
on an early scan?
Professor Marlow: It does depend on an early scan.
Dr Harris: To the two neonatologists: we have been
given two types of evidence in this session and in
written evidence. When Parliament makes its
decision, in so far as it relates to viability, next year
on what the limit should be would you recommend
first, Professor Marlow, that it based it on data from
UK law, national studies in peer reviewed, published
papers like EPICure or anecdotal reports that have
not yet been published from individual hospitals as
the best way—
Chairman: That is leading.
Dr Harris: Let him answer the question.
Chairman: I am not taking that.
Dr Harris: Let me ask a wider question. I did not
realise in our standing orders there was a rule
about—
Chairman: There is because I am chairing this
Committee and I am the king.

Q67 Dr Harris: Can you give us advice on what sort
of evidence parliamentarians should rely on when
making decisions on nation-wide law about where
viability lies?
Professor Marlow: I think they should be aware of
the totality of the evidence but carefully conducted
population studies do show us very clearly the
prevailing outcome in this country and do not in any
way detract from centres of excellence trying to push
further the ground rules of scientific activity which
we need if we are ever going to make any advances
in this area.
Chairman: Professor Marlow, you will make a
politician yet. That was a very neat way of being able
to finesse that question. On that note, could I thank
our panel, Professor Fitzgerald, Jane Fisher, Dr
Guthrie, Professor Neil Marlow and Professor John
Wyatt? Thank you very much indeed.

weeks. Why are there so many late abortions in
this country?
Dr Lee: Those figures are not quite right. If you take
the entire 20 to 24 week band, it is about 1.5% of
terminations which comes at about 2,500
terminations, unless I heard you wrong?

Q69 Graham Stringer: The figures I am briefed on
are 2,948 20 to 22 weeks and 1,262 22 to 24 weeks
which are 1.5% and 0.7%.
Dr Lee: I suppose it depends what you think is a
large number. The proportion of terminations at 22
to 24 weeks has remained the same. It is one of the
important points that I was trying to emphasise in
the evidence I submitted to the Committee. If we
look at where there has been a significant shift over
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the past five years in the temporal patterning of
abortion, it is in the first trimester. One of the things
that is testament to is the import of policy
intervention in this area because policy intervention
does appear to have shifted the temporal patterning
of gestation from the latter end of the first trimester
into earlier in the first trimester, which is a significant
gain in public health terms because there is wide
agreement that earlier abortions are better than later
ones. In terms of the data that we have, if we look at
the gestation band 20 to 24 weeks, it has remained
remarkably consistent over the years. It was to try
and look at the issue of remarkable consistency and
more widely also the earlier aspect of second
trimester abortion, so 13 to 20 weeks. That was why
we conducted the study that we did and why I
thought it was important for the Committee to see
the evidence that there is on this. If we take the latter
end of the second trimester band, the most
important factors which have emerged from the
available research about this are what distinguishes
women in that band from women earlier in the
second trimester. That is to say, if you compare 13 to
17 weeks with 18 weeks in and above. The two main
factors that stand out are, first of all, a particularly
high propensity for women at 18 weeks in and above
to experience delay at the point of referral. There is
a significant issue here in terms of service provision
for the whole second trimester band but it
particularly pertains for 18 weeks and over. Women
reported more frequently delays at that gestation
band than at the earlier stage of the second trimester.
The first clinician they consulted either made it
diYcult for them to proceed and to be referred on or
did not know where to refer them. There is both an
issue of GPs not liking women requesting abortion
at this stage and therefore creating diYculties in
terms of further referral or not knowing where to
send them, which I think relates to the broader issue
of the reconfiguration of abortion services in the late
second trimester which we can discuss if we want to.
The second factor which I was very struck by in
particular from the study that I worked on with
colleagues from Southampton University was that
more than half of women who were 21 weeks and
over reported that they did not perform a pregnancy
test until they were at least 18 weeks and two days
pregnant. That is to say, the women did not actually
confirm the pregnancy until they were more than 18
weeks pregnant. That is the 21 weeks and above
band. What this suggests is a combination of late
recognition of pregnancy. Forwomen at this stage of
late referral for abortion and late seeking of
abortion, they do not recognise they are pregnant.
Often it is because they have continued bleeding
which they interpret as a sign of continuing periods.
That is one issue. The other issue is that for a lot of
women who terminate pregnancies later on it is
associated with ambivalence and diYculties with
coming to terms with all of this. Sometimes women
do not want to do the pregnancy test because that
means you have to face up to all of this. These areas
and particularly this question of ambivalence are
very diYcult to find a straightforward resolution to.

Ambivalence in deciding what to do about an
unplanned pregnancy is part and parcel of what
unplanned pregnancy is all about, the experience of
it. I think it would be a very negative step to try and
push these women into making a decision about all
of this but it is a significant factor in explaining why
later terminations occur.

Q70 Graham Stringer: In the studies you refer to
what are the demographics? Are there any
diVerences in the socio-economic background of
the women?
Dr Lee: The only study which has looked at that was
the one I was involved in. There are very few studies
for this country looking at why women have late
abortions. To my knowledge, apart from the one
that I was involved in, there are only two others of
any significant size. There is some American data
but that is all there is. In the study that we were
involved in, we had returns from 883 women so it
was a relatively large sample size for studies of this
kind. Just over 100 of those women we could not get
the information for but as far as we could we
matched the returns with measures of socio-
economic background. Interestingly, there were
almost no correlations. There was a small, negative
correlation between diYculty in the women making
her mind up and socio-demographic information.
That is to say, women from lower socio-economic
groups appeared to find it easier to make the
decision but I definitely would not want to make too
much out of this because the overriding message
when we correlated these sets of data was that there
were no significant correlations. Age was important
however.

Q71 Graham Stringer: Can you explain to the
Committee what the correlation was?
Dr Lee: It is a well known observation on the part of
people who provide abortion services that it tends to
be the case relative to women seeking abortion
within particular age bands that women who seek
abortion at later gestational stages tend to be
younger. These data often are really misrepresented
so people think that most women having late
abortions are teenagers. That is not true. Relative to
the age band, there is a high proportion of teenagers
who have abortions late. In our study what emerged
about all of this is that younger women reported
later recognition of pregnancy so they just did not
realise they were pregnant; diYculties in
communicating with others about it, particularly
with parents, so they hid the pregnancy; concerns
about what abortion involved which meant they
delayed requesting a termination of pregnancy.
Older women in contrast were more likely to report
than the younger women diYculties in deciding to
have an abortion related to issues to do with
relations with their male partners.

Q72 Graham Stringer: Has the work that you have
been involved in been peer reviewed?



3789252001 Page Type [O] 12-11-07 23:52:40 Pag Table: COENEW PPSysB Unit: PAG2

Science and Technology Committee: Evidence Ev 11

15 October 2007 Professor Patricia Casey, Dr Ellie Lee, Professor Jane Norman, Dr Chris Richards and
Dr Sam Rowlands

DrLee:At themomentwehaveonearticle submitted
which is being peer reviewed and we are writing
another currently. The reason I submitted the
document that I did—and itmaybemymisreadingof
the advice given to people potentially submitting
evidence—is one of the things you said in the
guidelines was that you did not want already
published evidence. I therefore assumed that the
Committee would like insight into newly completed
studies.At themomentwe are submitting papers and
they are undergoing the peer review process. The
entire methodology is publicly available though, the
complete report with methodology.

Q73 Graham Stringer: Are there any regional
correlations in the patterns of women presenting for
late abortions?
Dr Lee: That was not something which our study
detected. The study was based around quite
deliberately primarily British Pregnancy Advisory
Service clinics and two other independent sector
clinics.The reasonwedid thiswasbecausewewanted
to be able to find out evidence about the population
group of women seeking particularly late abortions.
About 80% of those abortions at 20 weeks and over
are carried out by the British Pregnancy Advisory
Service.Whathappens is thatwomenattending these
clinics for laterabortions comefromallover theplace
because therearenowsofewNHSfacilitiesproviding
these late abortions. It makes it quite diYcult, on the
basis of thekindof informationwewere collecting, to
come up with any kind of sensible correlations about
geography. The one thing that is clear though is that
women presenting for late abortions often have to
travel a long distance for their consultation
appointment and for the procedure.

Q74DrTurner:Othercountries inEuropehavemuch
lower abortion limits than us. Can you comment on
that and in particular how they deal with the obvious
problem that was highlighted by the previous set of
witnesses, that in many cases abnormalities and
potential disabilities are not detected until 22 or 23
weeks?
Professor Casey: I am not sure I can answer that
becauseabortion isnot legal in Ireland.Womencome
to Britain for abortion. The numbers coming peaked
in 2001 and since then have declined significantly.
The raw number coming in 2001 peaked at 6,700 and
thefigures for 2006were 5,043, so there hasbeenabig
reduction. Wedo not know why that is exactly. It has
been speculated that they are perhaps going to
Amsterdam on the cheap Ryanair flights that we all
hate using but are forced to sometimes. In fact, the
Dutch figures are not showing that up because that
has been checked. We think there is a genuine
diminution in abortion in Ireland because we have
constant abortion debates in Ireland so young
women will be much more familiar with the issues.
Many of them will be very familiar because we have
had television programmes about the 4D imaging
that will have changes some women’s attitudes. That
is the situation in Ireland. I cannot really comment
beyond that.

Professor Norman: Just because abortion is illegal in
a country does not mean it does not happen. If you
look at Latin America, for instance, their abortion
rate is 30 to 60 per thousand women of reproductive
age compared to ours of about 15, although abortion
is illegal in Latin America. You cannot entirely
correlate the occurrence of abortion with the legality
of it in other countries.

Q75DrTurner:Wehavealreadyheard thatoneof the
factors in late abortion is indecision on the mother’s
part. Do you think that having a limit like the
German limit of 13weeks sharpens themind?Doyou
think that German women, as a result of the 13 week
limit, are more decisive?
Dr Lee: I have never seen any studies which do or do
not sustain that proposition. People talk about
Europeanabortion laws.Europehasawholerangeof
diVerent sorts of abortion laws. The law in the
Netherlands is extremely liberal. The same holds for
Sweden, but not for France, Germany. They are very
diVerent. The one thing we do know is that
jurisdictions which have stricter controls around
secondtrimesterabortiongenerateabortion tourism.
Lack of access to all sorts of reproductive health
services creates tourism. Women travel to other
countries. We know there is an inflow of women for
example from France to this country for second
trimester procedures. In relation towhether lowering
of the limit sharpens women’s minds, I think that is
pretty unlikely. Thinking about the study that I have
been involved in, more than 50% of the women in the
sample as a whole reported that they did not first
request an abortion until they were more than 13
weeks pregnant. That is to say, they were already out
of thefirst trimester band.The explanations that they
gave for these things do not seem to me to be ones
which would be aVected by the abortion law, the fact
that they were using contraception so it did not even
enter their heads that they would be pregnant or if
they had breakthrough bleeding and misinterpreted
that as periods. These things do not seem to me to be
things that would be changed by a reduced upper
limit, but I have never seen a study which has
investigated the point you have just raised.

Q76 Dr Turner: You do not think that lowering the
limit would encourage women to present earlier?
DrLee:No.What lowering the limitwould dowould
be to create traYc to countries which had a diVerent
limit or women would have to have the babies. That
would be the outcome. I do not think it would make
women present earlier. It is a shame Kate Guthrie is
not on thispanel because she seeswomen, but I seeno
reason from research that I have been involved in to
imagine that.

Q77 Dr Turner: Can you think of any medical or
social reasons why the UK should be relatively
unique in Europe in having a 24 week limit as
opposed to the lower limits in other countries? Are
there any unique factors in the UK?
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Dr Lee: I could deliver an entire paper on this. My
suspicion is it is probably outside the remit of this
particular Committee but there are all sorts of very
interesting issues surrounding the evolution of
abortion laws in diVerent jurisdictions. One point to
bear in mind about the 1967 Act in this country is
that Britain was the first country of the ones that you
are talking about to legalise abortion. It happened in
a very particular context. The legalisation of
abortion in this country was the product of a
particular set of social influences. The thing that is
striking about the British abortion law is that it has
the highest upper limit. As we know—people always
make this point about other jurisdictions in Europe
as well—it does not permit abortion on request at
any stage. In one sense it is both the most
conservative and the most liberal if you see what I
mean, which is a very interesting phenomenon about
this law compared to other jurisdictions. If you look
at other jurisdictions, because they were subject to
diVerent sociological and historical factors, most of
these reforms were passed in the 1970s. That
explains the diVerence in them but that is really a
question of history and sociology.

Q78 Dr Turner: To your knowledge, are you aware
whether in other countries late abortions for what
would be in this country considered good, medical
reasons do actually occur?
Dr Lee: Yes, I think they do. I think women just go
to other places to get them.

Q79 Dr Turner: Do they occur in country?
Dr Lee: In countries where for example after 13
weeks abortion is only permitted on grounds where
there is foetal abnormality, women would travel.
That is my presumption but I am not an expert on
abortion practice in Europe.

Q80 Dr Turner: There is not reliable information?
Dr Lee: If you had somebody here from the
International Planned Parenthood Federation they
might be able to tell you.
Dr Rowlands: There is evidence from the papers that
I quote in my submission where abortion was denied
and papers have quoted there that up to 40% of
people definitely obtain abortions if they are denied,
even if they are denied and then appeal, as in the
Czech study that I quoted.

Q81 Dr Iddon: Professor Casey, how can we be sure
that abortion does increase the risk of mental illness?
Professor Casey: Because of the studies that have
been done that I have quoted to you. Some of them
are done on general populations. They are not done
on people with pre-existing psychiatric illness
saying, “I have had an abortion. Is this the cause?”
These are population studies that have looked at
admission rates, at outpatient attendance rates and
that have just followed through people in the general
population and related their mental health at a later
point to whether they have had an abortion or not
using very complex statistical analysis, using
multiple regression analysis usually. There is a

number of those studies that I have presented. There
has been a huge surge in studies since 2000 which is
why I picked 2000 as the date after which I would
submit published studies. There has been a huge
explosion in studies investigating this in very
diVerent cultures as well. The evidence is compelling
that there is an association between abortion and
mental health problems and that there is more than
an association. There is a causal link between them.
I am satisfied of that from looking at the studies. It
was the case in the past that people said mental
health problems were related to prior mental health
problems. If somebody had a history of depression
in the past and then had an abortion, yes of course,
they were bound to develop emotional problems
subsequently. All of the recent studies have
controlled for prior history and family vulnerability.
They have controlled for those kinds of confounders
and have still found a link between mental health
problems and abortion.

Q82 Dr Iddon: Could you go into the causal factors
in a bit more detail and perhaps the confounding
factors as well?
Professor Casey: The confounding factors are
variables that would be related both to abortion and
to a mental health problem. A prior mental health
problem would be one. It might be that women with
prior mental health problems are more likely to seek
abortion but having a prior mental health problem
would also be related to developing a later mental
health problem. A confounder is related to both the
cause of the variable you are interested in and to the
outcome variable, so you control for them because
they muddy the waters. You want to be sure that you
are not muddying waters. That has been done in all
of these studies.

Q83 Dr Iddon: Could I turn to the other members of
the panel and ask whether in general they agree with
what Professor Casey is saying or whether there is
any disagreement?
Dr Rowlands: If you go back to basic principles,
women who have an unwanted pregnancy, the
studies that Professor Casey quotes are the best that
are available. They are very good methodology but
if you notice they are comparing the women with
unwanted pregnancy who have an abortion with
what you might call willing mothers and also in some
cases women who have miscarriages. If you go back
to basic principles what you would really want to
do—unfortunately it is not possible—is compare
women with unwanted pregnancies who are denied
abortion. I do quote one very small study which I
would not claim has any fancy methodology but that
comes from Singapore, where there is a law. It is a
lot more strict than in this country. That would be
the ideal thing but obviously it would be totally
impossible to have a proper, randomised trial. You
cannot do that. All we have are the kinds of studies
that I quote which I do agree are old but to follow
people up in Prague for 35 years is quite a feat. Those
are the studies that you need to look at, the women
who have had unplanned pregnancies and had their
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abortions denied and the ones where they have had
an abortion. I agree it is not possible but I am just
saying this to point out that these comparators in
these high falluting, good methodology studies are
not really the best comparators.

Q84 Chris Mole: What you are saying is that the
dominant factor could be the unplanned pregnancy
rather than the termination?
Dr Rowlands: Yes. We know that women with
unplanned pregnancies, if you look at their
personalities and social circumstances, diVer from
the general population. I pointed this out in my
submission. They have diVerent social problems,
drug misuse problems etc. They are diVerent.

Q85 Dr Iddon: Professor Casey said that the figures
looked compelling to her. Would you use that word?
It sounds as if you would not and that you are a
sceptic.
Dr Rowlands: I was quite reasonably impressed with
them because they are good quality but
fundamentally they are not really comparing what
we want to compare with. A woman who has
planned her pregnancy, is happy to be pregnant and
has her baby is obviously very diVerent from the
people who have abortions.

Q86 Dr Spink: Are they the best, most professional
set of figures available to us?
Dr Rowlands: Yes.
Dr Lee: There is one study of exactly the type Sam
describes for this country which is Gilchrist and
Hannaford, the Royal College of General
Psychiatrists and Royal College of General
Practitioners joint study, which is the largest study
that has ever been done in the world and includes
exactly the comparator groups that Sam mentions.

Q87 Chairman: These are the women who were
denied abortion?
Dr Lee: Yes, so it compares whether you continued
with abortion or whether you were denied abortion
and two other groups of women with very clearly
defined psychiatric sequelae. I think it is widely
accepted that this is probably the best study that has
ever been done in the world on this issue, but it is a
little dated. It was published in two stages. The
second stage was published in 1995 but it is widely
available and I think your submission referred to it,
or one of them did.

Q88 Dr Iddon: Is the work compelling?
Dr Lee: For that study it is compelling. I am much
less convinced by the smaller scale studies. There has
been for example a lot of talk of the Fergusson study
and this has been really bigged up by certain people
who want to make claims about the negative,
psychological sequelae of abortion. The Fergusson
study has reasonably good methodology but it does
not, by admission of the author, include women who
are denied abortion and it does not measure for
wantedness of the pregnancy. It is also only of young
women under 25 in New Zealand. There are pros

and cons for diVerent methodologies in the diVerent
studies Patricia cites, but they are all limited because
of their size and because of the lack of the
appropriate control group.
Dr Richards: I am aware of the Fergusson study and
it is very compelling. It shows that women who have
had induced abortion are twice as likely to have
mental health problems, three times as likely to have
major depressive illness, four times as likely to have
suicidal ideation than the comparative group who
have given birth.
Dr Lee: That is just mothers.

Q89 Dr Iddon: Are you talking about one study?
Professor Casey:No. We are talking about a number
of studies. I will go through the studies that my
colleagues have mentioned.

Q90 Chairman: You are talking about the Fergusson
study, are you not?
Dr Richards: Yes.

Q91 Mrs Dorries: Am I right that Fergusson took
25 years?
Professor Casey: Yes. I will describe the Fergusson
study briefly for the Committee and for the
audience. It is a big study of women in the general
population in Christchurch. There are over 600
women in the study who have been followed for 25
years. It is part of a bigger study measuring a variety
of things. Because it is a longitudinal study, the
authors began at birth and it is continuing as we
speak. It was able to measure things like the presence
of sexual abuse, emotional abuse and various
vulnerability factors in childhood. It was also able to
measure things like substance abuse, separation,
marital breakdown of the parents, all of the kinds of
things that make people vulnerable to psychiatric
illness later in life, irrespective of what happens to
them. It then enquired about abortion as well and
whether women had or had not had abortion and it
divided them into two groups and compared the
variables that distinguished the abortion group from
the non-abortion group at the 25 year follow up
period. Not only that; it then put in all of the
confounders that might have led to the mental health
problems like whether there was child abuse or
whether the parents were separated. It put all of that
into the equation.

Q92 Chairman: It did not put in the fundamental
point that Dr Rowlands mentioned about those
people who requested an abortion but were denied
it?
Professor Casey: Because abortion is legal in New
Zealand. They are not denied it. Dr Rowlands did
mention the Prague study. You cannot mention
abortion denial any more because it is so widely
available. Can I come back to the Prague study? The
Prague study started in 1961 or 1962 and it looked
at wantedness. It found that children born to parents
who had not wanted them suVered more adverse
consequences later in life and that the diVerences
between the wanted children and the unwanted
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children diminished over time but that is one study.
There are two more recent studies from the United
States and I have them if the Committee would
like them.

Q93 Chairman: We have those in your evidence?
Professor Casey: No. I did not put these into my
evidence because I did not think wantedness was
going to come up.
Chairman: Send us details of that.

Q94 Dr Iddon: Can I ask Professor Norman for her
very important views on the question of mental
illness?
Professor Norman: I think we would all agree there
is an association between women who have abortion
and women who develop mental illness. What we
would disagree with, I suspect, is what is cause and
what is eVect. I have seen no evidence that is
compelling to suggest that having an abortion causes
mental illness. There is a strong association between
unwanted pregnancy and increased risk of suicide in
later life but it is not clear whether it is having the
unwanted pregnancy that increases the risk of
suicide or whether it is the abortion.
Professor Casey: There is one study looking at
unwanted pregnancy.

Q95 Chairman: Can we finish with one witness first
of all?
Professor Norman: I am an obstetrician; I am not a
psychologist, but I note that the American
Psychological Association in their presentation to
Congress in 2005 felt there was no evidence that
induced abortion caused psychological harm.

Q96 Chairman: It is controversial?
Professor Norman: Yes.
Professor Casey: There is a study looking at
unwanted pregnancy by Reardon and Cool that was
published in the BMJ a few years ago. In relation to
the American Psychological Association, on foot of
the Fergusson study they have now removed from
their website any comments about the safety of
abortion.
Dr Lee: That is not true.
Professor Casey: They have set up an inquiry into it.

Q97 Dr Iddon: That was strong language, Dr Lee.
Could you just expand on that?
Dr Lee: Yes, I will expand on this because maybe
four or five submissions to this inquiry assert this
point about the APA. This must only be on the basis
of the authors’ speculation where they put together
the publication of the Fergusson study. The fact is
that the APA took down an out of date fact sheet,
put two and two together, came up with 75 and
decided that one has caused the other. They
obviously have not been in touch with the APA. I
have been in touch with a member of the APA who
heads up the APA’s task force, who is in charge of
looking at this review of the evidence that they are
now doing. There is no relation between the two. It
was an out of date fact sheet. The APA position on

abortion is still available on their website for anyone
to see. I really think if people are suggesting that they
are putting in evidence to a committee which is
interested in looking at evidence, they could even ask
the APA about this before making unfounded
assertions. It is just not true.

Q98 Dr Iddon: Professor Casey, I am a scientist and
if I do a piece of work I do not expect anybody to
believe in it unless somebody else can reproduce it
somewhere else in another laboratory. I am always
sceptical of a single publication unless someone else
has brought up similar evidence somewhere else in
the world.
Professor Casey: There are several studies. I have
quoted them in my paper: the Reardon study
published in the Journal of the Canadian Medical
Association in 2003. That looked at poor women
giving birth or seeking abortions and looked at
their—

Q99 Dr Iddon: With respect, I do not think we have
time to go into the evidence but what you are saying
is these studies are repeatable?
Professor Casey: Yes, and they have been repeated.

Q100 Chairman: The Royal College of Obstetricians
and Gynaecologists is a fairly respectable body. Do
we agree on that?
Professor Norman: Yes.
Professor Casey: Provided they obtain psychiatric
information about it and I have read the RCOG
submission.

Q101 Chairman: Apart from you, Dr Casey, who
does not feel they are a respectable body
Professor Casey: I do. This is quite serious,
Chairman. Anybody commenting on—

Q102 Chairman: Can I just ask a question and then
perhaps you will give me an answer?
Professor Casey: Yes.

Q103 Chairman: The bit I do not understand is that
the Royal College of Obstetricians and
Gynaecologists in their evidence to us say that the
incidence of seeing negative reaction to abortion is
low. In other words, they do not believe that there is
a strong correlation between abortion and mental
illness. Why have they got it so wrong?
Dr Richards: They agree on association. The
question is: is it causal? These new studies are very
good studies. Statisticians and psychiatrists are in
agreement that these are gold standard studies,
particularly that of Fergusson but there are others.
There is a question about why suicide is much more
common after abortion. The studies show clearly it
is. The question is: is it causal?

Q104 Chairman: It can also show us that road
accidents are more.
Dr Richards: There is six times the rate of suicide in
the year following induced abortion in the Finnish
paper. Someone looked at the rates of presentation
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of attempted suicide in Glamorgan in this country
and found a very striking eVect, which was that the
time before and after the suicide or the birth, in those
who had just had a birth, the suicide rate fell or
stayed very steady, but comparing before and after
abortion it rose very substantially in some age
groups.

Q105 Dr Harris: I was late into the private meeting
where we declare our interests and for the record I
need to declare my interest as a member of the
British Medical Association’s Medical Ethics
Committee and say that my partner works in this
field in policy. While we are on that subject,
Professor Casey, you said that you were absolutely
convinced that there was a causal association
between abortion and mental illness.
Professor Casey: Yes.

Q106 Dr Harris: You are a professor of psychiatry.
I just wanted to clarify where you are coming from
and what is your perspective to give you that
certainty. You have done reviews of this but you
have not done research on this yourself. You are not
a research active psychiatrist in this particular field,
but you have reviewed the work?
Professor Casey: I am not a research active
psychiatrist in the area of abortion because it is
impossible to do that in Ireland for obvious reasons,
but I have treated many women who have had
abortions. I am a clinician as well.
Dr Harris: This is in no way a criticism of you. I want
to make that clear, but you have not declared any
particular associations with the anti-abortion
movement. Would you say that you are anti-
abortion? Are you opposed to abortion being legal
in Ireland?
Dr Spink: Chairman, we have not asked any
particular questions of any witnesses. Are we going
to ask all witnesses, because—
Dr Harris: I would like to know, when we are having
a scientific evidence session, whether an assertion
that the witness is convinced that there is a causal
association between abortion and mental health—
and indeed Chris Richards said between abortion
and suicide, which is even stronger than Professor
Casey said in her paper; Dr Richards has declared
his interests in this area—and I wanted to ask that
question if I may. It is usual practice in select
committees.

Q107 Chairman: I understand the question but I
think Dr Casey has made the point that she has
formed that view on reviewing the evidence that was
before her.
Professor Casey: Yes.

Q108 Dr Harris: Can I remind you what you wrote
in a paper in Ireland just last year on 9 July 2006? “It
is sad that the state is being asked to declare as a non-
human a voiceless group within the human
community. If it succeeds it will truly be an
oppression since it will prevent the full potential of
these tiny humans from being realised by casting

them aside at this early point in their development.”
You go on at length to give a pro-life position.
Would it be fair to say that you are pro-life but that
has not influenced your judgment on whether
abortion causes mental health problems?
Professor Casey: Yes, I am pro-life and I am glad
that you accept that being pro-life does not
necessarily aVect my brain’s ability to assimilate
scientific information.

Q109 Dr Harris: On that basis, can you explain why
you left out the Gilchrist study of 1995 in the
evidence you submitted? I know it falls before 2000
which is a round number.
Professor Casey: The Gilchrist study is a very weak
study that involved over 1,000 general practitioners
in this country. There was no quality assurance that
they were all trained to identify psychiatric illness in
the same way. I have been involved in a big
European study of depression and we have regular
meetings for quality assurance purposes to make
sure that everybody does the same thing all the time.
There was no quality assurance.

Q110 Dr Harris: I understand you think it is a
poor study.
Professor Casey: Yes, I do.

Q111 Dr Harris: What about the confidential
inquiry into maternal death 2002, which attempts to
measure every single death in this country? That has
failed to show in their published report any causal
association between abortion and suicide. You did
not even in passing mention that in your evidence
and other people I have spoken to say that it is
astonishing that your review of the evidence around
abortion and suicide would not mention that.
Professor Casey: I did not mention the confidential
inquiry into homicide and suicide because it is not
scientific in the sense that there is not a particular
research design around it. It is basically number
crunching based on the numbers available. It is not
in peer reviewed journals. I specified I wanted to use
peer reviewed papers.

Q112 Dr Harris: Dr Richards, you felt the Gilchrist
study was good enough to cite in your own evidence
when there was a part of it that you felt backed up
your conclusions. Could you explain to us and
Professor Casey why you think the Gilchrist study is
good enough quality to cite in your evidence?
Dr Richards: I cannot and I cannot recall that. I
would like to address your question about the
confidentiality inquiry into maternal death because
that is important. It is raised as the gold standard for
maternal death in this country. It is not the way we
are going to find out whether induced abortion
causes death in women in this country. There is a
number of reasons why that is the case and I outline
those in my paper.

Q113 Dr Harris: I have now found the reference, xi,
and you should have your evidence before you which
is in paragraph 5.2. You said, “A further study”—
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you do not say it is a poor study—“found levels of
deliberate self-harm to be almost 3 times more
frequent in those with unplanned pregnancy and
who had no history of psychiatric illness, but went
on to have an induced abortion, as compared to
those who kept their baby.” I know you are not a
psychiatrist and you have declared your interest as a
member of the Christian Medical Fellowship and a
director of the organisation that produces materials
from a Christian perspective for schools. I am just
wondering why you think that bit of the study was
good enough but Patricia Casey thinks the rest of it
was lousy. Was it selective?
Dr Richards: I was not trying to be selective. I was
trying to look at these studies. There are vast
numbers of them and many of them support an
association between suicidal ideation, depression,
mental disorders and having had an induced
abortion. That is one part of that paper that shows
that.
Chairman: To be fair, Dr Richards has not in fact
rubbished that particular piece of evidence. I want to
leave that at that point.

Q114 Mrs Dorries: Dr Richards, you have made
quite clear your belief that there is a link between
abortion and later suicidal and mental health, as has
Professor Casey. It is back to the RCOG guidelines
again, I am afraid. Should a woman not be
informed, when she goes to seek a termination from
a doctor, of the fact that she may suVer later in life—
or what the statistical evidence is—mental health
problems as a result of this termination? Should the
RCOG guidelines be updated so that a woman is
fully informed when she requests a termination?
Dr Richards: I am sure they should be amended.
Certainly at the moment they do not reflect that.
They suggest that if there is a low mood after
abortion it is transient and not necessarily associated
with the abortion itself. I am sure these new studies
that have come out show an unanswerable case that
we must be warning women of a significant risk of
depression and suicide following abortion.

Q115 Chairman: Would you agree?
Dr Richards: Yes, I do agree.

Q116 Chairman: To balance the argument, the
Royal College should review the evidence before it
gives guidance?
Dr Richards: Yes. I would like their guidance to be
evidence based. There is now strong evidence that—

Q117 Chairman: It is not for them to decide whether
that evidence is strong or not.
Dr Richards: It is also up to this Committee to see—

Q118 Chairman: I am accepting the point but I am
saying they ought to do that.
Professor Norman: I have in front of me what the
RCOG advises doctors to tell women about
abortion and there is a list of issues. Number nine is
that they suggest we advise—this seems to me to be
reasonable—that some studies suggest that rates for

psychiatric illness or self-harm are higher among
women who have had an abortion. It goes on to say,
“It must be borne in mind that these findings do not
imply a causal association.” I think that is a
reasonable interpretation of the literature as it is and
I think that is sensible advice for doctors to give.

Q119 Mrs Dorries: I would say it plays it down,
considering the issue of suicide.
Dr Richards: It says it is on the wane immediately
after abortion and that is not the case. These studies
show that there is prolonged low mood in these
women who have had abortions. It continues for
some months or years after the event of the induced
abortion.
Mrs Dorries: Which is why the guidelines play the
situation down. Dr Lee, I am interested in the
comment that you made about women and the
reasons why they present. You said that some
women present because of diYculties with a partner.
This is probably a slightly emotive question but I still
want to ask it anyway. On the previous panel we
heard particularly from Professor Wyatt that in his
unit at UCL 42% of babies born at 23 weeks live and
that gives up to 60 something per cent at 24 weeks.
It is even higher in the States. Who do you think has
the greater right? The woman who comes to you at
23 weeks because she wants a termination because
she is having diYculties with her partner, which is
one of the reasons you have cited—
Chairman: I am sorry. With due respect, this is not
for this inquiry. I am trying to get evidence which
comes out of our experts in terms of evidence that
they can put rather than their personal opinions.

Q120 Dr Spink: Does anyone on the panel believe
that abortion is always safer for the women
psychologically and physically than carrying a
pregnancy to term?
Professor Casey: I do not. I believe that abortion is
dangerous for women because of the mental health
problems that we have talked about. I believe that
that is true the later the abortion takes place but that
is not in any way to say that first trimester
abortions—

Q121 Dr Spink: Dr Lee?
Dr Lee: I think abortion is psychologically safer
than forcing a woman to carry a pregnancy to term
and deliver a child by denying her access to abortion.
In other words, I think that in so far as we have
evidence that compares the outcome of abortion
with the outcome of denied abortion—that is to say,
forcing women to have babies when they have
requested abortion—abortion is psychologically
safer.

Q122 Dr Spink: You believe abortion is always safer
for women physically and mentally than carrying
to term?
Dr Lee: No. You are missing the whole point.

Q123 Dr Spink: That was my question. Yes or no? Is
it or is it not?
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Dr Lee: You are missing the entire point.

Q124DrSpink:No.Youaremissingthequestion.Do
youbelieve thathavinganabortion isalways safer for
women physically and mentally than carrying to
term?
DrLee: In that case, if youproperlywanted toanswer
that question, you would need to broaden the scope
of the evidence and lookat all of the studies that there
are about psychosis following childbirth. We know
that the Royal College of Psychiatrist estimate
around 15% of women who have babies have
postnatal depression, so there is your comparator.

Q125 Dr Spink: What Dr Lee appears to be saying is
that she is either not going to answer the question or
she does not know.DrLee, in answer to a question to
my colleague, Graham Stringer, when he was asking
about the 3,000 20 to 24 week abortions and
suggesting that that was a high figure, you said, “It
depends what one considers to be a large number.”
My constituents consider when one is dealing with
human life one is a large number.
DrLee:That is their prerogative.They are allowed to
adopt whatever moral position they want. The point
that I was trying to make about the statistics is that if
wearehavingadiscussionabout terminationsat20to
24weeks one of the important factors to look at is the
occurrence of those abortions relative to all
abortions. I am certainly very interested in trying to
create a framework in which we can reduce the
proportion of later abortions compared to early
abortions because early abortions are better for
women than late abortions. If we look at the
propensity for there to be 20 to 24 week abortions, it
has not changed over time and it is important to try
and understand why and what can be done about it.
DrSpink: Itwas a very straightforwardquestion. It is
not a trick question. Could I ask for a
straightforward, honest answer, please, from the
other members of the panel?
Chairman: All the answers are honest.

Q126 Dr Spink: Of course they are. Do you believe
that abortion is always safer mentally and physically
for a woman than carrying to term?
Professor Norman: On a population basis in the first
trimester it is safer for awoman tohave a termination
of pregnancy than to continue with the pregnancy to
term.Whether that is the right thing for an individual
woman is up to the individualwomanandherdoctor.
Dr Richards: Knowing what I recognise about the
sequelae, earlier on in the previous session we heard
about the risk of prematurity in further pregnancies.
We know about the risks of breast cancer which have
notbeenmentionedhere.One cannever guarantee to
any woman that it is going to be safer electively to
have an induced abortion than it is to go to term.

Q127 Dr Harris: Or vice versa.
Dr Rowlands: I agree with Professor Norman. On a
population basis in the first trimester the kind of
figures that you get from the US are surgical
abortionsuptonineweeks,mortalityonepermillion;

medical abortions up to nine weeks, one per 100,000
anddeliveryoneper10,000.Youcanseewithmedical
abortion it would be a factor of ten times safer
physically. Psychologically it is diYcult and what I
said before I think is true. I do not know that we will
everhave studies thatwill reallyprove thisonewayor
the other.

Q128 Dr Spink: Late in the second trimester, would
you vary your judgment on that?
DrRowlands: I think it is very delicate. Thosewomen
should be oVered counselling and they need to have
enough time but I think that abortion should be
available to them in this country.
Chairman: Iwant tomoveon from the risks tomental
health. Obviously you have various opinions on this
particular issue on the panel. Various studies show
diVerent things and the studies which have been
quoted by Dr Casey and yourself, Dr Richards, the
panel have agreed have good methodology within
them. You have also pointed out, Dr Rowlands, that
there are also studies which are missing in order to be
able to compare particularly the control groups of
women who wanted to have a termination but were
denied and those who had an abortion at that time. I
want to move to the issue of other complications.

Q129 Mrs Dorries: Dr Richards, I would like to ask
you for your opinion on the inference that there
would be a link between breast cancer and abortion.
What I am trying to do is link the consequences of
abortion together here. We have heard about the
mental health risks and other problems associated
with abortion. Do you think there is a link between
breast cancer and abortion? We have had a paper
from an American doctor.
Dr Richards: You are well furnished with good
submissions on this subject.

Q130 Mrs Dorries: Do you recommend adopting the
submission by Professor Brind?
Dr Richards: I am absolutely convinced that, if you
compare women who keep their pregnancy with
those who have an induced abortion, thosewho have
an induced abortion are more likely to get breast
cancer later on.

Q131 Mrs Dorries: Is this women who have had an
induced abortion and then go on to have further
pregnanciesorwomenwhohavean inducedabortion
and then do not have any further pregnancies?
DrRichards:Both.That is truebut there is aquestion
about whether women who have had an induced
abortioncomparedwith thosewhoneverhaveachild
have a higher risk of breast cancer.

Q132 Dr Harris: Can I ask what your expertise is on
this point? Are you a breast surgeon? Are you an
oncologist?
Dr Richards: I am a clinical paediatrician.
DrHarris:Howmanybreast cancers are there inyour
patient group?
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Q133 Mrs Dorries: Dr Lee is not a psychologist.
DrRichards: I amansweringMrsDorries’s question.
She says do I find the literature which has been
presented to your Committee convincing in that
regard and the answer is I do.
Mrs Dorries: Dr Lee is not a psychologist. She is a
lecturer.
Mrs Dorries: We do not question every witness on
their expertise.

Q134 Chairman: You have answered the question
that was put to you, Dr Richards, and I think Dr
Harris has made his point. In terms of this issue of
breast cancer and abortion, Dr Rowlands, do you
have a view on this?
Dr Rowlands: If you look at Professor Brind’s
submission and look at his reference list there, you
will notice that he omits Lindefors Harris, 1989,
Lazovich, 2000, Lash, 2004, Reeves, 2006 and
Michels, 2007 from his reference list. I just wanted
you to note that.

Q135 Chairman: Why, do you think?
Dr Rowlands: I do not know why.

Q136 Dr Harris: Are any of you aware that Dr Brind
runs something called the Breast Cancer Prevention
Institute which sells products to women on the basis
of a breast cancer risk that has been rejected by every
respected group—not individuals, whether they are
ChrisRichards, SamRowlands ormyself—of cancer
specialists anywhere in the western world?
Dr Rowlands: I did notice that Dr Gardener’s
submission refers to the Breast Cancer Prevention
Institute which is a website reference, which I would
not think was admissible.
Dr Richards: Dr Brind’s studies are well respected.
The RCOG said that his method of analysis in 1996
was well conducted with no major methodological
shortcomings and could not be disregarded. Those
are powerful words from the Royal College, are they
not?

Q137 Dr Harris: You are aware that Dr Brind
publishes sometimes in the journal of the American
Association of Physicians and Surgeons? Are you
awareofwhether thatgrouphasanideology?Areyou
aware whether that groups that runs that journal has
a particular—unusually for a journal, may I say—
policy that is American pro-life?
Dr Richards: Dr Harris, is you being a member of the
Human Secular Society an influence on how you ask
questions?
Dr Harris: You are not answering my question, are
you? I do not purport to be an expert witness coming
before my fellow parliamentarians. I would like you
to answer.
Chairman: Dr Harris, please respect the chair.
Dr Harris: I do of course respect you and your
expertise.

Q138 Chairman: I think Dr Richards has answered
the question and I think the answer to Dr Harris’s
question is?

Dr Richards: Sorry?

Q139DrHarris:Would youaccept therefore that the
journal in which Dr Brind publishes has an actual
policy on pro-life anti-abortion in the United States?
Dr Richards: No, I would not.

Q140 Mrs Dorries: Do you believe that abortion in
itself increases the risk of subsequent premature
births? If so, do you think that if that is the case again
the RCOG guidelines should be updated to inform
women that this is the case along with everything else
that they are not informed of?
Dr Richards: I do believe so. I think we have seen in
the previous session that the evidence is substantial.
There are over 49 articles now, studies, showing an
association betweenprematurity andpreterm labour
in subsequent pregnancies and a woman having had
an induced abortion. It is widely respected in the
literature that there is an association. We also have
potential causal explanations for why there is an
association. The actual process of the induced
abortion itself may weaken the cervix. It is
conjectural but there are potential explanations for
why there should be an association between induced
abortionandpreterm labour.AsProfessorWyattdid
say, it is interesting that there is what we call a dose
relationship—i.e., the more induced abortions that a
woman has experienced, the more likely preterm
delivery is going to be in the subsequent pregnancy.

Q141 Chairman: Could I ask for other views, please,
from the panel?
ProfessorNorman:Again, I amsurprisedatwhatyou
say about the RCOG guidelines because I have them
in front of me and they say that—

Q142 Mrs Dorries: I have read them also.
ProfessorNorman: Inyouradvice towomen, theysay
that you should say there may be an increased risk in
preterm delivery in association with abortion.
Mrs Dorries: Do you not think the RCOG play that
down slightly though? I think it is a very important
factor for a woman, along with other factors when
seeking an abortion, that she is given all the
information pertaining to that request. Having been
with twoteenagegirlswhilst theyrequestedabortions
as part of my own work into a Bill, that has not
happened. Nothing that was laid down in the RCOG
guidelines was explained to the girls when they went
for their terminations.That iswhyI thinkmaybe they
should be beefed up slightly.
Chairman: That is a diVerent issue to the RCOG
guidance itself, is it not?
Mrs Dorries: I think it needs to be stronger.

Q143 Chris Mole: Can any of our clinicians with
experience suggest whether there is likely to be a
diVerence between a medical abortion and a surgical
abortion? If, as Professor Wyatt suggested earlier,
there is an increase that is related to infection and
cervical damage, is that reduced by the use of
chemical induced abortions?
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Dr Richards: I would be very happy to answer that.
There was a pertinent study recently in The New
England Journal of Medicine which compared
medical and surgical abortions over a period of time.
Its premisewas that surgical abortions did not have a
higher risk of any of these complications, including
preterm delivery. It said that the rates following
medical abortion were similar to those following
surgical abortion. If thepremisewere correct,which I
donotbelieve it is, then it is true thatmedicalabortion
would also be safe. If surgical abortion is dangerous
and has the complications we have talked about—

Q144 Dr Harris: Can I have a consensus from the
panel? Do we agree or not that all people involved in
counselling women for abortion should be registered
and regulated in the UK or England with the
Department of Health? Does that seem reasonable?
Then they can have quality control over what they
have said.
Dr Rowlands: I would support that.

Q145 Dr Harris: Dr Richards?
Dr Richards: Can you repeat the question, please?

Q146 Dr Harris: Do you think that all people
providing this information, whether it be doctors or
counselling organisations, should be registered and
therefore regulated for quality in the content,
whatever it is, by in England the Department of
Health?
Dr Richards: Do I believe that a GP who knows the
woman best when she approaches for induced
abortion should be registered and regulated in the
advice that—

Q147 Dr Harris: They are by the GMC. I am just
talking about counselling organisations.
Dr Richards: This is all part of a general
practitioner’s work.

Q148 Dr Harris: I am talking about other people
involved because, as you know, there is counselling
oVered when people come for abortions. I would like
to ask the rest of the panel whether they think that is
reasonable.
ProfessorNorman: I think it is important thatwomen
aregivenappropriate,unbiasedadvice.Whether that
is best achieved by regulation I do not know.
Dr Lee: I agree with that. Also, I really think that the
RCOG and its committee which came up with the
guidelines on induced abortion updated in 2004 are
not being given a fair enough hearing here. Mrs
Dorries iswanting tomake the point thatwhat is said
in the evidence is not strong enough.The point about
the RCOG guidelines which I find very compelling in
the process through which they were generated was a
very careful process of reviewing the evidence as a
whole, taking into account everything that has been
published in respected journals and trying to present
a balanced account of the sum, rather than
emphasisingwhat comesout of particular studies.As
a result, it is going to be—

Q149 Chairman: We are going to have the Royal
College in front of us. I would like, particularly from
Professor Norman and Dr Richards, an answer to
this fundamental question about the health risks to
women as a result of abortions and how you assess
those health risks.
Dr Richards: I believe you assess those health risks
with individual studies that look at the various
diVerent indices that you are concerned about. You
have had evidence presented to you about the risk to
psychological, psychiatric health. You have had
evidence about the risks of subsequent preterm
delivery and you have had evidence about breast
cancer. I found that collection of studies very
powerful.
Professor Norman: We have discussed psychological
sequelae and I do not want to rehearse those
arguments again. I would agree there may be an
increased of preterm birth associated with induced
abortion. Weknow how we can reduce those risks by
treating women earlier. Weknow that ifwomen have
abortions earlier they are less likely to have cervical
damagewhichmay lead topretermbirth. If theyhave
their abortions done by people who are expert, again
that reduces that risk. I would entirely disagree with
you about breast cancer. I think the evidence is
compelling that there is no increased risk of breast
cancer in association with either induced abortion or
miscarriage. There was a very big study done by an
Oxford group which was published just at the same
time as the RCOG guidelines. They looked at 83,000
women with breast cancer and found no increased
risk of breast cancer in women who had had
abortions compared to women who had not been
pregnant.This view is also endorsedby theAmerican
Cancer Society that says the level of evidence about
the lack of association between breast cancer and
induced abortion is grade one, so that is the best
evidence you could possibly get. The American
College of Obstetricians and Gynecologists also
endorses that.
Dr Rowlands: I said in my submission that the risk of
preterm birth and miscarriage appears to be
associated with induced abortion. There are data on
that but, as Professor Norman has said, we need to
look at things like cervical priming as to how we can
reduce these risks. At the moment it seems like
medicalabortion isverysafebutweneedmorestudies
onmedical abortionbecausewithout the instruments
it would appear less likely that there would be any
mechanical damage to the neck of the womb, but
obviously we need more studies on that.

Q150 Mrs Dorries: Dr Evan Harris asked Professor
Casey—and she answered the question—whether or
not she was pro-life. Dr Lee, are you pro-choice?
Dr Lee: Yes.

Q151 Dr Turner: Out of the women who ask for
abortions, do they always fulfil ground C of the
Abortion Act, meaning that the continuance of
pregnancy would involve risks greater than if the
pregnancywas terminatedor of injury to thephysical
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ormentalhealthof thepregnantwoman? Is thatpiece
of lawsatisfiedbymostwomenwhoapply foranearly
abortion?
Professor Norman: Yes, I would say so.

Q152 Dr Turner: Does everybody agree with that?
DrRichards: Idonotagreewith it. It is rarely fulfilled.

Q153 Dr Turner: Can you say why?
Dr Richards: Because I think the risks of mental
health and physical damage to the woman following
abortion are substantial and greater than if they
continue to delivery. I believe that that ground is
rarely fulfilled and is wrongly interpreted by most
practitioners in this country.
Professor Casey: I cannot comment on it in relation
to physical illness. I can only comment on it in
relation to psychological illness and it certainly is
not fulfilled.
Dr Rowlands: I think it is fulfilled.

Q154DrTurner:Wedonothaveaunanimityofview.
Do medical abortions carry a similar risk or greater
risk than surgical abortions?
Dr Richards: We have already mentioned a paper in
The New England Journal of Medicine which I think
many of us are aware of. I believe it is a Danish study
where they looked at the complications of medical
and surgical abortion over a period of time. It tells us
nothing about the absolute incidence of the
complications, such as ectopic pregnancy and
preterm delivery, but it does give us some indication
about the comparison between the two. Largely
speaking, the complications are at the same rate
between a medical and a surgical abortion. If the
premise is that surgical abortion is safe, you might
assume that medical abortion is safe but if you do
not—as we have seen evidence for here—then we
cannot make that assumption.

Q155 Dr Turner: Would anyone like to comment on
thedeath rates in thefirst year followinganabortion?
Dr Richards: It is pertinent to medical abortion that
there has been a group of people who have died
suddenly following medical abortion. It is a rare
infection, clostridium sordelli, and it has probably
killed five or seven people in America and Canada.
This is very early days to know how frequent that
infection is going to be. What was striking was how
diYcult it was for the doctors looking after these
patients to diagnose it. It was very hidden. They did
not have fever; they did not have rash and then they
suddenly died. It is much too early to assume that
medical abortion is a safe means of abortion.

Q156 Mrs Dorries: Rosie Winterton in reply to a
parliamentary question responded that there had
been two deaths this year in this country from the
same thing.
Dr Rowlands: On the Clostridium Sordelli, yes, there
wasonedeath inCanada in a trial in2001.Therewere
five deaths in the US between when the mifepristone
was launched in 2000 until the present time. During
this time, during childbirth, there have been eight
cases. The Centers for Disease Control and the Food
andDrugAdministrationhad ameeting inMay2006
and unfortunately there is very little information.
They agreed to increase surveillance and detection of
cases but the point is that death from this condition is
rarer thandeath fromanaphylaxis after being givena
shot of penicillin. In the US during that time, where
those deaths happened, there were 600,000 medical
abortions. In Europe there were many hundreds of
thousands.Theonlycases thatare recordedareone in
Canada, four in California, which is peculiar and no
onehasbeenable toexplain that,andone inawestern
state of the USA but nowhere else in the world.
Dr Richards: The New England Journal review
following that article said that itmaymean thatdeath
from infection from medical abortion is ten times
greater than surgical abortion. In other words, they
considered that it was a significant observation and
may be, but as yet unproven, a substantial risk from
medical abortions.Wehave tobevery cautious to say
what “safe” means in this content.
ProfessorNorman:TheRCOGguidelines have come
in for some criticism so I think I should say in their
defence that, in this particular situation, they do
advise that women are screened for particular
infectionswhentheyhaveterminationsofpregnancy,
including Chlamydia, and that antibiotics given
prophylactically to women having abortion, both
medical and surgical, to minimise the risks of these
adverse outcomes.

Q157DrHarris:CanIask therepresentative fromthe
Royal College whether you consider medical
abortion to be a satisfactorily safe procedure? We
know nothing is ever completely safe; walking down
the street is not safe.
ProfessorNorman: I certainlyhavenot seenanything
that makes me think it is not safe. One of the
diYculties is we have only been doing medical
abortions for, what, ten years, so data is still
accumulating. From what we know about the way
thatmedical and surgical abortionsaredone, it seems
tome likely that theywillbeat leastas safe, if not safer
than, surgical abortions.
Chairman: On that note, could I thank Professor
Casey for coming from Dublin today, Dr Ellie Lee,
Professor Jane Norman, Dr Chris Richards and Dr
Sam Rowlands for your patience with the
Committee? Thank you very much indeed for your
evidence this afternoon.
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Chairman: I apologise to our witnesses and
members of the public that we are slightly late
starting this morning. May I welcome our first
panel of witnesses to the select committee: Dr
Vincent Argent, a consultant obstetrician and
gynaecologist, Dr Tony Calland, Chair of the
British Medical Association’s Ethics Committee,
Liz Davies, Director of UK Operations at Marie
Stopes, and Kathy French, Advisor in Sexual
Health from the Royal College of Nursing. We are
being televised this morning. Could I ask for any
declarations of interest from members of the
committee, please.
Dr Harris: I am a member of the BMA Medical
Ethics Committee and my partner works in sexual
health policy in this area.

Q158 Chairman: Dr Calland, may I start with you?
Why do we need two doctors’ signatures?
Dr Calland: The BMA feels that for first trimester
abortions we no longer need them. For second
trimester and later abortions, because the risk of
the procedure is greater, therefore we feel that for
those later abortions two doctors’ signature should
remain. Particularly for very early abortions and
those carried out through medical treatment rather
than surgical treatment in the first trimester,
because the risks of that procedure are now so
small—and you can argue about it—and probably
less than continuing with the pregnancy, we ask
why you need two doctors to sanction a procedure
that is of very small risk indeed, and much less risk
than perhaps an operation where you do not need
two signatures.

Q159 Chairman: For first trimester you do not see
there is the need; for second trimester, you do see
the need?
Dr Calland: Yes.
Dr Spink: I want to ask a specific matter of Dr
Calland. I can accept in the first trimester the
medical conclusion that you come to, but you
represent the Ethics Committee at the BMA and we
are dealing with human life here. From the ethical
rather than the medical viewpoint, do you think
there is a need to continue to retain a significant
barrier so that women can be sure that they are
getting the best possible advice before making this
decision to end life?

Chairman: May I say that we are not dealing with
the ethics within this committee and in this inquiry.
We are dealing purely with the scientific basis on
which we need to two doctors’ signatures, Bob.
Dr Spink: We have invited a BMA ethics
representative.

Q160 Chairman: He is actually responding on
behalf of the BMA in terms of whether there is a
scientific basis on which two doctors’ signatures are
required. That is the basis of the inquiry. I am
trying to stick to that because if we move into
ethics, we will be all over the place. Liz, what do
you feel in terms of why we need two doctors in
terms of the health of patients?
Liz Davies: We certainly do not need two doctors’
signatures to give women permission to have an
abortion. Women are quite capable of making this
decision. They do not need to be saved from
themselves. At Marie Stopes we certainly have
always advocated that the necessity for two
signatures should be removed, at least in the first
trimester. I cannot agree that two signatures are
necessary in later abortions, purely because I think
as long as the woman is being given full
information regarding the risks of any procedures
she undertakes, again she is quite capable of
making that decision for herself. The reasons for
women seeking an abortion in the later stages we
see as equally valid to those in the early stages and
so I see no diVerence between early and late
abortion from that point of view.
Kathy French: I think the two doctors’ signatures
made a lot of sense in 1967. We have moved on
from there. For the autonomous individual, the
need for two signatures is very cumbersome. It puts
a huge burden on women when somebody cannot
sign the signature. I do not think we need it in
current practice.

Q161 Chairman: Is that at any time during either
the first or second trimester?
Kathy French: I am not sure about the second
trimester. I think two signatures is again excessive.
There may be a need certainly one and that is about
discussion with the woman and the doctor who is
caring for her.
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Q162 Chairman: Dr Argent, in terms of the HSA1
form, is there any evidence that signing it without
seeing the patient first is putting the patient’s health
at risk?
Dr Argent: I am not sure there is any published
evidence that addresses that particular factor. I
have to say the practice of obtaining signatures in
some units is somewhat variable. This has not been
written up very much in journalism because
obviously people would not like to talk about it.

Q163 Mrs Dorries: Dr Argent, what proof do you
have then to make that claim?
Dr Argent: It is what I have observed over many
years of practice in abortion services.

Q164 Mrs Dorries: So it is anecdotal evidence then?
Dr Argent: Yes.

Q165 Mrs Dorries: It is not scientific?
Dr Argent: Yes.

Q166 Chairman: I am really quite anxious about
this issue of doctors’ signatures and the health of
patients because we should have evidence of that.
Is there any evidence at all to say that having two
doctors’ signatures actually improves the health
outcomes of patients who are presenting for
abortion?
Dr Argent: I am not aware of any evidence that
suggests that. Indeed, in many cases of course it
does actually say in HSA1 form that the doctor has
seen or not seen and examined the patient and
sometimes the clinician does not actually see the
client for a consultation. They sign the form on the
basis of reading the clinical notes.

Q167 Chairman: The RCOG said that that is an
acceptable practice?
Dr Argent: It would appear to be acceptable, yes.
It has been discussed by academic lawyers. It does
not state that in the Abortion Act itself but because
of the wording of the HSA1 form, it is accepted.

Q168 Chairman: It went to the House of Lords and
the House of Lords supported the RCOG in that.
Are they all wrong, in your view?
Dr Argent: Academic lawyers look at the question
of how a doctor forms an opinion in good faith that
the abortion becomes eligible under the terms of
the Act. Some would say it is diYcult to form that
opinion if you do not discuss the situation with the
client. Others would say that they are supportive
of women’s choice and therefore that of its own is
suYcient.

Q169 Dr Harris: Continuing that point, is it your
view that if a doctor is of the view that if a woman
wants an abortion and it is early enough so that it
is clear that, all other things being equal, it is going
to be less risky for her to have the abortion than
continue the pregnancy—full stop—even without
her motivation, that would be a common reason for
such a signing on Ground C, I think, in good faith?
Is that a reasonable suggestion?

Dr Argent: Yes, I think many medical colleagues
and other health care professionals would take the
view that if they believe that, that is suYcient to
justify an abortion under Ground C.

Q170 Dr Harris: Dr Calland, you will be aware that
although I am on your committee I took no part
in the formulation of your evidence to this inquiry.
I want to ask you about the issue of two doctors
in the second trimester. My understanding is that
the BMA just has not taken a view on the second
trimester. The Royal College has said that they can
understand the need for a second clinical opinion
as good practice in complex case perhaps of foetal
abnormality. Could you explain whether you think
that the need for a second opinion, which is good
clinical practice, is separate from a statutory
requirement to have two doctors’ signatures on a
form?
Dr Calland: All I can do is reiterate BMA policy,
which really is around the first trimester. I think it
would be logical that where risk was increasing, it
would be of benefit to have two signatures rather
than one. The BMA position is quite clear about
the first trimester. We do not consider the risks
there are significant enough to warrant two
signatures and therefore that is the position we
have taken.

Q171 Dr Harris: I am just asking whether it is
better to have a second opinion—i.e. someone
seeing the patient in a formal second opinion way—
as opposed to just a second signature on a form
“patient unseen”?
Dr Calland: I do not think the BMA has a position
on that.

Q172 Mrs Dorries: I have a question to Dr Argent
and then one to Tony Calland. Dr Argent, you are
claiming anecdotally that every day doctors up and
down the country are breaking the law because it
is a legal requirement that two doctors sign the
signature, one would hope after having both seen
and consulted with the patient. You are telling us
that doctors every day break the law by carrying
out this procedure. The reason why we have two
doctors’ signatures is that this is not like going to
have your appendix out or your tonsils out where
you go to a doctor and you are informed of what
is going to happen at the operation and then a
doctor signs. This is actually taking a life. Are the
two signatures not a requirement to protect the
doctors also as well as the patient, given that we
are talking about ending a life in abortion, not a
procedure?
Dr Argent: No, I am not saying that doctors are
breaking the law. What I am saying is that there is
a lack of clarity in the legal situation—

Q173 Mrs Dorries: I am sorry, you said many
doctors are not even signing the form—they are
just reading the clinical notes I think you said—
until after the abortion has even taken place. Is that
not breaking the law?
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Dr Argent: It is a legal requirement to have two
signatures on the HSA1 form before the abortion
is performed but in a small number of cases
sometimes it is almost actually signed in the
operating theatre by the surgeon with the patient
anaesthetised on the table.

Q174 Mrs Dorries: It has gone from being
anecdotal in your observation up and down the
country to—
Dr Argent: That is not necessarily illegal because
academic lawyers do disagree on the interpretation
of the Abortion Act. I think that some academic
lawyers do agree that the Abortion Act is badly
drafted and many of these situations are unclear.

Q175 Chairman: Rather than pursue this, would
you agree therefore, Dr Argent, and certainly Dr
Calland, that there is a requirement in fact for the
law to be clarified in this area? Is that what you
are saying?
Dr Argent: It would be helpful if there were clearer
guidelines about such matters as whether the
clinician or the health care professional actually
needs to see the client and discuss the situation
before signing the form. It would appear the logic
at the moment is that they do not have to do that.

Q176 Chairman: On the two doctors, before we
leave this point, could you tell us, Dr Calland, why
in the BMA’s view this is the only procedure where
two doctor’s signatures are required. Why this and
not anything else? If you could take somebody’s
lungs out and replace them or take their heart out
and replace it, you do not need two doctors’
signatures, but for this procedure you do. What is
so special about it?
Dr Calland: You are talking about second trimester
and beyond?

Q177 Chairman: The law as it stands at the moment
says that you need two signatures.
Dr Calland: It does. One would have to second-
guess what was in the mind of Parliament in 1967
as to why two doctors’ signatures were there. We
could probably spend all morning trying to do that.
I am sorry to repeat myself. All I would say is that
because of the risk issue, the BMA feels that the
first trimester is now such a low risk, particularly
with medical abortion, that we do not need two
signatures to do that. We feel that because the risk
increases as you go through into second trimester
abortion and later where they take place, it is not
unreasonable to maintain the status quo for
whatever the reasons were.

Q178 Graham Stringer: Why is risk the issue? A
heart-lung transplant is much riskier than a second
trimester abortion. Why are you relying on risk?
Dr Calland: It is because we have done. That is the
argument that the BMA has used.

Q179 Mrs Dorries: I say to Dr Calland that I would
suggest it is because this is about ending a life. Dr
Calland, could you confirm: the Ethics Committee

of the BMA took its position after a vote at a recent
conference that you held. Motions were put to the
floor; you took your vote and this is where your
position came from. Could you confirm that on
that day only pro-choice motions were put to the
floor to be voted on?
Dr Calland: I think you have been in
correspondence with the BMA on this issue and
you have had it clarified how the BMA
conference works.
Mrs Dorries: I have. However, that does not change
the facts, does it?

Q180 Chairman: Could you please answer the
question? The question has been put in the inquiry.
Dr Calland: The reason that that particular motion
was chosen by the Agenda Committee—this is the
motion on first trimester abortion—was because we
did not have policy in that area. We knew that the
Abortion Act was going to be reviewed because of
the 40th anniversary and the opportunity was there.

Q181 Mrs Dorries: Dr Calland, that is not the
answer to the question that I am asking. The
question I asked you was: on the day that the
motion was voted on, were only pro-choice
motions put to the floor of the BMA?
Dr Calland: No. There was a series of motions. I
can read them all out to you if you wish.

Q182 Mrs Dorries: There were three.
Dr Calland: There was more than that. There was
a series of motions. The first of those motions was
the motion on first trimester abortion and that was
debated. As I am sure you are aware, time is
allowed for certain sections and after that motion,
because there were a lot of speakers and it was a
well-attended debate, time on that section ran out.
Therefore, we did not get to meet the other
abortion—

Q183 Chairman: Are you Chair of the Agenda
Committee, Dr Calland?
Dr Calland: I have nothing to do with the Agenda
Committee whatsoever.

Q184 Chairman: For the record, who is the Chair
of the Agenda Committee?
Dr Calland: I am not sure if it is not the Chairman
of the whole conference.

Q185 Chairman: Could we have that for the
purpose of our records?
Dr Calland: Michael Wills.

Q186 Dr Harris: May I suggestion that if you write
to us with the correspondence that addressed the
question in the first place, then we can circulate it.
It is a procedural matter. I would also like to ask
if you could write clarifying, because I cannot find
it in your evidence at all, any reference to two
signatures in the second trimester. I would be
grateful if you would take the opportunity to write
to say whether you have a policy on the second
trimester and, if so, on what that is based.
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Dr Calland: The policy on the second trimester is
to maintain the status quo. It was that we changed
it for the first trimester.
Dr Spink: Kathy, in reference to two doctors,
talked about the need to get two signatures being
a huge burden—your words—on women and about
it being very inconvenient. There was no mention
at all of the health impact or the ending of a life
and the moral impact of that. Dr Calland has
pointed out that the BMA is focused on the health
risk to the woman, not on the consequences of this
unique procedure, which is one to end life rather
than to save and improve the quality of life. Does
the panel think that there might be other
dimensions to this decision on two doctors, other
than just health, that there might be moral and
ethical questions as well and protection for the
doctor and protection for the parent who is looking
to abort, who may come across somebody with a
particular view, and if they have two signatures,
that will make the probability of them coming
across a doctor with a particular view—
Chairman: I am not allowing any questions which
ask our witnesses for moral or ethical views. I am
keeping purely to the facts. I am sorry, Bob. I know
you are trying to get in there, but I will not allow it.
Dr Spink: I regret that, Chairman, because for the
record could I just state that I believe that science
must also look at the moral and ethical
consequences and you can do that.
Chairman: You can do but you are not going to do
it in my committee at the moment.

Q187 Chris Mole: Kathy French, what evidence is
there to back up the RCN’s argument that nurses
should be given more responsibility in medical
abortions?
Kathy French: We do not do it. We have to work
within the legal framework at the moment and we
know that our colleagues in other countries have a
greater role around abortion. In terms of early
medical abortion, currently nurses provide all of
the care for the women, apart from prescribing the
medication needed. Many of our colleagues tell us
that this is a great disadvantage to them, that they
could actually speed up the process once that
woman has decided that is her option. This is not
all our members within the College; these are
nurses who are specifically working in the field of
abortion. It is not asking for every nurse out there
to take it up and we know that every nurse will not
want to, any more than they will want to prescribe
for other conditions.

Q188 Chris Mole: Can you be clear: does the RCN
actually have a view on what additional roles those
nurses working in abortion services could be taking
on if there was a change in the law?
Kathy French: Yes. Can I explain to you? If you
are looking after a woman who has decided to have
an early medical abortion, nurses currently provide
all the care. The one thing they cannot do is
prescribe the medication. It is that extra step that
some nurses would like to take.

Q189 Chris Mole: But they can prescribe most of
the medication for other procedures?
Kathy French: If you are a nurse prescirber, you
can prescribe anything in the National Formulary
but not mifepristone.

Q190 Chris Mole: But they can prescribe
mifepristone for other procedures?
Kathy French: For other conditions, yes, but not
for abortion.
Chairman: Can we ascertain whether you are you
talking purely about medical abortions that you
want nurses involved in?

Q191 Chris Mole: That was the question. The
counter argument that is raised is that you require
doctors for reasons of safety and not nurses. Does
the RCN have a view on whether nurses could
carry out surgical abortions safely?
Kathy French: Yes. Our view is that nurses’ roles
have evolved over the years. I do not think anyone
in 1967 would ever have imagined what nurses are
currently doing now, or some nurses, not all nurses,
in terms of prescribing, hysteroscopies,
colposcopies, fitting of intrauterine contraception
and subdermal implants. These are gynaecological
procedures. There is a small group of nurses within
abortion services who would like, with appropriate
training, and it would have to be with training, as
part of the medical team to be able to do the very
early medical abortions. This is what they tell us.

Q192 Chris Mole: You said the one thing they
cannot do is prescribe. Another thing they cannot
do is take consent and sign the HSA1 form. Do you
think a properly trained nurse should be able to
do that?
Kathy French: They can take consent. That is very
diVerent. They can take consent for abortion but
they cannot sign the form.

Q193 Chris Mole: Do you think they should be
able to?
Kathy French: Yes, I think for nurses who are
appropriately trained and who want to and also
respecting those nurses who have a conscientious
objection, that must be respected. We are not
talking about volumes of nurses working in
isolation in a portakabin. It is nurses as part of a
team who are trained and very experienced and it
is not going to be large numbers.

Q194 Dr Iddon: Could you spell out in a little more
detail what in practice nurses are actually doing
now? You have explained that with medical
abortions but could you go into a little more detail
for surgical abortions?
Kathy French: In terms of nurses, nurses do all of
the counselling for women around abortion. They
will do ultrasound scans in many of the units,
certainly in the one that I worked in, take the
bloods, discuss ongoing contraception, get consent
from the women, discuss the procedure. In day
surgery units, they care for the women in pre- and
post-op procedures in terms of pain relief if that



3789252002 Page Type [O] 12-11-07 23:53:45 Pag Table: COENEW PPSysB Unit: PAG3

Science and Technology Committee: Evidence Ev 25

17 October 2007 Dr Vincent Argent, Dr Tony Calland, Liz Davies and Kathy French

is necessary, the complete package of care. Clearly
within the law nurses cannot perform abortion. I
know this needs clarity because some people still
believe that nurses can but we at the College believe
under existing law that we cannot.

Q195 Dr Iddon: Is it your view that if nurses were
allowed to carry out particularly surgical abortions
but also medical abortions, a doctor should be
available in case complications occur?
Kathy French: Absolutely. This cannot be done in
isolation. You would need a doctor there, in the
same way that we do now. If a registrar or a house
oYcer is helping out with abortions, there is always
the lead consultant or a very senior person within
the premises. Yes, you would have to have that.

Q196 Dr Iddon: Could I ask the panel to comment
on the phrase “registered medical practitioner”
which is in the current legislation? Some people
believe there is a lack of clarity in that. Do we
regard nurses as registered medical practitioners or
should it be written in more strong language in any
further legislation that Parliament may bring in?
Any member of the panel could answer that.
Liz Davies: We took advice from counsel. We
sought legal advice on the term “medical
practitioner” as contained in the 1967 Abortion
Act. The advice came back that the term “medical
practitioner” related a doctor registered with the
GMC, which eVectively bars nurses from carrying
out these procedures.

Q197 Dr Iddon: So in your view we would have to
write in a phrase that clearly mentioned nurses in
some way?
Liz Davies: Yes, I think we need to clarify the term
“medical practitioner” or just call it “practitioner”
to enable nurses to be able to do this.

Q198 Dr Iddon: Is that generally agreed by all
members of the panel? Do any members want to
clarify that further?
Dr Calland: I think the history is that a “registered
medical practitioner” has always been taken to
mean a doctor registered with the General Medical
Council. That was the implication I would think in
the 1967 Act.

Q199 Dr Iddon: Dr Calland, can we be quite clear
on the view of the BMA with respect to nurses
becoming involved?
Dr Calland: The BMA does not have a conference
policy on this particular issue but generally
speaking I think if people in the BMA saw the term
“registered medical practitioner” they would
assume that meant a doctor.

Q200 Dr Iddon: The question was: would the BMA
object to nurses stepping in to this role?
Dr Calland: The BMA discussed this at their
conference. They did not support nurses stepping
into this role.

Q201 Chairman: Could I follow that up by asking
this? In the United States and South Africa where
in fact nurses do fulfil this role in more significant
numbers, and legally do so, is there any evidence
that the outcomes in terms of patient care are any
worse than if doctors are involved?
Dr Calland: Personally, I cannot quote you any
evidence but the view at the conference, the debate
at the conference on this issue, was about patient
safety. It was felt, maybe not surprisingly since we
were all doctors there, that it would be safer if
doctors did it rather than nurses.

Q202 Chairman: But you have no evidence to
that eVect?
Dr Calland: I personally have no evidence.

Q203 Chairman: Dr Argent, you were nodding
your head then.
Dr Argent: It is just to clarify that the article
published in The Lancet does actually discuss that.
It shows that the outcome data on nurse
practitioners is equivalent to physicians and in fact
in some cases better.

Q204 Chairman: What would your view be then?
Would it be that nurse practitioners are perfectly
capable of carrying out procedures?
Dr Argent: I would agree with my colleagues.
Nurse practitioners now do many invasive surgical
procedures, such as colposcopies and
hysteroscopies. Some of these procedures do
require more technical expertise than carrying out
early medical and many surgical procedures. I
think it is quite possible that nurses could do early
surgical procedures. Indeed the Faculty of Family
Planning now produces a syllabus for training in
abortion care which consists of eight certificates.
Currently nurses are permitted to do one, two and
three which concern counselling and early medical
abortion. Their certificates four and upwards are
only available to doctors. The certificate follows a
proper syllabus actually designed to teach
practitioners how to carry out early surgical
procedures. That should be open to nurses.

Q205 Dr Iddon: Could we be quite clear from the
panel that those that support nurses being involved
would support nurses being involved right through
to the upper time limit—both trimesters, in other
words?
Kathy French: I would not because I know that the
very late terminations do carry risk and it is a very
skilled procedure. Certainly in my previous role it
was very much our more senior doctors who
undertook the later terminations up to 20 weeks. I
do not think nurses would want to go to that level.

Q206 Dr Iddon: We are talking about early
terminations?
Kathy French: I think there would be a cut-oV point
for nurses. That is my personal view.
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Q207 Dr Iddon: Is that generally agreed?
Liz Davies: Yes, in the Marie Stopes’ programmes
in both Vietnam and in South Africa we have
nurses routinely performing early and first
trimester abortions. We use a fairly unique
procedure for this which is not in the norm, and
they are done very safely and there are no adverse
outcomes at all.

Q208 Chairman: What about the second trimester?
Liz Davies: No, this is limited to the first trimester.
I would support Kathy that we need more skilled
doctors to provide later termination.
Dr Argent: In the United Kingdom there is a very
small number of gynaecologists who carry out
dilatation and evacuation surgical procedures after
16 weeks. It is a fairly specialised technique because
the procedure at that stage becomes more diYcult.
The Royal College has said that these colleagues
must be appropriately trained and maintain a
suYcient caseload. Practising gynaecologists will
tell you that there is a world of a diVerence between
doing a surgical dilatation and evacuation at 20
weeks and an MVA or a suction termination at,
say, six to ten weeks.

Q209 Mrs Dorries: I have a number of questions
for Kathy and one for Liz. Kathy, perhaps I should
declare that I was a member of the Royal College
of Nursing until I started my present job. Kathy,
could you inform me why in your evidence you
quoted non-peer-reviewed studies, those which
were carried out for example by the Pro-Choice
Forum on late abortion and why you only quoted
EPICURE when you were talking about survival
rate and did not refer to some of the units in the
UK which have excellent survival rates and are
manned by excellent nurses? You may want to
listen to my questions and the grouping. I also want
to ask you if you consulted all RCN members—
and I ask this as a previous member of the RCN—
when you were taking your position? Was it just a
small committee in the RCN that took its position
and if so, why and why did you not feel it
appropriate to discuss this with all nurses, given
that this is such an important issue?
Kathy French: I will take the second question first,
if I may. Any evidence we give to any committee,
even if it is the National Institute for Health and
Clinical Excellence, we only consult with the
members which are aVected. If it is mental health,
it is the mental health forums. In this situation, it
was nurses who work within sexual health and
gynae who are members and some of our members
who work in private organisations as well who are
members of the termination of pregnancy network.
It is those sorts of groups with which we consulted.

Q210 Mrs Dorries: Kathy, this issue has huge
consequences for many people and a lot of your
nurses are happy about the fact that you have not
consulted with them because this has moral and
ethical implications.

Kathy French: I think if it was a moral and ethical
issue, we would have consulted with all our
members. This was really about the scientific bit
around the care of the women. It resulted in our
looking to our members.

Q211 Mrs Dorries: Why did you quote in your
evidence non-peer-reviewed studies, such as those
by the Pro-Choice Forum and why did you only
refer to the EPICURE study when many of your
nurses are working in units with fantastic
survival rates?
Kathy French: I did not write that bit. I am here
on behalf of the Royal College of Nursing, so I
cannot take that up but I can certainly find out
why, if that helps.

Q212 Mrs Dorries: This is a question to Liz. It is
fortuitous that you are here this morning, given
that your organisation has just published a report
this morning. That reports says that two-thirds of
GPs want the time limit for abortion reduced from
24 weeks. Could you perhaps elaborate on that
study and tell us how many doctors were surveyed
and what questions were asked of doctors?
Liz Davies: I do not have the study with me. Of the
45,000 GPs in the UK, 1,000 were surveyed and
two-thirds of those were in favour of the legal limit
being reduced. We do not necessarily of course
agree with their opinion.

Q213 Dr Harris: Was there a 100% response rate?
There was a 100% return on the survey, was there?
Liz Davies: I confess that I am not sure of those
figures.

Q214 Dr Harris: You are saying two-thirds of those
who returned the form?
Liz Davies: I do not have that with me.

Q215 Chairman: Liz has said she does not have
those details. It is not fair to press her.
Liz Davies: It is two-thirds who did respond.
Mrs Dorries: Two-thirds of GPs who responded to
your survey want the upper limit reduced from
24 weeks.

Q216 Dr Turner: Current legislation restricts the
carrying out of abortions to specifically approved
premises. Do you think we need to do more
research to determine the appropriateness,
practicality and acceptability of widening the range
of physical circumstances in which abortions could
be carried out—for instance, the home?
Dr Calland: The BMA debated this in the motion
at conference in the summer and the view was that
there should be no change in the registration of
premises. That is where we sit.

Q217 Dr Turner: Does anyone else have a view on
that? Can you expand further on the thinking
behind the BMA’s position?
Dr Calland: It was about patient safety and
considering, as I have indicated, it is a conference
of doctors, they felt that there were appropriate
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safeguards in place with the current situation and
they could not see the need at the moment to
alter it.

Q218 Dr Turner: There could not be an element of:
well, they would say that, would they not?
Dr Calland: You might say that.

Q219 Chairman: Could you tell Dr Turner the
evidence base for that?
Dr Calland: It was opinion.

Q220 Chairman: It was purely opinion?
Dr Calland: Yes, it was opinion. Conference
debates do not always follow evidence.
Dr Harris: That is very reassuring.

Q221 Dr Turner: You are probably going to say
that there is not any evidence but is there any
suggestion that a change in location might aVect
the psychological impact on the patient, perhaps
the lack of support?
Dr Calland: I cannot give a BMA line in answer to
that question because we really just do not have
one. You can draw all kinds of personal
conclusions but they are not representative of the
BMA as a whole.

Q222 Dr Turner: Dr Argent, as a clinician, do you
have a view?
Dr Argent: Indirectly yes because there is evidence
that services are better, there is a better outcome,
if there is a good robust follow-up service and
access to a help line. Many of those facilities are
not available in other premises. They tend to be
available in some of the private charitable
providers and some NHS clinics but by and large
in general practice that would not necessarily be
the case.

Q223 Dr Turner: It has been suggested that there
might be an advantage in terms of increasing the
capacity of abortion services and therefore ensuring
that women get a better opportunity for an earlier
abortion if it was allowed in the home. Is that a
widely held view in your experience? Do you see
any virtue in it?
Dr Argent: I am not sure about the question of
whether that applies to being unhappy with the
procedures at home but the general section on
health strategy is to make services more accessible.

Q224 Dr Turner: A wider range of facilities could
be useful?
Dr Argent: I am not sure about that.

Q225 Dr Turner: I thought that was what you were
saying. So you are not certain on that. If the range
of settings in which abortions can take place were
to be increased, including possibly the home, what
sort of support frameworks do you think would
need to be put in place to ensure both patient safety
and psychological safety and so on?

Dr Argent: For patient safety there needs to be a
comprehensive advice service and back-up service
with access to clinics that can see the patient fairly
soon. That would mean having access at night and
during the weekends.

Q226 Dr Turner: And perhaps an outreach service
as well?
Dr Argent: Yes.
Liz Davies: I think we have to approach this with
some caution because we have to look at the
organisation of services and the sheer scale of
abortion numbers in the UK and the fact that
specialist providers are able to accommodate
women very quickly and very speedily—I am not
sure that would happen if it was totally
deregulated—and also that we have the back-up
services in place, 24 hour help lines. I feel that the
NHS would be absolutely swamped and not be able
to cope if the situation changed.

Q227 Chairman: But, Liz, does not Marie Stopes
have a policy of giving misoprostol for women to
take at home?
Liz Davies: No, we are not allowed to do that. Both
medications, both the mifepristone and the
misoprostol, are actually taken on the premises but
the women do go home immediately afterwards to
undertake the actual process at home, but they
have to take the actual medication on our premises.

Q228 Chairman: The risk of a woman taking
misoprostol on your premises and then actually
having a miscarriage on the bus going home is a
real possibility. What is the advantage of doing that
over taking the misoprostol at home? That happens
in other countries. Is there any evidence that that
is a safer process for the woman concerned?
Liz Davies: Certainly we do counsel the woman
very carefully. We talk to her about how long it is
going to take her to travel home. We do tell her
about the side-eVects of the medication, what could
possibly happen. We usually find that the actual
miscarriage following misoprostol will take place
usually three to four hours afterwards, and so we
ensure that women do have suYcient time to get
home before that happens. We give our clients the
choice. Most of them, about 95%, will choose to go
home to undergo the process following the
medication.

Q229 Mrs Dorries: Can I ask you why you describe
this process as a miscarriage and not an abortion,
which is what it is?
Liz Davies: Basically it is an induced miscarriage.
Yes, it is an abortion, a medical abortion.

Q230 Mrs Dorries: It is an abortion?
Liz Davies: It is. It is an abortion.

Q231 Mrs Dorries: I would say it is misleading to
describe it as a miscarriage.
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Liz Davies: The methodology of that particular
nature of abortion does induce miscarriage, so even
though, yes, it is an induced abortion, it also
induces miscarriage of the foetus. It is not removed
surgically.
Chairman: I was not trying to mislead the
committee by saying that. It was the terminology
you have used in your evidence.

Q232 Mrs Dorries: Could I ask you about a woman
having a miscarriage on a bus and going home. We
know the process of both of these drugs, whether
the drugs are taken at home or in the clinic, induces
excruciating uterine pain, perhaps because the
uterus is contracting on a very small substance
within the uterus. Do you think it is appropriate
that 16, 17 and even 15 year old girls are sent home
in such pain to deal with this procedure at home
and deal with the amount of bleeding which we
know takes place? If you are not with somebody
who is trained, that could be very frightening. Do
you think it is appropriate that young girls go home
and bleed in this way on their own, suVer pain in
this way on their own, and then are asked to flush
their own abortion down the toilet?
Liz Davies: We do not send them home in pain or
bleeding.

Q233 Mrs Dorries: They are when they are at
home, when the abortion takes place.
Liz Davies: Yes, but we describe exactly what is
going to happen to them. Not all of them suVer the
excruciating pain you are talking about. Some
women find it a relatively easy process; some find
it more diYcult. It certainly is not cut and dried.
With younger people, we certainly advise them very
closely. We would not oVer a medical abortion if
we thought they were going home on their own
without any support.
Mrs Dorries: As a nurse, I did six months on gynae,
and I have never seen a woman have an abortion
who was not in pain.
Chairman: We are asking our witnesses for their
opinions here.
Mrs Dorries: Do you think that talking to
somebody and explaining the horrors of the
amount of vaginal bleeding and the pain that they
are going to go through is done well enough?
Chairman: With the greatest respect, the witness
has answered your question. I am moving on.

Q234 Dr Harris: I am addressing my remarks to
Liz Davis and Dr Argent. We have had a
considerable amount of written evidence looking at
studies of home administration of prostaglandin,
which is already, as I understand it, taken at home
by a woman who suVers a natural miscarriage in
order to ensure that there is complete emptying of
the uterus of the products of conception following
a natural miscarriage. We have had considerable
evidence from other countries saying that that is
both safe, eVective and acceptable, and indeed
survey evidence from this country which is in our
evidence saying that a majority of women would
like the option of being able not to have to come

all the way back in to take the prostaglandin, as in
America where I think over a million have been
done in this way perfectly safely. I wonder whether,
even if it is not the practice of your particular unit,
you would want that option as a provider? I think
another provider does do that and has done a
number of these and claims to us in evidence that
therefore they do earlier abortions very eVectively.
I would like to ask both of you whether you think
that should be an option and whether you think
there is some missing evidence out there that
suggests that even though it works in other
countries, there is something about British women
where it would not work.
Liz Davies: Certainly when British women come to
us for medical treatment do question why they have
to come back to the clinic a second time for the
second medication. Yes, we would certainly
advocate that the women should be allowed to take
the second part of the medication in the privacy of
their own homes without having to travel again.

Q235 Chairman: Dr Argent, are you aware of the
literature that we have received? What is your view?
Dr Argent: Yes, I agree that there is fairly good
scientific evidence that it is reasonably safe to take
misoprostol at home and that it is acceptable to
women. There does need to be more research on
outcomes because the practice of early medical
abortion in this country is relatively new.
Sometimes it is very diYcult to follow up these
women and see what happens afterwards. There
need to be more robust studies on patient safety.

Q236 Dr Harris: The Department of Health view
is that you cannot take it at home because homes
have not been designated as a class of place yet and
that the prostaglandin is an abortion in their
interpretation of the law. In order to do that
research properly as I understand, one would have
to change the law because you cannot do the
research if it is illegal. Do you think it is reasonable
to change the law in order at least to do the
research in a carefully controlled way?
Dr Argent: Yes, personally I would support that.
Liz Davies: I would, too.
Kathy French: I think there are two things to say
about it. Obviously the safety of the woman is
paramount but whatever decision is made, there
must be an element of choice for women. There will
be, as Nadine has just said, some women who will
not want to have that procedure happening at
home. They will want possibly the comfort,
particularly maybe in the younger age groups, to
be in the safety of hospitals. There must be some
element of choice there, without doubt.
Liz Davies: We oVer that choice.

Q237 Chairman: Could I ask the panel briefly on
the issue of the psychological impact. Does it vary
between a woman having her final abortion at
home or having it in a hospital? Is there any
research evidence to say there is a diVerent
psychological outcome? Is anybody aware of any?
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LizDavies:Anecdotally fromthewomenwhodofeed
back to us and with whom we engage following their
terminations—andwedo followupwomen—there is
no evidence to say that they have a greater
psychological impact if they have undergone the
process at home than in our clinics. In fact, often they
are very grateful for the opportunity to do so. They
feel they are able to do this in the privacy of their own
homes and not in a clinic with other people around.
Dr Argent: I understand the private charitable body
bpas actually carries out client satisfaction surveys
and they have found that there do not seem to be any
increased psychological problems, but that is not
scientific evidence; that is client satisfaction surveys.

Q238 Dr Harris: There is a reference here in the bpas
evidence to Hamoda et al in the British Journal of
Obstetrics and Gynaecology 2005 July edition, which
did do a study of the acceptability of home medical
abortion to one million UK settings, based, as you
say, in four NHS gynaecology units. The record will
show that Imerely remembered the reference anddid
not read it out. I would like to ask one more question
about counselling. As I understand it, Liz Davies,
whenyouprovideabortion services,youhave tooVer
counselling and your counselling services are
registered with the Department of Health to assure
quality control and there is a chance that they might
be inspected unannounced. Is that correct?
Liz Davies: No, we do not have to register our
counselling services. We use qualified counsellors to
provide any counselling. Every woman who calls our
central booking service to make an appointment is
oVered the option of counselling. We see counselling
and consultations as two discrete and fairly diVerent
processes.Awomanwill choose counselling if shehas
any ambivalence about whether this is the right
course of action for her or whether she just feels she
wants to talk to somebody. The majority of women
who come to us feel that is totally irrelevant to them;
they have made their decision; they have talked to
whoever they need. They really just want to have the
abortion facilitated as quickly as possible. It is a
client-led option rather than an organisational-led
condition of having an abortion.

Q239DrHarris:Myunderstandingwas,andImaybe
wrong, that the counselling services that you use if a
woman chooses to take it are registered with the
Department of Health. Are you aware of that?
LizDavies: Iamnot sure if theyareregisteredwith the
DepartmentofHealth.Wealwaysmake sure theyare
qualified counsellors.
Chairman: Do you think they should be registered so
that there is a consistencyof counselling service.That
is Dr Evans’s point.

Q240 Dr Harris: I have a reference here: the UK
Department of Health Register of Pregnancy
Advice Bureaux. My understanding is that, even if
you are not aware of it, your services are registered.
Do you think there is an argument that all people
purporting to provide pregnancy advice services
ought to be registered so that they are not

providing information that is clearly outside what
would be considered reasonable and rational
information?
Liz Davies: Again, I think we need to separate out
the two. Any premises we use for abortion advice,
in other words for initial consultation if they are
outside our clinics, have to be registered with the
Department of Health. Counselling services as a
discrete entity within that do not and we do not
necessarily register them as counselling; it is for
consultation. We use qualified counsellors within
that process if women choose to see them.

Q241 Dr Harris: My question is: should outside
bodies that oVer pregnancy counselling in your
view be subject to the same regulation and
registration as you are?
Liz Davies: Yes, I think they should.
Mrs Dorries: Dr Argent, you claimed that lowering
the upper limit from 24 weeks will mean that there
is not enough time for women who have had an
abnormality scan then to proceed to abortion.
Would you not accept that all abortions that took
place post-24 weeks in this country in 2006 for
foetal abnormalities were all carried out on Ground
A? Your claim is not the case because abortion for
foetal abnormalities can take place at any stage,
and that foetal abnormality is identified at 20
weeks, of the pregnancy. So your claim that
reducing the upper limit from 24 weeks is wrong.
Would you agree with that?
Chairman: I think that is a leading question.

Q242 Mrs Dorries: Dr Argent has made the
statement. You have said that lowering the upper
limit from 24 weeks will mean that there is not then
enough time for women who have an abnormality
scan to proceed to abortion. That is not the case
because abnormalities are able to be aborted on
Ground E up until birth.
Dr Argent: My principal reason for suggesting that
the upper limit should be reduced from 24 weeks,
and I said to 16 weeks, is a purely pragmatic and
practical view based on other factors and not to do
with foetal abnormality.

Q243 Mrs Dorries: You concede that foetal
abnormalities can take place up until that time?
Dr Argent: Yes. I was suggesting that because
under the current law under Section E termination
of pregnancies are allowed right throughout
pregnancy for foetal abnormality, that that fulfils
the requirement under Section E.

Q244 Dr Harris: Is 16 weeks your personal view or
that of an organisation, and is it based on science
or is it just your own feeling as someone who has
worked in the field?
Dr Argent: My reason for suggesting that
termination of pregnancy under C and E sections
should be reduced from 24 to 16 weeks was partly
a pragmatic quid pro quo view because very few
practitioners actually perform abortions after 16
weeks. Very few NHS services provide abortion
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after 16 weeks. In many hospitals they have a cut-
oV figure of about 13, 14, 15, 16 weeks. That is
what actually happens in practice. This is not
written up in the literature very much. That
corresponds generally with public opinion in the
MORI polls. That suggests that the general public
would like to see easier access—

Witnesses: Rev Dr John Fleming, Society for the Protection of Unborn Children, Anne Quesney, Abortion
Rights, Dr Peter Saunders, Alive & Kicking, and Anne Weyman, Family Planning Association, gave
evidence.

Q246 Chairman: We welcome our second panel to
our inquiry this morning. Thank you all for coming.
I introduce you for the record: Rev Dr John
Fleming, bioethics consultant representing the
Society for the Protection of Unborn Children; Dr
Peter Saunders, General Secretary of the Christian
Medical Fellowship; Anne Quesney, Director of
Abortion Rights; and last Anne Weyman OBE, the
Chief Executive of Family Planning Association.
Welcome to you all. I am trying to be fairly strict in
this inquiry. We are looking at the science and how
that has changed so that we can inform any future
changes to legislation. We expect there will be
amendments to the Tissue and Embryos Bill in the
new Parliament. That may or may not come about
and, if it does, we hope that our inquiry will be able
to inform any debate on that matter. Dr Fleming,
how do you go about assessing the quality of
evidence so that you can form a view? What criteria
do you use in assessing the scientific evidence that is
available? Is that a fair question?
Dr Fleming: It is a fair question. The institute of
which I am a member, Southern Cross Bioethics
Institute, has on its staV people who are scientifically
qualified. We are very careful in setting down certain
criteria by which we assess the evidence. We do not
set ourselves apart from the broader scientific
community. We read the literature and we try to be
as objective and fair with that literature as we can be
because the establishing of scientific fact is a
profoundly ethical issue. That is, we have to sort out
what is true from what is untrue from what is
controversial or controverted. For example, you will
find in our submission here on the question of the
link between breast cancer and abortion that our
position is equivocal in the sense that we are not
persuaded that that is the case. There may be some
other groups that would and have taken a very
diVerent view but we try to be as objective as we can
without fear or favour for any particular
philosophical or ideological view that we might
hold.

Q247 Chairman: Would you not quote anything
unless it was peer reviewed, for instance?
Dr Fleming: We would cite stuV that was not peer
reviewed but we would take into account that it is
not peer reviewed. In other words, we are not going
to exclude anything in advance on the basis that the
sole repositories of all wisdom and knowledge are to
be found in peer-reviewed journals, prestigious as

Q245 Dr Harris: I asked you two questions: the
science behind that and whether it was a personal
view or not.
Dr Argent: It is a personal view and there is no
scientific evidence behind that.
Chairman: May I thank Dr Argent, Dr Calland, Liz
Davies and Kathy French for coming.

they are; there is a body of information that we take
into account as well. Where scientific data is
concerned, we balance that with the more rigorous
standards that would obtain in peer-reviewed
journals.

Q248 Chairman: Anne Quesney, how does your
organisation evaluate the evidence? What are the
criteria?
Anne Quesney: We try to be as objective as possible
by looking at historic evidence, by looking at
international evidence and scientific evidence to see
really what in the end we believe is in the best interest
of women. To give you an example, if you go back
to the situation prior to 1967, for instance, it is very
clear that women’s health and women’s lives were
not taken into account. I think it is very clear that
access to abortion has been of huge benefit to
women. Looking at scientific evidence across the
board, I think it becomes very clear that that is a
recognised fact.

Q249 Chairman: In terms of evaluating the evidence,
again it would be peer reviewed mostly and where it
was not, you would make that clear?
Anne Quesney: We try to look at a variety of reviews
because I think you have to be critical in the field that
is so complex. A lot of the time we tend to have a very
scientific approach but in many ways abortion is also
a very practical issue for women. That also needs to
be taken into account.
Dr Saunders: I am here representing the Alive &
Kicking Alliance, which is 10 organisations, seven of
which have made written submissions. I am also here
in my capacity as General Secretary of the Christian
Medical Fellowship, which is an organisation with
5,000 UK doctors and 1,000 UK medical students
asmembers.

Q250 Chairman: In terms of the evidence—
Dr Saunders: As CMF, we are doctors who are
trained in assessing scientific evidence. We quote
almost exclusively peer-reviewed studies that have
been published in journals but, like John Fleming,
we would take other evidence into account if we felt
that, although not yet peer reviewed and published,
it was making an important contribution to the
debate. Examples might be Ellie Lee’s study from
Southampton, EPICURE II, or the study from
University College Hospital London that was
reported earlier this week on neonatal survival rates
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and presented at a medical conference. Generally,
we are looking to peer-reviewed studies but we do
make some exceptions.

Q251 Chairman: If EPICURE II for instance
demonstrated, having been peer reviewed, that there
was no evidence to suggest that babies born at 23
weeks had any greater chance of survival than they
did a year ago or 10 years ago, would you accept
that?
Dr Saunders: If EPICURE II is published in a peer-
reviewed journal, then I think it becomes part of the
body evidence that one must consider in coming to
conclusions about the viability of neonates at the
threshold of life. We have quite serious reservations
about the first EPICURE study for two reasons.
Firstly, we believe that it was a lowest common
denominator study that averages survival rates
across a whole range of diVerent units, from centres
of excellence to regional hospitals; and, secondly,
because we believe that EPICURE is not just now
providing evidence about neonatal survival but has
actually taken the position of a guideline in the
sense, as was reported in the Sunday Times last week,
that some neonatologists are simply not “trying hard
enough” for babies at the threshold because they
believe that they will not survive. We think that
along with EPICURE, we need to take into account
the best studies from centres of excellence. One of
the ones that has been quoted this week and is in our
own evidence is Hoekstra’s study from Minneapolis
which showed survival rates for 22 weeks, 23 weeks
and 24 weeks1.

Q252 Chairman: I am not getting into that. I am
trying to establish principally how you actually
assess your evidence. That is all I am trying to do at
the moment. How does the fpa assess their evidence?
The point I am trying to get at is: how do we get a
level playing field for this committee to decide on the
evidence? It is important that we get your views on
this.
Anne Weyman: The whole rationale behind fpa’s
work is the provision of information, particularly to
the public, which is based on the best evidence that
is available. That is on a whole range of topics:
contraception, sexually-transmitted infections,
abortion, pregnancy choices and the diVerent routes
women can take if they have an unintended
pregnancy, and on planning of pregnancy. There is
a whole range of areas. It is a complex task to assess
the evidence. Obviously we work from published
studies. We also work very much with professionals
who have great expertise in the field. We have expert
advisers whom we consult when we are looking at
evidence and putting forward information.
Obviously we want to go for the most reliable
scientific evidence, the peer-reviewed studies.
Sometimes you have to look at other information
because you do not have a full range of information
from the peer-reviewed studies. That is the way that
the professional bodies also work when they
produce guidance for professional practice. You

1 Note from the Witness: As 32%, 66% and 81% respectively.

have a hierarchy and you have to assess the quality
of that evidence for any statements that you going to
make and any views that you are going to form.

Q253 Dr Harris: I think what our inquiry is going to
do is not recommend how people should vote on
changing the law. What we are going to try to do is
say what we think the evidence says in so far as the
science, although there will be other factors—
feminism and the sanctity of life—which other
people will use to trump that sometimes, perhaps
frequently. That is why we are concentrating on the
science side of this. In so far as the science is
concerned, just to follow up what Mr Willis was
saying, Dr Saunders, if you were trying to judge the
science of where viability was and EPICURE II was
published in a peer-reviewed journal and it
suggested that viability was still 24 weeks, if I can use
that shorthand, would you give that more credence
in any way in your view on the narrow question of
where viability is, not where the upper time limit
should be, than an unpublished, un-peer-reviewed
case study from one hospital, like that you have cited
from the Sunday Times? Would you accept that there
is a diVerence in quality there for that narrow
question?
Dr Saunders: EPICURE I has been published in a
peer-reviewed journal; EPICURE II has not. The
study referred to on Monday was presented at a
scientific meeting and gave figures for University
College Hospital London. However, there are a
number of other peer-reviewed studies from centres
of excellence around the world.

Q254 Dr Harris: I am talking about this country. I
should have made that clear. I will put the question
again. For this country, for where viability is for
women in this country, in the narrow question of
viability, talking theoretically now since you have
taken me down EPICURE I, if there was a peer-
reviewed published study that said 24 weeks was still
the case and that was across the country multi-
centre, would you give that greater weight than an
individual non-peer-reviewed, non-journal
published report from one hospital, whether that is
more or less?
Dr Saunders: I think that there is a much bigger body
of evidence than you are implying. I think that any
doctor coming to a conclusion—Could I finish,
please?

Q255 Dr Harris: I would love you to finish but I
would really love you to answer my question, which
is not asking you to look at the evidence. I am asking
you a theoretical question. I am not asking you to
search the world or your mind for other studies. I am
just asking: if there was a peer-reviewed study that
was national, that was published, would you give
that greater weight than an unpublished, non-peer-
reviewed report from a single hospital on the narrow
question of viability? I have asked this three times
now.
Dr Saunders: Yes, I would but I think when we are
coming to conclusions about viability, it would be
quite inappropriate and irresponsible to ignore the



3789252002 Page Type [E] 12-11-07 23:53:45 Pag Table: COENEW PPSysB Unit: PAG3

Ev 32 Science and Technology Committee: Evidence

17 October 2007 Rev Dr John Fleming, Anne Quesney, Dr Peter Saunders and Anne Weyman

vast amount of international data about foetal
viability from the very best international centres and
concentrate just on UK data that has been very
widely criticised.
Dr Harris: You have to understand that we have
your written evidence. You have made that point in
your written evidence. We just have to get through
this oral session.
Chairman: Dr Harris, I am coming on to viability in
a minute.
Dr Harris: I want to ask several questions. Lots of
our submissions have selected papers, as it their
right, and interpreted them. Do you accept that
there is a practice which is to say: Let us have an
independent body do the systematic review—not
ourselves, whether it is fpa, Abortion Rights or your
organisations with an agenda—that controls
essentially for the instinct just to select the argument
on either side that supports it? Do you think that is
a legitimate thing to do? Do you think the Royal
College of Obstetricians and Gynaecologists is a
reasonably independent organisation that can look
at the whole literature and not be tempted? I put that
to Dr Saunders and to Dr Fleming.

Q256 Chairman: Can you answer that question as
briefly as you can?
Dr Saunders: Yes, I do think there should be
independent panels which look objectively at all of
the studies that are available. I think there is a
temptation for people on both sides of this argument
to cherry-pick the studies that back up their
position. I think that criticism could be made of
several of the written submissions that have been
made. I have serious reservations about the Royal
College of Obstetrics and Gynaecology guidance on
abortion, firstly, because it was published in
September 2004.

Q257 Dr Harris: I was not asking about the guidance
but about whether they are independent enough to
set up a panel that would do it. Dr Fleming?
Rev Dr Fleming: Yes, I do think in principle it is a
good idea to have clearing houses where data is
assessed and has as objective an account as possible
given of the data because of the tendency of all
organisations to cherry-pick those studies which
may support a pre-existing position. You mentioned
in your question about organisations with an
agenda. With great respect, I do not know of an
organisation that does not have one and if you do I
would be very glad to know what it is. RCOG is not
what I would regard as a body that would be good
for that. I think it ought to be some sort of body
which has clearly a representative collection of
individuals, where the various agendas, as you put it,
can rub against each other to some extent. If you are
going to be absolutely honest about this, not one of
us here does not have an agenda. If we accept that
that is the case in all honesty and we then say okay,
how can we derive some kind of clearing-house or
houses which can look at the evidence in the best way
possible—

Q258 Dr Harris: What comparative group should
we be using to distinguish between the health risks of
abortion versus covariate factors? In other words, if
you are looking at women who have had abortions,
what is the best comparator group? Is it all women?
Is it women who are mothers? Is it women with
pregnancies that are wanted? Is it women who have
unwanted pregnancies but cannot get an abortion?
Which do you think is the right comparison?
Rev Dr Fleming: The answer is all of those. I think
any research worth its salt has got to take account of
the various conditions of the persons involved from
whom you are seeking information otherwise you
are likely to come to lopsided conclusions. I do not
think that any reasonable research can just simply
ignore particular groups of women. If there is a
medical procedure being done on a group of women,
presumably with their full knowledge and consent,
then any adverse outcomes have to be measured
against those who have not had such a procedure,
whatever the procedure might be and then you are
going to have to look at the sub-groups where there
might be confounders which you have to take into
account.

Q259 Dr Harris: How do you take into account
confounders in choosing the right comparator
group? How does one deal with confounders? The
suggestion is that it is best to compare women who
have abortions with women who have all the same
backgrounds and have unwanted pregnancies and
where a higher proportion of them have drugs
misuse issues and domestic violence issues and so
forth but who cannot get abortions to see whether
the abortion itself has had an impact on that group
of women. Do you think that is powerful or do you
think it is flawed?
Rev Dr Fleming: It depends on the risks you are
after. If you are after the psychological sequelae,
that might be the case. If you are after the physical
risks to the women of a particular medical
procedure, that might not be so appropriate. You
really need to determine what are the risk areas that
you want to examine before you can decide how you
are going to do it.

Q260 Dr Harris: You said yes for psychological
sequelae. In the memorandum from the Society for
the Protection of Unborn Children you say, at the
top of page 8, “a major UK study did not identify a
diVerence in total psychiatric disorders between
aborting women and those who carried to term”,
and you give the reference as the 1995 Gilchrist
study. You then say, “The same study did however
identify an increase in deliberate self-harm, which
includes substance abuse.” Are you aware that the
full sentence of the Gilchrist study says, “ . . . in
women with no previous history of psychiatric
illness deliberate self-harm was more common in
those who had a termination”—which is what you
are saying—“risk ratio 1.7, or who were refused a
termination, risk ratio 2.9”? That is the group that
you have agreed just now was the appropriate group
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for psychological sequelae. Can you explain why
you think you missed out the second half of the
sentence from the conclusions of that study?
Rev Dr Fleming: I will have to ask the researcher who
wrote that part of the study for the answer to the
question. Was it number 34?

Q261 Dr Harris: Paragraph 34, reference 51.
Rev Dr Fleming: I will ask them.

Q262 Chris Mole: Chairman, it would be interesting
to hear some of the other answers from the other
witnesses to that question.
Dr Saunders: I think it is incredibly important in
research to eliminate confounding variables in order
to establish a proper causal connection. Every time
I raise my arm someone in China drops dead but that
does not mean there is a causal connection. In the
same way, there are studies, for example, that show a
link between abortion and subsequent suicide in the
year following. It is a strong association which has
been demonstrated in linkage studies, but it is not yet
established that there is a causal relationship
between abortion and suicide because when you
correct for all the confounding variables, such as
socio-economic status and so on, the connection is
not as strong. However, if you do correct for all the
confounding variables and you find that there is still
a connection then it is strongly suggestive of a causal
relationship. An example of that would be one of the
most quoted studies this week the Ferguson study
from Christchurch, New Zealand linking abortion
with subsequent mental health problems in women,
where they took great eVort to remove all the
confounding variables and a pro-choice researcher
was surprised at his findings that the link still
persisted.

Q263 Dr Harris: Do you accept that the author said
he recognised he could not adjust for the
“wantedness” of the pregnancy as the factor there?
Dr Saunders: Yes.

Q264 Dr Turner: Both pro-choice campaigners and
pro-life campaigners focus very heavily on the issue
of viability and this becomes conflated with the
upper time limit for abortions. I want to ask all of the
panel what they feel is the connection between the
upper time limit on abortion and the gestational age
at which a live birth is considered viable?
Rev Dr Fleming: It depends entirely on how you are
going to ask this question. There is a factual base on
the question of viability. You then have to move
from that piece of information—let us suppose we
could agree on what that viability is, 24 weeks, 23,
22, 21, whatever, and whether you can move from an
“is” to an “ought”, which is an ethical question. All
I have heard around the table since I have been here
pretty much is ethics and speaking as a philosopher,
everybody is moving from “is” to “ought”. The
question is in itself a profoundly ethical question. As
to a connection between the upper time limit on
abortion, that is a piece of information and the
gestational age at which a live body is considered
viable, I do not make much connection with it at all.

It seems to me that in principle there is no real
diVerence between what you do to a pre-viable
infant or a viable infant.

Q265 Dr Turner: Before you finish your opinion, you
have stated the gestational age of viability as an
accepted fact or words to that eVect. Do I take it that
you are content with the opinion, which others
question, that 24 weeks is the generally accepted
limit of viability?
Rev Dr Fleming: I accept that it is a controverted
question and I think there will be those in a better
position scientifically than me to answer that with
greater precision. I am simply saying that from the
point of view of abortion I think it is an irrelevant
fact and your question implies an ethical response
because you are talking about a piece of
information, a fact that “is” and making it an
“ought”. Any philosopher knows that is
fundamentally ethical. In my view the abortion issue
does not turn on viability.

Q266 Dr Turner: But ethics are informed by fact.
Rev Dr Fleming: Absolutely, but that is my point,
you are moving from “is” to “ought”. You are
necessarily engaging in a philosophical enterprise.
Ms Quesney: I think the law in Britain is based on a
connection between the time limit and gestational
age. If you look at the last 17 years since that
decision was made to have a time limit for abortions
of 24 weeks, there have been very few changes in
terms of foetal viability. One of the issues we have
not really talked about much at all is women and
their needs. This may not be purely scientific, but I
think there is a growing body of evidence which
shows that there is a need for the very few women
who need to access abortions, for very complex
reasons, to be protected by law. As a society we
really need to make a choice about whether we need
to protect the most vulnerable people in our society.
Dr Saunders: This connection between viability and
the abortion law has its historical basis in the Infant
Life Preservation Act of 1929 which is still in force
in Britain, at least in England and Wales. The Infant
Life Preservation Act makes it a crime to procure an
abortion involving a baby “capable of being born
alive”, that is the basis. I would submit that that is a
diVerent concept to viability, which has been the
main concern of this Committee. When we consider
viability there is a debate about when foetuses
become viable based on the interpretation of
evidence, the alleged inadequacies of EPICure, other
studies from higher centres and so on which we will
not go into further. If we were to look back at the
original intention of the law makers, it was to make
it illegal to procure an abortion for a baby “capable
of being born alive”, that is why the 28 week limit
was chosen initially. It was modified in 1990 by the
Human Fertilisation and Embryology Act because
foetal survival had improved with good neonatal
care. We would submit it has improved further in the
best centres. So we are in an anomalous situation at
the moment where, for example, the West Midlands
region can publish in the British Journal of Obstetrics
and Gynaecology, looking at the abortions anomaly
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between 1995 and 2004, as in the Pro-Life Alliance’s
evidence here, that there were 102 babies born alive
after “botched abortions”. Technically those are
criminal acts under the Infant Life Preservation Act.
I think I would like to question why the Committee
is looking at the issue of viability rather than the one
that actually has legal significance, which is
capability of being born alive, which although
similar is a diVerent concept.

Q267 Chairman: There is a fundamental issue
between viability and vitality. Do you make a
diVerence between the two or do you regard them as
the same?
Dr Saunders: There is a diVerence between a foetus
capable of being born alive and, on the other hand,
a foetus that, with the best neonatal and intensive
care, is likely to live with or without handicap. I
think that is a distinction that this Committee has
not yet made and it is an important distinction in
law.
Ms Weyman: I just wanted to make a general
comment first of all on this issue about the focus on
viability and the fact that this is something that has
interested both sets of organisations. My
organisation is particularly interested in a whole
range of other issues that this Committee is
discussing and I would be disappointed if I am not
able to comment on some of those things,
particularly around improving early access and
some of the things you were talking about in the
earlier part of the session. I think the first answer you
had to this question does rather reveal the important
divide here in the discussion around the time limit
between those who are fundamentally opposed to
abortion in any circumstances and would like to
have a time limit really which is zero and therefore
would push down the limit and this diYcult
discussion around what is the appropriate time.
When I consider this issue, it seems to me that
making any woman continue with a pregnancy and
have a child that she does not want is always a
terrible thing to do and has very bad eVects on that
woman.

Q268 Chairman: We are not discussing that. You
were asked a question about viability.
Ms Weyman: I understand that. I think the issue
about the time limit is an issue about how you
reconcile the diVering views and concerns about
abortion and the pressing needs of women. The
discussion about viability is obviously important in
that because that is something that very much
matters to people and the discussion in society as we
consider what is a controversial issue. On the
question that you raised about vitality and viability
and how you judge the fact that because one baby
may survive at a particular gestation against the
needs of women in that situation and the very few
women—I think we have to recognise that—who
have abortions at that stage of gestation, I think that
that is where you are making judgments which are
based on the scientific evidence and how you
evaluate those diVerent issues. Certainly our view as
an organisation based on the evidence, which much

more expert people have given to you on those
scientific issues than I can and that you heard on
Monday particularly, is that the evidence still
maintains that 24 weeks, when you take all that into
account, is the compromise that applies still today as
it did when it was introduced.
Dr Spink: The figure was 3,000 last year and that
does not seem to me to be very few. Even one is
too many.

Q269 Dr Turner: Thank you for those answers
which, as I anticipated, covered a range of views.
The one thing which all of you clearly felt extremely
important was the issue of viability. That was vital if
you will pardon the pun! What medical progress do
you think has been made in recent years in terms of
improving the prospects for very pre-term babies,
and do these advances, if you accept that they are
significant, have an impact on upper time limits for
abortions?
Rev Dr Fleming: There has clearly been some
improvement, that is undeniable from the literature.
As to whether or not there is anything there to justify
playing around with the time limits in the Abortion
Act as it currently is constituted, I am not persuaded.
It seems to me that of all of the issues we ought to
be thinking about that is not really at the top of my
agenda. I would say that it is such a controversial
matter as to whether you move from 24 to 23 to 22
to 20. It seems to me that there are more dangers
raised in trying to go down a pathway where there is
as yet no clear answer to the question. So I
personally think that it would be better to leave aside
playing around with the number of weeks at this
stage.
Ms Quesney: I think it is undeniable that there has
been some progress in medical techniques to keep
premature babies alive, but that should not stop us
from distinguishing between what is an unwanted
and wanted pregnancy. Forcing a woman, as Anne
Weyman pointed out, to carry on with a pregnancy
is something that is of no benefit to society, to that
woman or to her family. One of the issues that was
pointed out in the written evidence is that in Holland
for instance they have very clear guidelines about
not resuscitating prematurely born babies below 25
weeks. It is probably a very pragmatic approach, but
I think we should probably take stock of what is
happening internationally on this issue as well.

Q270 Dr Turner: So you are not convinced that the
progress has meant that the gestational age of
viability has gone down?
Ms Quesney: I think there has been progress in terms
of keeping prematurely born babies alive. The
techniques that are being used in certain hospitals
are enabling those prematurely born babies to live
but sometimes at great cost to their personal health.
I think what we need to take into account as well is
that prematurely born babies born alive at that stage
do not necessarily survive.

Q271 Mrs Dorries: What I interpret your answer to
be is that even though a baby may be viable and that
baby may be able to live if born, as far as you are



3789252002 Page Type [O] 12-11-07 23:53:45 Pag Table: COENEW PPSysB Unit: PAG3

Science and Technology Committee: Evidence Ev 35

17 October 2007 Rev Dr John Fleming, Anne Quesney, Dr Peter Saunders and Anne Weyman

concerned viability has no bearing on whether or not
an abortion takes place. Do you believe an abortion
should take place at any stage during pregnancy?
Ms Quesney: I am quite comfortable with the
current time limit.

Q272 Mrs Dorries: So you think 24 weeks is the
limit?
Ms Quesney: I think it is very diYcult for a woman
to make a very, very complex decision about
whether or not to terminate a pregnancy at that
stage or a woman who has a very wanted pregnancy
and is going into labour very early.

Q273 Dr Turner: Dr Saunders?
Dr Saunders: The fact that there have been massive
advances in neonatal paediatrics leading to the
survival of infants at lower gestation is really
undoubted. That was reflected, first of all, in the fact
that the HFE Act changed the upper limit from 28
to 24 weeks. So there is no dispute that between 1967
and 1990 there was massive change.

Q274 Dr Turner: Do you think there has been
significant change between 1990 and now, that is the
question?
Dr Saunders: I do. My wife worked in neonatal
paediatrics. In 1985 they had a 24-week old baby
survive in probably one of the top neonatal units in
New Zealand. It was so unusual that it became the
subject of a grand round and all the doctors came.
Now in the best centres of excellence, like
Minneapolis, 81% of 24-weekers are surviving. At
the risk of creating boredom, we must distinguish
between the kind of lowest common denominator
studies like EPICure which average across diVerent
centres and do not take into account the postcode
lottery of neonatal care that exists in this country.
When we do look at the centres of excellence it is
undoubted that at the very best centres there has
been a huge increase in the survival of infants at 23
and 24 weeks gestation between 1990 and 2007.

Q275 Dr Turner: Since you want to focus on the
centres of excellence, can you comment then on the
issues of vitality of those babies that survive given
that the number in the Epicure studies of those
babies which have a degree of handicap from mild to
severe is extremely high? Can you comment on that
aspect of those that you consider show a greater
survival rate in the centres of excellence?
Dr Saunders: I would take issue with the statement
that the level of disability of early survivors is
unacceptably high. Even if you look at the EPICure
figures for 23 weeks, I think it was two out of 11
babies in that category, which is just under 20%2,
were in the severe disability category; others were
moderately disabled. I think then you are starting to
verge on moral territory where you are saying that
babies with disabilities should be resuscitated, which

2 Note from the Witness: When I checked these remembered
figures I realised I had quoted the percentages (2% out of the
11% that survived) rather than the absolute numbers (5 out
of 22). The rounding oV of percentages accounts for a
change from just under to just over 20%.

I do not think we should be doing in this inquiry. The
figure that is usually banded about by neonatal
paediatricians is that about 15–20% or so of early
survivors will have a significant degree of disability
and a larger percentage than that will have some
disability and some will escape with no disability.

Q276 Dr Turner: Is your answer then that in the
centres of excellence the incidence of disability is not
diVerent?
Dr Saunders: As far as I understand, yes. What I
understand from my neonatal colleagues is that the
percentage of babies surviving with disability at 24
weeks now is pretty comparable to the percentage of
babies that survived with disability at 28 weeks 20 or
so years ago. What has happened with advances in
neonatal paediatrics is that babies who would have
survived with severe disability are surviving with no
disability, others who would have died are surviving
with moderate disability, and some who had no hope
are surviving with severe disability. We are simply
moving the line as neonatal paediatric care
improves.
Ms Weyman: We have looked at the evidence from
the various diVerent studies and also what the expert
bodies have been saying about this issue and we have
been looking at it for a long time and our view is that
there has not been such a significant change and
therefore the present time limit would be the
appropriate one to continue with.

Q277 Dr Turner: There has been a lot of publicity
and a lot of emotive response certainly to 4D images
of babies in utero. What do you think that those
images actually tell us? Do we learn anything new
from them?
Rev Dr Fleming: Very early on in the days of the
abortion debate people were told that the foetus was
a bundle of proplasm (?) and blood and I have many
quotes to that eVect. What the images do is to give
us information about what it is that we are looking
at. You have to add to that the data about the
developing human being and then after that you
move into the territory of philosophical reasoning, ie
what do you make of that information. I think
ordinary people who respond to the picture of an
unborn child ought not to be dismissed as
responding emotively. We are human beings. I
respond emotively to a raft of things and which I am
very well justified in responding to. It does a
disservice to the community that we all serve to
suggest that somehow or other people of the
scientific or philosophical dent of mind are more to
be trusted and believed in abstracting from an
emotional response than ordinary people. Often
times I have found the responses of ordinary people
to be far more instructive to me than some of the
nonsense I have heard from my fellow philosophers.

Q278 Dr Turner: Do these images actually tell us
anything concrete about the consciousness of a
foetus, its viability and all of those things?
Rev Dr Fleming: It tells ordinary people this is a
human being who is alive.
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Q279 Dr Turner: But we knew that anyway.
Rev Dr Fleming: We did not know that anyway
because the opposite was being said earlier in the
debate. I think the images have been eVective for
people who have been told certain things and they
see that that is not true.

Q280 Dr Spink: Is it arbitrary and misleading to
consider vitality, looking at this upper age limit,
considering, of course, that almost all babies would
have been viable had they not been aborted?
Rev Dr Fleming: Absolutely. I see considerations of
viability and vitality as without moral significance to
the fundamental question that you are addressing.
There are many, many human beings who have
become less vital because of accidents that they have
had into life beyond birth. If a committee is
purporting to say we are going to stick to the science
then you are moving into immediate moral territory
once you raise the eugenic question of whether or
not a certain human being has too many disabilities
or too much disability to be allowed to be born.
Secondly, the viability question seems to me to be
again supremely irrelevant because by and large
unborn children left to gestate in the normal way will
come to viability.

Q281 Dr Spink: They are all viable, most of them.
Ms Quesney: I think, again, we have to make a
distinction between what happens when abortion is
illegal. I think everyone will remember what
happened in this country before 1967.

Q282 Dr Spink: I am asking about the specific issue
of viability. Is it misleading to look at viability since
almost all babies that are aborted would have been
viable had they not been aborted?
Ms Quesney: I think what is really prevalent about
this is women making decisions about their bodies,
about their futures, about their fertility and about
their reproductive lives. I think that is probably the
key for abortion rights especially. Let me just come
back to those 4D pictures.

Q283 Dr Spink: We have moved on from there.
Dr Saunders: My view is that the law on this in this
country is based on a moral or ethical
presupposition that the status of a human life is
contingent upon its capacity for communication,
consciousness, self-awareness and so on. I do not
think that viability—I would agree with John
Fleming—is a morally relevant parameter. When we
are moving to that position and saying that it is all
right to abort a foetus which does not have this
degree of self-awareness, consciousness and so on we
are moving out of science and into ethics.

Q284 Dr Spink: Let us put the morality on one side
and let us look at just the science. Do you accept that
the vast majority of those babies that were aborted
were viable had they not been aborted, from the
science viewpoint?
Dr Saunders: You are absolutely right that the vast
majority of first trimester abortions would have
resulted in live babies had we not intervened.

Ms Weyman: I think it is a completely irrelevant
question to the debate. What we are talking about is
an issue for women about what happens to them
when they are pregnant. The beliefs that obviously
some people have about life and when life starts and
how it should be regarded are not those that are
shared totally within our society. We live in a society
in which women are able, fortunately, to be able to
make a choice.

Q285 Dr Spink: Did you mean it was an irrelevant
question or an inconvenient question?
Ms Weyman: No, I think it is irrelevant. It may be a
relevant one in your beliefs system, but that is not the
beliefs that are held by everybody in society about
the question of life and when life starts and the
relative position of a woman and a foetus. I realise
we are not on the ethical issues, but this question has
been very much more about ethical questions.

Q286 Chairman: The whole issue of viability as far
as the Committee is concerned is that in 1990 the
issue of late terminations was reduced from 28 weeks
to 24 weeks on the basis of scientific evidence and
viability. Whether you agree with that or not—
Ms Weyman: I accept that.

Q287 Chairman: —that is what the Royal College of
Obstetricians advised the Government.
Ms Weyman: I answered the previous question
about that, which was about the viability question
and whether that has changed and we have
expressed our views about that.

Q288 Chairman: Dr Saunders, when you talked
about the Epicure study you mentioned, first of all,
about the lowest common denominator study and
then you talked about the average. Lowest common
denominator study, was that really what you meant
to say? Which is right? Did it average the
information it received or did it in fact take the
lowest common denominator?
Dr Saunders: I concede your point. I think I am
overstating the case by saying lowest common
denominator. It is an average we are talking about
between the best centres and the others.
Chairman: I really want to get on to mental health.

Q289 Dr Iddon: Could I ask you each to give your
opinion on whether you believe that abortion
increases the risk of mental health and whether the
restriction of access to abortion also has an eVect on
a woman’s mental health? Perhaps you could also
comment on any evidence of causal factors or
confounding factors.
Ms Weyman: As far as the evidence is concerned
aVecting women’s mental health, there is no
evidence to show that an abortion has an adverse
eVect on women’s mental health. Where there is a
mental health outcome this is quite often the result
of previously existing circumstances and condition
of the woman. We do not have much current
evidence about the impact of abortions if women are
denied abortions. However, the evidence that does
exist shows that that can have very severe
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consequences for a woman if she is forced to
continue with her pregnancy. Overall, being able to
make her own decision is in fact beneficial for a
woman and there is no evidence for there being any
detriment.
Dr Saunders: There are a considerable number of
robust peer reviewed studies strongly suggesting that
women with a prior history of mental health
problems are especially vulnerable to further mental
health problems following an abortion. I do not
think this is really disputed at all by anyone in
psychiatry. However, the question of whether
women with no pre-existing mental health problems
are at greater risk from mental health problems has
been contentious. I think it would be fair to say,
looking at all the evidence, that the Ferguson study
is the first methodologically robust longitudinal
study that has confirmed a link there. It needs to be
repeated in other areas to see if that link is
confirmed. I do think there is now robust evidence
suggesting that link3.
Ms Quesney: Over the last 40 years one in three
women on average has had an abortion in this
country. If there were major psychological sequelae
related to abortion I think we would probably know
about it. Most women would really show some
serious problems. There is a huge amount of taboo
surrounding abortion. It is an issue that women are
not likely to talk about and it is an issue that women
are made to feel guilty about. I think we also need to
take that into account. Most of the women that we
would come across and most of the women generally
are women who feel an enormous sense of relief after
being able to access the abortion safely and that is a
really important point.
Rev Dr Fleming: I agree with every word that Dr
Saunders said. I want to add to it my own research
which has been published in the last month in which
we find—this is a two-year study—that Australians
generally are morally opposed to abortion in almost
all circumstances but they are pro-choice at the same
time. This deep conflict within the community is
highly suggestive of reasons why it would be that
women who seek abortions or feel that their
situation is so oppressive to them that it can only be
relieved by an abortion at the same time will later
feel significant distress, anxiety, guilt and so on from
the abortion. It is not something that is heaped oV
on them by others but it is a deep conflict within the
human psyche, ie we want choice yet we do not feel
good about abortion. Just as in a deeply conflicted
society like Australia, if I was to replicate the study
I have done I think that would be found to be the
case in Britain as well.

Q290 Graham Stringer: Dr Saunders, you gave a
vivid explanation about the diVerence between cause
and correlation before. Can the panel tell us where
there is established cause between abortion and
death following an abortion by the woman, where
there is an established relationship with breast
cancer, an ectopic pregnancy or infertility? In what
areas has causality been definitely established?

3 Note from the Witness: with the Fergusson Study.

Dr Saunders: I think this relates to the whole
question of the safety of abortion. A lot of evidence
has quoted the Confidential Enquiry into Maternal
Deaths as showing that an abortion is safer than
normal childbirth. The evidence that would lead us
to doubt that is, first of all, the evidence about the
link between abortion and mental health which I
have mentioned. Secondly, there is now very robust
evidence linking abortion with subsequent pre-term
delivery, in particular in the Thorpe Review of 2001,
in the EPIPAGE multi-centre study in France and in
the EUROPOP multi-centre study in ten countries
in Europe. It is quoted by the FPA in their evidence
and by Sam Rowlands in his that a previous
abortion raises your chance of having a premature
delivery by between 30 and 100%. If we are talking
about multiple abortions, there is a “dose” eVect in
that the more abortions you have the more likely you
are to have a subsequent pre-term delivery and the
more likely you are to have a very pre-term infant.
The data about breast cancer is far more
controversial. I would agree with John Fleming in
that I think the jury is still out. In our own
submission on this we refer to the RCOG guidance
of September 2004. If you read not their one line
conclusion but actually the body of evidence within
the guidance, they reviewed two large analyses of all
of the studies, one by Wingo and one by Brind. In the
Brind study, which shows a link between abortion
and breast cancer, they say in this guidance it does
not have methodological problems with it. I would
commend the Committee look at the criticisms of
the 2004 Lancet study from Oxford which
contradicts Brind’s findings and I commend that the
Committee look at Brind’s own critique of this and
also the critique by Greg Gardner which you also
have in the evidence before you. Having said all that,
at CMF we are still sitting on the fence. We think
women, in order to be properly informed, should be
told that the jury is still out, that there may be a link
but that more research is needed. There are two
other issues. These linkage studies from Finland and
California which show a significant association
between abortion and death from suicide, homicide,
accidents and so on cannot be discounted. The final
thing I would say is that because the HSA1 form,
which does have a space to record complications, is
filled in either at the time of the abortion, shortly
after or, as we have heard from Vincent Argent,
beforehand it will only record complications which
occur within the immediate time-frame of the
abortion itself. A lot of publicity has been given to
the complications of haemorrhage, infection,
subsequent infertility and soon that happen after the
form is sent in. There was a case recently in London
of a 14-year old girl who needed a hysterectomy after
an abortion and that will not appear in the statistics
simply because it will not appear on the HSA1 form.
So we have got reservations about the Confidential
Enquiry into Maternal Deaths for all of those
reasons.

Q291 Graham Stringer: Do any of the other
witnesses believe in causality in any of these
conditions?
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Rev Dr Fleming: I am reminded of the analogy with
smoking. When I was a student at university I regret
to say that in the Sixties it was more association/
correlation between health outcomes and smoking
and over time we moved from association to
causality. I think the submission that I am putting
before you here suggests that there are significant
increased risks of premature delivery. There are
infections resulting from abortion. On the breast
cancer thing, as I have said before, the jury is still
out. I think it would be foolish not to imagine that
there is enough there to suggest, at least in some
areas, there is a connective relationship between
abortions and outcomes.
Ms Quesney: There is always more evidence needed
to establish those links. If you make abortion illegal,
which is what some people are really trying to
achieve, then there will be huge amounts of women
dying as there are around the world. I think that is a
very important point of consideration for everyone.
Ms Weyman: We have obviously examined the
issues around the risks in our submission so I will not
go into that. Clearly it is important that we have
good evidence and on the basis of that evidence
women are advised, but in the end the situation for
a woman is making the decision for her in the
circumstances she is in as to what she wants to do.
The risks for her associated with continuing with the
pregnancy in the end, if she chooses to have an
abortion, are going to completely outweigh any
other risks, the extent to which they are proven and
the hypothetical risks that are also suggested as well.
I think it is fundamentally important that women
should be given the best information that is available
so that they can make the decisions that they would
want to make and we know that that is what good
services do and we know that women choose to
make the decision to have an abortion.

Q292 Mrs Dorries: We know that at between 20 and
24 weeks a foetus is anaesthetised and yet we had
evidence on Monday from Dr Maria Fitzgerald
saying that she believes that a foetus does not feel
pain until much later. Dr Saunders, what is your
take on foetal pain? At what point do you think the
foetus feels pain?
Dr Saunders: I have diYculties with the evidence
given by Maria Fitzgerald and that given by Stuart
Derbyshire in written form to the Committee over
foetal pain because I think there is a lot of
disagreement between physiologists who work in
this area about when the foetus first feels pain. Both
Derbyshire and Fitzgerald work from the
presupposition that pain cannot be felt until cortical
connections are established between the thalamus
and the cortex. That is highly contentious. I would
refer the Committee to a paper which is not in our
evidence because it was published this month by KJ
Anand. It is a major review of this whole issue in
Seminars in Perinatology, October 2007 which
makes this point very strongly that pain is in large
part a thalamic sensation and that we cannot draw
conclusions about whether or not foetuses feel pain
from the presence or absence of advanced thalamic
cortical connections.

Q293 Dr Spink: But there is scientific evidence from
4D imaging that foetuses smile and cry at 24 to 26
weeks, is there not? Would you agree with that?
Dr Saunders: We know a foetus from a very early
stage in pregnancy will withdraw from inoxious
stimulus. If you put a needle into a 22 weeker on a
neonatal unit it will cry. If we measure stress
hormones like catecholamines and cortisol, they are
present at an earlier stage than 20 weeks. The neural
connections there to the thalamus are present at 19
to 20 weeks. So the jury is still out on this issue and
I think we should give the foetus the benefit of the
doubt.

Q294 Chairman: Are you saying that a quadriplegic
feels pain when you stick a pin in their foot?
Dr Saunders: No, I am not saying that, but I am
saying—

Q295 Chairman: Is that not the reason it does not
feel pain, because there has been a severing of the
spinal cord?
Dr Saunders: With all due respect, a quadriplegic
will feel pain if you stick a needle into his face, but
we are talking about a lesion occurring in the spinal
cord. If you look at adults who have lesions in their
sensory cortex—and Anand goes into this—they still
feel pain. Why is that? It suggests that the cortex is
not the only part of the brain that is involved in
conscious pain sensation. If that is true for adults
then surely we should be giving foetuses the benefit
of the doubt. Bertrand Russell once said that a
fisherman told him that fish had neither sense nor
sensation but how he knew that he could not tell
him. I think we need to ask people like Fitzgerald
and Derbyshire how they can be absolutely sure.
Given that the RCOG itself recommends
anaesthetics for babies being operated on or for fetal
surgery and late abortion—
Chairman: The evidence that Dr Fitzgerald gave this
Committee was very clear, she said she did not
know; that was her absolute starting point. There is
a fundamental diVerence there.
Dr Harris: I would like to move on to areas where
you have expertise rather than areas where you are
commenting on others’ expertise.
Mrs Dorries: That is not a precedent.

Q296 Dr Harris: I would like Anne Weyman to have
the chance to comment about the issue of premises
and so forth, but before I do that I wanted to ask two
short questions. Firstly, just for my clarification, Dr
Saunders, you quoted a Greg Gardner as an
authority in respect of his evidence. Is he research
active in this area?
Dr Saunders: Dr Harris, you and I both know that
any doctor with proper medical training can go to
peer reviewed journals and look at the evidence and
draw conclusions and that is the beauty of evidence-
based medicine, it is that a houseman, an FY1, can
challenge a professor on the basis of the written
evidence.

Q297 Dr Harris: I just asked you who Dr Gardner
was.
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Dr Saunders: He is not a researcher in this area. He
is someone who has looked at all the evidence. I
think your implication that someone who has not
had hands-on research experience in a certain area is
not qualified to look at the data—

Q298 Dr Harris: Let us try and find some consensus.
Conscientious objection is within our subject area
today. Would you agree with me that it is going to
be necessary for doctors and health professionals to
have the right to conscientiously object? Would you
agree that that conscientious objection has to
include the right not to have to refer a patient for an
abortion so that someone else does it for you?
Dr Saunders: Chairman, is that a question about the
science? Should I answer it?

Q299 Chairman: I run this inquiry. I am ruling that
question out of order. I am going to finish with one
final question and it is really about the two doctors’
signatures. Why do you feel that two doctors’
signatures are necessary for a termination when they
are not needed for any other medical procedure?
Rev Dr Fleming: I think you can argue both ways on
having one doctor’s signature being suYcient to
refer. I think that the complication, if I may say,
Chairman, in relation to the abortion issue is that if
an abortion is being referred on the basis of a
psychiatric condition you would think it would be
sensible for a psychiatrist to attest to that, that
would be the other signature. The initial referring
doctor may not have suYcient expertise for the
reasons why the abortion is being referred under law
and it may therefore be thought very prudent that
there should be a second signatory and that the
second signatory should have expertise in the
reasons why this referral is being made.

Q300 Chairman: And it is the only medical
procedure in your view that needs this? Nothing
else does?
Rev Dr Fleming: I am not saying nothing else does.
This is a particular kind of procedure. You are
talking about a medical procedure often being
prescribed for a social reason or a psychiatric reason
and that is highly unusual in medicine. Usually a
medical procedure is done for a medical reason. This
is not being done for a medical reason and in that
case, if the professed reason initially is a psychiatric
indication you would think that somebody who has
psychiatric expertise would be able to do it.
Ms Quesney: It certainly is one of the only medical
procedures that does require two doctors’
signatures. I think the other one is sectioning under
the 1983 Mental Health Act. I think there is also
growing support from medical professionals, the
BMA, the RCOG, the RCN, that the two doctors’
signatures are unnecessary, that they cause an
unnecessary burden on the NHS, but also, I think
very importantly, they cause a huge amount of delay
in certain cases for women and I think that is totally
unfair. That is also not taking into account the fact

that some doctors do veto women’s decisions. We
really need to get into a situation, like most other
European countries, where a woman makes the
abortion decision in consultation with her doctor
but not with the permission of two doctors.
Dr Saunders: I think we have to understand this in its
historical context. Abortion is quite unique because
under the OVences Against the Person Act 1861
abortion is still illegal in this country, which means
that if you commit an illegal abortion you can go to
prison for 14 years. The reason there are two doctors
in the Act has nothing to do with medicine or safety
but everything to do with legality.

Q301 Chairman: And you think it should be
retained?
Dr Saunders: It is to confer immunity upon doctors
who approve or carry out abortions on the grounds
that they have complied with the guidelines in the
Abortion Act and therefore are not acting
unlawfully. We must not confuse the legal and the
medical question.
Ms Weyman: There is absolutely no reason why we
should have the two doctors’ signatures, for medical
or scientific reasons. It does seem rather odd that in
2007 we are still bound by an Act that was passed in
1861, the OVences Against the Person Act and that
really we should have something that does not cause
the delays. I think the delay issue is a very serious
medical issue, particularly if a woman encounters a
first doctor who will not sign the form, will not refer
her and does not make that clear. We know that
some of the delays that do occur, which then pushes
the abortion on, which makes it potentially less safe,
the risk increases as gestation increases, are quite
harmful to women.

Q302 Chairman: Finally, we heard from the first
panel their views about procedures at home. Do you
think there is a case for in fact having procedures in
place other than registered premises?
Rev Dr Fleming: I am persuaded that the safety of
the woman is far better guaranteed by abortion
procedures being carried out in the current facilities
that are provided under the Act.
Ms Quesney: Very much like in France or in the US,
I think there is a case for oVering women choice. I
think it is really important that when a woman
decides to have an abortion she is oVered the best
possible procedures and the choice to make that a
straightforward procedure.

Q303 Chairman: The patient’s choice?
Ms Quesney: Yes.
Dr Saunders: I agree with the BMA that there should
be no home abortion for the sort of reasons that
Nadine Dorries has outlined. I do not think the
psychological eVects on women, the small number of
women who would be upset by the pain and bleeding
and the whole process, have been properly
researched.
Ms Weyman: This is common practice in other
countries. Certainly the research that we
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commissioned, which was done in four centres in the
UK, showed that most of the women in the study
would have found it acceptable to have it at home
and indeed there were a significant number who
would have preferred it. If you are in an environment
where you feel relaxed and happier then you feel less
pain. I think it is a question of choice. In many other
countries it is not and women only have the second
stage at home. Our view is that there should be

choice and that women should be able, given the
information and advice, to exercise their own
judgement about what is going to be best for them.
Chairman: On that note, could I apologise to the
panel for a very swift session and apologise to my
Committee because I am sure you wanted to ask
1,001 other things. Dr Fleming, Dr Sanders, Anne
Quesney and Anne Weyman, thank you very much
indeed.
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Q304 Chairman: Good morning. Welcome to the
last oral evidence session of our Science and
Technology Select Committee’s inquiry into the
scientific developments relating to the Abortion
Act 1967. Could we welcome the Rt Hon Dawn
Primarolo, MP, Minister of State. We understand
you are under the weather, but thank you very,
very much for coming. There is a lot of interest
obviously in this session. Could we also welcome
Dr Fiona Adshead, the Deputy Chief Medical
OYcer, and Paula Cohen, the Assistant Director of
Legal Services. We are delighted you are able to
join us because I think you have some interesting
questions to answer this morning. Minister, before
we start, could I say that this has been an
interesting inquiry, ahead of what we expect will be
very hotly contested amendments to the Tissues
and Embryos Bill. We have taken a vast amount
of evidence from sources here, on the Continent
and in the United States. This Act was first passed
in 1967 and amended in 1990. Is it fair to say that
the 1967 Act needs major revision because it is out
of date?
Dawn Primarolo: Good morning, Mr Willis. I hope
that my voice will hold up this morning. I have a
bad cold and I feel like I am the public health
minister for coughs and diseases spread diseases!
With regard to the 1967 Act and answering
questions on that, I am going to confine myself
entirely to what Parliament has decided in changes
to the 1967 Act and whether or not that currently
works. There have been suggestions, particularly
from other organisations, that the Act could be
improved around a number of points. There is
discussion around the time limits—it is a matter for
the House and I know this Committee is
considering it—and there are also issues with
regard to whether—

Q305 Chairman: I am coming to all those matters,
but, briefly, do you feel that the Act as it currently
stands does not need amending?
Dawn Primarolo: The Act as it currently stands
works as Parliament intended and it works well
within those guidelines, yes. It is of course for
Parliament to decide, Mr Willis—it is not for me—
whether or not they want to make further changes.

Q306 Chairman: Do you think Parliament should
in fact have a view on this, given that it was 1990
when it was last debated? It is such an important
issue. It creates an enormous amount of interest on
all sides of the argument.
Dawn Primarolo: It is an important issue and there
are views expressed by a wide range of views and
very passionately. The Department of Health’s
view and the advice to me—and that is why there
are no proposals from the Government to amend
the Act—is that the Act works as intended and
does not require further amendment at the present
time. But, because of the existence of a free vote on
these matters, there have been a number of
attempts to change the 1967 Act which have not
succeeded, apart from the 1990 amendment, and
there are opportunities again.

Q307 Chairman: Let us get down to some of the
detail now. In terms of collecting data on abortion,
how does the Department do that so that we know
the data is accurate and informs not only the
professions and the interest groups but Parliament.
Dawn Primarolo: Are you talking about the
number of abortions, age, all of the data I give in
PQs? The Chief Medical OYcer has a notification
system that comes through the Healthcare
Commission.
Dr Adshead: Essentially, as you will be aware, we
collect information as part of the Act. There are
notifications to the Chief Medical oYcer. We
rigorously scrutinise those and we send back, on
average, about 5% of the forms that we receive in
order to get further information, where
information is necessary, and we use that to
monitor the Act.

Q308 Chairman: What worries me, Dr Adshead, is
that the information you are collecting does not in
fact deal with, for instance, mental health.
Dr Adshead: The notification form has information
on why the doctors feel that the termination is
necessary and it does allow us to distinguish
between physical health and mental health reasons.
The form of opinion (as I believe it is called) does
not distinguish between the two. So there are two
notifications systems: one which is submitted to us
by the practitioner who performs the termination
and the other which gives the opinion—which is the
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two doctors’ signatures. That is the one which does
not distinguish between the two forms. The
practitioner who performs the termination does
distinguish.

Q309 Mr Flello: Good morning. Do you see a
standard response on these forms? Do the same
sorts of words get put on the forms, which might
suggest that somebody has not thought about it but
has just put the phrase they always use?
Dr Adshead: The Act requires that doctors who
both sign the opinion form and obviously fill in the
notification form need to do so in good faith. As
you will be aware, the General Medical Council has
a code of practice around this. Clearly, the form,
by its very nature, is standardised because it has
diVerent data items on it, but it would be outside
the terms of the Act if the doctors were not acting
in good faith and had seriously considered this.

Q310 Mr Flello: With the greatest of respect, that
was not my question. My question is: What do you
see coming back?
Dr Adshead: We obviously see, at an aggregate
level, and we publish statistics that come from the
notification forms. If we had any sense that we did
not feel the Act was being carried out in the form
in which Parliament intended, then obviously we
would investigate that.

Q311 Dr Spink: Has there ever been any instance
of you feeling that—ever, in the thousands and
thousands of abortions that take place every year,
one instance?
Dr Adshead: A previous secretary of state asked the
Chief Medical OYcer to carry out a review based
on concerns that appeared in the press about late
abortions and that report was published. If there
are any concerns that are brought to the
Department, then we would act on that
information.

Q312 Chairman: We are coming back to this,
because we really need to ask the lawyers a little
bit about it. Minister, before I pass you on to Dr
Spink, the Committee were concerned that on
Sunday an article appeared in a newspaper which
was giving your views about what this Committee
was going to ask you. Do you feel that was a
discourtesy to this Committee?
Dawn Primarolo: I did not see the article. I do not
know what the Committee is going to ask me, so
I could not speculate. My evidence was published
and the evidence is public, but I am here and I will
do my best to answer your questions.
Unfortunately, it is not always possible. There are
lots of things that have been attributed to me on a
whole range of things over the last two weeks.

Q313 Chairman: These were direct quotes which
you made to The Independent, which we had a
concern about because it seemed to be prejudging
what in fact the Committee would be asking you
and the responses you would make. But you did
not regard that as a discourtesy?

Dawn Primarolo: No. If that is a discourtesy—it
was in the evidence—obviously I would apologise
to the Committee, but I have not speculated at all
what the Committee might ask me because I do not
know what the Committee might ask me.

Q314 Dr Spink: You know about this issue because
I emailed you about it on Monday before raising
it on the floor of House as a point of order with
the Speaker. The Independent quoted that: “On
Wednesday, Dawn Primarolo, Public Health
Minster will tell the Commons Committee . . . ”
and it went on to say what you would tell us, and
it said “ . . . said one oYcial ahead of the Human
Tissue and Embryos Bill’s long passage through
Parliament.” Do you know who that oYcial was?
Dawn Primarolo: I am afraid I do not. Clearly, I
had notice of the point of order that you raised
and, as the Speaker said, with regards specifically
to the question of the timing, that is in the evidence.
I do not have that, and I would say that I do not
feel that is any more information than was in the
written submission, but, Dr Spink, if that has
oVended you or others—
Chairman: I think we have made the point.
Dr Spink: Could I follow that up.
Chairman: No, I do not want to pursue this now.
Dr Spink: I do want to pursue it, Chairman.
Chairman: I do not.

Q315 Dr Spink: Very briefly. Should you know
who the oYcial was?
Dawn Primarolo: I do not—
Chairman: Minister, I do not want you to respond
because we have far too many things to get
through. We have made the point.
Dr Spink: Chairman, the oYcial was not saying
what the evidence said; the oYcial was saying what
the Minister was going to say, not what had been
said in the evidence, so it was a discourtesy.
Chairman: Dr Spink, please. We will ask the
Minister, if she wishes to clarify that further, to do
so outside this meeting. I really want to get on to
the evidence now of our report. I have raised the
issue which you asked me to do, and we now need
to move on.
Dr Spink: Chairman, you volunteered to raise the
issue. I did not ask you to raise the issue, I think
you will recall.

Q316 Mrs Dorries: Minister, your records say that
you are committed to the liberalisation of the
abortion law. Do you think, given your opinion
and the statements you have made or that your
oYcial has made this week, you are the right
minister for the job, or that maybe somebody with
a fairer viewpoint on this issue should be in your
place?
Dawn Primarolo: I am not here to discuss my
personal views. I am here, as the Minister, to
answer questions that the Committee puts to me
about the information that the Department has. I
am perfectly capable of giving that information,
where I have it, to this Committee, and I will do
so quite clearly.



3789252003 Page Type [O] 12-11-07 23:54:34 Pag Table: COENEW PPSysB Unit: PAG4

Science and Technology Committee: Evidence Ev 43

24 October 2007 Rt Hon Dawn Primarolo MP, Dr Fiona Adshead and Paula Cohen

Q317 Mrs Dorries: Despite the fact that you have
said you are committed to the liberalisation of the
abortion law.
Dawn Primarolo: With respect, this Committee is
not about what I do or do not think as an
individual Member of Parliament.

Q318 Mrs Dorries: Minister, the decisions will
ultimately be based around that.
Dawn Primarolo: It is about my role as a minister
in giving the evidence on the information that the
Department has to this Committee so that this
Committee can come to a conclusion. People may
interpret that evidence diVerently. That is not for
me. I am here only to give the Committee the
information the Department has on the subjects
that you have requested me to do so.

Q319 Chairman: Perhaps I could raise a specific
question from your evidence, minister. The
Department’s evidence noted that the Government
is committed to increasing the ratio of early to late
abortions. That is clearly what was stated. Will the
Government take responsibility to make legislative
changes that would make access to earlier abortion
easier? Because that is a logical extension to what
you have said.
Dawn Primarolo: The Government has been
pursuing that for some time. Eighty-nine per cent
of abortions are carried out under 13 weeks now;
68% under ten weeks. In agreement with all those
with whom we would discuss this in the medical
profession, it is agreed that the strategy should be
to ensure—because that is safest—that abortions
are conducted as quickly as possible. Indeed, that
seems to be very much the views expressed in the
House when it has been debated. In that sense, the
Department is committed and has ensured, through
the Health Service, that wherever possible that
early access is provided.

Q320 Chairman: I think the Committee members,
who are of diVerent persuasions, would share the
view that if abortion is taking place it should be
taken earlier rather than later. But would you
consider, for instance, the advice from the Royal
College of Obstetricians and Gynaecologists and
the BMA about first trimester abortions and of
getting rid of the two doctors’ signatures which
seem to be a barrier to early abortion? That would
require legislation.
Dawn Primarolo: It would require legislation.

Q321 Chairman: And that would be the
Government following its policy.
Dawn Primarolo: And if the House decides—
because it has always been agreed that these
matters are decided by the House. But the
information under the current arrangements is that
89% are before 13 weeks—and we continue to try
to improve the service—and 68% are ten weeks or
less. That seems to be the correct way to go. I have
confined myself, very clearly, Mr Willis, in making
sure that, as the law currently stands, the Health
Service is pursuing policy as expressed by this

House in debate, and that includes, wherever
possible, ensuring that abortions are taken as early
as possible.

Q322 Chairman: On the point that Nadine is
making in terms of policy, in terms of getting it
from late to early, if you felt that a change in the
law would facilitate that, you still would not do
that unless it came through the private Member
route.
Dawn Primarolo: No, it would have to be a matter
for the House. It would have to be a matter for the
House because views are so strongly held. I
speculate here, but the Department would be
required to come to the House if there was a
problem; but, given the percentage, the assessment
is that there is not a problem and, therefore,
although there are increasing views expressed with
regard to two doctors or one doctor, that would
still have to be a matter for the House and not for
Government. That is the position the Government
has held for some time.
Chairman: One of the key areas we are dealing with
at the moment is this question of viability. I want
to bring Dr Turner in.

Q323 Dr Turner: The Infant Life (Preservation) Act
1929 still makes it an oVence to intentionally kill a
foetus capable of being born alive. The Act
stipulates that if the foetus is 28 weeks of gestation
or older it is capable of being born alive. What does
“capable of being born alive” mean to you and to
the Department? Does this Act possibly confuse
“vitality” with “viability”?
Dawn Primarolo: We take the clear consensus—and
I will come back to this time and again in terms of
the evidence presented here this morning—in the
way that the Department proceeds. In particular,
we would be looking at the survival rates to
discharge as a measure of viability with regard to
the 1967 Act. I can say to you that all the research
and information we have and the consensus view is
that survival to discharge is the point of viability—
which helps reinforce that concept—and at 21
weeks it is 0%; at 22 weeks it is 1% and then it
increases quite markedly at 23 weeks to 11%. In this
very complex area with regards to time and
viability, we are following the medical consensus,
and that medical consensus still indicates that,
whilst improvements have been made in care, at the
moment that concept of viability cannot
continually be pushed back in weeks: it is a matter
of development and therefore survival rates. That
is where we draw our views on that matter.

Q324 Dr Turner: Do you currently see whether
there is a legal age of viability? In answering that
question, if you could give your view on the latest
data concerning the viability of those highly pre-
term and pre-term babies it would be helpful,
because the two things go together.
Dawn Primarolo: I will ask Paula to answer in a
moment on the question of the legal status. The Act
clearly makes requirements with regard to time
limits. The results of studies commissioned by the



3789252003 Page Type [E] 12-11-07 23:54:34 Pag Table: COENEW PPSysB Unit: PAG4

Ev 44 Science and Technology Committee: Evidence

24 October 2007 Rt Hon Dawn Primarolo MP, Dr Fiona Adshead and Paula Cohen

Department which I have just quoted for 1995, and
I understand that the latest results will show
similar—

Q325 Dr Turner: We have seen a private view of
that data.
Dawn Primarolo: Certainly the advice from the
British Association of Perinatal Medicine—which I
think they have also stated in their evidence to
you—is that a lowering of the legal definition of
viability, as we operate it, to discharge, would
imply that the viability of survivals have improved,
and they have not on the consensus of evidence we
have. Some disagree with that, of course, but, in
drawing on all the evidence, we draw to the point
where the consensus—

Q326 Chairman: Whose evidence do you rely on?
Dawn Primarolo: We are relying on the BMA; the
RCOG; the RCN; the EPICure studies. We are
relying on the British Association of Perinatal
Medicine; the Department’s library tracts; research
in this area. We make sure that, if relevant, it is
drawn absolutely to the attention of the oYcials
who will be concerned with this area. There are
regular meetings and discussions between the
experts. We also would track right down to
newspaper articles and reports. We are looking at
international research and consensus. So we are
drawing as widely as possible to have a clear
position—or as best we can have a clear position—
on what are very diYcult issues. Hence my point
that I can say to the Committee what the
Department knows and how it deals with these
areas in the operation of the Act.

Q327 Dr Turner: It would be fair to say, then, that
as far as the Department is concerned there has
been no significant change in the perceived link
between age and viability of 24 weeks and the
upper abortion limit under present legislation of 24
weeks. But there is one important point that would
also aVect the 24-week viability data, and that is
what “24 weeks” actually means in practice. It is
my understanding that when births are reported, a
delivery in the 24th week of gestation could be 24
weeks and no days or up to 24 weeks and six days.
That can make quite a considerable diVerence. Do
you feel that there is any need to be more precise
about the meaning of the 24th week, especially given
the fact that measuring gestational age is not a
totally precise science?
Dawn Primarolo: Anything that is “24 weeks plus”
is over.

Q328 Chairman: By one day?
Dawn Primarolo: Yes. That is my understanding.

Q329 Chairman: Could we ask the lawyer if that is
her view, please?
Dawn Primarolo: Yes, we can. But we are also held
here with the issues with regard to the medical
judgment: the doctor is quite clearly acting within
the guidelines that are issued through the medical
profession as to the proper interpretation and,

therefore, how the doctor is expected to make that
judgment with regard to the time it is. I am happy
to ask the lawyer whether I have that wrong.
Ms Cohen: The 24th week is 23 weeks plus six; so
24 weeks plus one is over the legal time limit1. As to
when to start the calculation, commentators have
looked at that and outlined the various diVerent
dates, none of which have, as it were, reached a
conclusive conclusion on when to interpret the
period from.

Q330 Dr Turner: This is an important point. Could
I ask Dr Adshead what medical practice in
reporting deliveries is. In other words, when you
receive your data, what does 24 weeks mean in
practice?
Dr Adshead: Twenty-four weeks is, as interpreted
by the Act—the Minister is correct—that one day
and 24 weeks is not 24 weeks. The point the
Minister makes around the issue of the doctor’s
view is absolutely critical, because, as we know on
a case-by-case basis, it is absolutely critical that two
doctors both advise the woman, look at the context
for her and her health and the broader issues for
the family as well, and, whilst gestational age in
terms of being able to do that from a clinical point
of view, in terms of determining data, has improved
vastly since the amendment was made in 1990,
there can still be some variation. That is why we
think it is so important that also the clinical view
is taken into account as part of this.

Q331 Dr Turner: What is your current estimation
of gestational age?
Dr Adshead: We do not collect data on that. We
rely on the clinicians recording—

Q332 Dr Turner: You must have a view.
Dr Adshead: I do not have a specific view on that.
I do not know what that would be.

Q333 Dr Turner: We have been given estimates of,
say, plus or minus a week. Does that sound
reasonable to you?
Dr Adshead: That sounds within the time limits
that you might expect but I do not know the precise
answer to your question.
Chairman: Could I bring in Nadine, please.

Q334 Mrs Dorries: You quote the EPICure study,
which as you know, I am sure, averages out the
statistics across the UK of all the hospitals. Are you
aware of some practices taking place in some of
your own hospitals, such as Hope in Salford and
University College Hospital London, which report
survival rates in neonates at 23 weeks as 42% and
at 24 weeks as 66%? You also quoted you took
information. Are you aware of the Hux(?) report
from Spain: at 23 weeks it is 66% and at 24 weeks
it is 82%? If you look at individual units where
there are good neonatologists and good neonatal
units, the survival rate is much higher. Therefore,
do you still feel the rate of viability of 24 weeks is

1 Note from the Witness: The Department has submitted a
memorandum to correct this sentence.
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right, given that you are depending on information
which simply averages out, across the UK, bad and
good practice?
Dawn Primarolo: Yes. I have tried to make it
clear—and I will make it clear again—that I am not
saying that all the evidence is brought together
here. We are looking at the consensus, quite clearly,
on large studies and the figures that I think you said
you already had, Mr Willis, were with regard to
survival rates at 21 weeks, 22 weeks and 23 weeks,
and certainly the evidence with regard to the British
Association of Perinatal Medicine is pointing quite
clearly to the point that viability, whatever the vast
improvements—and there are significant
improvements—cannot constantly be pushed back
in terms of the date.
Mrs Dorries: I am sorry, that is not right. That is
not correct.
Chairman: Would you ask a question, please.

Q335 Mrs Dorries: I am sorry. That is not correct.
EPICure has not shown that. EPICure has simply
taken the forms which have been returned to it
from hospitals across the UK stating viability
figures. It has not taken into account the
performance of individual hospitals across the UK
where the survival rate of infants is much higher
than EPICure suggests. Would you not accept that
in your own hospitals viability rates are quite high
where there are good neonatology units?
Dawn Primarolo: I am putting two sets of evidence
that compliment the conclusion about viability and
development which is regardless of significant
improvements in particular hospitals. It is to do
with the viability, for instance, of whether the lungs
are developed or not. I am trying to be very careful
with the Committee because I understand that, as
in Parliament, there are very diVerent views. To
play this with a straight bat to the Committee, the
consensus of the scientific information is still clear
and the medical advice is still clear with regard to
survival rates under 24 weeks. I would absolutely
acknowledge that there are improvements in care
but the advice is still the same to me in terms of
the survival rate below a certain date.

Q336 Chairman: We could argue this, Minister, and
you have made your position clear, but, in policy
terms, the question is whether in fact the policy says
we look at the average across all units, in all types
of settings—which currently is 24 weeks. That is the
basis and that also gives the protection in law from
the 1929 Act. The point which some members of
the Committee are making is that the policy should
reflect the very best that is achievable and,
therefore, that rate should come down. Would you
concede that that is a legitimate point of view and
one that the Government should consider?
Dawn Primarolo: It is not for me to say it is not a
legitimate point of view, it is not—

Q337 Chairman: I am sorry, it is an alternative
point of view, and should the Government
consider it.

Dawn Primarolo: It is an alternative point of view,
but it is not the view the Government holds. Of
course, in considering any of these matters, the
Department of Health, in its advice, would need to
look very carefully at all of these issues to see
whether or not ministers were receiving the best
information that was available to reach a
consensus. The advice to me, apparently, is that
that is what the Department does. I absolutely hear
the point that is being made. I am not disputing
whether it is an alternative way to consider this, I
am explaining how the Department proceeds in
gathering all the information in what is a diYcult
area to come to a conclusion on the consensus of
medical opinion. We do not rely on just one source
of information, clearly we have to balance a whole
range of sources.

Q338 Dr Turner: Is it fair to say that the
Department’s view is that in the light of all the
evidence you are currently content with the present
24-week limit?
Dawn Primarolo: The Department’s view is yes. At
the moment that is what Parliament have decided
and that is where we are. You are asking me for
information of whether that seems a sensible
position to hold. I am saying yes, because that is
the information that comes to me. I want to be very
careful here, though, Dr Turner: it is for the House
to decide on that. I am explaining how the current
limits operate and why we think they are the right
limits, bearing in mind the information we have.

Q339 Dr Turner: I am simply seeking the
Government’s view on that.
Dawn Primarolo: The Government does not have
a view. I am giving you the Department’s
information. It is a matter of conscience for the
House.

Q340 Dr Harris: This is also, like the last one, not
a catch question, and it may be that it is one for
you and Dr Adshead. When the Department
advises you and when you put information into the
domain for Parliament to come to a decision, do
you count national surveys that are peer reviewed
and published in medical literature diVerently from
personal communications from individual hospitals
which have not been published or peer reviewed
about what their survival rates are? Do you see a
diVerence in that? Do you qualify your advice
based on those factors?
Dr Adshead: Absolutely, yes, because, whenever we
look at evidence in the Department we take the
internationally accepted ways of doing that. We
look at the quality of the studies. We look at
complex issues, such as when the outcome was
measured. Many of the studies look not just at how
many children survived at birth but also, for
example, what their quality of life was perhaps six
years after delivery. We look at all those issues. The
Committee member is right that it is absolutely the
case that we look at information coming out of our
hospital system but we very much base a higher
factor on peer reviewed evidence that has been
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published and is thought to be by a range of
academics more solid and more robust in its
format. That is precisely why in the past, as a
Department, we have proactively sought from the
Royal College of Obstetricians and Gynaecologists
peer reviews which balance all those factors in the
quality of evidence as you are suggesting.

Q341 Dr Harris: Have you seen any study from
Hope Hospital? When I looked on the internet, all I
could find was a comment on a blog, dorries.org.uk,
from a commentator. I have not seen it in any
journal. Are you aware of any published data from
Hope Hospital?
Dr Adshead: I have not seen any published data.
Mrs Dorries: From Paul Clark.
Chairman: That does not mean to say there is
not any.
Mrs Dorries: Exactly.

Q342 Dr Iddon: I want to look now at the role that
nurses play. The Act stipulates that abortions must
be carried out by a “registered medical
practitioner”. There is considerable pressure for
nurses to be allowed to conduct abortions. Would
that need an amendment to the existing Act or a
reinterpretation of the existing Act to allow nurses
to perform abortions?
Dawn Primarolo: I believe it requires an
amendment to the current Act for that to happen,
in that, although the role of nurses has change
considerable since 1967, the ability for nurses to
conduct the procedure would require an
amendment.
Ms Cohen: Obviously in the RCN case, which
concerned the nurse’s role in carrying out medical
abortions, the court considered that, provided
various safeguards were in place, nurses could, as
it were, administer drugs to a woman. But there is
a separate issue about the role of nurses in surgical
abortions, where, having regard to a decision of
Lord Roskill in the RCN case, we suggest that
nurses cannot perform surgical abortions. One of
the things that Lord Roskill said was that the
registered medical practitioner should carry out
any of the physical acts forming part of the
treatment that it is accepted medical practice, are
done only by registered medical practitioners. I
understand that, as currently stands, surgical
abortions can only be carried out by registered
medical practitioners. If you applied the words of
Lord Roskill to the question of whether nurses can
carry out surgical abortions, I think you probably
would not reach the conclusion that the law
permitted it. The Act itself in section 1(1) is quite
clear that the pregnancy is to be terminated by a
registered medical practitioner, and in a way the
interpretation by the House of Lords in the RCN
case clarified what that means. That was in the
context of a medical abortion.

Q343 Dr Iddon: I think we are asking should that
expression “registered medical practitioner” be
defined in much more detail than it is in the original
1967 Act?

Ms Cohen: I think that goes more to the policy of
whether nurses should be able to carry out surgical
abortions, which I think it is for the Minister rather
than for me to say. As a matter of law, if one
wanted nurses to be able to carry out surgical
abortions, I think one would either be looking to
amend the Act or, as in the RCN case, it would be
for the court to give a ruling on section 1(1).

Q344 Dr Iddon: Perhaps I could ask Dawn whether
she considers that nurses should be allowed to
perform abortions; for example, at both stages of
a medical abortion. Should they be allowed to
prescribe the drugs legally?
Dawn Primarolo: Currently they have to be under
medical supervision. That is within the Act and that
is where the Government rests its case. It is diYcult,
but for it to be secure and to be sure that there was
agreement of the House—because these are issues
that are under the Act—I think any wider
interpretation of “medical professional” would
need to be an amendment to the Act. Whilst
recognising that the skills of nurses have
undoubtedly developed and they have a very
important role to play through the whole process
of a termination, the Government does not have
any plans to broaden that at all and it would raise
lots of issues that would need to be settled first in
terms of appropriateness.

Q345 Chairman: Minister, does it really require an
alteration to the Act? Is it not a fact of redefining
what in fact a medical practitioner is? Given the
fact that the Royal College of Nursing, together
with the Government, at the Government’s
instigation, is giving nurses a whole range of
diVerent duties, including surgical intervention,
that would in fact just be a simple matter of
changing the definition of medical practitioner.
Dawn Primarolo: I think I would have to give the
answer: “I do not think so” and I would need to
do a note to the Committee. The procedure is also
qualified by the General Medical Council, in terms
of the regulation of the medical practitioner and the
guidelines, and therefore the interaction between
the Act and the rules of the General Medical
Council—acting in good faith, et cetera—for the
doctor. My view is that implies medical. I cannot
answer beyond that at this point. I think I would
need to take legal advice. I know time is of the
essence, but perhaps I could get a note to the
Committee by tomorrow. I think my view would
still be that the Act means “medical”, means
“doctor”, means “interaction with the GMC”, and
that means “not nurses”.
Ms Cohen: “Registered medical practitioner” is a
defined term in the interpretation Act and it means
someone who is fully registered under the Medical
Act. You cannot alter the wording “registered
medical practitioner”2. But of course the court has

2 Note from the Witness: To clarify, rather, it is necessary
to add to those words, so the Act would say for example
“registered medical practitioner or a registered nurse”.
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interpreted what role other healthcare professionals
can have to assist a registered medical practitioner
in terminating/abortion.

Q346 Dr Iddon: Let us look at something slightly
less contentious. Do you think that nurses should
be allowed to sign the Department’s authorisation
forms for abortion?
Dawn Primarolo: Although the involvement of the
nurse is critical, I suppose it is possible in principle
that it is not an issue that I would want to
recommend. I think that it raises the same issues
again with regard to the fact that the certificates
must be by a certified medical practitioner.
Therefore, it does not get around that, it just puts
in another level of compliance, if you like, if it was
a nurse. There would need to be clarification, an
amendment to the Act, because of the requirement
of “certified medical practitioner” and the inability
to broaden that in our view to a nurse. We come
back to the same point. I think it is also
understanding the roles of those who are involved
with the medical practitioner, nurses, for example,
in the procedures. Yes, it is possible, but the
Department is not attracted to that unless there
was a redefining of the “certified medical
practitioner”, which we are not recommending.

Q347 Dr Iddon: The Department is funding two
pilot studies to run early medical abortion services
in non-traditional settings. What is a “non
traditional setting”? What are the pilots intended
to evaluate exactly?
Dawn Primarolo: The pilots are considering the
setting as being not in a hospital, in the sense of
the medical wards. The two pilots are set within
hospitals, but less formally a hospital setting. That
is St Mary’s, and Chilterns and South Bucks. The
evaluation obviously needs to look at all of the
issues around safety, acceptability, how we produce
protocols, criteria beyond . . . This is about “class
of place”. I can say to the Committee that the
response from those two pilots will be published
early next year, raising all of those issues. We are
trying to move beyond the more ward/hospital
setting but still within a medical setting.

Q348 Dr Iddon: How many women will be involved
before the publication of the results? Do we know
roughly the numbers?
Dawn Primarolo: I do not know the number
involved in the pilot. I am happy to get that figure
to the Committee. That would all be subject to the
analysis and the publication of the evidence early
next year.

Q349 Dr Iddon: The medical abortions, of course,
are being carried out by a registered medical
practitioner, and you have already defined such a
person.
Dr Adshead: All the services are supervised by
registered medical practitioners.

Q350 Dr Iddon: Supervised or carried out by? Are
nurses being involved here or not?

Dr Adshead: Nurses are involved, yes.
Dawn Primarolo: Nurses are involved but they are
supervised by a medical practitioner.

Q351 Mrs Dorries: In terms of being strictly true
on supervision, what is happened is that they are
taking the medication in the approved place or
building and actually going home to abort on their
own. Does the Minister think it is appropriate for
a 15-year old girl to be at home, alone, in pain,
while she is aborting?
Dr Adshead: The key thing here—

Q352 Mrs Dorries: The question was to the
Minister for the Minister’s opinion.
Dawn Primarolo: I think it is very diYcult in these
areas to do that. We have a pilot. Absolutely
correct, there is an issue with regard to “class of
place”—which is already permitted in the Act. The
Government is seeking to assess these very
carefully. It has been criticised that the pilots that
have been chosen are taking rather a long time and
excessively medical perhaps are not in the right
setting, but nonetheless it is to settle exactly the
protocols around these potentially sensible
arrangements. And the women make the choice
with regard to those pilots. I know it is always very
diYcult, Mr Willis, but we have to stay on the
practice of the evidence.

Q353 Chairman: Minister, I do not want to get into
individual cases, so I am trying to keep away from
being highly emotive on the Committee, but, in
terms of the medical abortions and taking
Misoprostol, the second dose, will you concede that
a significant number of women are in fact taking
the Misoprostol in a registered place but then going
home to abort?
Dawn Primarolo: They are encouraged to stay. In
the pilots, they are encouraged to stay.
Chairman: No, forget the pilots. Outside the pilots,
in an ordinary hospital setting, they are taking
Misoprostol and then going home.

Q354 Mrs Dorries: There are reports of women
aborting on the bus.
Dawn Primarolo: If supported unaccompanied, yes.
That is the advice to me, yes.

Q355 Chairman: The question was: In terms of
your opinion, is that acceptable? Is it acceptable
practice? That is all.
Dawn Primarolo: In terms of the work that is being
done now with regard to the pilots, exactly those
are the issues needed to look at protocols that are
settled, and it is currently permissible, yes.

Q356 Dr Harris: My understanding is that is what
happens to hundreds of thousands of women in
America. It is standard practice in America. It has
been going on here for about five years in the
independent sector and there have been studies of
the safety, eVectiveness and acceptability of women
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having the choice to complete the treatment at
home if that is their wish. Is that your
understanding, Dr Adshead?
Dr Adshead: Yes, it is.

Q357 Dr Harris: In order to go home with the
Misoprostol, which is what they also do in the
United States—they take it at home, instead of
having to come in and run the risk of completing
the termination on the bus on the way home—
currently the legal advice is that that is not possible
in this country under the terminology and the
interpretation of the Act. Is that your
understanding also?
Dr Adshead: Yes, the second stage of a medical
abortion needs to be done in an approved premise,
so they do need to go into the medical premise at
that moment in time.

Q358 Dr Harris: That has not been legally tested
but you have a view. Are you willing to share the
essence of the legal advice you have had with us?
Dr Adshead: I do have a view on that. Under the
Act, women need to have the second part of a
medical abortion in approved premises at the
moment, under the supervision of a medical
practitioner.

Q359 Dr Harris: Forgive me, as I understand it, I
think there is. This has been questioned on two
occasions, to my knowledge, about whether it is
lawful, about whether the Misoprostol is an
abortion for the purposes of having to take place
in an approved place. My understanding is that it
certainly was being conducted and was asked to
stop by the Department of Health because it said
legally it was not clear that that was lawful. I am
asking whether the essence, the basis for that legal
advice—not the opinion, because that is not normal
practice—could be shared with the Committee so
that we can understand that.
Dr Adshead: Yes, we could do that.
Ms Cohen: Yes.

Q360 Dr Harris: Assuming that legal advice is
correct, my understanding is that it is unlawful in
this country to trial what happens in America, even
to research the safety, eVectiveness and
susceptibility under the current law without class of
place regulation being promulgated. Is that also
your understanding?
Dawn Primarolo: That is true.

Q361 Dr Harris: In 1990, the class of place
provision—which enables you, as the Department,
the Minister, to classify a woman’s home as a class
of place for the specific purpose of taking
Misoprostol, the second dose—was given with a
view, at some point in the future, to allowing
research or practice to take place in this country
which takes place in lots of other countries in the
world safely, eVectively and acceptably. I am
wondering why, 17 years later, no progress has
been made in doing that. Given that women
already complete the termination at home, why do

they have to step in to take a pill or the pessary in
the hospital? Why has there not been an approved
place regulation?
Dawn Primarolo: Because I think the Department
over the years has progressed very cautiously in this
area. It is the truth, you are quite right. In
identifying what can be done, because of the very
strongly held views with regard to abortion, the
Department has been very cautious. It has the
pilots. Others have criticised that they are overly
cautious but, in trying to move to a position of
having a clear protocol with regard to class of
place, there is no other answer that I can give.

Q362 Chairman: That is perfectly clear.
Dawn Primarolo: It is cautious.

Q363 Dr Harris: That is very clear, but to clarify
it further—and I am not arguing with you,
Minister, I am just saying that the reasons are
reasons of sensitivity—there have been no clinical
or scientific reasons for thinking that what happens
in other countries would be a disaster in this
country.
Dawn Primarolo: That is absolutely true. We are
being careful.

Q364 Chairman: That is an absolutely fair and
appropriate answer.
Dawn Primarolo: Given the views held across the
board on this subject.
Dr Harris: But not for medical or scientific reasons.
Chairman: We have made that point.
Dr Harris: I have finished.
Chairman: You certainly have! Moving on to
Linda.

Q365 Linda Gilroy: On another area where there is
a fierce debate—although the Committee’s
submissions overwhelmingly note, as you have
already referred, that the earlier an abortion is
carried out the safer it is—does the Government
consider that women who ask for an early abortion
always fulfil the requirement that the continuance
of pregnancy would involve risk, greater than if the
pregnancy were terminated, of injury to the
physical or mental health of the pregnant woman?
If so, should this language be dropped for
abortions that take place within the specified time
limit? The risk of pregnancy is always greater.
Dawn Primarolo: I have to say I am uncomfortable
with the arrangements as they are, given the
inconsistencies around this debate. My preference
as a minister is to ensure that we assist those who
have taken a decision to seek an early abortion and
that we ensure that happens and that they have
access.

Q366 Linda Gilroy: Given those sensitivities and
the debates about the potential health risks, which
become quite significant the further on the
pregnancy goes, they are controversial. The level of
risk is left with national bodies at the moment but
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why does the Government’s Chief Medical OYcer
not assess the evidence and make judgments based
on the balance of evidence?
Dawn Primarolo: Because we think that it is better
left to the medical judgment as quite clearly the
arrangements in the sections of the qualifications of
the Act require.

Q367 Linda Gilroy: So you do not think that the
Department of Health has a duty in relation to
public health to do more to investigate and assess
that evidence?
Dawn Primarolo: On balance, I think we are in the
right place.
Dr Adshead: Our policy is already, as the Minister
has already said, to promote abortion at the earliest
possible stage and in the last few years we have
invested significantly, over £8 million, in order to
achieve that. Our statistics show that there has been
a significant shift to abortions under ten weeks and,
as the Minister has already said, the vast majority
are carried out under 13 weeks. We are aware
obviously of the evidence and we feel that the
current Act is actually promoting early abortion.

Q368 Linda Gilroy: But there are gaps in the
evidence, particularly in the one example that has
been drawn to our attention of studies that
compare health outcomes in women who have had
an abortion and in women who have been refused
an abortion. Will the Government consider
commissioning research on the safety of abortions
so that clinicians can oVer better advice to patients
on that and other areas where there are gaps?
Dr Adshead: Currently, under medical practice, if
a doctor has a conscientious objection in terms of
carrying out an abortion themselves, they have to,
under good medical practice, ensure referral to
another service, and from our statistics that we
have, as I have said, we feel that there has been a
significant shift to early abortion.

Q369 Linda Gilroy: But I think the case that we are
quoting is one where there just is not any research
currently available to demonstrate what the impact
on a woman’s mental health is if she continues with
the pregnancy.
Dr Adshead: Well, there have been studies to look
at the long-term psychological consequences, as
you will be aware, and some have done
comparisons with continuing with unwanted
pregnancies and there is no overwhelming evidence
that there is long-term psychological damage from
carrying out abortions, but clearly what we are
trying to do is ensure that women who wish to
proceed have access as soon as possible to services.
That is our policy because we want to promote
safety and safety would obviously include any
possible psychological distress that a woman might
suVer, so our guidance and the guidance that we
have developed with colleges and others promotes
early access for women.

Q370 Graham Stringer: Is there any way that a
woman would know if her GP was a conscientious
objector before going in to see her doctor?
Dr Adshead: No, not as things are, but the General
Medical Council, in its Good Practice Guidance, is
absolutely clear that if a doctor feels that their own
personal views stand in the way of providing advice
to the patient, they have to declare that and they
have to recommend to the woman that there are
alternatives.

Q371 Graham Stringer: But, Minister, do you not
think it would be helpful in moving abortions to an
earlier phase if the information was publicly
available about a doctor’s personal view on these
issues because it is a delay factor?
Dawn Primarolo: Well, there is not evidence in
terms of we are using the figures of access to early
abortion. There is not suYcient evidence to indicate
that there is a delay tactic there and, to be frank,
I think it is diYcult to see how that could be
achieved given the requirements on the doctor and
how the consultation may proceed, so the doctor
concerned does have to say to the patient, “I can’t
proceed. I have an objection”, and make
arrangements for referral to another doctor and, if
they are ethically opposed, they have to follow the
relevant professional guidance. Now, I am sure you
saw this evidence as well, the Marie Stopes
International research, that looked at over 7,000
GPs and something like 82% of them describe
themselves as pro-choice. It seems, therefore,
firstly, is there an issue here that needs to be
addressed with regard to doctors using a
conscientious objection? We are not seeing that as
an issue in the evidence that we have. Secondly, if
it was an issue, how would we deal with it? It is
very diYcult given the interaction with the
requirements for the doctor to behave in
accordance with their own medical guidance, so I
hear what you say, but I am not sure how we could
proceed on this. Are you suggesting a register?

Q372 Graham Stringer: Well, yes, which would be
publicly available because there is, I suppose, an a
priori case because, if you are going to have to see
your GP to find out that they are a conscientious
objector, that is a natural, inbuilt delay before the
woman goes to another doctor, and there is
anecdotal evidence that some conscientious
objectors use the time of seeing the woman to delay
the abortion, so I think there are two routes of
evidence there.
Dawn Primarolo: We would have to raise that with
the GMC, frankly, if that is what is being suggested
to us because it is about the guidance issued by the
GMC which is quite clear on how a doctor should
behave under those circumstances and, if it is being
suggested that they are not, that would be a matter
for the GMC in terms of its guidelines and the
correct route would be to raise it with them.
Presumably, the GMC will be listening very
carefully to the debates in Parliament.
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Chairman: Listening to every word!

Q373 Linda Gilroy: There is a small, extra question
which I thought of earlier which Mr Stringer’s
question has prompted me to think of again.
Earlier, Minister, you said, I think, that 89% of
abortions were carried out within what might be
defined as an “early stage” and certainly 68%
within 10 weeks. What does the Government then
consider are further steps that could be taken for
the one in 10, the 10% of abortions which are
carried out beyond that point to try and ensure that
they are done sooner rather than later?
Dawn Primarolo: There has been research in
connection with why there is sometimes a delay, so
failure to recognise pregnancy, knowing where to
go to get the correct advice and I think under some
circumstances, and we would all understand this,
the considerations that the woman herself is
undertaking before seeking advice, going through
the issues about what steps she wants to take. Now,
the one where the Government can have the most
influence is to ensure that the information is there
to properly inform where to go once the woman
has taken the decision to seek an abortion and to
make sure and work, as Fiona has pointed out, in
getting women quickly to that. That would be the
main way because both for the considerations of
the woman or failure to recognise pregnancy early
enough, they are about advice and making sure
that is clear.
Chairman: There is one issue that I know Robert
wants to raise on the plus-24 weeks.

Q374 Mr Flello: One of the concerns I have around
the implications of a reduction of the time limit
from, say, 24 weeks to 20 weeks is that, rather than
women deciding to continue with the pregnancy or
to present themselves for an earlier termination,
what might happen is that women will seek other
ways of having an abortion, so, in order to shed
some light on that, what is currently happening
with women who seek an abortion after 24 weeks?
For example, are they going abroad and, if so, is
there any evidence on that? What is the situation?
Dr Adshead: As we know, under the Act, if two
doctors feel that there is, for example, a reason why
continuing with the pregnancy would put the
woman or the child at risk in terms of congenital
abnormalities, then they are able to advise that an
abortion needs to be carried out beyond 24 weeks.

Q375 Mr Flello: Sure, but, if that is not the case,
what is happening at the moment with women who
discover late or it takes them some time to decide
that they want to have an abortion and they are at
the point of 24 weeks? Is there any evidence?
Dr Adshead: We do not have any evidence of that,
of what is happening that I am aware of.

Q376 Mrs Dorries: Actually the Chief Medical
OYcer instigated an investigation into BPAS who
are actually referring women who are post-24
weeks to Spain for terminations, and that is freely
available on the web to be seen.

Dr Adshead: Yes, I mentioned that earlier, when
doctors had been asked if there had ever been any
circumstances in which we had carried out an
independent review, and you are absolutely right,
the Chief Medical OYcer did do that. What he
found was that in fact BPAS was acting within
the law.

Q377 Mrs Dorries: But they were not carrying out
the terminations themselves, they were giving
women the contact details of other hospitals where
they had the terminations carried out later in other
countries, which is within the law, but BPAS are
advising women to go to other hospitals.
Dr Adshead: And we are absolutely now trying, as
I have already said, to promote early abortions.

Q378 Mrs Dorries: But do you not think that there
should be a strengthening of the law to stop BPAS
from referring women at 24 weeks plus to other
hospitals which will carry out the terminations?
Dr Adshead: That is a matter for the law and they
are acting within the law.
Dawn Primarolo: I think that one of the issues as
well to look at is the question, and I do not know
whether the Committee have looked at this and I
certainly asked for the figures on it, was looking at
the question of abortions as a percentage of
conceptions and what the trends were and looking
at age as well because obviously one of the issues
and continually the case that is put is for—

Q379 Chairman: Sorry, but what is this to do with
plus-24?
Dawn Primarolo: Well, I think that what we are
trying to do, within the law in this country, is
ensure that we get women where they have taken
the decision on the grounds of right to early
abortion and that is the provisions that are made
in this country within the law, that advice can be
given.

Q380 Chairman: I think the issue was: should we
be tightening the law to strengthen it to prevent
organisations within the law encouraging women to
go overseas?
Dawn Primarolo: Well, that would be a matter for
the House to decide whether it further wanted to
restrict the current Act.
Chairman: We are coming on now to an area that
is legal.

Q381 Dr Spink: Minister, given that there are too
many abortions taking place in this country, would
you support legislation which included the
requirement to make alternatives to abortion
available to women contemplating termination for
foetal abnormality?
Dawn Primarolo: I think that the counselling that
is provided to women, as provided by the
legislation, is the right way to pursue these diYcult
matters and, therefore, as I said earlier in my
evidence, I think that it is provided for within
the Act.
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Q382 Dr Spink: There is no time limit on abortions
that are carried out under ground (e), that is that
“there is a substantial risk that if the child were
born, it would suVer from such physical or mental
abnormalities as to be seriously handicapped”.
What does the Abortion Act 1967 actually mean by
“seriously handicapped”?
Dawn Primarolo: Well, Parliament chose not to
define that in the Act. It chose to leave this to the
expert judgment of the two doctors based on the
merits of each case and doctors must form their
own opinion about the seriousness of that, and that
is the current position.

Q383 Dr Spink: You will be aware that a number
of years ago I asked questions in the House about
babies being aborted and killed because of cleft
palate and hair lip and very minor issues which are
not what the normal person would consider to be
a handicap in any way at all. The Minister will have
also seen in The Telegraph on Monday that more
than 100 babies with minor disabilities, such as cleft
palate or club foot, were aborted in one area of
England in a three-year period. This is from
National Statistics. Are you comfortable with that
or do you now feel that we should have a definition
for ‘handicap’ and, if so, should NICE or should
the Department of Health provide a guideline?
Dawn Primarolo: As I said, Dr Spink, this was a
matter that Parliament itself decided that it would
not define and obviously you will be aware, as I
was, that some specific challenges occurred in
December 2003 where there was a judicial review
against West Mercia’s decision not to prosecute
two doctors who had agreed an abortion at over
24 weeks’ gestation. Now, the Crown Prosecution
Service announced in March 2005 that the doctors
had acted in good faith and that no prosecutions
would be brought and it went back to the question
of Parliament’s decision not to define what it meant
by ‘serious handicap’ in the Act, and it took that
decision again in 1990. Frankly, that is a matter,
therefore, for Parliament. This is a matter that is
done on a free vote and then the Department has
to ensure that the legislation is complied with and I
think that it has been demonstrated that the expert
judgment of the two doctors who agree in these
very diYcult areas is the right way to proceed,
unless Parliament decides otherwise, but the
Department will be recommending that.

Q384 Chairman: Is this for the Department because
I think the point that Dr Spink raised is the
diVerence between what you would call minor
abnormalities which are correctable and major
congenital disorders? Is it possible, from the HSA
forms which actually come back to the
Department, to actually determine the diVerence
between those two, both pre-24 weeks and post-24
weeks, and, if so, are those statistics available?
Dr Adshead: We basically look at what is on the
form, but I think the key issue here is that these
cases are, as the Minister has said, very complex
and require the expert opinion of two doctors who
need to take into account the woman’s

circumstances and that we rely on that. We are also
aware, and we have been advised by expert bodies,
that it would be technically very diYcult to define
serious abnormality in terms of scans and that quite
often, or sometimes at least, what can appear to be
not very serious abnormalities on a scan can
actually mark a wider syndrome and serious
complications and abnormalities and that is why,
as the Department, we still feel, and agree with
medical opinion, that in fact we should not be
seeking a precise definition of “serious
abnormality”, that it has to be done on a case-by-
case basis, using both technical diagnostic facilities
that are available, but, absolutely and very
importantly, two doctors’ views.

Q385 Chairman: But that is a massive catch-all
then, is it not? Would you agree?
Dr Adshead: I think absolutely that it is for two
experts who understand the complex circumstances
for that woman to decide. I think it is far to
complex and diYcult an area for it to be defined in
a catch-all definition.

Q386 Dr Spink: To sum it up, it seems that the
Department of Health and the Minister are
comfortable with the fact that a baby may be killed
at birth or just before birth because it has a cleft
palate or a hair lip and I find that absolutely
astounding.
Dawn Primarolo: That is not what has been said to
the Committee.

Q387 Dr Spink: That is the consequence of what
has been said.
Dawn Primarolo: No. What we are clearly saying
is that in what will be very diYcult circumstances,
we are prepared to take the advice from two
doctors who understand the circumstances exactly
and make their best judgment. What we are not
prepared to do is to insinuate or suggest that
doctors are not behaving in the way that the highest
professional standards require them to. This of
course, the whole area of abortion, is absolutely
fraught and we rest our case on a number of
principles and that is one of them.

Q388 Dr Spink: Would it help doctors if they had
a formal definition produced by NICE or the
Department, guidance, so that it would give them
protection?
Dawn Primarolo: Doctors are quite clear that they
are the best ones to use their medical training—
Chairman: Minister, you have made that clear.

Q389 Chris Mole: I think the question of two
doctors has pretty much been trampled over in
answer to previous questions, so I just wanted to
return briefly to the question of the patient’s legally
enshrined autonomy. Is the Minister not concerned
that the requirement for two signatures, for which
other justifications have just been given in other
responses, does run contrary to that notion of
patient autonomy?
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Dawn Primarolo: I cannot win here! No, I do not
and I think it is a very diYcult area. I absolutely
accept that the most important decision which will
be taken in this whole process is by the woman
herself and that we should respect that and that no
woman would approach this without giving it a
great deal of thought. The position we are in as the
Department is that Parliament has decided on a
free vote that it requires the two doctors and,
therefore, in assisting the patient to reach the
outcome that they have decided under the correct
criteria as quickly as possible is the best way to
discharge those responsibilities.

Q390 Dr Harris: I want to pursue a little further
the point raised very eVectively by Graham Stringer
earlier about delays to abortion possibly caused by
doctors. Parliament set out the conscientious
objection clause in 1967 and the GMC has
interpreted that in its guidance and then doctors
interpret that in their practice. Now, there are
examples of doctors who are conscientious
objectors still seeking to give advice to patients
perhaps seeking terminations. The Daily Mail on 2
May 2007 quoted Dr Tammy Downs, saying that
she is a conscientious objector, she admits that, but
she says that many patients who come to see her,
determined to have a termination, have been
persuaded to think diVerently. She says that she
advised one patient to read Psalm 139 in the Bible,
“It is a beautiful psalm which talks about the
sanctity of life”, in her words. Do you think that
more could be done in terms of clarity to reflect the
wishes of Parliament that women were not
obstructed in access to a balanced consultation
and, if necessary, access to abortion as
appropriately and as quickly as possible by the
personal views of doctors being imposed upon
them?
Dawn Primarolo: Well, as I know the Committee
absolutely appreciates, the GMC guidelines are
quite clear as to what should happen at that point.
With regard to specific cases in terms of what other
arrangements could be made, I think that would be
something that we perhaps would need to raise with
the Primary Care Trust in terms of whether they
were aware and whether there was a serious delay
and, therefore, the GMC guidelines were not being
observed, as in the particular case that you have
just quoted. Therefore, frankly, I think that I would
firstly want to go back to the GMC and seek their
advice about whether they feel their guidelines need
to be rather more specific or not.

Q391 Dr Harris: I did want to declare my interest
as a member of the BMA Medical Ethics
Committee and my partner works in sexual health,
policy and advocacy. Finally, if your policy, which
deals with a couple of things really which have
come up today, if your policy, as you have said,
is to encourage abortion as early as possible and
although it is a free vote and every minister will
have diVerent views, that is the Government’s
policy, is it not a good idea in pursuance of that
policy to recommend to Parliament at the

appropriate time on a free vote that
parliamentarians look towards seeing that there are
not obstructions and delays imposed by doctors’
perfectly legitimate religious views or conscientious
objections and that there is progress with the ‘class
of place’ regulations because not doing that
frustrates the agreed policy which many of us share
of abortions being done earlier, where possible?
Dawn Primarolo: In specific answer to your two
points, with regard to the conscientious objection,
I have dealt with that in that there does not appear
to be any evidence that there are delays by virtue
of the percentage of terminations in 13 weeks. I
have heard what the hon gentleman has had to say
with regard to whether or not some doctors are not
following the GMC guidelines and I will seek
advice on that. With regard to the ‘class of place’
progress, when the assessment is published at the
beginning of next year, that will enable Parliament
and the rest of us to be better informed, I hope, of
the issues to be progressed and will assist in that
discussion.

Q392 Dr Harris: You say that you do not think
there is evidence of doctors delaying because the
number of abortions happening under 13 weeks is
increasing, but could it not also be argued that it
would increase faster if there was not this problem,
so simply because there is a movement in one
direction does not disprove that there is not a
factor at work pushing it the other way?
Dawn Primarolo: Yes, I absolutely agree. Eighty-
nine percent at 13 weeks, that is good, but I hear
what the hon gentleman is saying and I am just
explaining why we think that the issue perhaps is
not as large as he is demonstrating he believes it is.
Chairman: Minister, you have made the point and
we will rest your case. We come on to a very
diYcult area now.

Q393 Graham Stringer: Is the Government
requesting or commissioning any work into foetal
pain?
Dawn Primarolo: On the question of foetal pain,
the Royal College of Obstetricians and
Gynaecologists did their report in 1997. The
consensus of opinion still lies with that. However,
the RCOG does recommend, with regard to
terminations of erring on the side of caution,
certain practice and that is the way that we are
proceeding here. We would discuss with the Royal
College of Obstetricians and Gynaecologists and
others if there was evidence that indicated that we
should look at this again and reconsider their
report of 1997, but we have not.

Q394 Graham Stringer: I thought the position was
slightly diVerent from that. After the 1997 report
on foetal awareness, I thought the Government
said that it needed to look and asked for work to
be done on foetal pain. Is that not the case?
Dawn Primarolo: Yes, you are quite correct. I am
sorry, I did not mean to mislead the Committee.
The Department of Health did ask the RCOG to
look at the issue and review the scientific evidence,
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but that was the report of 1997. The report
recommended further research. This was taken
forward by the Medical Research Council in its
advisory report which was published in 2001 and
the group concluded that, although there had been
some developments in the issue of foetal pain since
the publication of the RCOG’s report, further
research was still needed and, therefore, that was
being taken forward with regard to those issues,
and I apologise, I think I should make sure that
you have a full note on this by tomorrow morning
of exactly where we are on that issue.

Q395 Graham Stringer: As to whether there is any
current work going on?
Dawn Primarolo: Indeed.

Q396 Graham Stringer: This is a very diYcult
question, but do you believe that foetal pain should
be considered when considering the upper time
limit on abortion? Is it an issue as opposed to
viability or vitality?
Dr Adshead: I think, as the Minister has already
said, the Royal College of Obstetricians and
Gynaecologists recommends that foeticide occurs
before an abortion is performed so that, if there is
any doubt on the gestational age, a cautionary
principle applies so that abortions carried out
above 22 weeks ensure that there could be no foetal
pain. That does not take away from the fact that
the evidence suggests that foetal pain is not felt
before 26 weeks, but we would support obviously
ensuring that there is no possibility of foetal pain.

Q397 Chairman: Are you saying that if in fact your
research, which you are going to let us know about
tomorrow, demonstrates that foetal pain is a
distinct possibility, say, at 22 weeks, that would
immediately trigger a change in your guidelines?
Dr Adshead: No, I do not think it would. I think
foetal pain is separate from viability and the child’s
ability to be born alive and the implications for
long-term disability.

Q398 Chairman: I am just trying to clarify that.
Dr Adshead: What I was saying is that I think it is
critical absolutely we take the precautionary
approach of ensuring that foetal pain is not part of
the abortion procedure because clearly we would
not want that to happen and we fully support the
Royal College of Obstetricians and Gynaecologists’
guidelines on this.

Q399 Mrs Dorries: Many people would think that
foetal pain was an issue in terms of the upper limit
because foetal pain indicates that the foetus may be
sentient at that point. Is the Minister aware, or the
Deputy Chief Medical OYcer, of the work done by
Dr Anand and is the Minister aware of the report
which was put before Congress last week, the
scientific appraisal of foetal pain and conscious,
sensory perception which looked into this complete
issue? The RCOG website, and I note your

comments that you take your advice from the
RCOG, Dr Anand is probably the world’s leading
authority on foetal pain and yet the RCOG queried
who he was on their website this week, which is
certainly surprising to many people.
Dawn Primarolo: I think I made it clear at the
beginning that all of the evidence as we take it
forward is looking at the consensus of opinion and
some of these areas are extremely diYcult and this
one is. As Fiona has said, the current position of
the Government rests on the advice we have now
and erring on the side of caution with regard to
procedures and what we will need to do, because
this is an issue that is raised, is to ensure that we
have the latest research and evidence and that we
are able to give ourselves a position that is based
on the consensus. Sometimes, people want us to
look at experience abroad and then at other times
they do not want us to, depending on what the
subject is, so to drive that middle route. I absolutely
am not disagreeing with what you are saying and
I am saying that that is what we seek to do, but
that is the constraint that we are operating under.

Q400 Mrs Dorries: Given that you are taking
advice from the RCOG, would the Minister accept
the paper from Dr Anand and others which is peer
reviewed, it is a very well-established paper, would
the Minister or the Department accept that paper
and review that paper without it coming via the
channel of the RCOG?
Dawn Primarolo: Yes, I think I explained earlier on
in answer to, “How does the Department keep itself
abreast of information, research, et cetera?”, one of
the issues was the internationally and nationally
published papers and that was a separate stream of
information in the Department from discussions
with the colleges or anywhere else and that already
happens.

Q401 Mrs Dorries: So, just to conclude, the
Department does not see foetal pain as an issue or
linked with viability in terms of at what level the
upper limit for abortion should be set?
Dawn Primarolo: No, the Department quite clearly
accepts that this is an issue and is commissioning
research. We do not have the evidence that links it
to viability, but it is an important issue and I have
tried to be clear, but did not start so well, with the
Committee as to where we are on commissioning
research.

Q402 Mrs Dorries: If the evidence showed that a
foetus could feel pain from 20 weeks or less, would
the Department then consider altering its guidelines
or consider altering or making amendments to the
Abortion Act which would reduce the upper limit
from 24 down?
Dawn Primarolo: As I have already said, we do not
see the connection necessarily with viability. We do
accept that there is an issue here, hence the
guidelines from the Royal College to make sure
that a certain procedure is taken, and we will
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continue to look at this issue through our research
to make sure that we have the most up-to-date and
correct advice being available to practitioners.

Q403 Chairman: Can I, for the record, slightly
correct a point. The RCOG statement says, “We
are unaware of the work of Dr Anand or any other
work that contradicts the basis of the review”. It
does not say that it disregarded the work of Dr
Anand. To be fair to the RCOG, we need to clarify
that. Finally, I want to thank you very, very much
indeed for giving us so much of your time this
morning, but the RCOG abortion guidelines were
updated in 2004 and they were basically updated
because there was no NICE guidance at the time
and the RCOG sort of came into that void and
actually created those guidelines. Given the concern
that some members of the Committee have about
the advice which the Department is getting, would
it not be worthwhile, Minister, or would you

consider actually asking NICE to produce
guidelines, given the changes in practice, and to
review the total evidence so that NICE produced
appropriate guidelines?
Dawn Primarolo: I do not think that that is an
appropriate step to take at the present time with
regard to requesting further assistance from NICE
because, as I have said, I think the operation with
the expertise we have now of the Act is in the right
place. What I cannot say is for future
developments; it would depend on the context and
whether it was appropriate to refer to NICE and
ask them to issue guidelines. Normally, those
guidelines would be on what is eVective, works. I
think we are discussing much more what is
appropriate here.
Chairman: On that note, could I thank the Rt Hon
Dawn Primarolo, the Minister of State, Dr Fiona
Adshead and Paula Cohen. Thank you very much
indeed for coming.
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Written evidence

Memorandum 1

Submission from the Department of Health

Introduction

1. This memorandum sets out the Government’s position on abortion and highlights the action the
Department of Health is undertaking to improve reproductive health. The memorandum also sets out the
evidence to support current policy on abortion, where appropriate.

The Government’s Position on Abortion

2. The current law governing abortions (the Abortion Act 1967) in England, Scotland and Wales was
introduced by a private member’s bill brought by David Steel MP.

3. The introduction of this legislation was prompted by a number of factors including a strong lobby by
the women’s movement and political will to safeguard women by reducing the number of illegal abortions
being carried out and the number of resulting deaths. The (then) Council of the Royal College of
Obstetricians and Gynaecologists (RCOG) also published a report calling for a number of measures to
safeguard women and to clarify the existing law.

4. In 1967 and 1990, Parliament decided, on a free vote, that abortions may lawfully be carried out in the
circumstances specified in the Abortion Act. It is accepted Parliamentary practice that proposals for changes
in the law on abortion have come from back-bench members and successive governments have taken the
view that such matters should be decided by members voting freely in accordance with their own conscience.
The Government does however have a duty to see that the provisions of the Act are properly applied until,
and unless, Parliament chooses to further amend that law.

5. The Abortion Act is a reserved issue. However, the provision of services is a devolved matter. The
Department of Health deals with the policy on abortion services in England only but processes the abortion
notification forms, and publishes the statistics, for abortions performed in England and Wales.

Current Legal Position

6. The OVences Against the Person Act 1861 (only applies in England and Wales) makes it an oVence to
intentionally procure a miscarriage, including for a woman to procure her own miscarriage.

7. The Infant Life (Preservation) Act 1929 (again only applies in England and Wales) makes it an oVence
to intentionally kill a child, capable of being born alive, before it has a life independent of its mother. It is
a defence to show that the death was caused in good faith for the purpose only of preserving the life of the
mother. The Act stipulates that if a woman has been pregnant for 28 weeks that shall be proof that the child
was capable of being born alive. But, if medical evidence is that the foetus would be capable of being born
alive, then destroying the foetus could still be an oVence under the 1929 Act, regardless of the age of the
foetus. The Act says 28 weeks is the age above which there is prime facie proof that the child was capable
of being born alive and therefore no further medical evidence on the issue would be needed.

8. The Abortion Act 1967 creates exceptions to the oVences of procuring a miscarriage and child
destruction. This Act makes an abortion legal where the pregnancy is terminated by a registered medical
practitioner and where two registered medical practitioners agree that the grounds specified in the Act are
satisfied. The legal time limit for most abortions in Great Britain is now 24 weeks. This was reduced from
28 weeks when the Abortion Act 1967 was amended by the Human Fertilisation and Embryology Act 1990.
However, there is no time limit where there is a substantial risk that the child will suVer from a serious
handicap, or the pregnancy will cause grave permanent injury to the physical or mental health of the mother,
or put her life at risk.

Place of Termination

9. Unless performed as an emergency, the Act states that all treatment for abortion has to take place in
an NHS hospital or a place approved by the Secretary of State. Within the NHS, abortions have
traditionally been carried out in gynaecology wards and day care units. Since the passing of the Act in 1967,
the Department of Health has always taken the view that outside of the NHS only independent sector
hospitals or clinics can obtain Secretary of State approval. The current definition of an approved place is
an independent sector place registered with the Healthcare Commission under the Care Standards Act 2000.
These must be subsequently approved under the Abortion Act by the Secretary of State for Health. All
places must re-apply for approval every four years.
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Conscientious Objection

10. Except where treatment is necessary to save the life of or prevent grave permanent injury to the
pregnant woman, “no person shall be under any duty . . . to participate in any treatment authorised by this
Act to which he has a conscientious objection”. It has been the case that if medical or nursing staV have
strong ethical or moral objections to abortion work they should not be obliged to take this on. Their
conscientious objection should not be detrimental to their careers and appointments. Further clarity on this
clause was provided in a House of Lords judgment in 1988. This found that this exemption does not extend
to giving advice, performing preparatory steps to arrange an abortion where the request meets legal
requirements and undertaking administration connected with abortion procedures. The General Medical
Council (GMC) booklet ‘Good Medical Practice’ states that doctors’ views about a patient’s lifestyle or
beliefs must not prejudice the treatment they provide or arrange. If they feel their beliefs might aVect the
treatment, this must be explained to the patient who should be told of their right to see another doctor.

Notification

11. The Abortion Regulations make provision for the certification of the relevant opinion of the medical
practitioners referred to in the Act and the giving of notice of abortions to the Chief Medical OYcer (CMO).
Practitioners are required to send to the CMO a notice of each termination on Form HSA4. In England,
the Regulations require that Form HSA4 be submitted within 14 days of the procedure. This notification
is used by the Department as an aid to checking that terminations are carried out within the law. Form HSA4
requires detailed information relating to the procedure including the names and addresses of the doctors
who certified there were grounds under the Act, gestation, method used and place of termination. Every
form is checked and monitored by Department of Health oYcials, authorised by the CMO. The Department
returns around 11,000 (approximately 5%) of forms each year due to missing information or to seek
clarification on information given.

Key Statistics

12. In 2006, for women resident in England and Wales:
— The total number of abortions was 193,700
— Age-standardised abortion rate was 18.2 per 1,000 resident women aged 15-44
— 89% of abortions were carried out at under 13 weeks gestation (a figure that has stayed steady

over the last 10 years); 68% were at under 10 weeks
— 87% of abortions were funded by the NHS (55% of these took place in the independent sector

under NHS contract, mainly by the providers BPAS and Marie Stopes International)
— 70% of abortions were performed surgically and 30% were medical abortions
— 1% of abortions were performed due to the risk that the child would be born seriously

handicapped

— 2,948 performed at 20 weeks and over (1.5% of total performed). Of these, 1,262 were
performed at 22 weeks and over (0.7% of total performed) and 136 at 24 weeks and over
(majority performed due to fetal abnormality). 149 abortions were performed where the
woman’s life was at risk or to save the woman’s life.

Methods of Abortion

13. DiVerent methods may be used to terminate a pregnancy, depending on duration of gestation and
other circumstances relating to the individual woman. The most common method of abortion continues to
be vacuum aspiration which was used in 64% of abortions in 2006. However, in recent years there has been
a large increase in the use of the abortifacient drug Mifegyne (mifepristone also known as RU486). Medical
abortion accounted for about 30% of the total in 2006. The proportion of medical abortion has more than
doubled in the last 5 years.

14. Medical abortion takes place in two stages. First, Mifegyne is given orally in a single dose. Forty-
eight hours after the pill has been taken, a prostaglandin pessary is inserted into the vagina. The eVect of this
is to cause the uterus, already aVected by the Mifegyne, to expel the pregnancy, generally within six hours.

15. During the Committee stage of the Human Fertilisation and Embryology Bill an amendment was
passed, on a free vote, giving the Secretary of State power to approve classes of place (as opposed to
individual places) where specified drugs may be used to carry out abortions in whatever manner was
specified in the approval. The amendment anticipated the possibility that drugs like Mifegyne would be fully
licensed and be available in places other than NHS hospitals or individually approved places. It was seen
as an enabling provision should experience of the drug and the climate of opinion be right for such a move.

16. Progress is now being made to determine a “class of place”. Two hospitals are currently being funded
by the Department to run early medical abortion services in non-traditional settings, to evaluate the
eVectiveness and safety of provision in these settings. One site is within a community hospital; the other is
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in a stand-alone unit within an acute hospital. A formal evaluation is underway to assess the safety,
eVectiveness and patient acceptability of providing early medical abortion services in non-traditional
settings.

The Issues being Considered by the Inquiry

17. As highlighted above, the Government’s role is to ensure that the provisions of the Act are properly
applied. Policy on abortion, particularly, ensuring early access to services for women who have grounds for
abortion under the Act, and choice ofmethod of procedure, has developed as part of the wider Sexual Health
and HIV Strategy (more detail on this is at paragraph 39-45). The documents can be found at:
http://www.dh.gov.uk/en/Policyandguidance/Healthandsocialcaretopics/Sexualhealth/
Sexualhealthgeneralinformation/DH—4002168

The scientific and medical evidence relating to the 24-week upper time limit

(a) Developments, both in the UK and internationally since 1990, in medical interventions and examination
techniques that may inform definitions of fetal viability;

18. In the 1980s a working party of the RCOG, established with Department of Health encouragement
and including representatives of medical and midwifery professional bodies, was set up to look at medical
advances in light of fetuses surviving before 28 weeks gestation. It recommended that the age at which a fetus
should be considered as viable should be changed to 24 weeks. Their report, the report on Fetal Viability and
Clinical Practice 1985, was sent to all RCOG Fellows and Members.

19. In 1990, Parliament agreed by a decisive majority, on a free vote, that the Abortion Act should be
amended to lower the time limit from 28 to 24 weeks gestation in line with the clearly expressed and
confirmed view of the main medical and professional bodies.

20. Our understanding is that the position has not changed—both the British Medical Association
(BMA) and the RCOG are not convinced there is currently a need to change the time limits.

21. The Births and Deaths Registration Act 1953, as amended, provides for the registration of babies
born dead after 24 weeks gestation and this is described as the legal age of viability. Guidance from the
British Association of Perinatal Medicine introduces the concept of a “threshold of viability” as being from
22 to 26 weeks gestation. The British Medical Association’s briefing paper “Abortion time limits” (2005)
highlighted that gestational age is not the only factor that aVects the possibility of a fetus being
considered viable.

22. Whilst there have been medical advances in caring for premature babies, only a small number of
babies born at under 24 weeks gestation can survive. Data (published in 2005) from the EPICURE study
(Extremely Preterm Infants—a population based study of study and health status), established in 1995,
shows the percentage of extremely premature babies who survived to 6 years of age as 1% at 22 weeks, 10%
at 23 weeks, 26 % at 24 weeks and 43% at 25 weeks. Survival to 6 years of age (where disability is known)
with moderate or severe disability at those gestations is 50%, 64%, 51% and 40% respectively. The full study
can be found at http://www.nottingham.ac.uk/human-development/Epicure/epicurehome/index.html

23. The NuYeld Council on Bioethics published a Report “Critical care decisions in fetal and neonatal
medicine” was published in 2006. One of its conclusions was that caution is required over decisions to treat
babies born up to 23 weeks, six days of gestation as most babies born at 23 weeks die or survive with some
level of disability even if intensive care is given; survival and discharge from intensive care for babies born
between 22 and 23 weeks is rare. The full report can be found at:
http://www.nuYeldbioethics.org/go/ourwork/neonatal/publication—406.html

24. DH has previously asked the RCOG to look at the issue of fetal pain and review the scientific
evidence. The RCOG’s report “Fetal Awareness, Report of a Working Party”(1997) concluded that before
26 weeks gestation the nervous system has not developed suYciently to allow the fetus to experience pain.
The report recommended further research. This was taken forward by the Medical Research Council and
its advisory group’s report was published in 2001. The group concluded that, although there have been some
developments in research into fetal pain since the publication of the RCOG report, there is still a need for
further research in many areas. The experience of pain in the unborn is still poorly understood. In particular,
further research is needed to improve understanding of how the ability to feel pain develops in the fetus and
newborn child, and to provide better ways of measuring fetal stress.

25. As there can be uncertainties surrounding estimates of gestational age, the RCOG’s report
recommended that the requirements for feticide or fetal analgesia and sedation should be consider for
abortions at 24 weeks or later. The RCOG then issued a letter to its members in 2001 advising them that
for all abortions at 22 weeks or more, the method chosen should ensure the fetus is born dead and to consider
the instillation of anaesthetic and / or muscle relaxant agents beforehand.
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26. The issue of why women seek late abortions was most recently considered by the Centre for Sexual
Health Research at the University of Southampton. This study was published on 17 April 2007 and found
that women present late because of:

— Failure to recognise the pregnancy earlier (this can disproportionately aVect teenagers or
women approaching their menopause)

— Delay in seeking abortion due to personal circumstances, including decision making

— DiYculty in accessing abortion services (not knowing where to go or not being referred
promptly)

(b) whether a scientific or medical definition of serious abnormality is required or desirable in respect of
abortion allowed beyond 24 weeks;

27. Parliament decided in 1990 that in some circumstances abortion should be available without time
limit. Around 100 abortions take place each year at gestations beyond 24 weeks most of which are done on
the grounds that “that there is a substantial risk that if the child were born it would suVer from such physical
or mental abnormalities as to be seriously handicapped.” Parliament did not define serious handicap in the
Act. Parliament chose to leave this to the expert judgement of the two doctors based on the merits of each
individual case. The doctors must form their own opinion about the seriousness of the handicap the child
would suVer if born, taking into account the facts and circumstances of the case.

28. This position was recently challenged. In December 2003, the Rev. Jepson was granted permission to
bring a judicial review of West Mercia police’s decision not to prosecute two doctors who agreed to an
abortion at over 24 weeks gestation because the fetus was diagnosed with bilateral cleft lip and palate. The
Crown Prosecution Service announced in March 2005 that the two doctors had acted in good faith and that
no prosecutions would be brought against them.

29. The Royal College of Obstetricians and Gynaecologists’ guideline “Termination of Pregnancy for
fetal abnormality” (1996) states that if an abnormality has been detected and two medical practitioners are
of the opinion that there are grounds for an abortion under the Abortion Act, then the woman should be
advised that she has this option.

30. Antenatal screening for Down’s syndrome is oVered within a timeframe of 10 to 20 weeks and the
evidence based NICE Clinical Guideline “Antenatal Care, Routine Care for the healthy pregnant woman”
recommends oVering ultrasound screening for structural anomalies between 18 and 20 weeks. The purpose
of antenatal screening is to oVer women informed choice and women should be oVered information about
screening tests as early as possible in their pregnancy. The woman needs to be given enough information
and time to help her understand the nature of the fetal abnormality and the probable outcome of the
pregnancy in order that she can make an informed decision about the options available to her. If a time limit,
or a time limit of lower than 24 weeks, were imposed for abortions for fetal abnormality this has implications
for women who have abnormalities identified during the 18—20 week scan.

Medical, scientific and social research relevant to the impact of suggested law reforms to first trimester
abortions

(a) the relative risks of early abortion versus pregnancy and delivery;

31. Abortion, both medical and surgical, is a very safe procedure and complications are uncommon.
However, the RCOG guideline states that the evidence shows the risk of complications increases the later
the gestation.

32. Deaths following abortion are extremely rare. There is about one death a year out of around 180,000
abortions. It is a Government requirement that all maternal deaths should be subject to confidential enquiry
and all health professionals have a duty to provide the information required.

33. Maternal deaths in the UK, including deaths from abortions, for all women are at a rate of 53 per
million maternities. This compares to a rate of about 5 per million for abortions alone.

34. It is the Government’s policy to reduce numbers of unintended pregnancies and reduce the number
of abortions. We are working to achieve this through implementation of the Sexual Health and HIV Strategy
and the Teenage Pregnancy Strategy. http://www.dfes.gov.uk/teenagepregnancy
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(b) the role played by the requirement for two doctors’ signatures;

35. The requirement for two doctors’ signatures was believed necessary when the 1967 Act was passed
to ensure that the provisions in the legislation were being observed and to safeguard women.

(c) the practicalities and safety of allowing nurses or midwives to carry out abortions or of allowing the second
stage of early medical abortions to be carried out at the patient’s home;

36. One of the requirements of the Abortion Act 1967, as amended, is that a pregnancy may only be
terminated by a registered medical practitioner.

37. In 1981, the Royal College of Nursing brought a case to clarify the legal position of nurses and their
role in medical abortion. The House of Lords ruled that for medical abortion, the practitioner is not required
to perform personally each and every action that is needed for the treatment but must personally decide
upon and initiate the process of medical induction and take responsibility throughout (the doctor prescribes
the drugs and signs the abortion notification form).

38. The role of nurses has changed considerably since 1967. All over the country nurses are working in
new and innovative ways in sexual and reproductive health. Many are working in advanced and specialist
clinical roles as independent practitioners and more creative posts are being developed in the NHS to
maximise optimum use of nurses skills. There are currently around 15 Nurse Consultant posts in the sexual
health field. Nurses have a valuable role to play in supporting women undergoing abortion. In some areas
nurses are playing a leading role in providing abortion services. DH is working with the RCN and other
professional bodies to ensure that the nurses role continues to be developed appropriately.

Improving access to early medical abortions

39. The Government agrees that women, who have grounds for an abortion, should be oVered the choice
of an early medical abortion and that PCTs and abortion service providers should ensure this provision
exists. Currently, Mifegyne (mifepristone also known as RU486), the abortifacient drug used in medical
abortion, is only licensed up to nine weeks gestation and then 12 weeks gestation beyond, therefore early
access is essential. To encourage choice of procedure before nine weeks gestation, PCT’s performance in this
area is being measured by the Healthcare Commission. There has been an indicator on the percentage of
NHS funded abortions performed at under 10 weeks gestation since 2002/3. The latest data for 2006 shows
that progress is being made to increase early access: 65% of NHS funded abortion took place at under 10
weeks—compared with 51% in 2002. Use of medical abortion has increased from 5% in 1995 to 30% of
abortions in 2006.

Evidence of long-term or acute adverse health outcomes from abortion or from the restriction of access to
abortion.

40. The safety and psychological eVects of abortion were considered by the RCOG in its updated
evidence-based guideline, “The Care of Women Requesting Induced Abortion” (2004). In updating the
guidance, the RCOG took account of the most recent national and international evidence. The guideline
recommends that referral for further counselling should be available for the small minority of women who
experience long-term post abortion distress.

Government Action on Sexual Health

41. The first ever, National Strategy for Sexual Health and HIV was published in 2001 and its’
Implementation Action Plan in 2002 (for England). The Strategy proposes a comprehensive and holistic
model for modernising sexual health and reproductive services to provide a comprehensive range of services,
shaping services around the needs and preferences of individual patients, responding to the needs of diVerent
populations and continuously improving quality services.

Government Action on Reproductive Health

42. One of the key aims of this Government, as set out in the Sexual Health and Teenage Pregnancy
Strategy, is to reduce the number of unintended pregnancies and consequently abortions, through better
access to contraception.

43. The provision of good quality contraceptive services is also essential to achieving the Public Service
Agreement target to half the number of under 18 conceptions rates by 50% (from the Teenage Pregnancy
Strategy’s 1998 baseline of 46.6 conceptions per thousand females aged 15-17) by 2010 as part of a broader
strategy to improve sexual health. Eighty percent of under 18 conceptions take place in 16 and 17 year
old girls.
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44. The cost benefit of contraceptives is well established and has been estimated at £11 for every £1 spent
and it is estimated that the prevention of unplanned pregnancy by NHS contraceptive services already saves
the NHS over £2.5 billion a year.

45. Through Choosing Health we have invested a significant amount (£40m) to improve access to
contraceptive services (2006/07ı2007/8) and in July 2006, the Government reduced the VAT rate on
contraception from 17.5% to 5%. Primary care trusts (PCTs) completed a national questionnaire of
contraceptive services. The results were published in May 2007 and will inform the publication of best
practice guidance on reproductive healthcare by the Department of Health and help PCTs determine how
best to meet gaps in local services. The guidance will be aimed at commissioners and providers emphasising
the need to develop strong links between abortion and contraceptive services. From 2006/07, PCTs’
performance in this area is being measured as part of their Healthcare Commission Annual Healthcheck.
In addition, we are also examining the feasibility of undertaking pilots to provide women with tailored
contraceptive packages following abortion. The pilots will also examine which groups of women are most
vulnerable to repeat abortion.

Teenage Pregnancy Strategy

46. The Government’s Teenage Pregnancy Strategy is tackling the high number of unplanned
pregnancies among young women by: sending clear messages through its media campaigns on avoiding peer
pressure and the importance of using condoms when they do become sexually active; improving the quality
of sex and relationships education; improving young people’s access to contraceptive and sexual health
advice; and providing support to parents to help them have open and honest discussions with their children
on sex and relationship issues.

47. Teenage pregnancy rates are reducing. Between the 1998 baseline year and 2005 (the latest year for
which data are available) the under-18 conception rate has fallen by 11.8% to its lowest level for over 20
years. The under-16 conception rate has fallen by 12.1% over the same period. We are taking steps to ensure
that a stronger focus is given to providing contraceptive advice to young women after a birth or abortion,
to avoid repeat conceptions.

September 2007

Memorandum 2

Submission from the Professor Ellie Lee, University of Kent

(1) Summary

This submission relates to the Committee’s second focus for inquiry, “Medical, scientific and social
research relevant to the impact of suggested law reforms to first trimester abortions”. Most such suggested
reforms (for example removing the requirement for two doctors’ signatures, or reducing the number
required to one) seek to make early abortion easier to access. One claim that has been made about the impact
of such reforms is that they may reduce significantly the proportion of abortions carried out in the second
trimester. The text here indicates, in this light, what research suggests about the reasons for second trimester
abortions, ie what do we know about what women have abortions at 13! gestational weeks. The main
points to emerge are:

a) Changes to the law for first trimester abortions, while justifiable on other grounds, will not lead to the
eradication of most abortions at 13! weeks. This is because most women who abort at this stage do not
approach a doctor to request abortion until a gestational stage of 12! weeks. The primary explanatory
factor for this delay in requesting abortion is lack of early awareness of pregnancy. This factor is especially
important for incidence of abortion at 18! weeks.

b) Women who have abortions at 18! weeks often recognise pregnancy symptoms at an especially late
gestational stage. Abortions performed at 18! weeks are the cause of a great deal of controversy but since
they have been the subject of little research not much is known about the circumstances of the women
concerned. The knowledge we have suggests, however, these women could not have sought abortion earlier
on because they did not realise they were pregnant until well into the second trimester. Legal modification
to the upper limit would clearly impact on women in this position; they would be left in a position of having
to continue a pregnancy they were shocked to discover and do not want to continue. This is a reality with
implications that policy makers must confront.

c) There are measures that could be taken that might impact on patterning of abortion during the second
trimester without compromising the well-being of women. These measures are not primarily legal, but concern
the funding and organisation of services, education of relevant medical staV, and education of the fertile
population, which may enable women to abort at an earlier gestational stage. Some of these measures have
been proposed by the Chief Medical OYcer.
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(1) Reasons for delay. Many factors contribute to second trimester abortions. A study of abortion at 19-
24 weeks found that for “most” women a combination of factors led to late abortion (MSI 2005). The largest
study of second trimester abortion reported so far (Ingham et al 2007) found that 13 diVerent reasons were
selected by at least one-fifth of the sample of 883 women who had terminated a pregnancy at 13! weeks
who participated in the research.

Reason Percentage

I was not sure about having the abortion, and it took 41
me a while to make my mind up and ask for one

I didn’t realise I was pregnant earlier because my 38
periods are irregular

I thought the pregnancy was much less advanced than 36
it was when I asked for the abortion

I wasn’t sure what I would do if I were pregnant 32

I didn’t realise I was pregnant earlier because I was 31
using contraception

I suspected I was pregnant but I didn’t do anything 30
about it until the weeks had gone by

I was worried how my parent(s) would react 26

I had to wait more than 5 days before I could get a 24
consultation appointment to get the go-ahead for the
abortion*

My relationship with my partner broke down/changed 23

I was worried about what was involved in having an 22
abortion so it took me a while to ask for one

I didn’t realise I was pregnant earlier because I 20
continued having periods

I had to wait more than 7 days between the 20
consultation and the appointment for the abortion*

I had to wait over 48 hours for an appointment at my/ 20
a doctor’s surgery to ask for an abortion

Respondents could give more than one reason
*Adjusted for missed appointments

(2) Time and delay. In terms of time, much of the delay occurs before an abortion is even requested. Half
of the women in the study by Ingham et al (2007) were at 13! weeks’ gestation by the time they first asked for
an abortion. A smaller study found, similarly, that late presentation for abortion accounted for most second
trimester procedures (meaning in this study that only 13 percent of second trimester abortions were defined
as ‘preventable’) (George and Randall 1996).

(3) Woman-related reasons for delay. As the table above indicates, many reported reasons for abortion
at 13! weeks are “woman-related”, that is, they are not a direct eVect of problems of accessibility in the
abortion service. Lack of early awareness of pregnancy has emerged in all relevant research as one of the
most significant woman-related factors for women requesting second-trimester abortions. The key factors
reported by women in Ingham et al (2007) which explained why they did not realise they were pregnant
earlier on were:

— Because my periods are irregular (49%)

— Because I continued having periods (42%)

— Because I was using contraception (29%)

As well as delays in suspecting pregnancy, women also report delays between suspecting pregnancy and
taking a pregnancy test. The most commonly reported reason for this delay in Ingham et al (2007) was also
“woman-related”; women reported they suspected they were pregnant but “didn’t do anything about it until
the weeks had gone by”. Others report delay at this stage because they are ‘not sure about what they would
do if they were pregnant’ and fears over the reactions of their parents and partners. Second trimester
abortion is also strongly associated with a delay in deciding to have an abortion and the most commonly
reported reasons for this delay are women’s worries about what having an abortion involves, and diYculties
in agreeing a decision with their male partner. Notably, delay between deciding to have an abortion and asking
for one is usually very short.

Abortions at over 18 weeks’ gestation are especially associated with delays in the earlier stages of the abortion
pathway, which are “woman-related”. Women who abort at this stage take longer to suspect pregnancy and
to confirm the pregnancy with a test than women who have abortions at earlier gestations. Ingham et al
(2007) found that women who had an abortion at 21! weeks had reached a gestation of at least 18 weeks
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2.5 days prior to taking a pregnancy test, compared with 9 weeks’ gestation for those who had abortions at
13-15 weeks. Women who had an abortion at 18! weeks were also more likely to have experienced
continuing periods, which delayed the suspicion that they were pregnant.

(5) Service-related reasons for delay. While ‘woman-related’ factors emerge as important, relatively large
proportions of women terminate a pregnancy at 13! weeks do so because of delays in obtaining abortion
cause by the abortion service. Significant numbers of women report delays of more that the maximum wait
between requesting an abortion and procedure of 3 weeks, recommended by the Royal College of
Obstetricians and Gynaecologists. Ingham et al (2007) found that the majority of this service related delay
is caused by a combination of delays in obtaining appointments with the abortion provider after referral, and
delays at the referral stage. These findings suggest in particular a certain amount of confusion about the
provision of second trimester abortion on the part of the first health professional approached (most often
a GP) about where to refer women on to. There is also evidence that some referring doctors’ disapproval of
abortion also causes delays (MSI 2005). Ingham et al. (2007) found this was important for very late abortion;
a significant reason given by women who had had an abortion at 18! weeks, as opposed to 13-17 weeks,
was: ‘The person I first asked made it hard for me to get further appointments’.

(6) What could assist women to abort ‘as early as possible’? Current policy rightly places emphasis on
abortion being provided as early as possible, and measures relating to funding of services and encouraging
wider use of Early Medical Abortion (EMA) reflect this emphasis. It appears to have impacted on the
distribution of abortion procedures, with recent years showing a shift in procedures away from the latter
end of the first trimester to the very early weeks. It could be that, similarly, modifications to the law relating
to abortion up to 12 gestational weeks may assist further moves in this direction, but research suggests they
will have a relatively small eVect for the overall incidence of abortion at 13! weeks. Most second trimester
abortion would be unaVected by legal modifications to access to early abortion.

Recent changes in the provision of early abortion, which have led to the shift noted above in the
distribution of first trimester procedures, do however indicate that policy modifications can have a
significant impact advantageous for public health. If similar attention were given to second trimester
procedures as has been given recently to early abortion, it is likely some significant gains could be made. It
may be possible to shift the patterning of procedures towards earlier stages of the second trimester.

There are modifications to services that policy makers could help to encourage. Delays for women who
are already over 13 weeks pregnant (esepcailly those who have abortions at 20 plus weeks) do sometimes
relate to problems at the point of referral, and greater eVorts by PCTs and service providers to address this
would enable some women to have an abortion at earlier point in the second trimester. Increasing awareness
amongst referring doctors of local arrangements also appears to be a key issue. This echoes the
recommendation of the Chief Medical OYcer in his 2005 report about late abortion, who states for abortion
at 20 plus weeks, that “Primary Care Trusts, with the help of abortion service providers, should identify
sources of delay in accessing abortion services and reorganise services accordingly in order that all abortions
can be carried out as early as possible” (CMO 2005).

Some recommendations in the CMO’s report also refer to counselling of women seeking late abortion.
One specific recommendation is that “The Department of Health should commission a review of access to
abortion services, including late abortions, to include exploring the support and counselling given to
women”. Research confirms the salience of this observation for the second trimester as a whole, to address
some “women-related” reasons for delay. Some women report “worry” about what abortion involves which
contributes to their delay in making the decision to ask for one. Finding ways to raise awareness of how
abortion works could address some of these concerns and so reduce delay. Second, thought might be given
to the implications of the finding that many women report taking a long time to make their mind up about
having an abortion, and make contact with a doctor or abortion provider only once that decision has been
made. Promoting the understanding that seeking help from an abortion service does not imply a definite
decision to have an abortion could help to speed up the process between finally asking for an abortion and
obtaining one; in eVect reducing “service-related” delays reported at the stage between referral and abortion
procedure.

Policy makers could also usefully consider how to address a major factor contributing to delay, namely
delay in women realising they are pregnant. This is not an easy area to address, but policy cannot honestly
claim that other interventions will have the major impact on the incidence of second trimester abortion.

September 2007

Notes

1. The major study to date of second trimester abortion in England and Wales published as “Second-
trimester abortions in England and Wales” by Ingham et al in 2007. This study was carried out by the Centre
for Sexual Health Research at the University of Southampton, in association with the School of Social
Policy, Sociology and Social Research at the University of Kent. Summary of the findings and the full report
are available here:
http://www.psychology.soton.ac.uk/research/cshr/
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2. There are two smaller scale studies of second trimester abortion in Britain previously reported:

George, A. and Randall, S. (1996) “Late presentation for abortion”, The British Journal of Family Planning,
22: 12-15.

Marie Stopes International (2005) Late abortion, a research study of women undergoing abortion between 19
and 24 weeks gestation, London, MSI.

3. There are some studies of this subject reporting on experience in other countries. Given the variation
in legal and service provision contexts, they are not referred to here.

4. The Chief Medical OYcer’s report about the late abortions service was published in 2005 as An
Investigation into the British Pregnancy Advisory Service (BPAS) Response to Requests for Late Abortions,
London, OYce of the CMO.

Memorandum 3

Submission from the Lejeune Clinic for Children with Down Syndrome

A response to the Parliamentary Science and Technology Committee reviewing the Abortion Act 1997

With an incidence of 1:700 live births Down’s Syndrome is the commonest chromosomal abnormality in
man. It was first described in 1866 by John Langdon Down and the trisomy of chromosome 21 resulting in
genetic imbalance was discovered by Lejeune and Turpin in 1959. In the regular form which occurs in 94%
of cases the triplication of chromosome 21 is caused by a process of non-disjunction which is related to
maternal age. The risk is 1 in 1500 mothers aged 15-29 years but increases to 1 in 100 mothers aged 40-47
years.

Introduction

The Lejeune clinic for Children with Down’s Syndrome has been in existence for 14 years and is based
at the Hospital of St John and St Elizabeth in London. The clinic carries out medical and developmental
assessments and addresses a number of practical problems. It has seen over 200 children with Down’s
Syndrome and has heard a great deal from parents of their experience of pregnancy and the subsequent
diYculties with their children’s health and education. Moreover, it provides parents with an opportunity to
raise their own questions and relate their own experiences. It is the only independent and charitable clinic of
its type in the country. It is staVed by senior paediatricians, speech and language therapists and occupational
therapists who also work in the NHS. The paediatricians are all members of the Down’s Syndrome Medical
Interest Group which is the leading authority in the country on Down’s Syndrome in children. The clinic
staV communicate directly with the primary and secondary care teams already involved in the child’s care.

The Purpose of the Clinic

This is based on a whole hearted acceptance of the child and his or her family and a commitment to helping
the child to reach his full potential. Not all the parents attending had decided against an abortion but in
many cases screening tests had failed. The alpha foeto-protein (AFP) screening test and index performed
on blood in early pregnancy has a significant false negative result. The oVer of later amniocentesis and
chromosome analysis at or about 20 weeks is dependent on this index. Some women decline the test but most
take it in a routine fashion whether knowlingly or not. It is not generally known that the main blood
screening test in early pregnancy is falsely negative in up to 30% of cases. Ultra sound examination, which
can be diagnostic, often fails and only the chromosome analysis after amniocentesis is nearly 100% reliable,
but it can cause miscarriage in a small percentage of cases and is only available from 20 weeks by which time
the mother can feel her baby moving. Other chromosome tests are feasible in early pregnancy but are not
generally available. As a result some 450 children are born each year in England and Wales with Down
Syndrome.

Abortions performed for Down’s syndrome in the last 5 years

2001 347 abortions 381 births
2002 372 abortions 358 births
2003 401 abortions 404 births
2004 491 abortions 475 births
2005 429 abortions 453 births
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“Births” includes both live and still births. Given the known prevalence which is the same world wide this
means that some pregnancies with a child with Down Syndrome are being missed. These may well be
amongst the still born.
These are ONS figures given in Parliament 27/7/07 in response to a question.

The Frequent Experience of Women who DEcline tests

Women who decline ante natal test often have diYcult experiences. They may be motivated by a moral
objection to abortion or it may be a very “precious pregnancy”, being in some cases the only chance that a
woman has to have a child. It is our experience that even if a woman would have opted for abortion, that
once the baby is born there is close bonding and often a protective response. All of these mothers, without
exception, want the best for their child. In my 30 years as a consultant paediatrician I have never known a
child with Down’s Syndrome to be abandoned in a British hospital.

It is hard to summarise what we have heard but I think almost all mothers of children with Down
Syndrome would subscribe to the sentiments expressed below in the “Down Syndrome Association of
Queensland: Position Statement on Pregnancy Testing”.

People with down Syndrome are valuable human beings who deserve respect and equality. All people with
Down Syndrome have the potential to lead full and rewarding lives and make an important contribution to
our community.

Down Syndrome is not a reason for termination. We recognise a valid role for prenatal genetic testing,
but the primary goal of prenatal testing should not be to reduce the birth prevalence of Down Syndrome.
Prenatal testing should not be oVered or promoted using outdated information, negative stereotypes,
prejudicial images or oVensive terminology which have the potential to stigmatise people with Down
Syndrome and increase the fear of disability.

Prenatal testing must be voluntary. The trend towards routine testing does not remove the obligation to
obtain informed consent. Pregnant women and their partners must be advised that they can refuse testing.
They must not be subject to pressure to undertake a particular test or terminate a pregnancy or make a
decision in undue haste.

The decision to continue or terminate pregnancy belongs to the individual woman or couple alone.
Counselling and support should be available regardless of the individual choice.

Couples who continue pregnancies following positive diagnosis should not be denied access to services
or benefits.

The British DownSyndrome Association have long held the view that an uncomplicated DownSyndrome
is not suYcient grounds for abortion.

Anecdotal evidence from mothers attending the clinic points to breeches of virtually all of these
recommendations. Women report that they were repeatedly asked if they want a termination each time they
attended antenatal clinic, whether or not they had already communicated their decision to proceed with the
pregnancy. This may, in part, be due to them seeing a diVerent midwife each time but their decision not being
passed on. Some women felt that they were expected to have an abortion and very few were oVered accurate
or positive information on the real expectations of life with a child with Down Syndrome.Indeed many of
them had had to carry out their own research on the internet. One commented “I only ever heard anything
positive when I contacted a self help parent group”.

There were a few anecdotes which caused great concern. The worst was of a woman who was asked if she
would have an amniocentesis just before the baby was due in order to make the diagnosis so that the medical
team would know “whether to resuscitate the baby or not”. The mother in question was a mature single
woman who felt that this was the lowest point in her pregnancy. She was a solicitor, but did not want to
complain formally and the experience remained with her for years. Unwillingness to complain is a feature
of women in this situation and they are particularly vulnerable.

It cannot be emphasised too strongly that, unlike other situations in which abortion may be carried out,
these are nearly all wanted babies and the emotional problems arising from their abortion are consequently
greater.Futhermore, late abortions, including in some cases lethal intrauterine injections, are particularly
traumatic. These women are at particular risk of post traumatic stress disorder.

Recommendations Based on the Clinic Experience

(a) Women need accurate information which goes beyond medical facts and many would welcome the
possibility of a discussion with parents who are already raising such a child. It would be good medical
practice to encourage this and our experience shows that suitable volunteers can be recruited to such a
scheme. Many mothers have had to do their own internet search to find information and find that this, or
self help groups are their sole source of encouragement.
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(b) When a decision has been made to proceed with the pregnancy it should be clearly documented and
placed prominently in the records so that the question is not repeatedly raised and women do not feel unduly
pressurised to change their decision.

(c) StaV dealing with women in antenatal clinics need to be better informed about Down Syndrome.

Changing Social Attitudes

Society’s attitude towards people with Down’s Syndrome is changing and they are no longer being
deprived of family life and especially through “inclusive education” are becoming more accepted in society
in their own right. Many achieve semi-independence and some are totally independent earning their own
living, driving cars etc. Many gain employment in supermarkets stacking shelves and many in kitchen work.

It is virtually unknown for Down Syndrome people to be in conflict with the law. Questioning Magistrates
with over 50 years experience between them, none had seen a Down Syndrome person in court. This says
something about their nature and general character.

Some Relevant Findings with the Children

1. Most children with Down’s Syndrome are happy.

2. Most are sociable and enjoy friendships.

3. Most are well integrated into mainstream play groups though some also attend pre school groups for
children with special needs.

4. 80% attend mainstream primary school either full or part time.

5. Virtually all are mobile.

6. All save the autistic communicate by speech or signing or a combination of both. Some have near
normal communication skills.

7. Nearly all integrate in a loving fashion into their families.

8. Challenging behaviour can occur and stubbornness and frustration especially over lack of
communication but this can be helped.

9. They may suVer from a variety of medical problems including congenital heart disease (50%), variable
deafness, thyroid deficiency (30%) at some point in childhood, visual defects and other health problems
including responsive leukaemia. Virtually all these problems are amenable to treatment which is often very
eVective, for example death in late childhood from uncorrectable heart defects is now virtually unknown.
A minority have a childhood marred by chronic illnesses.

10. Average life expectancy is about 56 years and is rising

11. The range of ability of children with Down’s Syndrome is as wide as the range in typically developing
children. The top of the Down Syndrome range overlaps the lower end of the range of typically developing
children.1 Children with Down’s Syndrome learn better if visually oriented methods are used but they can
usually cope in mainstream primary school and many in mainstream secondary school with the help of
teaching assistants.

12. People with Down Syndrome often develop Alzheimer’s type dementia at about 20 years earlier than
the normal population and by the age of 70 years 100% of people with Down Syndrome have developed it.
This compares with 40% of the average population of over 80 year olds. Much research is now being directed
towards this using a Down’s mouse model. The 21 chromosome has now been fully sequenced (decoded)
and the role of amaloid related genes is the subject of great interest. The clear identification of animal and
human Downs means they can be the focus of research into Alzheimer’s disease generally. At present this
remains the main long term medical problem for adults with Down’s syndrome.

Conclusions

1. In the light of what we have learnt, it is hard to see how the majority of children with Down Syndrome
fulfil the criteria for abortion on the ground of serious untreatable disability.

2. Only a small number of children come into this category though it is not possible to predict them before
birth or indeed in the first few years. The majority suVer from moderate learning diYculties and treatable
physical health problems.

3. In the light of this we would like the committee to redefine “serious disability” in the context of
Abortion law.

1 Patricia Henshall. The Development of children with Down’s Syndrome BACCH News June 2007
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4. We would like the question of informed consent and accurate counselling to be taken more seriously
with the possibility of access to families with children with Down Syndrome being provided for pregnant
women. We would like to see a suitable form or stamp in the records to indicate if women have decided to
proceed with a pregnancy to prevent the subject being repeatedly raised. This could, however, be subject to
more diagnostic information becoming available later.

5. The question of consent and non consent to screening or diagnostic tests needs to be clarified if women
are not to feel they are being pressurised into making a particular decision, namely, that of proceeding to
an abortion. Could this not be the subject of regular patient audit?

6. We would particularly ask the committee to consider what is required to make health professionals
better informed of the true nature and outcomes for children with Down Syndrome. Is there a role for
paediatricians or paediatric nurses taking part in joint training programmes?

August 2007

Memorandum 4

Submission from Dr Stuart Derbyshire, University of Birmingham, School of Psychology

Evidence Regarding the Development of Fetal Pain

Executive Summary

The issue of fetal pain is divided into two component parts: the first addresses the developing
neurobiology of the fetus and the second the developmental psychology of pain. With regards to
neurobiology, there are a series of important points in development that may be relevant to pain processing.
New features have been observed at 7, 18 and 26 weeks gestation and used to suggest an experience of pain
in utero. These new features are tremendously interesting, and exciting, but they do not tell us that the fetus
is capable of pain experience. Subjective experience, including pain, cannot be inferred from measures of
anatomy, stress hormones and fetal movements because these measures do not account for the contents of
experience in general, and of pain in particular. Before an infant can think about objects or events, or
experience sensations and emotion, the elements of thought must have their own independent existence in
the infant’s mind. This is something that is achieved via continued brain development in conjunction with
discoveries made in action and in patterns of adjustment and interaction with the infant’s caregiver. We can
be confident that the fetus does not experience pain because the developmental processes necessary for
experience are not yet developed. Consequently, anaesthetic intervention during abortion is unnecessary
and discussion of fetal pain with women seeking a termination unhelpful. Nevertheless, absence of fetal pain
does not resolve the question of whether abortion is morally acceptable or should be legal.

About the Author

The author has been actively involved in the use of brain imaging techniques since these techniques were
first applied to the assessment of pain in 1991. He has a particular interest in the relation of biological
measurements to psychological experience and has consequently contributed to debate on fetal pain. These
contributions have included published reviews in the British Medical Journal, the journal Bioethics and the
journals of the International Association for the Study of Pain and the American Pain Society as well as
oral testimony before UK and USA Government and scientific bodies. The author is a member of the
International Association for the Study of Pain and the American Pain Society.

1. This paper examines two main issues: first the neurobiology of the fetus and second the diYculty of
bringing together the biological development of the fetus with the notion of fetal pain. On the first,
the key point is that there are a series of important moments in development that may be relevant
to pain processing. Fetal development is continuous, of course, but new features have been
observed at 7, 18 and 26 weeks gestation and have been used to suggest an experience of pain in
utero. These new features are tremendously interesting, and exciting, but they do not tell us that
the fetus is sentient. It is a mistake to try and read oV experience, including pain, from measures
of anatomy, stress hormones and fetal movements, because this approach fails to account for the
contents of awareness in general, and of pain in particular.

A. The Neurobiology of a Fetus

2. Although the analogy is quite oversimplified, it is not unreasonable to think of pain as being similar
to a fire alarm. The pain stimulus is the same as hitting the red button, the electric cable to the
alarm is the same as the connection between nerve endings and the brain and the alarm itself is the
brain ringing out pain. Answering the question of whether the fetus feels pain can then be
answered, in part, by considering the development of this “alarm” system.
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3. First, the “alarm buttons”: Fetal skin contains free nerve endings, naked nerve endings that lie free
in the skin, responsible for initial registration of noxious stimulation. Although these begin to form
from about 7 weeks gestation, these cells do not mature until 24-28 weeks gestation. The spinal
cord, the major “cable” from the “buttons” to the brain, also does not mature until around 24-
28 weeks.

4. Some projections from the immature spinal cord reach the thalamus (the lower “alarm”) of the brain
at about 7 weeks gestation but at 7 weeks the nervous system is very immature. It is not yet ready
to “ring”. There is little indication of the cell structure and mature organization of the spinal cord,
thalamus or cortex, which will gradually appear from around 20 weeks gestation.

5. The very first projections from the thalamus towards the cortex (the higher “alarm”) are apparent
from about 12-16 weeks gestation but these are projections into the subplate. The subplate is a
“waiting compartment” where fibers accumulate and mature before penetrating the cortical plate
developing above. Like waiting in the lobby of a theatre or stadium, interactions are random, and
uncoordinated, until direction towards a seat is provided.

6. From 18 weeks, studies have demonstrated that the fetus can launch a “stress response” to invasive
procedures including increased production of cortisol and ß-endorphin. Other defensive reactions,
such as the redistribution of blood towards vital organs, have also been described. These reactions
are indicative of a maturing brain and nervous system, reflected in the anatomical changes
described. It is noteworthy, however, that these haemodynamic changes and changes in cortisol
and endorphins are elicited at the subcortical and brainstem level and do not require cortical input
and thus do not provide evidence for pain experience. Cortisol and endorphin are significantly
elevated during surgical procedures carried out under general anesthesia, and in brain dead
patients during organ harvesting, despite cortical activation in these patients being profoundly
suppressed.

7. Thalamic connections do not penetrate the cortical plate, making it to their “seats”, until 26 weeks
gestation. The “alarm” has now been built to ring though with considerable development of its
“ringing” ability yet to be realized.

8. Starting at 28 weeks there is massive relocation of subplate fibers into the cortical plate. Even after
that point the cortical plate undergoes tremendous growth increasing in volume by 50% between
29 weeks and term when the characteristic layers, the “seat ordering”, of the cortex appear.

9. There can be no question that fetal development is both rapid and amazing but there is equally no
question that the fetus is immature. The cell structure of the immature brain diVers from that of
a mature one to a considerable extent and the fetal brain has a number of prominent structures
that are transient in nature. For example, the thalamic reticular nucleus, which is attached to the
side of the thalamus, appears as inconspicuous in the adult human brain but is very prominent in
the fetal brain. In the fetal brain, this reticular nucleus is characterized by a high packing density
of neurons, which undergo cell death after birth. These cells are likely involved in the regulation
of developmental events in the womb that become unnecessary after birth.

10. One function of such cells could be to suppress fetal arousal through inhibition of thalamocortical
activation. Suppression of fetal arousal in the womb is also known to involve placental inhibitory
factors, such as adenosine, and other neurotransmitters, peptides and endocrine factors as well as
the warmth, buoyancy and cushioned tactile environment provided by the womb. The intense
tactile stimulation during labor, and the subsequent separation of the baby from the placenta and
umbilical cord, facilitates the usually rapid onset of behavioral activity and wakefulness in
newborn human infants. The function of some neurotransmitters and hormones will switch at this
point and the structure of the brain will begin a new phase of change and development—often as
rapid and as impressive as changes during the fetal period.

11. To summarize this section on the structure and function of the fetal brain: while it is obviously true
that the fetus undergoes tremendous development from conception to birth, extrapolation from
the mature to immature brain and even from the post natal environment to the womb are bound
to be approximate and often mistaken.

B. The Difficulty of Bringing the Fetus and Pain Together

12. To a large extent, however, the biological development of the fetus is beside the point because the
mere presence of anatomical structures, neurochemicals, hormones, and so on, is insuYcient for
experience, including that of pain.

13. Pain is not merely the response to physical injury or disease but is a higher order experience
including emotional, cognitive (thinking) and sensory components. It is not something that we
experience raw and then interpret post-hoc. The interpretation is the experience. Distinguishing
sensations from thoughts, emotions, or each other requires a conceptual basis on which the
distinction is drawn. We easily forget that this conceptual basis is needed and view brain
development as merely about hooking “alarms” up to “buttons”, forgetting that it is also about
enabling subjective experience.
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14. At birth and afterwards there is a massive increase in sensory input and this acts as a form of
“neuronal crowd control”. Repeated sensory input during this critical period of development
results in generation and stabilization of functional brain circuits with unused pathways being
eliminated. This internal organization of inputs helps the diVerentiation and creation of feeling so
that the feeling of hunger, for example, can be separated from feelings of cold.

15. Prior to this organization everything will arrive at the senses in an undiVerentiated form, like
looking at a vast TV screen with the world’s information upon it from a distance of two
centimeters. A great buzzing mass of meaningless information. What needs to happen before an
infant can think about objects or events, or experience sensations and emotion, is that the elements
of thought must have their own independent existence in the infant’s mind. This is something that
is achieved post-birth both via continued brain development and through discoveries made in
action and in patterns of mutual adjustment and interaction between infant and caregiver.
Changes in frontal cortex activity, for example, come at a time when cognitively related behaviors,
such as the phenomenon of stranger anxiety and improvements in memory begin to appear.
Similarly the first coordinated motor movements require the further development of specialized
motor regions of the brain. Gradual improvements in motor, visual, spatial and sensory
integration mark the disappearance of reflex neonatal behaviors and the emergence of higher
conscious function, which will include pain.

16. The development of representational memory, which allows an infant to respond and learn based
upon stored information rather than upon the basis of material directly available, may be
considered a building block, if not a cornerstone, of conscious development. This function begins
to emerge between 2 and 4 months of age. From now on there is the possibility of tagging in
memory, or labeling as a ‘something’, all the objects, emotions and sensations that appear or are
felt. As the infant develops, identifies with others, and is aVected by their reactions, so her behavior
becomes increasingly guided by the push and pull of her inside and outside world until the two
become intertwined allowing understanding and thinking to flourish. When this happens,
everything is changed.

17. Concepts, thought and language now become possible. Language plays a particularly important
role because it is largely through language that true concepts or thoughts can arise as words, or
other symbols, are used to encompass those thoughts. Language quite probably slots into those
patterns of interaction and mutual adjustment between infant and caregiver that have been well
practiced for many months. But now language allows for a level of distinction and refinement in
thinking that would otherwise not be possible. To have and to use a concept, one needs to have it
and use it consistently and appropriately. I cannot privately point to an object or identify an
emotion and expect to gain reliable information. To reliably discriminate the world, one needs to
be able to check that the concept is being used correctly and not at whim. For this, one needs a
way of checking and it is here that other people and language come into the picture.

18. Subjective experiencemight feel entirely natural and private but this is mistaken. The content of our
mind becomes meaningful to us only in so far as it is meaningful to others and is the consequence of
a developmental process that is social as well as natural. If pain, for example, were an entirely
private aVair, no words would be able to express it because no external frame of reference would
be comparable and therefore adequate to express the sensation. Pain is not like this because clearly
people do express their painful experiences and these expressions have meaning that allow for
diagnosis, treatment and eradication of pain. The expressions of pain are meaningful because they
are attached to publicly accessible conditions that warrant their application. If we were trapped
inside our own heads, we would be unable to know whether what one person states as “pain” is
the same as someone else’s “pain”. Indeed we would not know if any internal state of our own were
the same or diVerent from any other and, as it would not be possible to distinguish any state from
any other, no state would consequently exist. This is not to deny that the neonate and fetus has
the neural apparatus to discriminate information; clearly the fetus and neonate do not respond to
tactile stimuli in the same way as to visual stimuli, for example. Indeed, this discriminatory
processing is the raw material for a primary caretaker’s assessments of need and for the
interactions and behavioral adjustments that will occur in the forthcoming months. But it is to
deny that there is experiential discrimination and, therefore, that there is experience at all.

19. Conscious experience only begins as objects, events and emotions become a focus between the
infant and caregiver. Discoveries are made first in mutually coordinated actions and feelings rather
than in thought. In so far as human beings live in a community of thinking, feeling, talking beings
these things that happen between people then become things that happen within the individual’s
own mind and the privacy of experience is broken down and externalized for further analysis. As
we are able to externalize our inner world so we are able to reflect upon that world and become
self aware or self-conscious. Consciousness is self-consciousness, one cannot reflect upon the world
without knowing that it is I who am reflecting. If we were not conscious of being conscious, then
we would be unconscious of consciousness, which is an absurdity. It is social development and
language that make this conscious awareness possible; symbolic representation does not teach an
infant to recognize diVerences that were always there it teaches them to create diVerences where
none previously existed. This, of course, sounds very strange—We instinctively want something,
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such as neuroanatomical features or pain behavior, to be the disinterested representation of the
pain sensation. We are constantly trying to strip oV the social elements of the pain experience to
get at its true biomedical core but we have no access to this core pain sensation; it simply does not
exist within the bounds of our awareness. It is only with content that experience becomes realized
and content is not natural. The temporal, sensorial, aVective and cognitive features of pain are
things that we spend a great deal of our development learning.

20. Language plays a particularly important role, not by giving voice to experiences already available
and fully formed inside our heads, but by creating those subjective experiences through making
the quality of those experiences apparent to us, by giving them a structure, by placing them within
more abstract categories of thought and by linking them to external reference and social
convention. Clearly our access to others’ pain is mediated through behavior and language but this
is also true of our own pain experience. Social development structures our behavior and language
so as to be meaningful to the outside world but with the unnoticed side eVect of rendering the
child’s inner experience meaningful to him or her. While brain development is certainly a necessary
precursor of conscious sensory awareness, merely peering inside the head will not reveal the source
of awareness.

21. This is how we can be so positive that the fetus is not conscious and, therefore, cannot experience
pain. Not only has the biological development not yet occurred but also the post-birth
environment, so necessary to the development of experience, has not yet made itself felt. In short,
fetal pain is a moral blunder based on the false equivalence between observer and observed that
misses the whole point and process of development.

22. One final point in conclusion. Regardless of what we can prove, or what we believe, about fetal
capabilities, there will never be a fetalometer to tell us whether an act of violence against the fetus
is right or wrong. Abortion is a legal question, a political question and a moral question but it is
not a scientific question. Consequently it needs to be decided at the level of society and morality
and not with science.

August 2007

Memorandum 5

Submission from Professor Sally Sheldon, Kent Law School

1. Introduction

The Abortion Act (1967) was the product of a very specific period in time. In this response to the
Committee’s Inquiry, I oVer evidence of significant shifts in the legal and medical context over the last forty
years, which render the provisions of the 1967 Act anomalous and anachronistic. I suggest that the Abortion
Act’s requirement for two doctors’ signatures is extremely diYcult to reconcile with the recognition of
patient autonomy as it has evolved in other areas of law. I also note some specific problems with s.4 of the
Abortion Act, relating to conscientious objection. I end with a brief comment on the Inquiry’s focus on
research and evidence.

2. The Requirement for Two Doctors’ Signatures

2.1. It has been suggested that, with the exception of a small number of extremists, there is broad
agreement that while fetal life deserves respect, its protection cannot take priority over the rights of the
pregnant woman.2 Legal developments since 1967 have made it abundantly clear that, with the glaring
exception of the regulation of abortion, this correctly captures the position at English common law and
under the Human Rights Act (1998). Namely, the fetus is not a legal person, and its interests cannot trump
those of the pregnant woman.

2.2 Recent years have witnessed a widely applauded shift in medical practice. The old attitude of “doctor
knows best” paternalism has been increasingly replaced by recognition of patient autonomy. This shift has
been recognised in the legal principles regulating medical practice. Thus the importance of autonomy in
medical decision-making has been recognised,3 young people have been accorded greater rights to decide
on their own medical treatment4 and the courts have emphasised that it is not suYcient for doctors merely
to accord with practices accepted by their peers if they are not to fall foul of the law of negligence. Rather
their actions must be objectively justifiable and capable of “withstanding logical analysis”.5

2 R Dworkin (1993) Life’s Dominion: an Argument about Abortion and Euthanasia (London: Harper Collins).
3 For example, in the provisions of the Mental Capacity Act (2004).
4 Gillick v west Norfolk and Wisbech AHA [1985] 2 WLR 413; R (on the application of Axon) v Secretary of State for Health

[2006] EWHC 37 (Admin).
5 Bolitho v City and Hackney HA [1997] 4 All ER 771 (HL).
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2.3 Central to this changing medical and legal culture has been an emphatic endorsement of the principle
that adult patients must have control over their own medical treatment. Our most senior judges have
noted that:

[A] medical practitioner must comply with clear instructions given by an adult of sound mind as
to the treatment to be given or not given . . . whether those instructions are rational or irrational.6

[T]he existence of the patient’s right to make his own decision, which may be seen as a basic human
right, (is) protected by the common law.7

[I]f the patient is capable of making a decision on whether to permit treatment . . . his choice must
be obeyed even if on any objective view it is contrary to his best interests.8

2.4 Pregnant women have not been treated as an exception to this rule. Rather, in accordance with these
general principles, the duty to respect a woman’s autonomy in pregnancy and childbirth has been frequently
reiterated in English law. Like a competent male patient, a competent female patient cannot be forced to
undergo unwanted medical treatment, even where her life—or that of a late term, viable foetus—depends
upon it. A competent adult woman’s right to refuse a caesarean section, even if that decision would
inevitably result in the death of her fetus, is absolute.9 As the Court of Appeal puts it:

[P]regnancy . . . does not diminish (a woman’s) entitlement to decide whether or not to undergo
medical treatment . . . Her right is not reduced or diminished merely because her decision to
exercise it may appear morally repugnant.10

2.5 This refusal to treat pregnant women as an exception to the rule that we must respect the autonomy
of competent patients relies on legal developments since the 1967 Act came into eVect. If this was in any
doubt in 1967, it has been clearly established (and frequently reiterated since) that the foetus is not a legal
person. It “cannot, in English law . . . have any right of its own at least until it is born and has a separate
existence from the mother”.11 This is likewise the position under the Human Rights Act (1998). While Article
2 of the European Convention states that, “everyone’s right to life shall be protected by law”, the European
Court of Human Rights has repeatedly refused to accept an understanding which would include the fetus
as enjoying a “right to life”. As the European Commission of Human Rights has noted:

The “life” of the foetus is intimately connected with, and cannot be regarded in isolation from, the
life of the pregnant woman. If article 2 were held to cover the foetus and its protection under this
article were, in the absence of any express limitation, seen as absolute, an abortion would have to
be considered as prohibited even where the continuance of the pregnancy would involve a serious
risk to the life of the pregnant woman. This would mean that the “unborn life” of the foetus would
be regarded as being of a higher value than the life of the pregnant woman.12

This reasoning has recently been confirmed in Vo v France.13 As a Court of Appeal judge has summarised:
“on its true construction Article 2 is apt only to apply to persons already born and cannot apply to a
foetus”.14

2.6 This approach has significant merits, in providing legal consistency, suggesting a clear “bright line”
rule for health professionals and avoiding the worst excesses of some other jurisdictions. Unlike in the USA,
pregnant women in the UK have not been criminalized for drinking, smoking or taking drugs during
pregnancy. Neither can they be made civilly liable for these activities.15 Likewise, the courts have refused to
accept that a fetus can be made a “ward of court” where this would involve restricting the freedom of action
of the pregnant woman.16

2.7 In this legal context, significantly changed since 1967, the severe constraints placed on women’s
reproductive autonomy in termination decisions stand as an anomalous exception to these seismic shifts in
medical practice and the legal principles which regulate it. If the common law principle of self-determination
requires an individual’s choice about her medical treatment to be respected even where her decision will end
the life of a 36-week-old fetus, it is entirely illogical to subject pregnant women who wish to terminate
pregnancies (including those of much shorter gestation) to the stringent qualifying conditions of the

6 Thomas Bingham M.R., Airedale N.H.S. Trust v Bland [1993] AC 789 at 808.
7 Lord Scarman, Sidaway v Board of Governors of the Bethlem Royal Hospital and the Maudsley Hospital [1985] 1 All ER 643

at 649.
8 Lord Mustill, Airedale N.H.S. Trust v Bland [1993] AC 789 at 891.
9 St. George’s Healthcare N.H.S. Trust v S [1998] 3 WLR 936, Re MB (1997) 38 BMLR 175 (CA).
10 St. George’s Healthcare N.H.S. Trust, ibid, at 957
11 Sir George Baker P, Paton v Trustees of the BPAS [1979] QB 276 at 279; aYrmed in Re F (in utero) [1988] Fam. 122; Burton

v Islington HA [1993] QB 204; Attorney General’s Reference (No. 3 of 1994) [1998] AC 245.
12 Paton v. United Kingdom (1980) 3 E.H.R.R. 408 at 415.
13 Vo v. France (2004) ECHR, App. No.53924/00.
14 Balcombe L.J., Re F (in utero) [1988] Fam. 122 at 142.
15 S.1(1), Congenital Disability (Civil) Liability Act (1976). Under s.2, an exception is made for injury occasioned via

negligent driving.
16 Re F (in utero) [1988] Fam. 122.
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Abortion Act 1967. Further, it should be noted here that allowing liberal access to abortion does not mean
devaluing the importance of fetal life, just as recognising patient autonomy to refuse life-saving treatment
does not involve devaluing the importance of human life.

2.8 On the basis of the above, the requirement that women should only be allowed to access abortion
services after securing two doctors’ signatures stands as an anachronistic remnant of a previous age and is
highly inconsistent with other principles of English law. Where other provisions of the Abortion Act (such
as those limiting where abortions may be performed and who may perform them) are not dictated
exclusively by the requirements of patient safety and good medical practice, they should similarly be
reformed.

3. Conscientious Objection

3.1 Given the strong moral feelings raised by abortion, the framers of the 1967 Act saw fit to include in it
a right of conscientious objection, available to anyonewho might be called on to participate in any treatment
performed under the Act.17 However, a woman has no way of knowing in advance whether her own GP is
a conscientious objector and this may cause her both delay and distress in an attempt to access abortion
services. As no data is collected on the exercise of the right of conscientious objection, it is impossible to
know the extent of this problem.

3.2 When abortion was discussed in the context of the debates preceding the introduction of the Human
Fertilisation and Embryology Act (1990), it was proposed that those who wished to exercise a right to
conscientious objection should be required to register on a list which would be available for women to
consult before approaching a GP. This amendmentwas rejected by Parliament on the basis that it might lead
to discrimination against conscientious objectors. Further, I would suggest that ensuring that all women are
aware of the existence of such a list and able to access it would have been likely to pose considerable logistical
diYculties.

3.3 A better solution would be to make clear that those who wish to exercise their right to conscientious
objection have a legal duty to refer a woman seeking termination to another doctor who does not share those
objections. Whether or not such a duty currently exists is unclear, with judicial disagreement on the issue
of whether the right not to “participate in any treatment” absolves a doctor of the duty to certify the need
for an abortion by signing the relevant paperwork.18 Uncertainty also exists regarding whether a duty to
refer a woman already exists under GPs’ terms of service. Leaving women and doctors in a position where
the relevant duty is unclear is wrong and may well yet result in litigation in the future.

3.4 Therefore, if the right of conscientious objection is to be retained in a reformed Abortion Act, it
should be made clear that this does not absolve a doctor from his or her duty to refer a woman seeking
termination services, either directly to a service provider or to someone else able and willing to make such
a referral.

4. The Select Committee’s Focus on New Research and Evidence

4.1. Finally, I note that this Committee has chosen to limit the focus of this Inquiry to evidence regarding
new developments concerning the Abortion Act (1967). As such, I have sought to limit my own contribution
to an exposition of the legal developments which have taken place since the Abortion Act was introduced,
and problems which have become clear since its introduction, which render it significantly out of step with
legal principle and medical practice.

4.2 I would, however, invite the Committee to keep in mind that it is virtually impossible to collect
evidence for some aspects of the harm which may be done by the current regulatory regime. Notably, while
reliable data are gathered on the number of terminations performed each year, we have no data regarding
how many women are refused terminations, and only limited insight into how the hurdles faced in obtaining
a legal abortion may be hampering and delaying women in their attempts to obtain an abortion.19 Likewise,
to the best of my knowledge, there are no data which show how frequently those exercising their right to
conscientious objection are simply refusing to refer women for abortion services or to a colleague who will
do so. Clearly, the fact that these data do not exist cannot be taken as establishing that there is no problem
and, in any case, the aim of good regulation should be to remove the basis for such problems to occur in
the future.

August 2007

17 S4, Abortion Act (1967). There is no right of conscientious objection in the case of emergency, s4(2).
18 See the disagreement on this point between Lord Keith and Stocker LJ in the one case brought in the English courts regarding

the conscientious objection provision in the Abortion Act: Janaway v Salford AHA [1989] AC 537.
19 See, however, Roger Ingham, Ellie Lee, Steve Clements, and Nicole Stone, Second-Trimester Abortions in England and Wales,

http://www.psychology.soton.ac.uk/research/cshr/.
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Memorandum 6

Submission from ProLife Alliance (PLA)

1. Introduction

1.1 The ProLife Alliance (PLA) was established in 1997 with the aim of securing the right to life of all
human beings from conception to natural death.

1.2 PLA takes this opportunity to submit to the Science and Technology Committee’s current inquiry in
relationship to the Abortion Act 1967, but we consider lamentable the Committee’s decision to exclude from
the discussion the ethical and moral aspects of abortion. Abortion will always be a matter of serious moral
concern and whilst we welcome the decision to revisit the Act, such an exercise cannot be relegated simply
to an assessment of scientific developments.

2. Fetal Viability

2.1 The ProLife Alliance will always be opposed to intentional abortion and therefore any arguments
based on time limits and viability cannot be logically justified. We understand nevertheless that it is more
diYcult for society to accept abortion at a stage when the baby is capable of living outside the womb, and
whilst never deviating from our absolute defence of the unborn child, we are prepared to make some
observations in relationship to fetal viability.

2.2 The current 24-week upper time limit was set in 1990 following Parliamentary debate on the
gestational age at which a fetus was considered viable at the time. We acknowledge that neonatal medicine
has progressed since then and premature babies are capable of surviving below that time limit. At the very
least one would expect consensus in the country against the abortion of a viable baby, with the benefit of
the doubt always on the side of the baby.

2.3 Defining fetal viability is a complex task dependent upon a number of factors, including of course
age. Even with today’s sophisticated diagnostic tools we still cannot be 100% accurate in assessing
gestational age, with significant margins of error acknowledged as many studies have highlighted.

“Beyond 20 weeks, accuracy of ultrasonic gestational age assessment is limited to !/- 10-14 days. A
fetus deemed to be 22! weeks might therefore be more mature than expected and viable.” (Clarke
et al)20

2.4 It is claimed by the pro-choice lobby that younger women need late abortions either because they do
not realize that they are pregnant until late in pregnancy or because they are afraid to acknowledge their
pregnancy. It should be noted that it is increasingly diYcult to accurately measure gestation when women
present late in pregnancy.

2.5 There have, without doubt, been major medical advances over the past seventeen years in relation to
the care of premature babies. This means that we now have a situation where babies of similar gestational
age do not have equal rights, such rights depending on whether the baby is wanted or unwanted. Fetal
surgery in utero will be performed on wanted babies and they will receive intensive neonatal care at birth,
while the baby of similar gestational age but destined for abortion will be subjected to feticide, and should
it subsequently survive the abortion will be left to die without intervention.

3. Abortion Survival

3.1 Abortions continue to be performed at a stage in pregnancy when babies are capable of being born
alive. Statistics show that in 2006, 3,292 babies were aborted after 20 weeks in England, Wales and Scotland:

England and Wales residents "2,94821

England and Wales non-residents "29622

Scotland "4823

3.2 There is increasing evidence of babies born alive after abortion within this gestational range. A paper
published by a Neonatal Intensive Care team at Hope Hospital, Salford24 detailed the failed abortion of
a male infant at a bpas clinic. The mother had been admitted to the clinic on a Thursday at 23!1 weeks’
gestation.

“Following removal of 200 ml of amniotic fluid, she underwent intra-amniotic injection of 80 g of urea.
An intravenous oxytocin infusion continued over a 36-hour period. On Friday she was given a course
of 5 x 1 mg gemeprost (a prostaglandin E1 analogue) pessaries. On Saturday she was given

20 An infant who survived abortion and neonatal intensive care, P Clarke, J Smith, T Kelly and M J Robinson, Obstetric Case
Reports DOI: 10.1080/01443610400025945

21 Department of Health Statistical Bulletin, Abortion Statistics, England and Wales: 2006
22 Department of Health Statistical Bulletin, Abortion Statistics, England and Wales: 2006
23 Scottish Health Statistics 2006, NHS National Services Scotland, ISD Scotland
24 An infant who survived abortion and neonatal intensive care, P Clarke, J Smith, T Kelly and M J Robinson, Obstetric Case

Reports DOI: 10.1080/01443610400025945
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misoprostol (also a prostaglandin E1 analogue) 800 ?g vaginally, then 1.6 mg orally over 12 hours.
On Sunday following an ultrasound scan she was informed that the fetus was dead. Because labour
had not been induced she was discharged home on antibiotics, with re-admission scheduled for 4 days
later.

During the 3-hour train journey home she felt fetal movements for the first time, and changed her mind
about the abortion. That afternoon she developed abdominal pains and was admitted to hospital in
early labour. She was counselled about the poor prognosis for her infant, but requested that
resuscitation be attempted. She received dexamethasone and nifedipine. Four days later at 24!1
weeks’ gestation her son was delivered as a vaginal breech weighing 690 g.” (Clarke et al)

3.3 This infant survived three abortion attempts and premature delivery. He eventually went home with
his mother at seven months.

3.4 In the previous case the abortion was not performed for fetal anomaly, but survival is being recorded
after abortion for disability as well.

3.5 A paper published in May 2007 in BJOG: an International Journal of Obstetrics and Gynaecology25

presents data on termination of pregnancy for fetal anomaly from a large population-based cohort of births
occurring within a 10-year period from 1995 to 2004 in the West Midlands region of the UK. The authors
found that out of a total of 3,189 cases of termination for fetal anomaly, 102 (3.2%) babies were born alive.

3.6 These live births following abortion for fetal anomaly occurred in 18 out of the 20 maternity units in
the West Midlands, and the proportions at diVerent gestations are as follows:

14.7% between 16 and 20 weeks
65.7% between 20 and 24 weeks
19.6% at or after 24 weeks

3.7 Although the authors noted a reduction in the number of live births from 1995 to 2004, in particular
those of 22-23 weeks gestation (which they attribute to the RCOG recommendation that feticide should be
oVered after 22 weeks), their data shows that there is still a significant chance of live birth at 20 and 21 weeks
(3.5% and 5.4% respectively).

3.8 In April 2007 the Confidential Enquiry into Maternal and Child Health (CEMACH) launched their
report, Perinatal Mortality 2005,26 detailing stillbirths and neonatal deaths in 2005. The report indicates
that, in 2005 alone, 66 babies were born alive after abortion but subsequently died. The report does not
include data relating to aborted babies who were born alive but did not die.

3.9 The evidence in relationship to numbers of babies born alive following abortion is already deeply
disturbing but the figures are likely to be even higher according to experts in neonatal medicine, due to the
ad hoc nature of recording such data. Consultant Neonatalogist, Paul Clarke, points out that,

“The number of infants born alive following procured abortion in the UK is unknown; this information
is not collected by the Department of Health in its detailed annual abortion statistics. There is no
existing oYcial mechanism by which to report such cases, and no apparent statutory requirement to
do so.”27

4. Definition of Serious Abnormality

4.1 Abortion on the grounds of disability, serious or otherwise, is particularly abhorrent and is a eugenic
practice totally at odds with other legislation in this field. The UK legislates in favour of equality between
disabled and non-disabled persons at all levels except in respect of the pre-born disabled. The healthy fetus
receives the protection of the law from 24-weeks’ gestation whilst the fetus suspected of having an
impairment can be aborted up to birth.

4.2 Any attempt to define disability into lists of “serious” and “not serious” for whatever purpose must
be resisted, but it is always worth noting how arbitrary such lists are likely to be anyway. With abortions
taking place for cleft palate and clubfoot, the interpretation is clearly highly subjective.

4.3 The PLA is totally opposed in principle to defining disability in order to determine who should live
and who should die. We would on this occasion, however, like to draw the Committee’s attention to a
subsidiary concern, namely the high level of diagnostic inaccuracy in this field

4.4 A cohort study28 undertaken in 2003, analysing a period between 1991-2002, showed that the
diagnostic technologies most frequently used to detect fetal anomaly for the purpose of abortion were
ultrasound scan in 152 (49%) of the cases, abnormal karyotype (chorionic villus sampling, fetal blood,
amniocentesis) in 141 (46%) of the cases or molecular tests of DNA in 16 (5%) of the cases.

25 Termination of pregnancy for fetal anomaly: a population-based study 1995 to 2004, M P Wyldes, A M Tonks, DOI: 10.1111/
j.1471-0528.2007.01279.x

26 Confidential Enquiry into Maternal and Child Health, Perinatal Mortality 2005, April 2007 England, Wales and Northern
Ireland

27 An infant who survived abortion and neonatal intensive care, P Clarke, J Smith, T Kelly and M J Robinson, Obstetric Case
Reports DOI: 10.1080/01443610400025945

28 Autopsy after termination of pregnancy for fetal anomaly: retrospective cohort study, P A Boyd, F Tondi, N R Hicks, P F
Chamberlain, BMJ doi:10.1136/bmj.37939.570104.EE (published 8 December 2003)
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4.5 From autopsy results each aborted unborn baby was then grouped by the lethality or degree of
lethality of the anomaly found to be present and then placed into one of the following categories: Lethal
Anomaly, Possibly Lethal Anomaly or Possible Survivor (compatible with survival beyond one year).

4.6 It was found that in only 55% of the unborn babies was the prenatal diagnosis identical to the
postnatal autopsy diagnosis. As diagnosis frequently depends on the skill of the ultrasonographer, it is
obvious that less capable practitioners will have higher levels of misdiagnosis.

4.7 Inadequate ultrasound skill is not the only concern. Some tests are more invasive and the test can
itself cause the death of the baby in utero. The Downs Syndrome Association advises that both chorionic
villus sampling and amniocentesis carry a 1-2% chance of miscarriage.

5. Early Abortion versus Pregnancy and Delivery

5.1 The PLA can see no logic in the Committee’s decision to compare the relative risks of early abortion
against pregnancy and delivery. Arguments are often put forward that in developing countries it is riskier
to have a baby than an abortion, and this rationale is used to justify the wholesale provision of abortion in
the relevant countries. Severe poverty and inadequate health services are the real causes of maternal risk in
such countries and addressing those causes would change the whole perspective of maternal health. It is
facile and unworthy of an aZuent society such as the UK to attempt to draw conclusions from such
comparisons.

6. Medical Consequences of Abortion

6.1 Where it would certainly be appropriate to draw parallels between abortion and pregnancy is in
relationship to the eVect of abortion on subsequent pregnancies, particularly when multiple abortions are
involved. Researchers have found that induced abortion increases the risk of premature birth, miscarriage
and ectopic pregnancy in subsequent pregnancies.

6.2 A French study29 to evaluate the risk of very preterm birth (22-32 weeks gestation) associated with
previous induced abortion found that,

“Previous induced abortion was associated with an increased risk of very preterm delivery. The
strength of the association increased with decreasing gestational age.”

6.3 A list of fifty-nine studies on the link between abortion and premature birth is attached in appendix
1 (not printed), and we feel the Committee should consider this issue very seriously.

7. Psychological Consequences of Abortion

7.1 Numerous studies document the link between abortion and subsequent mental health problems. One
of the most recent is a 25-year longitudinal study to examine the extent to which abortion has harmful
consequences. The researchers found that those who had an abortion had,

“elevated rates of subsequent mental health problems including depression, anxiety, suicidal
behaviours and substance use disorders.”30

7.2 A list of eight other published papers on the psychological eVects of abortion are attached in appendix
2 (not printed).

8. Suicide Associated with Abortion

8.1 The authors of a study conducted in Finland31 examining suicide after pregnancy found that the
incidence of suicide after abortion was almost six times higher than after birth.

“The mean annual suicide rate was 11.3 per 100 000. The suicide rate associated with birth was
significantly lower (5.9) and the rates associated with miscarriage (18.1) and induced abortion
(34.7) were significantly higher than in the population.”

8.2 They concluded that,

“The increased risk of suicide after an induced abortion indicates either common risk factors for
both or harmful eVects of induced abortion on mental health.”

29 Previous induced abortions and the risk of very preterm delivery: results of the EPIPAGE study, BJOG: an International
Journal of Obstetrics and Gynaecology, C Moreau, M Kaminski, P Y Ancel, J Bouyer, B Escande, G Thiriez, P Boulot, J
Fresson, C Arnaud, D Subtil, L Marpeau, J C Roze, F Maillard, B Larroque, EPIPAGE Group, DOI: 10.1111/j.1471-
0528.2004.00478.x

30 Abortion in young women and subsequent mental health, D. M. Fergusson, L. J. Horwood, E. M. Ridder, Journal of Child
Psychology and Psychiatry 47:1 (2006), pp 16ı24 doi:10.1111/j.1469-7610.2005.01538.x

31 Suicides after pregnancy in Finland, 1987–94: register linkage study, M Gissler, E Hemminki, J Lonnqvist, BMJ 1996;
313:1431-1434 (7 December)
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9. Two Doctors, Nurses and Abortion at Home

9.1 The provision for two doctors to sign the abortion referral form was introduced with the 1967 Act
as a safeguard both for the best interests of the woman herself, but also for the baby. Current practice
indicates that doctors are signing these forms without even seeing the patient at all. The continual huge
increase in annual abortion figures (from some 50,000 initially to over 200,000 in 2006 and growing)
indicates that doctors are not fulfilling their intended role, but simply rubber-stamping requests. In the light
of our previous comments regarding the medical and psychological eVects of abortion, we feel that the
signature of a doctor who has not even seen the patient should not be accepted as meeting the legal
requirement for a second signature.

9.2 The proposal to allow abortion to be performed by nurses is simply a pragmatic response to concerns
expressed by the RCOG and others at the increasing shortage of medical students who are willing to train
in termination of pregnancy. We should be asking serious questions as to why so many doctors are opting
out of abortion. Is it perhaps because of the very moral and ethical grounds that the Committee has chosen
to exclude from its focus? Why would nurses be more willing? The medical and psychological sequelae are
simply likely to increase were such a recommendation to be adopted.

9.3 In relationship to abortions at home, these would be performed by medical rather than surgical
means. The PLA is concerned about the possible psychological impact of such abortions, when expulsion
of the fetus takes place at home and the mother is required to check that the process is completed. One
cannot imagine the psychological eVects of this harrowing experience. The RCOG itself acknowledges that
medical complications can arise with the abortion pill32 and one has to question whether nurses would be
able to deal with these. Usage of the abortion pill has already increased hugely and greater implementation
of medical abortions is likely to lead to even further incidences of medical and psychological sequelae.

10. Long-term or Acute Adverse Health Outcomes from Abortion or from the Restriction of
Access to Abortion

10.1 Long-term or acute adverse health outcomes from abortion are detailed extensively in sections 6 & 7.

10.2 With UK abortion figures the highest they have ever been, and surpassing the majority of countries
in Western Europe, it is diYcult to argue that there is restriction of access to abortion.33 It is always worth
remembering that the Abortion Act 1967 was never intended to give an unfettered right to abortion, but
rather to make it no longer a criminal act if it could be shown to be necessary under certain conditions. The
negotiation of those conditions was to be determined by scrupulous assessment.

10.3 In 2006 there were 214,254 abortions in England, Wales and Scotland, 89% of which were carried
out under 13 weeks gestation (68% under 10 weeks gestation). 97% of these abortions were performed under
ground C of the Abortion Act, which states that:

“The continuance of the pregnancy would involve risk, greater than if the pregnancy were terminated,
of injury to the physical or mental health of the pregnant woman.”

10.4 It is absolutely impossible to accept that such a large number of abortions under ground C conform
to the terms of the Abortion Act.

10.5 If patients are not being refused on strictly medical grounds, what about issues of conscience. It is
equally diYcult to sustain that patients are being denied access to abortion for this reason. The RCOG
publication, About abortion care: what you need to know,34 answers the question,

“Can my doctor refuse to give me an abortion?”

as follows:

“A doctor or nurse has the right to refuse to take part in abortion on the grounds of conscience, but
he or she should always refer you to another doctor or nurse who will help. The General Medical
Council’s Duties of a Doctor says that doctors must make sure that their “personal beliefs do not
prejudice patient care”. The Nursing and Midwifery Council’s Code of Conduct provides similar
guidance to nurses.”

10.6 Further statements from the RCOG confirm the actual state of play in the UK, which is born out
by the high rates of abortion we are registering:

“Most doctors feel that the distress of having to continue with an unwanted pregnancy is likely to be
harmful and so will refer a woman for an abortion.”35

32 Maggie Blott of the RCOG quoted on BBC Online, 28 November 2006, http://news.bbc.co.uk/1/hi/health/6188890.stm
33 Abortions reach highest ever number in England and Wales, BMJ Allison Barrett, BMJ 2005;331:310 (6 August), doi:10.1136/

bmj.331.7512.310-f
34 About abortion care: what you need to know, Royal College of Obstetricians and Gynaecologists, published September 2004

by the RCOG
35 ibid.
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10.7 This position is shared by NHS Direct information, which details the grounds under which abortion
is permitted but then goes on to say,

“In practice, this gives doctors a great degree of flexibility in referring women for abortions.”36

11. Conclusion

The PLA maintains its absolute opposition to abortion. We urge the Government to commit itself to
genuine attempts to reduce the abortions taking place in the UK. Abortion is now virtually on demand in
this country, has caused the tragic loss of 6.6 million unborn lives since 1967, with annual figures continually
on the rise. It is impacting negatively on the medical and psychological health of women. Abortion on the
grounds of fetal abnormality makes a complete mockery of our commitment to disability rights.

August 2007

Memorandum 7

Submission from Comment on Reproductive Ethics (CORE)

1. Introduction

1.1 This submission is written on behalf of Comment on Reproductive Ethics (CORE), a non-profit
organisation which addresses ethical issues associated with human reproduction. As well as directing CORE
I also bring to this consultation the experience of 20 years of crisis pregnancy counselling in Central London.
I have been involved personally in assisting some 8,000 women (and sometimes other family members)
facing diYculties in pregnancy or after abortion.

1.2 CORE believes the right to life begins at fertilisation and is therefore opposed to abortion in all cases
where it is performed deliberately. This does not apply in those cases where abortion has either occurred
naturally or as the non-intentional consequence of medical intervention aimed at providing life-saving
treatment for the mother.

1.3 The Committee has asked for submissions addressing scientific developments associated with
abortion, and has deliberately excluded discussion of ethical or moral issues. The focus on the need for two
doctors and the possibility of other medical staV performing abortions, as well as home abortion, follows
very much the proposals of the Abortion Law Reform lobby. We are disappointed that the Committee did
not hold to its broader recommendation, as specified in their Fifth Report of Session 2004–05, where the
proposal was to have representatives from the Science and Technology Committees of both Houses as well
as the Commons’ Health Select Committee in order “to consider scientific, medical and social changes in
relation to abortion since 1967, with a view to presenting options for new legislation.”

1.4 Whilst CORE finds it unsustainable that ethical issues can be successfully removed from any
discussion of abortion, we will nevertheless aim to contain our response as far as possible within the
Committee’s proscribed remit. We have highlighted in bold some main points in our response.

2. Common Ground

2.1 CORE would like in the first instance to establish some sense of a common ground from which to
initiate this response, which will inform considerations we intend to raise later.

2.2 The agreement we sincerely hope exists between organizations such as our own and your Committee,
and indeed with the public at large, is the concern that abortion figures in the United Kingdom are increasing
at a rate which cannot be seen as desirable no matter what one’s ethical position on the acceptability or not
of abortion. Whatever the level of support for abortion or the enthusiasm of pro-choice lobbies, it should
be agreed that no woman would have an abortion if she could possibly avoid it, and that the escalation of
abortion figures is a problem which needs addressing at its roots.

2.3 The National Health Service is based on the principle of prevention. The aim of any modern
healthcare system is surely to make abortion as rare as possible. In order to achieve such a goal we believe
it is necessary to analyse the provision of abortion in this country with much greater transparency than is
currently the case.

2.4 At this stage we would like to recount briefly two particularly poignant, but not unique, stories of
abortion in the United Kingdom which we hope will remind the Committee of the need to move our focus
far beyond a simple assessment of fetal viability and current medical developments, let alone the facile
rhetoric of choice.

36 NHS Direct, Health encyclopaedia, Abortion, Why is it necessary? http://www.nhsdirect.nhs.uk/articles/
article.aspx?articleId%1&sectionId%37
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2.5 The first is the story of teenager known personally who was in care and had her 3rd abortion on her
16th birthday. The other case concerns a young girl of 14 who had such serious complications after an
abortion, with fetal remains left in her womb, that she had to have a hysterectomy to save her life. Her
parents had not been told about the abortion and were only contacted at the time of the hysterectomy, which
took place in a London hospital this year. The medical and psychological impact on the individuals
personally involved and society at large are unquantifiable. Such cases as these simply disappear within the
bland tables and figures which constitute our yearly abortion statistics.

2.6 The argument CORE will make later is that we need to collect much more accurate information on
the reasons for which abortions are being performed and we also need a far better mechanism in place for
collating short and long term eVects of abortion.

3. Fetal Viability

3.1 If it is the intention of the committee to argue that the upper limit for abortion (24 weeks) does not
correspond to current understanding of fetal viability, then we would certainly agree.

3.2 You will be receiving extensive evidence on this issue from organisations more specialised than
CORE, and our only comment is that we feel the benefit of doubt should always be on the side of the unborn
baby. It is notoriously diYcult to estimate gestational age when the mother seeks medical care for the first
time at the later stages of pregnancy, and estimates can be in error up to two weeks either way. This is
reflected in obstetrics generally, where the average gestation is deemed to last 40 weeks but 38–42 week
pregnancies are considered absolutely normal.

3.3 Intensive care baby units analysing the survival rates of premature babies are those who normally
provide evidence in this field but parallels with abortion must be drawn very carefully. Often abortion is
performed on a perfectly healthy baby (when reasons other than fetal health are involved). In such
circumstances the aborted unborn child is likely to be far more robust than one born prematurely as a
consequence of existing medical reasons.

3.4 Whatever the decisions about fetal viability, we urge the committee to address the question of pain
relief for the baby undergoing abortion. The Royal College of Obstetricians and Gynaecologists
recommends feticide before late abortion, but this is not always provided, and sometimes it does not work,
and can itself be painful.

4. Serious Abnormality

4.1 Outside the confines of abortion, definitions of abnormality are usually discussed with a view to
determining the level of societal assistance required to ensure equality of disabled people with so-called
“normal” human beings. Such definitions are very diYcult to reach without denigrating those with physical
or intellectual impairment, who become more often than not subsumed by the definition.

4.2 In the abortion arena the purpose of the definition is even more equivocal and sinister. We are being
asked for a yardstick to determine who should live and who should die. CORE argues that it is impossible
to make any contribution in this regard without entering into the moral debate that such comments would
demand. We are not prepared to make lists of which disabled baby should live and which should die.

4.3 In actual practice in the UK abortions are performed for conditions such as cleft palate and clubfoot,
so “serious abnormality” has already become very broadly interpreted. It is very unlikely that interpretation
of the present law will become more rigorous no matter how much time is spent debating the meaning of
“serious”.

5. Risks of Abortion—Medical and Psychological

5.1 CORE is a member of Alive & Kicking, an alliance of groups campaigning to reduce the number of
abortions in the United Kingdom, and whose membership includes medical professionals. CORE aligns
itself with the position taken by the Christian Medical Fellowship (CMF) in relationship to long-term or
acute adverse health outcomes from abortion, whether of a medical or psychological nature.

5.2 Rather than burden the Committee with identical lists of references, we suggest that the reference
material supplied by the CMF be given the most serious consideration. We draw particular attention to the
French EPIPAGE study, published in BJOG 2005, focusing on “Previous induced abortions and the risk of
very preterm delivery”, and research by Prof D M Fergusson from Canterbury University in New Zealand,
addressing mental health problems associated with abortion.

6. Nurses or Midwives Participation and Home Abortions

6.1 We are not in favour of allowing nurses and midwives to perform abortions. The suggestion is
dismissive of the welfare of women and the proper care due to them. It is simply an insensate proposal to
solve the problem of the shortage of properly qualified doctors prepared to carry out abortions. It should
be recognised openly that this shortage exists primarily because the number of women seeking abortion is
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already very high and continually rising, but we also believe that new generations of doctors are more
reluctant to dedicate their skills to this operation than in the past. To work to reduce the number of abortions
is a far more rational solution than reducing the level of professional care for the women involved.

6.2 Similar objections apply to home abortions. Were any of these proposals to be implemented, we
foresee an inevitable increase both in the incidences of medical complications as well as added psychological
stress. It would be particularly harrowing for women to experience the physical reality of abortion while
alone at home.

7. Requirement for Two Doctors’ Signatures

7.1 This requirement is currently not enforced in any meaningful way. It should be both retained and
respected. Abortion is permitted in law as an exemption, not as a right, and it is the duty of the doctors to
ensure that the law is respected as intended. The purpose of the law is not only for the benefit of the mother
but also to respect the right of the unborn child not to be the victim of an illegal termination.

8. Reducing the Numbers of Abortions

8.1 Moving forward from the premise that fewer abortions would be a desirable objective, we suggest
that there is an immediate need for far greater transparency in relationship to the provision of abortion in
the first place. More precise details should be collected on abortion referral forms, and the resulting data be
made readily available for analysis. We need to collate and face the facts.

8.2 Currently 97% of all abortions are justified under Ground C of the Abortion Act, (grouping together
the medical or psychological health of the mother). We have absolutely no way of identifying what
percentage is one or the other. Any reform of the Abortion Act should address this inadequacy. Medical
and psychological health are important issues in the provision of abortion, but represent two very diVerent
categories of health care and should be separated under the conditions of the Abortion Act.

8.3 We believe the Committee should also be investigating why women are having abortions, beyond the
generics of medical or psychological reasons. Is the current increase the result of financial, work-related,
relationship, or other societal pressures? This is essential information if we are to impact in any way on
escalating abortion figures. We need to identify the problems and provide solutions.

8.4 We would like to see much greater transparency applied to the collection of statistical data, when
performed on the grounds of fetal abnormality. The case in 2001 of a baby aborted at seven months for cleft
palate received huge media attention, and in general the public reaction was of disquiet. Subsequently the
Abortion Statistics became considerably less specific in identifying details of the abnormalities for which
abortions have been performed. We would like the Committee to question why this backwards step has been
taken. Discussion of what does or does not constitute a serious abnormality becomes academic if
disinformation and obfuscation is all that is available to the concerned public.

8.5 Maternal complications relating to abortion are currently only reported within the time-span of the
immediate abortion. If anything happens after the patient has left the clinic it does not have to be included
on the abortion form. We have no information therefore regarding subsequent complications. The
hysterectomy of the 14-year-old girl, for instance, will not appear in any data relating to abortion. If we are
to have an accurate account of the medical and psychological consequences of abortion then we have to
keep more accurate records and cross-reference at a much later date than is the current practice.

8.6 Some 1% of abortions are currently performed under Condition D of the Act which permits abortion
to avoid “injury to physical or mental health of any existing children or family”. CORE would urge the
Committee to seek clarification as to what is meant by this clause.

9. Executive Summary

— We reiterate our opposition to all forms of abortion.

— Neonatal medicine has made considerable progress in the recent decade and premature babies are
able to survive at much younger gestational age than before. This progress is likely to continue and
may well influence decisions regarding the upper limit for abortion.

— Most abortions, however, take place in the first trimester of pregnancy not at the limits of viability,
and this is the real problem we need to address.

— Abortion on the grounds of any form of disability is contrary to our commitment to disability
rights for all.

— Abortion figures in the UK continue to rise, and our rates are much higher than most comparable
European countries.

— It is argued that abortion is necessary but it can never be claimed that it is desirable. We should
be making significant eVorts to reduce the numbers of abortions in our country, by addressing the
reasons that bring women to the decision to abort their pregnancies. In the first instance this will



3789251007 Page Type [O] 13-11-07 01:13:33 Pag Table: COENEW PPSysB Unit: PAG1

Science and Technology Committee: Evidence Ev 79

require extensive and honest analysis of the existing situation. The collection of abortion data
needs to be much more focused and transparent so that we can identify what is causing the
alarming increase in overall numbers.

— We must then invest seriously in providing positive solutions to the problems revealed, solutions
which do not rely on the abortion of the unborn child.

August 2007

Memorandum 8

SUBMISSION FROM RUTH GRAHAM ET AL, NEWCASTLE UNIVERSITY

1. Inquiry into Scientific Developments Relating to the Abortion Act 1967

This memorandum has been prepared as a submission to the Select Committee on Science and
Technology Health’s inquiry into scientific developments relating to the Abortion Act 1967 by Ruth
Graham, Stephen Robson, Judith Rankin—Newcastle University (School of Geography, Politics and
Sociology; School of Surgical and Reproductive Sciences; Institute for Health and Society) and Helen
Statham—University of Cambridge (Centre for Family Research). Prior experience in research on late
termination of pregnancy following prenatal diagnosis of a fetal anomaly and feticide exists within the
author group: (1) Robson, Rankin and Graham have worked together previously on the topic of feticide;
and (2) Statham has worked with other researchers on late termination of pregnancy. Both groups have
investigated parents’ and health professional perspectives but worked within a limited number of specialist
centres. The findings presented here are drawn from an ongoing project which has allowed the authors to
work collaboratively on these topics. The results described below represent preliminary and interim findings
from an ongoing survey of that aims to explore all UK fetal medicine sub-specialists’ views on late
termination of pregnancy after the identification of a fetal abnormality, and the subsequent practice of
feticide in some cases. This submission relates to question 1(b): whether a scientific or medical definition of
serious abnormality is required or desirable in respect of abortion allowed beyond 24 weeks.

1.1 Summary of Recommendations/Findings

1.1.1 Professional discretion in making decisions about the provision of late termination of pregnancy for
fetal anomaly can be perceived as problematic by some lay commentators and by some within the medical
profession. However, the responses of the majority of the specific clinical community that provides these
services suggest that it may be more problematic to reduce the level of their professional discretion in
deciding which cases fall within the legal criteria for late termination of pregnancy.

1.2 Introduction

1.2.1 The ongoing study draws on the experiences and insights from earlier studies conducted
independently by both research groups. Brief details of the studies are provided here, for information.
Important contextual issues relate to the timing of these previous studies. The data collection for that of
Statham and colleagues preceded the legal challenge to how UK abortion law is enacted when Jepson argued
that termination for cleft palate at 28 weeks gestation did not meet the criterion of ‘a substantial risk of
serious handicap’ for legal abortion at that gestation. This study also preceded amendments to RCOG
guidance on how to undertake late terminations and feticide. In contrast, the data collection for the study
involving Robson, Rankin and Graham was undertaken in 2004-2005, after the challenge had been made
in 2003, and after professional guidance on feticide had been clarified in 2001.

1.2.2 Prior research. H Statham, in collaboration with Wendy Solomou and Josephine Green

Our paper “Late termination of pregnancy: law, policy and decision-making in 4 English fetal medicine
units” was recently published in the BJOG and a copy is attached (Appendix A (not printed)). This paper
explored UK abortion law which allows terminations for fetal abnormality without gestational limit, the
professional guidance around the formation of policy concerning late abortion and individual decision-
making about the provision of this service within the existing legal framework. The study was qualitative
and data derived from semi-structured interviews with 15 doctors and midwives working in four English
fetal medicine units and the Director of a related voluntary sector group. In summary, we reported our
findings as: 1. Fetal medicine specialists acknowledged the diYculties of ensuring that they worked within
the law and within their own ethical frameworks when making decisions about oVering terminations after
viability. 2. Practice regarding which abnormalities meet the legal criteria appeared to be governed largely
by consensus between colleagues within their own and other units and in discussion with other specialists.
3. Study participants reported individual diVerences about abnormalities where they personally would not
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wish to be involved in a termination. 4. Participants also noted a shift in general attitudes over time as to
conditions that were believed to meet the legal criteria. 5. A proscribed list of conditions where termination
would or would not be allowed under Clause E at gestations when terminations for non-medical reasons
were not permitted was felt to be both unworkable, given the variability in diagnoses, and unhelpful, leading
to reduced patient care (see Table 3 in Appendix A (not printed)). We suggested following that research that
a further exploration was required to monitor attitudes to, and interpretation of, UK abortion legislation
which permits termination after a late diagnosis of fetal abnormality without gestational limit. If attitudes
are changing it is important to understand why, and what the consequences will be for parents and for health
professionals.

1.2.3 Prior research. S Robson, J Rankin and R Graham, in collaboration with K Mason

This research team undertook a small scale qualitative exploratory study to understand better the
potential impact that feticide prior to termination of pregnancy for fetal anomaly could have on those most
closely involved: the parents; the consultants who perform the procedure; and the midwives who assist and
support both parents and consultants in this process. The study involved collecting data from three sites,
and involved 23 health professional participants, and 12 parent participants. A copy of the Executive
Summary for the study report is attached (Appendix B (not printed)). The findings suggest that when
performed sensitively, the experience of feticide does not dominate parents’ narratives of distress at their
loss. The findings also suggested that health care professionals are generally successful in developing varied
strategies that allow them to be both responsive and empathetic to those around them, yet professional
enough to carry out their task well under diYcult circumstances. However, a key finding from the study for
the purposes of this memorandum was the variation in how professionals interpreted the professional
guidance on the gestational age at which feticide should be performed in late termination of pregnancy. In
relation to this aspect, the findings suggested that: 1. a degree of professional discretion was an important
factor in helping the consultants to provide good quality late termination of pregnancy services to their
patients; and 2. the role of professional discretion in provision of late termination of pregnancy is not well
understood and requires further examination. Graham, Robson and Rankin have recently had a paper
accepted for publication which discusses the issue of professional discretion in the provision of feticide prior
to late termination of pregnancy. A copy of the abstract for this paper is attached (see Appendix C (not
printed)).

1.2.4 Aim of current research project

The aim of this ongoing, national study is to take the insights from these prior qualitative studies and seek
to understand in more depth the viewpoint of the larger clinical community that provides these essential
but sensitive aspects of health care. The study focuses on Fetal Medicine Sub-Specialists working in tertiary
referral units, as the members of the clinical community that (a) have the most involvement in the provision
of late termination of pregnancy; and (b) are most likely to be influential in the development and
implementation of professional policy and guidance in this area.

1.3 Methodology and Sample

1.3.1 Email and postal questionnaires are being sent to the 84 fetal medicine sub-specialists who occupy
consultant level posts in 22 tertiary level fetal medicine units in England, Scotland and Wales. A copy of
the questionnaire is attached (Appendix D (not printed)). The findings presented here relate to preliminary
analysis of questions relevant to the Enquiry. Further details of the methodology can be obtained from the
research team if required.

1.3.2 Of the 84 eligible consultants, 44 have so far been approached and reminded. Completed
questionnaires have been received from 30 (68%) and this sample comprises 36% of the total eligible sample.
Of the responses received so far, 26 (87%) participants are routinely involved in providing late termination
of pregnancy for fetal anomaly, and the remaining four (13%) are sometimes involved. Socio demographic
characteristics for the study population so far are show in table 1 below.

Table 1

SOCIO DEMOGRAPHIC CHARACTERISTICS OF THE STUDY PARTICIPANTS
(INCOMPLETE SAMPLE)

Socio demographic characteristics N %

Sex Men 19 63
Women 11 37

Age '46 19 63
46–55 9 30
(55 2 7
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Socio demographic characteristics N %

Unit size (4 consultants 15 50
3–4 consultants 14 43
'3 consultants 2 7

Qualification '2001 guidance 13 43
(2001 guidance 11 37

1.4 Findings

1.4.1 Is a scientific or medical definition of serious abnormality required or desirable in respect of abortion
allowed beyond 24 weeks?

As we have described above, the research team members have conducted prior research that investigated
the provision of late termination of pregnancy for fetal anomaly, and the role of professional discretion in
aspects of providing late termination of pregnancy. The findings from these respective projects suggested
that “definitive” rules to determine legitimate professional practice were problematic in the provision of late
termination of pregnancy. For example, the notion of a “defined list” of permissible terminations was seen
as problematic, as was the view that the “gestational threshold” for feticide should be followed in all
circumstances. We have asked direct questions in our current study about these issues, and the responses
received to date on the issue of a ‘defined list’ in particular are of interest here. The data collected so far are
shown in Table 2 below:

Table 2

PARTICIPANT RESPONSES TO THE PROPOSITION OF A LIST OF “ELIGIBLE”
CONDITIONS FOR LATE TERMINATION OF PREGNANCY

(INCOMPLETE SAMPLE)

Some have suggested that a common list of abnormalities could be compiled to guide N % of 29
clinical practice in oVering late TOP. Do you think that such a list of “eligible” responses
conditions would be:

An enabling idea in principle, and a workable idea in practice 3 10
An enabling idea in principle, but an unworkable idea in practice 13 43
A constraining idea in principle, but a workable idea in practice 2 17
A constraining idea in principle, and an unworkable idea in practice 11 37
Don’t know — —

Overall, of the 29 respondents who answered this question, 26 (87%) gave negative feedback on this idea,
reporting that they felt the ‘common list’ would be too restrictive or unworkable (or both).

1.4.2 Further data on the perceived status of “eligible” conditions

In addition to the question on a list of “eligible” conditions, the survey also includes a question that asks
the participants to indicate, for a list of 8 specific conditions, in which cases they would provide termination
of pregnancy. For each condition, participants were asked to indicate whether they would oVer the
procedure up to 21 weeks, up to 26 weeks or never. The research team cannot disseminate this information
until the study sample is complete and the data analysed in full; however, it is important to note that in only
one of the eight conditions listed was there a unanimous viewpoint on the provision of termination of
pregnancy for fetal anomaly. For the remaining seven conditions, the consultant responses suggest that
there are diVerences in how the diagnosis and gestational age impact on the provision of late termination
of pregnancy for fetal anomaly. In the analysis phase of the study, we will explore the possible explanations
for this variation in consultant perspectives.

1.4.3 Further results available when the study is complete

Further results on the above will be available when the data collection has been completed, and the full
analysis for the study has been undertaken. The research team will also have data on related issues, such as
participant responses to professional understandings and interpretations of the gestational threshold in the
provision of feticide prior to late termination of pregnancy for fetal anomaly. The research team will be
happy to provide an account of these further results when the data set is complete; because of the limited
coverage of the clinical community involved (36%) to date, the team feel that it would be problematic to
report on other aspects of the data in this memorandum. The interim results reported above should be
interpreted with caution as they represent a partial picture of the overall data set.

August 2007
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Graham, R, Mason, K, Rankin, J and Robson, S 2006. Final Report: Parent and StaV Reactions to
Feticide Prior to Termination of Pregnancy for Fetal Anomaly. Newcastle University. Study funded by
Newcastle Healthcare Charity (Robson & Rankin).

Graham, R, Robson, S, and Rankin, J (forthcoming) “Understanding Feticide: an analytic review”,
Social Science and Medicine 2007.

Statham, H, Solomou, W and Green, J (2006). “Late termination of pregnancy: law, policy and decision
making in four English fetal medicine units”, BJOG 113: 1402-1411.

Memorandum 9

Submission from Family Planning Association

Executive Summary

i. There have been no significant scientific or medical developments that would lead to the reduction of
the legal time limit for abortion from 24 weeks.

ii. Although some babies born between 22 and 24 weeks’ gestation have survived, the number of cases
is very small and these babies often have significant disabilities. This cannot be seen as providing evidence
of viability.

iii. The Dutch Pediatric Society and the Dutch Society of Obstetrics and Gynaecology have developed
guidance on management of pre-term delivery, which defines 24 weeks as the limit of viability.

iv. The development of 4D ultrasound images of fetuses has not provided any new evidence which
requires a reduction in the time limit for abortion. Fetal organ development remains the significant factor
in determining viability.

v. Complications associated with induced abortions are rare. Research clearly shows that having a legal
abortion is safer than continuing with a pregnancy.

vi. The current legal requirement for two doctors’ signatures is placing an unnecessary burden on the
NHS and delaying women’s access to abortion services.

vii. Nurses, midwives and other trained healthcare professionals already carry out abortions in other
countries. The evidence shows that it is a healthcare professional’s level of training and experience that
should determine their suitability to perform abortions.

viii. It is current practice in America that the second stage of a medical abortion is self-administered by
the woman in her own home. Research has shown that home-self administration of misoprostol is safe,
eVective and acceptable.

ix. Reviews of the existing literature have found little evidence of adverse long-term outcomes from
abortion. There is no conclusive evidence linking having an abortion to subsequent mental ill health.
Evidence suggests that a significant number of women continue to suVer adverse eVects after being denied
an abortion.

(1) The scientific and medical evidence relating to the 24-week upper time limit on most legal abortions,
including:

(a) developments, both in the UK and internationally since 1990, in medical interventions and
examination techniques that may inform definitions of fetal viability and

(b) whether a scientific or medical definition of serious abnormality is required or desirable in
respect of abortion allowed beyond 24 weeks.

1.1 There have been no significant scientific or medical developments that would lead to a reduction of
the legal time limit for abortion. Although some babies born between 22 and 24 weeks’ gestation have
survived, the number of cases is very small and these babies often have significant disabilities. This cannot
be seen as providing evidence of viability.

1.2 Based on the evidence of low survival rates and high rates of disability for babies born at less than
26 weeks, the Dutch Pediatric Society and the Dutch Society of Obstetrics and Gynaecology developed
guidance on management of pre-term delivery, which defines 24 weeks as the limit of viability.37

1.3 Before 24 weeks, the guidance specifies there should be no pre-term transport of pregnant women to
level 3 perinatal centres; no antenatal steroid treatment; caesarean section on maternal indication only and
limited neonatal care aimed at comfort of the infant and family.

37 Verloove-Vanhorick S, “Management of the neonate at the limits of viability: the Dutch viewpoint”, BJOG, vol 113 (Suppl
3) (2006), 13–16
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1.4 The review article detailing the Dutch guidance stated that ‘Further lowering of the limit of viability
[below 24 weeks] seems possible only through a fundamental innovation of treatment of these infants whose
organs have not matured suYciently’.38

1.5 In the EPICure study of babies born before 26 weeks’ gestation in the UK and the Republic of Ireland
in 1995, survival rates at discharge were 0% for those born at 21 weeks, 1% at 22 weeks and 11% at 23 weeks.

1.6 The research showed that at 23 weeks’ gestation only 12% of those who survived to discharge had no
impairment, while a quarter had severe disability and 38% had moderate disability. At 22 weeks, only two
babies survived to discharge and both had disability at age six.39 40 41

1.7 The NuYeld Council on Bioethics report, Critical Care Decisions in Fetal and Neonatal Medicine:
Ethical Issues, noted that prematurity is still a major cause of neonatal death in the UK and the prospects
of survival for babies born up to and including 25 weeks and six days is generally lower than 50%.42

1.8 The report considered evidence on survival and disability rates of pre-term babies and stated that the
results to date were too limited “for the Working Party to conclude that disability in children surviving at
the borderline of viability has improved”.43

1.9 The development of 4D ultrasound images of fetuses, pioneered in 2003 by Professor Stuart
Campbell, has not provided any new evidence which requires a reduction in the time limit for legal abortions.

1.10 Fetal organ development remains the significant factor in determining viability. Responding to
Professor Campbell’s 4D images, Dr Huseyin Mehmet, Reader in Developmental Neurobiology at Imperial
College, London stated that “Scans that look at the structure of the fetal brain at 23 and 24 weeks show that
the human brain is extremely immature. It is the period between 24 and 40 weeks that is largely responsible
for brain development”.44

1.11 A recent article by Dr Stuart Derbyshire states that there is clear evidence that the biological system
within the brain necessary for pain responses is not intact until 26 weeks’ gestation and that at this stage
much development is still required.45 Research on fetal pain in America suggested that the brain was not
suYciently developed for pain perception before 29–30 weeks.46

1.12 Lung development is another important factor. Although fetal breathing movements can begin at
10 weeks’ gestation, they tend to be erratic and occur only 30–40% of the time until around 30 weeks. It is
not until 30–32 weeks that the lungs make surfactant, which is necessary to keep the lungs’ air sacs open.47

1.13 There have not been developments in technology which significantly change the time at which fetal
anomalies can be detected. The vermis of the cerebellum, a marker of brain development, is present at 15
weeks in 54% of fetuses, but is not present in all cases until around 19 weeks. This means that earlier scanning
for anomalies is not possible, because a significant percentage of scans before 20 weeks would falsely identify
an anomaly.48 We are aware that it can be diYcult to obtain an abortion because of a severe fetal
abnormality after the current 24 week time limit. Lowering the time limit to a point before scans for fetal
anomalies could be verified would cause significant delay and distress to a larger number of women who are
already in a diYcult situation.

1.14 fpa does not believe that a scientific or medical definition of serious abnormality is required or
desirable for abortions beyond 24 weeks. Clinicians must be able to exercise their professional judgment on
a case by case basis.

(2) medical, scientific or social research relevant to the impact of suggested law reforms to first trimester
abortions, such as:

38 Ibid
39 Costeloe K et al, “The EPIcure study: outcomes to discharge from hospital for infants born at the threshold of viability”,

Pediatrics, vol 106, no 4 (2000), 659–671
40 British Medical Association, Abortion Time Limits: A Briefing Paper from the BMA (London: BMA, 2005)
41 NuYeld Council on Bioethics, Critical Care Decisions in Fetal and Neonatal Medicine: Ethical Issues (London: NuYeld

Council on Bioethics, 2006)
42 Ibid
43 Ibid
44 Comments reported in: Henderson M, “New fetal scans ‘clouded debate on abortion’”, The Times, 3 October 2006, 'http://

www.timesonline.co.uk/tol/news/uk/health/article658385.ece(, accessed 6 August 2007.
45 Derbyshire S, “Can fetuses feel pain?”, BMJ, vol 332, 15 April (2006), 909–912
46 Lee S J et al, “Fetal pain: a systematic multidisciplinary review of the evidence”, Journal of the American Medical Association,

vol 294, no 8 (2005), 947–954
47 Institute of Medicine, Preterm Birth: Causes, Consequences and Prevention (Washington DC: National Academies Press,

2006), http://books.nap.edu/openbook.php?isbn%030910159X, accessed 20 August 2007.
48 Op cit (no 40).
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(a) the relative risks of early abortion versus pregnancy and delivery

2.1 Induced abortion is one of the most commonly performed gynaecological procedures in Great
Britain. Guidance from the Royal College of Obstetricians and Gynaecologists (RCOG) states that
“abortion is safer than continuing a pregnancy to term” and “the absolute risk of complications at the time
of abortion is low”. The guidance notes that increasing gestational age is associated with an increasing
relative risk of complications of abortion.49

2.2 Analysis conducted in America into the safety of medical abortion found that the estimated case-
fatality rate for medical abortion was 0.8 deaths per 100,000 procedures. This risk was statistically
indistinguishable from the risk of death from miscarriage, which was 0.7 per 100,000 miscarriages. Both of
these figures were much lower than that associated with childbirth. In 1997, the pregnancy related mortality
ratio in America was 12.9 deaths per 100,000 live births.50

2.3 The Sixth Report of the Confidential Enquiry into Maternal and Child Health (CEMACH) in the
UK identified three deaths in early pregnancy that were connected to abortion during the period of the
report. This compared to eleven deaths in early pregnancy connected to ectopic pregnancies.

2.4 The Report noted there had been problems with the provision of abortion services, which could have
contributed to the deaths. The Report documented the case of a woman referred to a centre without access
to adequate emergency care. In another case, the results of routine swabs were not passed to clinicians who
could have administered prophylactic treatment to prevent an infection, which subsequently caused a
woman’s death.51 Since 2004, the administration of prophylactic antibiotics has been standard practice, in
line with RCOG guidance.52

2.5 Complications associated with induced abortion are rare. The risk of haemorrhage at the time of
abortion is low, aVecting around one in 1000 abortions. The risk of haemorrhage is even lower for early
abortions: 0.88 per 1000 at less than 13 weeks.53

2.6 There is a small risk with all methods of first trimester abortion of failure to terminate the pregnancy.
The risk of failure to terminate with surgical abortion is around 2.3 per 1000 and for medical abortion is
between 1 and 14 per 1000, depending on the drug regimen used and the experience of the centre.54

2.7 Infection is the main complication associated with abortion, which is usually caused by a pre-existing
infection. Infective complications occur in around 10% of cases. In line with RCOG guidance, the
administration of prophylactic antibiotics is standard practice.55

2.8 The RCOG describes the risk of uterine perforation at the time of surgical abortion as moderate at
1-4 per 1000. The risk is lower for abortions performed earlier in pregnancy. Similarly the risk of damage
to the external cervical os at the time of surgical abortion is described as moderate (no greater than one in
1000) and the risk is lower when the abortion is performed earlier in pregnancy.56

2.9 There is clear evidence that having a legal abortion is safer than continuing with a pregnancy.

(b) The role played by the requirement for two doctors’ signatures

2.10 An abortion is always safer than carrying a pregnancy to term. Therefore the current legal
requirement for two doctors’ signatures is placing an unnecessary burden on the NHS and delaying women’s
access to abortion services. Polls of general practitioners have shown that 18–24% describe themselves as
broadly anti-abortion and do not refer women.57 58

2.11 There is anecdotal evidence that some healthcare professionals who refuse to refer women for
abortions also do not refer them to a colleague who will help, despite professional guidance requiring them
to do so. In 2005, research with women undergoing abortion between 19 and 24 weeks’ gestation found that
being refused a referral by a doctor was a major problem for some women and there were many examples
of women being delayed through the referral process. The research reported that being refused a referral
had a significant impact on women. Many of the women were shocked and some became upset when they
recounted their experiences.59

49 Royal College of Obstetricians and Gynaecologists, The Care of Women Requesting Abortion (London: RCOG Press, 2004).
50 Grimes D, “Risks of mifepristone abortion in context”, Contraception, vol 71, no 3 (2005), 161 and Grimes D, “Estimation

of pregnancy-related mortality risk by pregnancy outcome, United States, 1991–99”, American Journal of Obstetrics and
Gynecology, vol 194, no 1 (2006), 92–94.

51 Confidential Enquiry into Maternal and Child Health, Why Mothers Die: 2000–02 (London: RCOG Press, 2004).
52 Op cit (no 49).
53 Op cit (no 49).
54 Op cit (no 49).
55 Op cit (no 49).
56 Op cit (no 49).
57 Marie Stopes International, General Practitioners: attitudes to abortion (London: MSI, 1999).
58 Finnie S, Foy R and Mather J, “The pathway to induced abortion: women’s experiences and general practitioner attitudes”,

Journal of Family Planning and Reproductive Health Care, vol 32, no 1 (2006), 15–18.
59 Marie Stopes International, Late Abortion: A Research Study of Women Undergoing Abortion Between 19 and 24 Weeks’

Gestation (London: MSI, 2005).
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2.12 Further research has confirmed that delays in referrals could lead to women having later abortions.60

Seven per cent of the women who had waited more than two weeks between requesting and obtaining an
abortion, reported that the first person they had approached had made it diYcult for them to get further
appointments. The median waiting time for these women was 21 days. Four per cent of respondents said
that the first person they asked about an abortion said it was not possible for them to have one. These women
waited an average of 14 days. A further 4% said the first person they approached had told them they were
opposed to abortion; the median waiting time for these women was 19 days.

2.13 The research noted that women having later abortions who had waited more than 14 days between
asking for and obtaining an abortion were more likely to have requested an abortion before 12 weeks’
gestation. This suggests that in some cases the requirement for two doctors’ signatures significantly delays
women’s access and leads to women having later abortions.

(c) The practicalities and safety of allowing nurses or midwives to carry out abortions or of allowing the second
stage of early medical abortions to be carried out at the patient’s home

2.14 Nurses, midwives and other trained healthcare professionals already carry out abortions in other
countries. In several states in America nurse practitioners, physician assistants and nurse-midwives are
involved at various levels of abortion services.

2.15 Research in Vermont and New Hampshire compared complication rates after surgical abortions
performed by physician assistants with those for surgical abortions performed by physicians. The research
showed that surgical abortion services provided by experienced physician assistants were comparable in
safety and eYcacy to those provided by physicians. For physician assistant performed abortions, the
complication rate was 22.0 per 1000 compared to 23.3 per 1000 for physician performed abortions, which
is not a statistical diVerence.61

2.16 Similar research conducted in South Africa and Vietnam in clinics run by Marie Stopes
International compared the complication rates for induced abortions before 12 weeks’ gestation carried out
either by a doctor or by a qualified “mid-level provider”.62 In South Africa and Vietnam, mid-level providers
undergo standardised, government-accredited training in abortion. The research found that, with
appropriate training, mid-level providers could perform early abortions as safely as doctors. In South
Africa, the complication rate for mid-level providers was 1.4 per 100 patients and 0 per 100 for doctors. In
Vietnam, the rates of complications were 1.2 per 100 for both mid-level providers and doctors.

2.17 Research shows that it is a healthcare professional’s training and experience that should determine
their suitability to perform abortions.

2.18 There is clear evidence of the safety, eYcacy and acceptability of women having the second stage of
medical abortions at home. In America, it is standard clinical practice to give women the second stage to
take at home. Since mifepristone was licensed there, approximately 750,000 women have used it.63 Research
has shown high rates of success, with more than 90% of women having complete abortions, and high levels
of satisfaction for women self-administering the second stage of their abortion at home.64 65

2.19 Research suggests home self-administration of misoprostol is feasible and eVective in Great Britain.
Research conducted in four gynaecology units in England and Scotland found that 71% of women said there
was nothing that had happened during their medical abortion in the hospital that they could not have coped
with at home.66 In a study at Aberdeen Royal Infirmary, 49 women were provided with misoprostol to take
at home: 98% of them were satisfied with having the abortion at home.67

2.20 Similar results have been found elsewhere. Research in Sweden and France with 124 women who
self-administered the second stage of a medical abortion at home also found that 98% of women were
satisfied with the process.68

60 Ingham R et al, Second Trimester Abortions in England and Wales (Southampton: University of Southampton, 2007).
61 Goldman M B et al, “Physician assistants as providers of surgically induced abortion services”, American Journal of Public

Health, vol 94, no 8 (2004), 1352–1357.
62 Warriner I K et al, “Rates of complication in first-trimester manual vacuum aspiration abortion done by doctors and mid-

level providers in South Africa and Vietnam: a randomised controlled equivalence trial”, The Lancet, vol 398, 2 December
(2006), 1965–1972.

63 Danco Laboratories, Mifeprex Patient Brochure 2007 (New York: Danco Laboratories, 2007), 'http://
www.earlyoptionpill.com/pdfs/Combined-English.pdf(, accessed 20 August 2007.

64 SchaV E A et al, “Vaginal misoprostol administered at home after mifepristone (RU486) for abortion”, Journal of Obstetrics
and Gynecology, vol 24, no 2 (2004), 155–156.

65 Shannon C S et al, “Multicenter trial of a simplified mifepristone medical abortion regimen”, Obstetrics and Gynecology, vol
15, no 2 (2005), 345–351.

66 HamodaH et al, “The acceptability of homemedical abortion towomen in UKsettings”, BJOG, vol 112, no 6 (2005), 781–785.
67 Hamoda H et al, “Home self-administration of misoprostol for medical abortion up to 56 days’ gestation”, Journal of Family

Planning and Reproductive Health Care, vol 31, no 3 (2005), 189–192.
68 Clark W H et al, “Home use of two doses of misoprostol after mifepristone for medical abortion: a pilot study on Sweden

and France”, European Journal of Contraception and Reproductive Health Care, vol 10, no 3 (2005), 184–191.
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2.21 In addition, during a series of interviews about the experience of having the second stage of a medical
abortion at home in America, women described the process as “natural” and “private”.69 There is no reason
why women should not be able to have the second stage of a medical abortion at home if they choose to
do so.

(3) Evidence of long-term or acute adverse health outcomes from abortion or from the restriction of
access to abortion

3.1 Restricting access to abortion has a significant detrimental impact on women’s health. It is estimated
that 68,000 women worldwide die each year due to complications of unsafe abortion.70

3.2 In Romania, policies restricting access to abortion led to a significant increase in maternal mortality
from 20 maternal deaths per 100,000 live births in 1966 to over 100 per 100,000 in 1974 and to 150 per
100,000 in 1983.71 After the restrictive laws were revoked, the rate of maternal deaths fell rapidly to 40 per
100,000 live births in 1989. It is estimated that around 200,000 Romanian women died between 1966 and
1988 as a result of unsafe abortion.72

3.3 The CEMACH Report in 2004 included a commentary on previous reports of deaths caused by illegal
abortion. The Report for 1952–54 included 153 deaths due to “abortion”, at least 108 of which were illegal.
Reports of around 30 deaths per year from illegal abortion continued throughout the 1950s and 1960s.
During 1969, the first full year that the 1967 Abortion Act was in force, the number of deaths “clearly due
to illegal abortion” fell to 17. The number of deaths due to illegal abortion could have been underestimated
because the number of deaths attributed to spontaneous miscarriage also decreased from 1970, in parallel
with those attributed to illegal abortion.73

3.4 More recently, access to legal abortion in Nepal appears to have helped to reduce the maternal death
rate. In 2001, the oYcial maternal mortality rate for Nepal was 539 maternal deaths per 100,000 live births.
Access to abortion was legalised in 2002 and a programme introduced to make safe abortion more widely
available. In 2006, the maternal mortality rate in Nepal was 281 per 100,000 live births, a reduction of 48
per cent.74

3.5 In 2004, a worldwide review of epidemiological evidence on breast cancer and abortion concluded
that induced abortion did not increase a woman’s risk of developing breast cancer.75 The review also found
that there was no significant diVerence in the relative risk of breast cancer related to the number of abortions
a woman had, the woman’s age at abortion or the time since the abortion.

3.6 There is no evidence linking induced abortion to subsequent infertility in countries where abortion
is legal. The RCOG guidance states that “published studies strongly suggest that infertility is not a
consequence of uncomplicated induced abortion”.76

3.7 A review of evidence of long-term consequences of induced abortion published in 2002 found no link
between abortion and subsequent miscarriages or ectopic pregnancies.77 The evidence reviewed appeared to
show an association between surgical abortion and placenta praevia. However, more recent evidence
reviewed by the RCOG suggested that there was no such association with vacuum aspiration and that the
previous links could have been due to sharp curettage techniques used to perform later surgical abortions.78

3.8 There seems to be some evidence suggesting a link between induced abortion and subsequent pre-
term births. The same review found an association between abortion and pre-term birth and suggested the
elevation in risk ratio was between 1.3 and 2.0. The review also suggested that the risk of pre-term birth
increased with the number of abortions a woman had had.79

3.9 Much of the recent research that has appeared to demonstrate a link between abortion and mental
health problems has significant flaws. For example, it does not address whether women who have had an
abortion experience more adverse outcomes than women who have had to carry an unwanted pregnancy to
term. Similarly, studies often do not take account of existing conditions.80

69 Elul B et al, “In-depth interviews with medical abortion clients: thoughts on the method and home administration of
misoprostol”, Journal of the American Medical Women’s Association, vol 55, no 3 (suppl 2000), 169–172.

70 Glasier A et al, “Sexual and reproductive health: a matter of life and death”, The Lancet, vol 368, 4 November (2006),
1595–1607.

71 Ibid.
72 International Planned Parenthood Federation, Death and Denial: Unsafe Abortion and Poverty (London: IPPF, 2006).
73 Op cit (no 15).
74 Marie Stopes International, Nepal: New Figures Show Safe Abortion Services Help to Dramatically Reduce Maternal Deaths

MSI press release, 18 July 2007, 'http://www.mariestopes.org.uk/ww/press/press-ww-180707.htm(, accessed 4 August
2007.

75 Collaborative Group on Hormonal Factors in Breast Cancer, “Breast cancer and abortion: collaborative reanalysis of data
from 53 epidemiological studies, including 83,000 women with breast cancer from 16 countries”, The Lancet, vol 363, 27
March (2004), 1007–1016.

76 Op cit (no 13).
77 Thorp J M, Hartmann K E and Shadigian E, “Long-term physical and psychological health consequences of induced

abortion: review of the evidence”, Obstetrical and Gynecological Survey, vol 58, no 1 (2002), 67–79.
78 Op cit (no 13).
79 Op cit (no 41).
80 Cohen S, “Abortion and mental health: myths and realities”, Guttmacher Policy Review, vol 9, no 3 (2006),

www.guttmacher.org, accessed 3 August 2007.
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3.10 Research by Professor David Fergusson appeared to suggest a link between abortion in young
women and subsequent anxiety, depression, suicidal behaviours and substance misuse. However, this study
did not take into account important factors such as pre-existing health problems. In addition, the
researchers estimated that around one fifth of the women in the study who had had an abortion did not
disclose it, which would have altered the results.81

3.11 A review of the literature on the psychological sequelae of abortion and denied abortion, published
in 1991, concluded that a minority of women experience an adverse psychological reaction after an abortion.
However, these symptoms were often a continuation of previous conditions and many of them disappeared
after the abortion.82

3.12 The review suggested women who experienced more distress after an abortion were more likely to
have low self-esteem, a higher sense of alienation and poorer knowledge of contraception. An abortion being
medically or genetically indicated and a previous history of mental ill health were also risk factors. In
contrast, adolescents who felt they had made their own decision about the abortion, without any outside
pressure, were less likely to experience negative reactions.

3.13 The limited research on the impact of denied abortion was also reviewed, which highlighted, as an
area for concern, the high number of “spontaneous abortions” recorded in women who had been denied an
induced abortion.

3.14 Those women who carried an unwanted pregnancy to term after being denied an abortion appeared
to have greater feelings of guilt and anxiety than women who had been able to access an abortion. Although
an unwanted pregnancy did not always result in an unwanted child, a significant number of women (34%
in one study) continued to report negative feelings such as resentment towards their children.83

3.15 There is no conclusive evidence linking having an abortion to subsequent mental ill health. Evidence
suggests that a significant number ofwomen continue to suVer adverse eVects after being denied an abortion.
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Memorandum 10

Submission from Theresa Lynch

Apart from the obvious moral and ethical questions which inevitably arise in relation to abortion and the
most vulnerable involved, professional issues should nonetheless be considered in relation to the future role
of the nurse.

— The “developed role of the nurse” appears to have no limit as reflected in this proposal of surgical
abortion.

— Nurses need to maintain and expand their expressive rather than instrumental skills (particularly
those which appear to be emerging as unpopular with their medical colleagues).

— The nurse’s role should be reflected in positivity, not by a willingness to promote a negative image
in the proposed undertaking of all aspects of abortion.

— Surgical abortion by nurses is a dangerous responsibility which nurses can never fulfill as
competent practitioners. They are not surgically-competent to deal with the inevitable, possible
life-threatening complications.

— Nurses who are trained for years to protect, nurture and maintain life, will inevitably be
pyschologically and emotionally aVected by this expectation of them, knowing, as any educated
nurse knows that women who undergo this procedure are psychologically and even physically
burdened for years by the procedure.

Lastly, I believe such a radical decision required consultation with more than a few selected RCN
members “working in the field”. Views will most probably reflect just that narrow section of the RCN
membership. I believe a wider consultation is required to enable other nurses to give their view on this hugely
important decision, a massive departure from the historical role of the nurse—“to do no harm”.

I look forward to the outcome with close interest.

August 2007

81 Ibid.
82 Dagg P, “The psychological sequelae of therapeutic abortion—denied and completed”, The American Journal of Psychiatry,

vol 148, no 5 (1991), 578–585.
83 Ibid.
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Memorandum 11

Submission from the Guild of Catholic Doctors

GUILD OF CATHOLIC DOCTORS RESPONSE TO THE PARLIAMENTARY SCIENCE &
TECHNOLOGY COMMITTEE’S REQUEST FOR EVIDENCE CONCERNING: THE EFFECTS

OF THE ABORTION ACT 1967

We in the Guild of Catholic Doctors believe that, apart from an ethical argument, which is proscribed by
your committee on this occasion, the 40 years of abortion, largely “on demand”, have had a number of
serious ill-eVects on our Society:

1. The eVect of the loss of six million, largely healthy, young citizens from our society as a result of
abortion is impossible to calculate, but it has seriously diminished our capability of looking after ourselves,
without outside help, and has led, to some extent, to the large requirement for immigration which our
economy now has. Amongst this huge number will have been the average incidence of geniuses and
prospective leaders, and we may well have killed the very people who could have led our Society forward
more successfully.

2. The eVect on mothers having abortions has been serious, with more depression (1), suicide (2,3,13)
despite less suicide after normal birth (4), future gynaecology problems (5,6,7), increased risks of “medical
abortions” at home (8), and breast cancer (9,10)). Post-Abortion Syndrome is now accepted as a long-term
problem (11,12).

3. The eVects on those carrying out abortions (nurses, doctors etc) is diYcult to calculate, but the notion
that vulnerable life (frail elderly, disabled, and premature) is less worthy of care is increasingly apparent
(JoVe Bill, & Mental Capacity Act for example). The Hippocratic Standards of the Medical Profession have
been eroded.

4. Society wants to see less abortion; a study by Communicate Research Ltd in April–May 2006 showed
that 65% of women wanted less abortion; 80% of women believe that aborting a baby at 24 weeks (the upper
limit) is cruel. 95% of people want the Abortion Act to be kept under regular review. People are far better
informed now than they were in 1967, and know that at 24 weeks 72% of babies can survive, and at 23 weeks
nearly 50% can survive. The general public has seen the ultra-sound pictures of babies in the womb. People
want a proper debate, in the country and in Parliament, not just a Private Member’s Bill situation.

5. The “Blue form”, which still has to be signed by two doctors, is woefully misused and remains
unchanged after 40 years. It is not even necessary for both doctors to have seen and spoken with the mother,
and one may be the surgeon who is soon to do the abortion operation. Most abortions take place under the
“Ground C” section of the Act, where the “Physical or Mental Health” of the mother is said to be at risk,
and proper data on this is not available, but it appears that less than half a percent of these are due to risk
of damage to the physical health of the woman.

6. There is a need for Ground C of the form to be properly divided in to separate physical and mental
health sections. Forms are quite often lacking proper reasons for the abortion to be performed and the law
is being broken all the time.

7. The mental problem is sometimes a new psychiatric problem, and sometimes an aggravation of a pre-
existing disorder. The data collected by the OYce of National Statistics (1994) shows an impressive but
rather vague list of mental disorders cited as a reason for abortion:- AVective Psychosis-71.

Other non-organic Psychosis-1

Neurone disorders-99,012

Personality disorders-91

Depressive disorders-44,005

Mental Retardation-20.

“Neurone disorder” (The majority) is a particularly vague disorder to most doctors.

8. Doctors should find more diYculty in justifying these reasons in a Court of Law, but very rarely is
there a challenge. The case of R v Smith (1974) A11 ER 376 is an illustration however; Scarman. L. J.
apparently approved of the view that before forming an opinion on the mental health aspect, one would
want to know as much as one could about the patient’s general background, such as her past medical history,
and whether there had been mental illness in the family. In this case the only ground given was that the girl
was “depressed”. The Court took the view that such a cursory comment following an apparently superficial
examination of her mental health, and the lack of enquiry into matters aVecting it, made it reasonable for
the Jury to conclude that the doctor had not genuinely formed an opinion in good faith after balancing the
risks involved, as the Act required him to do. The doctor was fined £1,000 and given a two year suspended
prison sentence.
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9. A surgeon carrying out an abortion under the Act bears the greater responsibility and should be very
clear as to the facts. In balancing the risks involved, as recorded by the two doctors signing the Blue Form,
he/she must be satisfied that the operation is proceeding within the terms of the Act, and we believe that this
is not often the case. There is an urgent need to improve the Blue Form and ensure it is fully complied with.

10. We in the Guild, as is known, do not approve of abortion at all, but it is clear that, with improvements
in neonatal care, the upper limit of 24 weeks needs to be reduced.

11. The abortion of disabled babies up to term is abhorrent to many in our Society, and creates negative
attitudes to all who are disabled, when everyone should be accorded equal standing as unique human beings.
It therefore follows that we believe that there should be no distinction between babies “in utero”. Especially
is late-abortion, for whatever reason, most stressful on the mothers.

12. We remain deeply concerned about the use of screening tests to identify children with disabilities
before birth, when the usual outcome is that the children are killed. We are very aware of the huge diversity
and joy that, for example, children with Down’s Syndrome bring to Society, and that this “screening out”
of such children is discriminatory.

13. Finally, it is appalling that, after 40 years, and six million abortions, we have so little useful data upon
which Society can deliberate and find ways of reducing the killing. We call for much more research into the
problem, more resources in antenatal genetic research and treatment, more help for those who face this
dilemma and the many agencies who try to give balanced help and advice; more care for those who suVer
the after-eVects, and more genuine debate in Parliament and in the Country at large.
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Memorandum 12

Submission from the BMA (British Medical Association)

Executive Summary

1. At the BMA’s Annual Representatives Meeting (ARM) in 2005, a detailed briefing paper on abortion
time limits was prepared that considered published data on survival rates and the longer-term health of
babies born at early gestation in the UK.84 Doctors at the conference debated the issue, voted, and concluded
that there should be no reduction in the current 24-week limit under the Abortion Act 1967.

2. The BMA believes that the Abortion Act 1967 should be amended so that first trimester abortion
(abortions up to 13 weeks) is available on the same basis of informed consent as other treatment, and
therefore without the need for two doctors’ signatures, and without the need to meet specified medical
criteria. From a clinical perspective abortion is better carried out early in pregnancy. Given the relative risks
of early abortion compared with pregnancy and childbirth, virtually all women seeking an abortion in the

84 This document can be made available to the Committee on request or can be found on the BMA website at www.bma.org.uk/
ap.nsf/Content/AbortionTimeLimits. British Medical Association. Abortion time limits: a briefing paper from the British
Medical Association. London: BMA, 2005.
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first trimester will meet the current criteria for abortion. The proposed amendment would help ensure that
women seeking abortion are not exposed to delays, and consequently to later, more costly and higher risk
procedures.

3. The BMA believes that any changes in relation to first trimester abortion should not adversely impact
upon the availability of later abortions.

About the BMA

4. The BMA is an independent trade union and voluntary professional association which represents
doctors from all branches of medicine across the UK. It has a totalmembership of over 138,000. BMA policy
is made at its ARM where motions are debated, and voted upon by locally, regionally and nationally chosen
representatives after informed debate, with opportunities to hear all viewpoints.

5. The BMA welcomes the inquiry into the scientific developments relating to the Abortion Act 1967. We
note that the Committee will not be looking at the ethical or moral issues and so we have limited our
comments to clinical issues.

The 24-week Time Limit

6. In its 2005 briefing paper on abortion time limits, the BMA considered the peer-reviewed research on
the survival rates and the longer term health of babies born at early gestation in the UK that was published
in key journals. The two main studies were the EPICure and Trent health region studies. The Committee
will no doubt receive information directly from those involved in the research but the following summary
may be useful:

Trent health region study

This study looked at all European and Asian live births, stillbirths, and late fetal losses from 22–32 weeks’
gestation, excluding those with major congenital malformations. The original study considered live births,
stillbirths and late fetal losses in women resident in the Trent health region between 1 January 1994 and 31
December 1997.85 The data were updated for the 4,112 births at 22–32 weeks’ gestation that took place
between 1 January 1998 and 31 December 2001.86 Among this latter group, although survival rates varied
depending upon birth weight, the overall probability of survival to discharge home was as follows:

22 weeks 23 weeks 24 weeks 25 weeks

European births 7% 15% 29% 47%
Asian births 3% 11% 27% 51%

The EPICure study87

The EPICure study looked at the survival and later health status at two and a half and six years old of
children born at 25 weeks or less gestation over a 10 month period in 1995 in the United Kingdom and
Ireland. The following table is taken from data obtained from the study of the children at the age of six.

Summary of Outcomes among Extremely Preterm Children88

Outcome 22 weeks 23 weeks 24 weeks 25 weeks

Number (per cent)

Died in delivery room 116 (84) 110 (46) 84 (22) 67(16)
Admitted for intensive care 22 (16) 131 (54) 298 (78) 357(84)
Died in Neonatal Intensive Care Unit 20 (14) 105 (44) 198 (52) 171(40)
Survived to discharge 2 (1) 26 (11) 100 (26) 186(44)
Deaths post-discharge 0 1 (0.4) 2 (0.5) 3(0.7)

85 Draper E S, Manktelow B, Field D, James D. Prediction of survival for preterm births by weight and gestational age:
retrospective population based study. BMJ 1999;319:1093–7.

86 Updated data tables can be found at bmj.bmjjournals.com/cgi/content/full/319/7217/1093/DC1 (accessed on 1 August 2007).
87 Costeloe K, Gibson AT, Marlow N, Wilkinson AR. The EPICure Study: Outcome to discharge from hospital for babies born

at the threshold of viability. Pediatrics 2000;106(4):659–71; Wood N, Marlow N, Costeloe K, Gibson A, Wilkinson A, for
the EPICure Study Group. Neurologic and Developmental Disability after Extremely Preterm Birth. N Engl J Med.
2000;343:378–84; Marlow N, Wolke D, Bracewell M, Samara M, for the EPICure Study Group. Neurologic and
Developmental Disability at Six Years of Age after Extremely Preterm Birth. N Engl J Med 2005;352:9–19.

88 Table taken from: Marlow N, Wolke D, Bracewell MA, Samara M for the EPICure Study Group. Neurologic and
Developmental Disability at Six Years of Age after Extremely Preterm Birth. Op cit: 99.
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Summary of Outcomes among Extremely Preterm Children88

Outcome 22 weeks 23 weeks 24 weeks 25 weeks

Number (per cent)

Lost to follow-up 0 3 (1) 25 (7) 39(9)
At 6 years of age:

Survived with severe disability 1 (0.7) 5 (2) 21 (5) 26(6)
Survived with moderate disability 0 9 (4) 16 (4) 32(8)
Survived with mild disability 1 (0.7) 5 (2) 26 (7) 51(12)
Survived with no impairment 0 3 (1) 10 (3) 35 (8)

7. The BMA’s policy is that there should be no reduction in the current 24-week limit.

8. When the 24-week limit was agreed by Parliament in 1990, a key argument was that this was the stage
at which the fetus was considered to be viable. It needs to be acknowledged that viability is diYcult to define.
For example, is it understood to mean simply that the fetus is capable of being born alive or, at the other
extreme, that it is capable of surviving through childhood with no or minimal disabilities. The current
legislative focus on viability has focused on gestational age alone. Factors such as birth weight, whether it
is a multiple pregnancy and the gender of the fetus will also aVect the outcome in any particular case.89 Even
if a fetus reaches a gestational age which is considered the minimum possible for viability, many other
factors come into play as to whether that particular fetus is or may be viable. Another relevant factor to
consider in discussing viability therefore is whether “fetal viability” relates to the minimum stage possible
for any fetus to survive; whether it refers to the viability of that individual fetus; or whether it refers to the
stage at which the majority of infants may survive.

9. Even if a definition of viability can be agreed, data on “viability”, and particularly information that
can be transferred to other units, can be diYcult to obtain. This is because babies delivered at low gestations
may not survive labour or past the delivery room. The data set therefore may be very small and, in addition,
the figures will have been obtained from diVerent units which may have diVerent policies in place, as well
as variations in medical resources available, all of which will have an impact upon the results obtained.

Serious Abnormality

10. It is diYcult to provide a clear definition of serious abnormality. There needs to be suYcient flexibility
to take account of individual cases. In providing guidance to doctors, the BMA lists the following factors
that might be taken into account in assessing the seriousness of a handicap:

— the probability of eVective treatment, either in utero or after birth;

— the child’s probable potential for self-awareness and potential ability to communicate with others;

— the suVering that would be experienced by the child when born;

— the impact on the family.90

First Trimester Abortion (abortions up to 13 weeks)

11. The BMA’s call to remove the specified medical criteria and the need for two doctors’ signatures is
based partly on the view that risks of pregnancy and childbirth are invariably higher than the risks of early
abortion, and women should be able to access earlier safer abortions without unnecessary barriers. We
acknowledge that risk is complex to assess and can be considered in terms of numbers of risks, probability
of risks and severity of risks. Making exact comparisons is diYcult, but simply looking at the risk of death,
a woman is more likely to die as a result of pregnancy and childbirth, than from terminating a pregnancy.
Exact comparative figures are not possible to calculate on the data available but the data are indicative. In
the Confidential enquiry into maternal and child health 2000–02 (the latest published figures), the maternal
mortality rate due to direct and indirect causes (including following abortion) is 13.1 per 100,000 maternities
for the UK.91 Only five of the 391 maternal deaths reported occurred following abortion—a maternal
mortality rate lower than 1 per 100,000 according to this single source of data as approximately 560,000
terminations took place in the UK between 2000–0292. It is not clear from the enquiry report, even though
cited in the “early pregnancy” section, when these deaths actually occurred as one is cited elsewhere in the
report as occurring in the second trimester of pregnancy.

89 Draper ES, Manktelow B, Field DJ, James D. Prediction of survival for preterm births by weight and gestational age:
retrospective population based study. BMJ 1999;319:1093ı7 cited in: Royal College of Obstetricians and Gynaecologists. The
investigation and management of the small-for-gestational-age fetus. Guideline no. 31. London: RCOG Press, November 2002.

90 British Medical Association Ethics Department. Medical Ethics Today. The BMA’s handbook of ethics and law. 2nd ed.
London: BMJ Books, 2004: 242-3.

91 Confidential Enquiry into Maternal and Child Health. Why Mothers Die 2000–02. London: RCOG Press, 2004.
92 Department of Health. Abortion statistics. England and Wales, 2005. Statistical Bulletin 2006/01. London: DH, 2006; and ISD

Scotland. Scottish Health Statistics. Edinburgh: ISD Scotland, 2006.
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12. In addition, the earlier an abortion is carried out, the safer it is for women, with a lower risk of
complications. It is also less traumatic for all concerned. For example, the risk of haemorrhage at the time
of abortion is 0.88 in 1000 at less than 13 weeks’ gestation, rising to 4.0 in 1000 beyond 20 weeks’ gestation.93

13. These statistics reflect the fact that since 1967, there have been clinical advances in inducing abortion,
particularly with regard to first trimester abortions and the introduction of medical abortions, ensuring that
abortion is now much safer for women. The Royal College of Obstetricians and Gynaecologists (RCOG)
states that women considering abortion should be given accurate information, for example, “that abortion
is safer than continuing a pregnancy to term and that complications are uncommon”.94

14. Given that the evidence appears to suggest that virtually all women seeking an early termination of
pregnancy will meet the specified medical criteria, it is highly questionable whether there is any benefit in
requiring two doctors to confirm this fact.

15. Clearly risk needs to be evaluated carefully prior to any change in the law. At this year’s ARM,
representatives voted against changing the law so that first trimester abortion could be carried out by
suitably trained healthcare professionals, including midwives and nurses and relaxing the current rules
relating to “approved premises” in the first trimester. Doctors at the conference raised concerns that such
changes might expose women to increased risks to their health. The BMA does not, therefore, support the
extension of nurses or midwives roles in abortion under the Act, or the removal of the rules regarding
“approved premises”.

Long-term or Acute Adverse Health Outcomes

16. Controversy exists over the actual long-term psychological risks associated with abortion and
whether women who do suVer psychological harm are more likely to have had a history of psychological
problems prior to a termination. The RCOG states that:

“some studies suggest that rates of psychiatric illness or self-harm are higher among women who
have had an abortion compared with women who give birth and to non-pregnant women of
similar age. It must be borne in mind that these findings do not imply a causal association and may
reflect continuation of pre-existing conditions.”95

17. Subsequent to the RCOG statement, a New Zealand study96 has been frequently cited as suggesting
that there is a link between abortion and psychological harm. The study concludes, however, that “The
findings suggest that abortion in young women may be associated with increased risks of mental health
problems” [emphasis added], and in its discussion “There is clear need for further well-controlled studies
. . . ”. One of the study’s strengths is that it factors in other confounding factors that may have aVected the
women’s mental health, for example previous mental health and personality factors. There are limitations
however, which mean that the study cannot be interpreted as clearly suggesting a link between abortion and
psychological harm. The study makes no reference to the gestation of the women who had undergone
abortion or the reason for the termination, amongst other things. These factors could be significant; it could
be argued, for example, that the psychological impact on a woman terminating an unwanted pregnancy
early on would significantly diVer to a woman terminating a wanted pregnancy later on due to serious fetal
abnormality or a risk to the mother’s life, or if the termination is a result of rape or incest; and yet these
women are frequently grouped together.

18. Both abortion and mental health problems are common life experiences amongst women, and it is
inevitable that there will be some overlap between these two groups. At least a third of women will have an
abortion by the age of 45,97 and the World Health Organisation states that a quarter of people will suVer
from mental and behavioural disorders at some time during their lives.98

19. There is also some evidence that women can die as a result of delays in accessing abortion services.
The Confidential enquiry into maternal and child health 2000–02 found that “A very few women died
because of administrative delays while waiting for therapeutic terminations of pregnancy that might have
saved their lives”.99
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93 Royal College of Obstetricians and Gynaecologists. The care of women requesting induced abortion. London: RCOG Press,
2004:8.

94 Ibid:29.
95 Royal College of Obstetricians and Gynaecologists. The care of women requesting induced abortion. Op cit; 96.
96 Fergusson D M, Horwood L J, Ridder EM. Abortion in young women and subsequent mental health. Journal of Child

psychology and psychiatry. 47(1);2006:16–24.
97 Royal College of Obstetricians and Gynaecologists. The care of women requesting induced abortion. Op cit; 84.
98 World Health Organisation. The world health report 2001—Mental Health: New Understanding, New Hope. Geneva:

WHO, 2001:9.
99 Confidential Enquiry into Maternal and Child Health. Why Mothers Die 2000–02. Op cit: 92.
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Memorandum 13

Submission from History & Policy

About Us

The author is Dr Lesley A. Hall, Senior Archivist, Wellcome Library, 183 Euston Road, London NW1
2BE, and Honorary Lecturer in History of Medicine, University College London. She has catalogued the
archives of the Abortion Law Reform Association and related collections. She is the author of The Facts
of Life: the creation of sexual knowledge in Britain, 1650–1850 (jointly with the late Roy Porter, Yale UP,
1995), Sex, Gender and Social Change in Britain since 1880 (Palgrave Macmillan 2001), and Outspoken
Women: women writing about sex, 1870–1969 (Routledge, 1995). She has recently completed a biography
of F. W. Stella Browne (1880–1955), a pioneer of British abortion law reform. Her personal website includes
a section on “Literary Abortion” http://www.lesleyahall.net/abortion.htm

For further information on the passage of the 1967 Abortion Act, see the Centre for Contemporary
British History witness seminar available at: http://www.icbh.ac.uk/icbh/witness/abortion/index.html, or
contact Mel Porter for a hard copy version.

History & Policy is an independent initiative working for better public policy through an understanding of
history. It was founded by historians at Cambridge and London Universities who believe today’s “evidence-
based” policy environment would benefit from more historical input. History & Policy works to increase
the links between historians and those analysing, discussing and deciding public policy in the UK today,
and makes historians and their research findings more accessible to policy and media audiences. See http://
www.historyandpolicy.org or email mel.porterwsas.ac.uk for more details.

Summary

This memorandum outlines the historical background to the current state of the law on abortion in Britain
as based on the 1967 Abortion Law Reform Act and describes:

— The various legal enactments under English law aVecting abortion.

— The historical origins of the requirement for two doctors’ signatures and its current eVects, notably
delays in treatment.

— How moral rather than medical factors often eVect doctors judgements on abortion.

— Why the illegality of abortion pre-1967, led to the proliferation of dangerous “backstreet”
abortions or self-administered attempts at termination, as well as the remunerative exploitation of
loopholes in the law by a small group of medical practitioners.

— How pre-1967 arguments against abortion were rooted either in a perception of the risk it posed
to the women concerned, or to attitudes which associated it with sexual immorality.

— Some suggestions about possible changes to the existing situation In the light of this historical
evidence and more recent medical developments.

1. The Historical Background to the 1967 Abortion Act

1.1 The long perspective

1.1.1 For many centuries women have endeavoured to implement retroactive birth control by means of
abortion. Surviving materials from a long range of historical periods and diVerent cultures record numerous
substances reputed to be abortifacients and practices believed to induce miscarriage.

1.1.2 The weight of the traditional concept of “quickening” in defining the remit of the law for many
centuries and the persisting conceptualisation by women of the problem as “bringing on” menstruation,
suggests that the idea of pregnancy as an absolute, either/or, state, has historically had little purchase on
women’s own sense of this experience, and this can be seen as late as the mid-twentieth century.

1.2 The development of English abortion law

1.2.1 Prior to 1803 in Britain, procuring an abortion was an oVence dealt with in the ecclesiastical or
common law courts and often assumed (prior to “quickening”) not to be a crime. In 1803 Lord
Ellenborough’s “Wounding and Maiming Bill” criminalized the “malicious using of means to procure the
miscarriage of women”: after quickening this became a capital oVence. The woman herself was not defined
as criminal, leaving a loophole for self-abortion.

1.2.2 In 1838 abortion was removed from the tally of capital oVences but the quickening distinction
dropped.
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1.2.3 The 1861 OVences Against the Person Act made the woman herself liable for prosecution and fixed
the penalty for procuring abortion as life imprisonment. It included a clause aimed at checking the supply
of “noxious things” and “instruments” for procuring miscarriages. The introduction of the concept of an
“unlawful” abortion enabled medical practitioners to stake out a claim to clinical judgement concerning
“lawful” therapeutic abortion, though this remained contested.

1.2.4 The Infant Life (Preservation) Act of 1929 made a rather ambiguous concession towards
terminating a pregnancy to save the mother’s life, by stating that the destruction of a child “capable of being
born alive” (ie the pregnancy had lasted over 28 weeks, then considered the absolute limit of viability) would
not be a felony if “done in good faith for the purpose only of preserving the life of the mother”. However,
this did not address the question of terminating pregnancies at an earlier stage.

1.3 Medical attitudes towards abortion

1.3.1 Some doctors quietly performed therapeutic abortions under the assumption that intervention by
a registered medical practitioner to save a woman’s life was “lawful”, but the subject was seldom debated
within the profession.

1.3.2 In 1896 counsel to the Royal College of Physicians gave the opinion that “the law does not forbid
the procurement of abortion. . . [if] necessary to save the mother’s life.” However, doctors were continually
advised by writers on medico-legal matters and in textbooks of obstetrics, that to prove that the operation
was a necessity they should always obtain a second opinion—the two doctors requirement that later became
law in the Abortion Act 1967.

1.3.3 Doctors were under pressure from police and the judiciary to obtain information on illegal
abortionists by interrogating patients whom they suspected had undergone this operation. In 1914 the Royal
College of Physicians passed a resolution stating the “moral obligation” to respect the patient’s confidence.
Without consent a doctor would not be “justified in disclosing information obtained in the course of his
professional attendance.” If a woman refused to make a statement, the doctor was under no obligation to
take further action except that which was medically necessary.

1.3.4 The extent to which registered medical practitioners performed abortions is impossible to establish.
There was a long tradition of allegations concerning a group of specialists for whom it was a remunerative,
if covert, area of practice. Some cases involving registered medical practitioners did reach the courts, and it
was an oVence for which a doctor could be struck oV the register.

1.3.5 The findings of a British Medical Association Committee set up to enquire into the medico-legal
aspects of abortion were published in 1936, revealing a wide range of opinions and practices among its
members, from those who believed that relatively minor complaints such as nervousness and sleeplessness
in the woman justified abortion, to those who were reluctant to intervene even when there were obvious life-
threatening implications for the continuation of pregnancy.

1.3.6 In Aberdeen during the 1930s, the gynaecologist Dugald Baird took advantage of the diVerences
in Scottish law to perform “social” abortions for disadvantaged women.

1.3.7 In 1938 Aleck Bourne, a gynaecological surgeon, performed an abortion at St Mary’s Hospital,
London, on a girl of fourteen who had been gang-raped, and then informed the local police, in order to test
the law. His successful defence was that continuing the pregnancy seriously threatened her mental health.
This established an important case-law precedent under which doctors could legally perform abortions,
though medical nervousness persisted about the precise limits of this ruling.

1.3.8 A 1948 case involving Drs Bergmann and Ferguson established that, provided the doctor acted in
good faith, it did not matter whether he or she was actually correct about the grounds for abortion.

1.3.9 The provision of abortion by the medical profession remained to a great extent “Law For the Rich”
and was not widely available under the National Health Service to any women who needed it, while birth
control was still not routinely provided under the NHS (except in cases of severe threat to health from
further pregnancies).

1.3.10 Conclusion: The ambiguous legal status of abortion pre-1967 had an.adverse eVect on clinical
decision-making by the medical profession.

1.4 The movement to reform the law

1.4.1 There were a large number of illegal, “backstreet” abortionists, who only came to the attention of
the police and the courts if a woman died or became seriously ill as a result of their treatment. In several
cases they were described in court as good neighbours motivated by the urge to assist fellow women. Most
individuals could readily locate a backstreet abortionist via local networks of relatives, neighbours, or
workmates.

1.4.2 Backstreet abortion or attempts to self-abort caused a significant number of deaths and also
contributed substantially to female ill-health. The rise of a birth control movement raised the profile of
women’s resort to abortion, and concerns over the high rate of maternal mortality and morbidity also
brought the topic into debates about the health of nation.
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1.4.3 Following medical and surgical advances since 1861, by the 1920s abortion had become a relatively
safe operation if performed under surgical conditions.

1.4.4 High Court Judge, Mr Justice McCardie, speaking from the bench at Leeds in 1931, argued that
the law should be amended to explicitly permit doctors to perform abortions, in the light of medical and
surgical progress and social changes.

1.4.5 During the 1930s a number of women’s organisations demanded a change in the law to enable
women to have safe surgical abortions; and an amnesty for women in prison for performing illegal
operations.

1.4.6 In 1936 the Abortion Law Reform Association was established by a group of women on the radical
wing of the birth control movement, to campaign for safe abortion to be made available to all women, in
consultation with their medical practitioners.

1.4.7 In 1937 the government finally set up an Interdepartmental Committee on Abortion, which heard
extensive evidence. Its 1939 report opposed “any broad relaxation of the law”, though its very moderate
suggestions were the cause of considerable conflict among the committee.

1.4.8 Several Abortion Bills were put before Parliament by allies of the Abortion Law Reform
Association during the 1950s and 1960s, on the grounds that as it stood, the law was causing death and
disability for many women, and financial exploitation of others by greedy doctors.

1.4.9 In the early 1960s the thalidomide scandal again brought the topic of abortion into wider public
debate.

1.4.10 Providing it was performed in appropriate conditions, the operation had by this time become
extremely safe and much safer than childbirth, though this point was not always appreciated by opponents
to legalisation.

1.4.11 In 1967 an Abortion Act was finally passed, initially put forward as a Private Member’s Bill by
Liberal MP David Steel, but granted government time and oYcial drafting assistance. It legalised abortion
up to 28 weeks, under medical control where women’s physical or mental health was threatened, taking into
consideration adverse social conditions. It also incorporated and gave the force of statute law to the existing
“two doctors” provision, essentially codifying existing medical practices. The eVects of this requirement are
considered below (2.2.7)

2. From the 1967 Act to the Present

2.1 Responses to the change in the law

2.1.1 The overt inscription of the right to abortion in law provoked a vigorous backlash. Even before the
law changed a vociferous anti-abortion lobby sprang up, which agitated for restriction of the law once it
had failed to prevent the Bill passing.

2.1.2 It was around this time that opposition to abortion began to be expressed specifically in terms of
the “right to life”. Arguments had previously focussed either on the danger to the woman herself, or the
immoral desire to evade parenthood. It is perhaps relevant that contraception was not universally available
under the National Health Service until 1974.

2.1.3 As a result of the vehement opposition, the Lane Committee was set up in 1971 to enquire into the
working of the Act and concluded that, apart from commercial sector abuses, the Act worked well and as
intended. Considerable variations in the availability of abortion in diVerent regions led to the establishment
of charitable clinics performing abortions at a low cost, as well as private clinics where the charges were
higher.

2.1.4 During the 1980s there were several attempts by MPs, with the support of organisations opposed to
the Act, to introduce bills to restrict the law, none of which succeeded in modifying the terms of the 1967 Act.

2.1.5 Attempts by various women’s groups, in particular the National Abortion Campaign, to liberalise
the system further, for example by enabling abortion on request during the first trimester, and doing away
with the “two doctors” provision, also failed.

2.1.6 Medical personnel are permitted to “conscientiously object” to assisting with abortions except in
cases where the woman’s life is seriously threatened. It is reported that some doctors’ own moral (rather
than medical) views lead them to refuse or delay abortions that would be in accordance with the existing
law and, although abortion is legal, obtaining one under the National Health Service is very much a
“postcode lottery” with distinct inequalities of provision in diVerent areas.

2.1.7 Conclusion: In many instances, moral rather than medical factors have influenced judgements over
abortion.
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2.2 Medical changes and their legal impact

2.2.1 As a result of advances in neonatal medicine leading to the survival of very premature babies, a
reduced time-limit of 24 weeks was incorporated as Section 37 of the 1990 Human Fertilisation and
Embryology Act, except in cases where the woman’s life is in danger, continuing pregnancy would involve
grave permanent injury to her health, or the child would suVer from severe mental or physical handicap.
This time-limit continues to be contested, given continuing progress in neonatology, although very
premature babies appear to suVer from significant developmental problems.

2.2.2 There are increasingly sophisticated means of diagnosis available to ascertain the state of the
developing foetus, although some, such as ultrasound scans, cannot be reliably used until partway through
the second trimester or even later in pregnancy.

2.2.3 There have been developments in medical, rather than surgical, means of abortion, with the advent
of the “abortion pill” (mifepristone and misoprostol), which is an extremely safe and eVective method of
terminating a pregnancy of less than eight weeks, without the potential dangers of surgical intervention.

2.2.4 Surgical abortion remains considerably safer than childbirth although a number of risks remain,
which increase the later in pregnancy it is undertaken.

2.2.5 While various alarmist claims have been made about the long-term physical and mental
repercussions for the woman, most of these are not supported by reliable and credible medical evidence, and
may even be contradicted by it.

2.2.6 Setting a strict upper limit or restrictions on specific operations would create a number of problems.
Many rare but serious conditions, aVecting both mother and child, that necessitate termination, only
manifest or are diagnosable at a relatively late stage of pregnancy, by which time the eVective options are
limited.

2.2.7 It has been suggested that the administrative requirement for the signature of two doctors causes
undesirable delays. This provision, based in the long-standing pre-1967 concern to protect doctors from
prosecution, does not apply to any other lawful operation and it is hard to see who exactly it is protecting
now that termination is legal. Given the time constraints involved in abortion and the evidence for the
increase in risk the later it is performed, it is not clear what medical purpose this requirement serves. The
new developments in medical abortion raise the possibility that these might reasonably be carried out under
the supervision of trained nurses or midwives.

2.2.8 Conclusion: The “two doctors provision”, rooted in doctors’ needs to protect themselves prior to
the 1967 Abortion Act. is outdated now and causes potentially harmful delays.

3. Conclusions

3.1 The numbers of abortions performed is now recorded and statistics tabulated, but there are no
reliable figures for the numbers of abortions performed under less safe conditions before 1967. The number
of abortion-related deaths and the amount of injury to women’s health have, however, declined dramatically
after 1967.

3.2 It can be argued that the current system creates delays which can lead to adverse outcomes, and these
could be significantly ameliorated by enabling the majority of abortions to be performed as early as possible,
in particular by non-invasive means such as the abortion pill.

3.3 There is little evidence that abortions would necessarily be any fewer if illegal; only that they would
be more dangerous, and the availability of the operation more erratic and inequitable with a considerable
likelihood of financial exploitation.

August 2007

Memorandum 14

Submission from Dr Joel Brind, Professor of Human Biology and Endocrinology, Baruch College of the
City University of New York

Scientific Developments Relating to the Effect of Abortion on Risk of Future Breast Cancer

Executive Summary

— Higher risk of future breast cancer in women with abortion versus pregnancy and delivery has been
consistently reported in medical literature since 1970 multinational study (including the UK) by
the World Health Organization (WHO).
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— Oxford University epidemiologists have led the eVort to give public false assurance of safety since
1982, with three studies on UK women, and a recent (2004) “reanalysis” by Valerie Beral et al, of
worldwide data, which reported the false conclusion of no risk increase with abortion.

— The Oxford “reanalysis” was biased in selecting studies for review, including at least four large,
scientifically invalid studies, and excluding or omitting 15 valid studies for non-scientific reasons.

— The Oxford “reanalysis” used the clinically impossible standard “of never having had that
pregnancy” to which women who chose abortion are compared.

— The majority of world-wide published evidence shows abortion raises breast cancer risk beyond
“never having had that pregnancy”, as we reported in our 1996 meta-analysis, published by the
British Medical Association.

— Established facts of breast physiology support independent eVect of abortion in raising breast
cancer risk.

— The flawed methodology used for abortion, in Oxford “reanalysis” and in general, is compared
with correct methodology used to identify HRT as a significant risk factor, even by the same
Oxford researchers (Beral et al.) in their 2003 “Million Women Study“.

— The same inappropriate standard of comparison used for abortion would also make HRT appear
not to increase risk, as demonstrated by Million Women Study results.

— Recent US experience with hormone replacement therapy (HRT) shows honest reportage of risks
results in women avoiding risk, by stopping HRT use.

— Recent US drop in breast cancer shows striking results of women stopping HRT use, thus
avoiding risk.

— RCOG Clinical Guideline No. 7 acknowledges lower breast cancer risk with pregnancy and
delivery, yet it contradicts its own evidence with the claim of no risk increase, and violates its own
Clinical Governance Advice No. 6 re: obtaining informed consent.

— RCOG Clinical Guideline No. 7 misrepresents evidence against their recommendation as
“Evidence supporting recommendation”.

— Open disclosure of abortion’s eVect in raising breast cancer risk will reduce future medical costs
and demographic decline in the UK.

Focus of this Report

1. This report will focus primarily on recent developments in research as published in the peer-reviewed
medical literature, mostly in the UK, concerning “the relative risks of early abortion versus pregnancy and
delivery” (Select Committee instruction 2(a)), specifically in relation to “evidence of (the) long-term . . .
adverse health” outcome(s) from abortion” (instruction 3) of breast cancer.

Background

2. Compared to pregnancy and delivery, that the risk of future breast cancer is increased in women who
choose abortion has been documented in the peer-reviewed medical literature since at least 1970, with the
publication of a seven-nation (including the UK) international epidemiological study in the Bulletin of the
World Health Organization1. That study established that early full-term—but not aborted—pregnancy
confers substantial protection against future breast cancer. The authors described the “striking relation . . .
that women having their first child when aged under 18 have only about one-third the breast cancer risk of
those whose first birth is delayed until the age of 35 years or more.” Importantly, the authors further
observed that, where diVerences were observed regarding the frequency of abortion they “were in the
direction which suggested increased risk associated with abortion⁄contrary to the reduction in risk
associated with full-term births.” Hence, a pregnant women choosing to abort her first pregnancy was found
to be putting herself at substantially higher risk of future breast cancer, compared to her choosing to
complete the pregnancy.

3. Despite multiple confirmations of higher risk with abortion compared to full-term pregnancy, many
epidemiological researchers have continued to “reassure” the public about the safety of induced abortion
vis-à-vis breast cancer risk. This eVort has been most consistently made over the years by researchers at
Oxford University2–5, most recently by a group headed by Valerie Beral. The quantitative evidence to
support this false claim of safety was inappropriately compiled in several important ways.

2004 Oxford “Reanalysis” of Worldwide Data

4. While purporting to be comprehensive in having “brought together worldwide epidemiological
evidence” on abortion and breast cancer, the Oxford group’s 2004 “collaborative reanalysis” in the Lancet
comprising 52 studies4, was highly selective. Although 41 studies with abortion-breast cancer data had been
published by that time, the total of 52 was arrived at by the exclusion or omission of 17 published studies
and the inclusion of 28 studies’ worth of previously unpublished data.
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5. Of the 13 studies excluded in the 2004 Beral “reanalysis”, only two were excluded for valid scientific
reasons, ie, specific information on “induced abortions had not been recorded systematically for women
with breast cancer and a comparison group.” However, an additional three large published studies—should
have been excluded under the same criterion, to wit: a 1997 study in Denmark6 in which all the data on legal
abortions before 1973 were missing (80,000 abortions on 60,000 women), a 2001 study of Oxford women3,
in which over 90% of the abortions in the study population were unrecorded, and a 2003 Swedish study7,
in which data on all abortions after the most recent childbirth (ie, a majority of abortions) were missing. All
of these inappropriately included studies reported no increased breast cancer risk associated with induced
abortion, and substantially biased the “reanalysis” in the negative direction.

6. An additional large but unpublished (subsequently published in 2005) study on women in Scotland5

included in the “reanalysis, should also have been excluded on the same grounds. In fact, the Scotland study
by Brewster et al, which was co-authored by Beral herself, distorted an otherwise excellent database and
arrived at an entirely invalid result. Specifically, the database of NHS reproductive histories of women in
Scotland, had been computerized in 1981. Since pre-1981 events were also incorporated into the database
in 1981, such events could also be included in the Brewster study. But inexplicably, Brewster et al. included
only “those with some reproductive events occurring before 1981, and (for whom) number of pregnancies
equalled number of births—that is, no miscarriages or induced abortions before 1981”. This egregious
application of selection bias eliminated over 90% of the women for whom abortion preceded the first live
birth; a majority of abortions in Scotland. The resulting analysis consequently embodied such a thorough
distortion of the database as to render the study’s negative result entirely invalid. I have published a detailed
deconstruction of the Brewster study elsewhere8.

7. A bias in the Beral et al. “reanalysis” in the same direction (of finding no risk increase with induced
abortion) is evidenced by the pattern of exclusion of valid studies. Specifically, 11 studies were excluded from
the analysis for non-scientific reasons, ie: “Principal investigators . . . could not be traced, original data could
not be retrieved”, or “researchers declined to take part in the collaboration” or “judged their own
information on induced abortion to be unreliable” (this last justification being particularly remarkable, as
the data in question had been published in a prominent peer-reviewed journal9 and never retracted). Four
additional studies simply never appeared in the analysis, with no justification given, even though they had
been previously published as abstracts or included in other reviews.

8. That the Beral et al.4 “reanalysis” was severely biased by these 15 inappropriate and unscientific
exclusions and omissions is clear from the fact that this excluded group includes all the large studies which
had reported overall relative risks in excess of two (ie, double the risk). The “reanalysis” therefore gives the
false impression that no single, substantial study in the published record reported an overall relative risk in
excess of 1.41, when in fact, four of the studies had reported overall relative risks greater than two; one as
high as 3.110.

9. Despite the conclusion of Beral et al.4 in their 2004 reanalysis that induced abortions “do not increase
a woman’s risk of developing breast cancer”, and notwithstanding the substantial selection bias inherent in
the “reanalysis”, Beral et al. still reported a summary, statistically significant relative risk of 1.11 for all
studies based on retrospective data, in contrast to a slightly negative association (RR % 0.93) for studies
based on prospective data. Finding the diVerence between the prospective and retrospective study results
“highly significant” (despite the egregious flaws in four of the prospective studies, described in paragraph 5
and 6 above), Beral et al. reported that the diVerence was likely attributable to “the systematic diVerence in
reporting induced abortion between cases and controls indicated by the Swedish retrospective study”. The
Swedish study11 to which Beral et al. refer, however, was based on the presumption that women who had
reported abortions which did not appear in the computerized registry had “overreported” them, ie, imagined
them to have taken place. This preposterous assumption of “overreporting” was retracted in 199812, a fact
not mentioned in the “reanalysis”.

10. Last but not least in the list of methodological flaws of the Oxford “reanalysis” is the manner in which
the relative risk estimates were inappropriately calculated, ie, the assignment of an artificial and clinically
irrelevant comparison between choosing abortion v. the literally impossible situation of “never having had
that pregnancy”4.

World-wide Published Epidemiological and Biological Evidence of ABC Link

11. The accumulated epidemiological evidence of the independent eVect of induced abortion in raising
breast cancer risk was compiled by my own research team and published in the British Medical Association’s
Journal of Epidemiology and Community Health in 199613. In that report, we compiled all available
published data, which dated as far back as 195714, and documented, in our meta-analysis, an average
increased risk (beyond “never having had that pregnancy”) of approximately 30%.

12. Denials of the independent link—indeed any link—between induced abortion and breast cancer
notwithstanding, even the largest, most often cited study6 to claim “induced abortions have no overall eVect
on the risk of breast cancer” shows a clear elevation in risk (beyond no pregnancy at all) among women with
abortions beyond the first trimester. Thus, Melbye et al, in their nationwide prospective study on Danish
women12 reported a clear, significant trend of increasing risk with gestational age at abortion, the risk
increase reaching 89% beyond 18 weeks’ gestation. The same Danish research group confirmed this trend
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for premature livebirths, reporting more than a twofold risk increase for livebirths delivered before 32 weeks’
gestation15. There is no diVerence between a premature livebirth and an induced abortion, in terms of
hormonal eVects on the breasts and the future risk of breast cancer. This eVect is well understood in terms
of the lack of breast maturation into cancer-resistant lobules before 32 weeks, and argues for a careful
reevaluation of the safety of late term abortions (before as well as after 24 weeks) and the regulations
regarding such abortions.

13. Since induced abortion has also been established as a risk factor for subsequent premature and very
premature births (ie, before 32 weeks)16, it secondarily increases the risk of breast cancer in such women.

14. In addition to the eVect of abortion in raising future breast cancer risk by abrogating the protective
eVect of full-term pregnancy, is the well-documented independent eVect of abortion in raising risk even
beyond that of “never having had that pregnancy” (see paragraph 11, above). This eVect is attributable to
the growth-stimulating eVects of sharply elevated levels of oestrogen and progesterone during pregnancy;
these hormones causing the formation of greater numbers of immature type 1 and 2 breast lobules, where
almost all breast cancers start17. (During pregnancy, milk-producing lobules only mature to cancer-resistant
type 3 and 4 lobules after 32 weeks gestation, resulting in full-term pregnancy’s long-term protective eVect.)

Comparison of Abortion with Another Avoidable Risk: Hormone-replacement Therapy (HRT)

15. The absurdity of the claim of abortion’s safety vis-à-vis “never having had that pregnancy” is
underscored by comparison of this flawed methodology with the correct methodology used to quantify the
breast cancer risk increase attributable to combination (ie, oestrogen-progestogen) hormone replacement
therapy (HRT). This therapy is used by many postmenopausal women, and its breast cancer danger was
documented in another large study (among others)—“the Million Women Study”—published by Beral’s
group18 in The Lancet in 2003.

16. In striking contrast to the comparison made in the 2004 “reanalysis” on induced abortion and breast
cancer, the 2003 HRT study appropriately compared postmenopausal women taking HRT to women of the
same age not taking HRT. As other groups have amply confirmed, the risk of future breast cancer was
significantly increased—in fact, doubled—among combination HRT users.

17. Had Beral and co-workers instead applied an inappropriate standard for HRT risk as they had
applied in the case of induced abortion, little if any risk increased would have been observed. Specifically,
the analagous comparison would have been between HRT users and premenopausal women of comparable
age; women in the position of “never having had that” menopause. The analogy between the two types of
methodology is strictly correct, as both full-term pregnancy and menopause have similar eVects on a
woman’s future breast cancer risk: They lower risk in inverse proportion to the woman’s age at which the
event (full-term pregnancy or menopause) occurs.

18. The proof that inappropriate comparison of postmenopausal women who took HRT to comparably
aged premenopausal women, would have resulted in little or no increased risk, actually appears in the
Million Women Study18. Specifically, “among never users of HRT the relative risk of invasive breast cancer
was . . . 0.63 (95% CI 0.58-0.68) (ie, significantly reduced by an average 37%) for postmenopausal, compared
with premenopausal women.” Hence, the (higher) risk of premenopausal women was similar to the risk of
postmenopausal women who used HRT. That late menopause increases the risk of breast cancer is well
established, and attributable to the risk-increasing eVect of ovarian sex hormones, whether made by a
woman’s own ovaries (before the menopause), or taken exogenously (as HRT).

19. The HRT-breast cancer link is of particular relevance to the abortion-breast cancer link in that both
are avoidable risks, and recent events in the US have illustrated how women take these risks seriously when
accurate information is given. A large, five-year randomized trial—the Women’s Health Initiative study19—
begun in 1999 to test HRT’s putative eVect in lowering heart attack risk—was terminated in 2002 after only
three years because heart attack risk was found to be significantly elevated, rather than reduced. News of
the study’s termination included confirmation of HRT’s carcinogenic eVect on the breasts, which most
women on HRT found out for the first time. Over the next two to three years, use of HRT declined by 70%.20

20. Strikingly, within a year of the WHI study’s termination, the breast cancer incidence rate for women
in the US over 50 years old began to decline in parallel with the decline in HRT use, the extent of the decline
reaching almost 12% within three years. That the breast cancer incidence decline was due to the massive
cessation of HRT use is widely accepted as the only likely explanation20.

RCOG gives Inaccurate and Contradictory Clinical Advice to Abortion Practitioners

21. Importantly, The RCOG Clinical Guideline No. 721 on “the care of women requesting induced
abortion” acknowledges the Beral reanalysis4 as “a major systematic review . . . which lent further support
to these conclusions (of no association between induced abortion and breast cancer risk)”, despite the fact
that the very first line of text in the Beral reanalysis states: “Pregnancies that result in a birth are known to
reduce a woman’s long-term risk of developing breast cancer”.
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22. Hence, false reassurance of the safety of abortion vis-à-vis future breast cancer risk is embodied in
the RCOG’s Clinical Guideline No. 721 (Recommendation 16.7): “Induced abortion is not associated with
an increase in breast cancer risk.” This advice, if taken by abortion practitioners when advising patients and
obtaining their consent, results in the flagrant violation of the RCOG’s own Clinical Governance Advice
No. 622 which describes the requirements for “obtaining valid consent.” This Advice clearly advises the
practitioner: “You should already have: . . . discussed with the patient the risks and benefits of having no
treatment. These points should be reinforced at the time of signing of the consent form.” As it is unequivocal
that “having no treatment”, ie, carrying the pregnancy to term, results in a lower long-term risk of breast
cancer, the practitioner clearly has a duty to inform the patient of this fact not once, but twice, in order to
obtain valid consent for abortion.

23. Yet another stark contradiction in the RCOG Clinical Guideline on induced abortion practice21 is
the recommendation (No. 16.7) of no association between induced abortion and breast cancer risk in the
face of the same Guideline’s acknowledgement, under “Evidence supporting recommendation 16.7” of our
1996 meta-analysis13. Specifically, the Guideline cites our summary conclusion “that induced abortion was a
significant, independent risk factor for breast cancer, with an odds ratio of 1.3 (95% CI 1.2-1.4)”, and further
acknowledges that our review had been “carefully conducted”, “and that the Brind et al. study had no major
methodological shortcomings and could not be disregarded.” Clearly, our review constitutes credible
evidence against rather than “supporting” the Guideline’s unequivocal recommendation of induced
abortion’s being “not associated with an increase in breast cancer risk.”

Conclusions

24. It is therefore likely that providing full and accurate information on the eVect of abortion in raising
future breast cancer risk substantially, compared to pregnancy and delivery, is likely to reduce the abortion
rate substantially. Such a reduction in numbers of a procedure which is not safe for women as originally
thought in 1967, will provide benefits in terms of improved future health for British women, lower costs for
cancer treatment and treatment of other sequelae, as well as amelioration of the alarming demographic
decline evident in the UK in recent years.
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Memorandum 15

Submission from Professor Rev Robin Gill and Professor Michael Ramsay, University of Kent

The decision of the Science and Technology Committee not to look at the ethical and moral issues
associated with abortion time limits has important policy implications. It is my aim in this invited
submission briefly to outline these implications.

The main implication is that the gradualist ethical position on the status of the embryo, adopted by the
Warnock Committee and reaYrmed by the Donaldson Committee and by the House of Lords Select
Committee on Stem Cell Research, remains normative.

All three committees recognised that there are pro-life and pro-choice groups that reject the gradualist
position. For example the House of Lords Select Committee noted:

Positions range from those taken by pro-life groups and some of the churches that the early
embryo is a human being in the fullest sense from the moment of fertilisation and should be
accorded the same respect as a foetus or baby, to the position that, because at the earliest stage of
its development the embryo is no more than a collection of undiVerentiated cells, albeit with the
potential to develop into a human being, it deserves little more attention than any other isolated
human cell or tissue [para 4.4].

Like the Warnock Committee, the Select Committee “adopted a position between these opposing views,
concluding that the early embryo has a special status but not one that justifies its being accorded absolute
protection. That view was enshrined in the 1990 Act” [para 4.5].

It is not necessary here to rehearse the arguments given to support the gradualist position since that is not
part of the remit of the Science and Technology Committee. However all three earlier committees argued
that the gradualist position (articulated initially by Lord Habgood) best represents public opinion (including
many, perhaps a majority, of those who are religiously active).

The gradualist position—maintaining that ethical respect for the embryo/foetus should increase in
proportion to his or her physical development—has a number of important implications for public policy on
induced abortions that are directly relevant to the present remit of the Science and Technology Committee:

— Early abortions are considerably more preferable than late abortions.

— Late induced abortions need to be clearly justified.

— Independent viability has crucial ethical significance.

Only pro-life groups that hold that “the early embryo is a human being in the fullest sense from the
moment of fertilisation” are likely in practice to reject the first of these points (although in theory it might
be regarded as irrelevant by more radical pro-choice groups). For the gradualist position it is axiomatic that
if a woman has an abortion (induced or spontaneous) then it should be as early as possible. So if there is
some evidence (as the BMA suggests) that current procedures are delaying induced abortions unnecessarily,
then that would be a strong reason for challenging those procedures (as long as this is compatible with the
properly informed consent of the woman). The role played by the requirement for two doctors’ signatures
in first trimester abortions, or not allowing nurses or midwives to carry out such abortions and/or not
allowing them to be carried out at patients’ homes are all procedures that might create unnecessary delay
(as long as this is compatible with the safety of the woman). Questioning the continuing need for them,
having taken careful account of the two parenthesise, does appear to be compatible with the gradualist
position.
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The second point—that late induced abortions need to be clearly justified—is rejected by some pro-choice
positions but is crucial to a gradualist position. For the latter the more developed the foetus the greater the
ethical respect required. The nearer the foetus approaches to independent viability the stronger the
justification required for induced abortion (either in terms of the health of the foetus or that of the mother).
In terms of the gradualist approach I believe that a scientific or medical definition of serious abnormality
would be helpful for all late abortions including those beyond 24 weeks.

The final point—that independent viability has crucial ethical significance—is important for the
gradualist position as is clearly demonstrated by the 1990 Act. 24 weeks was then deemed to be the point
of foetal viability. If there is now clear scientific evidence that (say) 22 weeks (using the same scientific criteria
used in 1990 to establish 24 weeks) is now the point of foetal viability, then this could well justify reducing
the upper limit.

In terms of the gradualist position it would be consistent to reduce both the upper limit for abortions and
the procedures that may be delaying first trimester abortions unnecessarily.

August 2007

Memorandum 16

Scottish Council on Human Bioethics

Consultation Response on behalf of the Scottish Council on Human Bioethics

The Scottish Council on Human Bioethics (SCHB) is an independent, non-partisan, non-religious
registered Scottish charity comprising doctors, lawyers, psychologists, ethicists and other professionals from
disciplines associated with medical ethics.

The SCHB subscribes to the principles set out in the United Nations Universal Declaration of Human
Rights which was adopted and proclaimed by the UN General Assembly by resolution 217A (III) on 10
December 1948.

The SCHB is grateful to the Science and Technology Committee for this opportunity to respond to the
consultation entitled Scientific Developments Relating to the Abortion Act 1967. It welcomes the
Committee’s intent to promote public consultation, understanding and discussion on abortion.

In addressing the consultation, the SCHB has formulated the following responses, which can be made
publicly available by the Committee:

Note: The Science and Technology Committee will not be looking at the ethical or moral issues
associated with abortion time limits.

Executive Summary

The SCHB notes that the process of human development is a continuous one in which any demarcation
would be arbitrary and merely conventional as exemplified by the diVerent upper time limits for abortions
and embryological destructive research across Europe. Within the development process it is indeed
impossible to indicate a non-arbitrary point of transition from human non-person to human person.

Accordingly, the SCHB is of the view that the precautionary principal should be applied concerning the
status of the human embryo and fetus. In other words, until explicit scientific proof of the contrary can be
provided, a human embryo, as soon as it is created, should be considered as having the same moral status
as an adult human person.

The SCHB also notes that in Europe more than 90% of fetuses aVected by Down’s Syndrome were now
being aborted100 and that fetuses with other genetic disorders would be considered in a similar manner with
regard to terminations. As such, it is impossible not to conclude that European societies have already re-
opened the debate relating to eugenics101. Therefore, the Council believes that the UK Parliament should
address this very serious development as soon as possible.

1. The scientific and medical evidence relating to the 24-week upper time limit on most legal abortions,
including:

(a) developments, both in the UK and internationally since 1990, in medical interventions and
examination techniques that may inform definitions of foetal viability; and

100A Window on the Womb, New Scientist, 21 October 2006, p45.
101Eugenics: describes strategies with the aim of avoiding or aVecting positively the genetic heritage of a possible child, a

community or humanity in general.
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(b) whether a scientific or medical definition of serious abnormality is required or desirable in respect
of abortion allowed beyond 24 weeks.

Scottish Council on Human Bioethics Response

About 190,000 abortions take place annually in England and Wales and 13,000 in Scotland102. This is
nearly a quarter of all pregnancies. Most abortions are carried out on “healthy” foetuses for social reasons.

The number of legal abortions in England and Wales doubled over the decade after the Abortion Act
came into force in April 1968 and has since continued to rise steadily. In 1969, the first full year after the
act, 54,819 legal abortions were carried out. In 2005, there were 194,353103.

The SCHB notes that the 3D/4D reconstruction of ultrasound images of the embryo-fetus has been
ethically influential with respect to the manner in which the public understands the responsiveness of human
life at the earliest stages of fetal development. The technique was pioneered by Pof. Stuart Campbell, head
of obstetrics and gynaecology at St George’s Hospital, London who has indicated that his 4D images have
undermined the validity of the current time limit for abortion.

The SCHB is also aware that the US has voted to ban so-called “partial birth” abortions in 2003, one of
the most contentious issues in the country’s abortion debate.

Partial birth abortions usually take place during the 5th or 6th month of pregnancy. The procedure
involves the extraction of the body of the foetus into the vagina before the contents of the skull are suctioned
and the foetus removed from the woman’s body104.

In addition, the SCHB is mindful of cases where babies survived the chemical injections which were
supposed to terminate pregnancies at around 23 weeks. This is an age at which babies can survive in special
care units105.

In this regard, a 10-year study at 20 UK hospitals has found that one in 30 foetuses aborted for medical
reasons were born alive106. The study looked at the outcomes of 3,189 abortions performed between 1995
and 2004 because the foetus had a disability of some kind. It showed that 102—or around one in 30—were
born alive. Most of these babies with disabilities were born between 20 and 24 weeks of pregnancy and all
lived for no more than a few hours107.

If these babies do survive an abortion, the SCHB is of the view that they should be given the same degree
of care as any other baby born prematurely at the same age108.

2. Medical, scientific and social research relevant to the impact of suggested law reforms to first trimester
abortions, such as:

(a) the relative risks of early abortion versus pregnancy and delivery;

(b) the role played by the requirement for two doctors’ signatures; and

(c) the practicalities and safety of allowing nurses or midwives to carry out abortions or of allowing
the second stage of early medical abortions to be carried out at the patient’s home.

In the light of the number of babies surviving abortion (see above) and requiring expert care, the SCHB
is of the view that it would be inappropriate for professionals, other than physicians, to carry out abortions.

The SCHB believes that it would be inappropriate to modify the required professional authorisation
towards an abortion in order to just address the shortage of physicians109 willing to consider such a
procedure. Instead, an extensive examination of the unwillingness of the involved professionals should be
considered.

Moreover, on such a controversial and deeply sensitive issue, the liberty of conscience of professionals
working in the health field should always be respected.

102Increase in abortions in Scotland—BBC—29 May 2007—http://news.bbc.co.uk/1/hi/scotland/6701695.stm
103Government Statistical Service. Abortion statistics, England and Wales: 2005. Statistical Bulletin 2006/01.
104US House bans abortion method—BBC—5.6.03- http://news.bbc.co.uk/1/hi/world/americas/2964390.stm
105Care Call for Abortion Survivors—22.6.04—BBC—http://news.bbc.co.uk/1/hi/health/3828701.stm
106Abortions carried out later in pregnancy usually involve a chemical being injected into the baby’s heart which causes it to stop

while in the womb. But, even after doctors check using ultrasound that the heart has stopped, it is sometimes possible that it
might start beating again and the baby would be born alive.
Some of these babies have birth defects, which are so severe that they have little chance of long-term survival, but others could
be treated.

107Termination of pregnancy for fetal anomaly: a population-based study 1995 to 2004. Wyldes MP; Tonks AM. BJOG: An
International Journal of Obstetrics and Gynaecology. Volume 114 Issue 5 Page 639—May 2007.
One in 30 aborted foetuses lives—23.4.07—BBC—http://news.bbc.co.uk/1/hi/health/6574873.stm

108Care Call for Abortion Survivors—22.6.04—BBC—http://news.bbc.co.uk/1/hi/health/3828701.stm
109Fifth of GPs want abortion ban Thursday May 3, 2007, The Guardian,

http://society.guardian.co.uk/health/story/0,,2071525,00.html
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3. Evidence of long-term or acute adverse health outcomes from abortion or from the restriction of access to
abortion

The SCHB is very concerned that research results, published in 2003, suggest that, after controlling for
several socio-demographic factors, women whose first pregnancies ended in abortion may be 65% more
likely to score in the “high-risk” range for clinical depression than women whose first pregnancies resulted
in a birth110.

The research also indicated that abortion may be a risk factor for subsequent depression in the period of
eight years after the pregnancy event. The higher rates of depression identified may be due to delayed
reactions, persistence of depression, or some other common risk factor111.

In addition to the previous results, the SCHB notes that further research has indicated that an abortion
may cause many years of mental anguish, anxiety, guilt and even shame.

This was suggested by a report from the University of Oslo, in 2005, whereby researchers compared 40
women who had had a miscarriage with 80 who chose to have an abortion.

The Oslo team found that, after 10 days, 47.5% of women who had miscarried suVered from some degree
of mental distress compared with 30% of the abortion group.

The proportion of women who had a miscarriage suVering distress decreased during the study period, to
22.5% at six months and to just 2.6% at two years and five years.

But among the abortion group 25.7% were still experiencing distress after six months, and 20% at five
years. In addition, the researchers discovered that women who had an abortion had to make an eVort to
avoid thinking about the event112.

The researchers indicated that their work underlined the importance of giving women information about
the psychological eVects of losing a baby—either through miscarriage or abortion.

More recently (2006), a study in New Zealand that tracked approximately 500 women from birth to 25
years of age indicated that young women who had abortions subsequently experience elevated rates of
suicidal behaviours, depression, substance abuse, anxiety, and other mental problems113.

However, some other studies have not confirmed these results and more research is necessary in order to
reach a final conclusion.114 115 116

Moreover, though the eVect of terminating a pregnancy on subsequent fecundity and its association with
subsequent adverse reproductive outcomes remains controversial117, various studies have also shown an
increased risk of very preterm delivery in subsequent pregnancies following an abortion118. In addition, there
seems to be a genuine reduction in the formerly high fecundity of those who undergo a termination119.

In addition, a team of British doctors have recently (2007) published results indicating that women who
have had an abortion may have a 60% higher risk of having a miscarriage in another future pregnancy120.

The study examined data from 603 women between the ages of 18 and 55 who had experienced a
miscarriage during the first 13 weeks of their pregnancy. They compared those results with 6,116 women
whose pregnancies advanced beyond 13 weeks.

The researchers indicated that the reasons behind the increased miscarriage risk remained uncertain.

September 2007

110Jesse R Cougle, David C Reardon, Priscilla K Coleman, Depression associated with abortion and childbirth: a long-term
analysis of the NLSY cohort, Med Sci Monit, 2003; 9(4): CR157–164, http://www.medscimonit.com/medscimonit/
modules.php?name%Current Issue&d op%summary&id%3074

111Jesse R Cougle, David C Reardon, Priscilla K Coleman, Depression associated with abortion and childbirth: a long-term
analysis of the NLSY cohort, Med Sci Monit, 2003; 9(4): CR157–164, http://www.medscimonit.com/medscimonit/
modules.php?name%Current Issue&d op%summary&id%3074

112AnneNordal Broen, TorbjørnMoum,Anne Sejersted Bødtker,ØivindEkeberg, The course ofmental health aftermiscarriage
and induced abortion: a longitudinal, five-year follow-up study, BMC Medicine 2005, 3:18
Abortion “leaves mental legacy”—BBC—12.12.05—http://news.bbc.co.uk/1/hi/health/4520576.stm

113David M Fergusson, L John Horwood, and Elizabeth M Ridder, “Abortion in young women and subsequent mental health,”
Journal of Child Psychology and Psychiatry 47(1): 16–24, 2006.

114Sarah Schmiege, Nancy Felipe Russo Depression and unwanted first pregnancy: longitudinal cohort study, BMJ,
2005;331;1303–;

115Brenda Major; Catherine Cozzarelli; M Lynne Cooper; Josephine Zubek; Caroline Richards; Michael Wilhite; Richard H
Gramzow Psychological Responses of Women After First-Trimester Abortion, Arch Gen Psychiatry. 2000;57:777–784

116David C Reardon, Jesse R Cougle, Vincent M Rue, Martha W Shuping, Priscilla K Coleman, Philip G Ney
Psychiatric admissions of low-income women following abortion and childbirth, CMAJ, 13 May 2003; 168 (10)

117Thorp J M, Jr, Hartmann K E and Shadigian E (2003) Long-term physical and psychological health consequences of induced
abortion: review of the evidence. Obstet Gynecol Surv 58,67–79.

118Moreau C, Kaminski M, Ancel PY, Bouyer J, Escande B, Thiriez G, et al. Previous induced abortions and the risk of very
preterm delivery: results of the EPIPAGE study. BJOG 2005;112:430–7.

119M A M Hassan and S R Killick, Is previous aberrant reproductive outcome predictive of subsequently reduced fecundity?
Human Reproduction Vol 20, No 3 pp 657–664, 2005.

120Maconochie, N; Doyle, P; Prior, S; Simmons, R; Risk factors for first trimester miscarriage—results from a UK-population-
based case-control study, British journal of obstetrics and gynaecology, 2007; 114(2):170–86.
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Memorandum 17

Submission from the Royal College of Nursing

1.0 Executive Summary

1.1.0 The Royal College of Nursing (RCN) welcomes the opportunity to make a submission to the
Committee’s inquiry into the scientific developments relating to theAbortion Act 1967. The RCN’s response
to this inquiry concerns abortion services from a clinical perspective and does not specifically examine the
ethical issues surrounding abortion.

1.1.1 The RCN has hitherto supported the availability of abortion under the current legislation. The Act
was originally passed to safeguard the lives of women with the desire to end illegal and dangerous abortion
and set out a range of conditions and safeguards for women which included specifying where abortions
could take place, and under what circumstances. The Act does not relate to Northern Ireland and therefore
this response does not refer to the current arrangements in place in NI.

1.2 Recommendations from the RCN

— The RCN continues to support the current law that enables abortion up to 24 weeks gestation.

— The RCN believes that the requirement for two doctors to agree that a women can have an
abortion should be removed.

— The RCN recommends a change or clarification in legislation to allow nurses and midwives to be
allowed to perform early surgical abortions and to be able to prescribe Mifespristone for early
medical abortions as part of a clinical team.

— The RCN recommends a change in the British National Formulary (BNF) to allow independent
nurse prescribers to prescribe the abortion pill (Mifepristone).

— The RCN would like to see clear standards of care for all women seeking abortions to minimise
the diVerences in care in diVerent locations.

— The RCN recommends accredited appropriate training for nurses and midwives who wish to work
in a setting where they are providing early abortion services.

— The RCN believes that women should have access to long acting reversible contraceptive (LARC)
methods as per the NICE guideline 2005.

— The RCN would like to see that in every provider unit, all women seeking abortion have access to
screening for STIs and treatment, if indicated, before their procedure in order to reduce the
incidence of pelvic inflammatory disease (PID) post procedure.

— Reducing the stigma around abortion is vitally important. The RCN believes that the above
recommendations will contribute towards achieving this aim.

2.0 Introduction

2.1 The RCN represents over 390,000 registered nurses, midwives, health visitors, nursing students,
health care assistants and nurse cadets in the UK. This makes the RCN the largest professional union of
nursing staV in the world. The College promotes patient and nursing interests on a wide range of issues by
working closely with government, the UK parliaments and other national and European political
institutions, trade unions, professional bodies and voluntary organisations.

2.1.3 The RCN recognises that not of all its members will feel comfortable with working in a service
where they might be or are required participate in abortion provision. The RCN makes available guidance
to its members on s.4 of the Abortion Act (1967) which states that individuals are under no obligation to
“participate in any treatment authorised [by the Act] to which [they have] a conscientious objection.” As an
organisation we are here to support our members in providing the very highest standards of care possible
for their patients and clients. We acknowledge and respect those nurses who have a conscientious objection
to providing abortion care but are committed to providing support to those nurses who work in abortion
care to provide safe, eVective and quality care.
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2.2.0 Q 1 Scientific and medical evidence relating to the 24-week upper time limit on most legal abortions,
including:

2.2.1 A) Developments, both in the UK and internationally since 1990, in medical interventions and
examination techniques that may inform definitions of foetal viability

2.2.2 One of the key technological developments since 1990 has been the ability to view the developing
foetus in increasing detail via 3D and 4D ultrasound scanning. These images provide a three-dimensional
view of the foetus and have been used to demonstrate the close resemblance of the foetus to a neonate, in
an attempt to strengthen the claims of those opposed to abortion that killing a foetus is analogous to killing
a neonate. The RCN’s view is that 3D and 4D imaging only serves to reveal what is already known, but with
greater clarity.

2.2.3 Improvements in neonatal care have led to unrealistic expectations about the medical ability to
sustain life at early gestation. Survival rates for babies born very early remain low; at 21 weeks gestation
zero percent survive; at 22 weeks 10% survive and just 26% survive at 24 weeks (Costeloe et al 2000). Survival
in itself does not, of course, determine quality of life, which can be considerably aVected by premature birth.

2.2.4 Currently 90% of abortions are carried out before 13 weeks and 98% are carried out under 20 weeks.
Only a very small proportion of abortions, just two percent, are carried out after 20 weeks. There are a
number of reasons why women present at this late stage. They include young women in denial of their
pregnancy, older women who have not had a period for a long time or are in the early stages of menopause
unaware that they could be pregnant, women using the Depo Provera contraception injection which causes
amenorrhea, or women for whom there has been a diYcult change in personal circumstances. (Pro-choice
forum. Late abortion: a review of the evidence. 2004)

2.2.5 There are no developments in technology to suggest that viability has altered, yet being able to
perform an abortion up to twenty-four weeks is of enormous importance to this very small but important
group of women. The RCN continues to support the current legislation that enables abortion up to 24
weeks.

2.3.0 B) Whether a scientific or medical definition of serious abnormality is required or desirable in respect of
abortion allowed beyond 24 weeks

2.3.1 In 2006 only 2000 (one per cent) of abortions were carried out under section E of the Abortion Act
1967. (Department of Health Statistical Bulletin. Abortion Statistics: England and Wales 2006). The social
implications that determine a definition of “abnormality” and the inherently subjective components of such
a definition must be taken into consideration and the RCN believes that they should, in many instances,
outweigh a scientific or medical definition when making decisions regarding abortion.

3.1.0 Q2 Medical, scientific and social research relevant to the impact of suggested law reforms to first
trimester abortions, such as:

3.1.1 A) The relative risks of early abortion versus pregnancy and delivery

3.1.2 The National Strategy for Sexual Health and HIV (Department of Health 2001) set a target that
women seeking abortion should have access to this service within three weeks and this was further
recommended by the Medfash Standards for Sexual Health in 2005. Evidence suggests that abortion is safe
but complications and risk increase as gestation progresses, therefore the earlier in pregnancy an abortion
takes place the safer it is for the woman. However, regardless of gestation; abortion is safer than pregnancy
and delivery (RCOG. The care of women requesting induced abortion. 2004; 23). This is reflected in the
NHS QIS Scottish Standards for TOP (June 2007).

3.1.3 The reported complication rates for abortion are about two in every 1000 abortions (ibid.).
Conversely, only 47% of deliveries are classed as “normal” and complications occurring in the ante, intra
and post partum period are numerous. (NHS Information Centre 2007. Maternity Statistics England
2005–06) Moreover it could be argued that the relative risk of abortion has decreased since the introduction
of medical abortion. (First Trimester Abortion: a briefing paper by the BMA’s medical ethics committee
BMA, 2007)

3.2.0 B) The role played by the requirement for two doctors’ signatures

3.2.1 Seeking an abortion requires that the woman’s consent is both fully informed and autonomously
given, however, under the existing law, abortion remains a crime under s.58 and s.59 OVences Against the
Persons Act 1861 and the Infant Life Preservation Act 1929, for which the Abortion Act 1067 provides a
set of defences. The law hands over responsibility to doctors to make the judgement about whether any of
these defences apply. (Paton v Trustees of BPAS p992; C v S [1987] 1 All ER 1230).
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3.2.2 In R v Smith [1973] Lord Justice Scarman noted: “The Act, though it renders lawful abortions that
before its enactment would have been unlawful, does not depart from the basic principle . . . that the legality
of an abortion depends on the opinion of the doctor.”

3.2.3 The requirement for the opinion of the doctor is a risk assessment—that the balance of the risk
between termination and continuation of the pregnancy—has been contemplated by a doctor. Montgomery
argues that “this is reinforced by the fact that the Abortion Act makes a legality of a termination depend,
not on whether the grounds are actually made out, but whether two doctors believe that they are in good
faith” (Montgomery J. p.383, Health Care Law 2nd edition, Oxford).

3.2.4 The current requirement of two medical practitioners’ signatures is not only out-dated but can lead
to delays in the referral process for women and therefore increases the risk as gestation progresses.

3.2.5 There is no other medical or surgical procedure which requires the consent of a medical practitioner
or the signature of two doctors before it is carried out. It is demonstrable that the requirement is simply a
paper exercise. The RCN believes that a competent woman seeking an abortion is able to give informed
consent to any procedures carried out (excepting medical emergencies that may arise where this is not
possible). Her consent would be based upon an explanation and understanding of the available methods of
abortion including complication rates and follow-up care.

3.2.6 The RCN further believes that the request for abortion should be made by the woman and not by
two doctors on her behalf. Therefore the RCN believes that the requirement for two doctors to sign consent
for an abortion should be removed from the legislation.

3.3.0 C) The practicalities and safety of allowing nurses or midwives to carry out abortions or of allowing the
second stage of early medical abortions to be carried out at a patient’s home

3.3.1 Nurses and midwives are currently providing high quality, patient centred nursing care within
abortion services oVering physical, emotional and social care and support to women and their families.
Nurses working within these services wish to improve access and ensure women receive a safe, eVective and
seamless service with the least delay.

3.4.1 Surgical abortion

When the Abortion Act was passed in October 1967 it was not common practice for nurses and midwives
to perform surgical procedures; however nurses and midwives have expanded on their practice and now
perform a range of complex procedures including colposcopies and hysterosopies, and fitting intrauterine
devices (IUDs) and sub-dermal implants.

3.4.2 There is a lack of clarity in the legislation. The Abortion Act states that a legally induced abortion
must be performed by a registered medical practitioner. Previous cases (RCN v DHSS 1981) have examined
what “registered medical practitioner” means in relation to medical abortion. However, the interpretation
of “registered medical practioner” to include nurses and midwives for the purposes of performing surgical
abortions has been rejected by the Department of Health.

3.4.3 The RCN believes that registered nurses and midwives with appropriate training and who are
appropriately accredited in abortion care should be allowed to perform early surgical abortions. The RCN
believes that this should could be addressed either by expanding the definition of “registered medical
practioner” in the legislation or by allowing a broader interpretation under the existing wording.

3.4.4 In these circumstances, the RCN believes that nurses and midwives should be part of a team in
providing care. They should have the clinical support of a registered medical practitioner who is an expert
in the field and be part of the whole team providing abortion. (First Trimester Abortion: a briefing paper
by the BMA’s medical ethics committee BMA, 2007)

3.5.0 Early medical abortion

3.5.1 In many services nurses and midwives already provide the total care package to women having early
medical abortion with the exception of being able to prescribe the medication needed. Mifespristone is listed
in the BNF for Nurse Independent Prescribing (NIP) but cannot be prescribed by nurses in abortion cases.
Allowing nurses and midwives to extend their role would prevent women in some parts of the UK being
delayed in seeking an early abortion.
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3.6.0 Early medical abortion second stage at home

3.6.1 Whilst it is becoming common practice to carry out abortions in the home in the USA, this practice
has not been evaluated in the UK. Without evaluation it is not possible to recommend this practice at
this stage.

3.6.2 A survey amongst women in 2006 which was sponsored by the fpa found that whilst 71% of those
questioned thought that all procedures that took place in the hospital could be provided in the home, sixty-
four per cent indicated that they would prefer to undergo an abortion in a hospital (Hamoda, 2005).

4.1.0 Q 3) Evidence of long-term or acute adverse health outcomes from abortion or from the restriction of
access to abortion

4.1.1 It has been reported that the incidence of psychological sequelae following abortion is rare and as
such there is no scientific evidence for the often used phrase “post-abortion syndrome”. (Schmeige S, Russo
N. Depression and unwanted first pregnancy: longitudinal cohort study. BMJ 28.20.2005)

4.1.2 The emotional distress following an abortion is related to the degree of emotional distress before
the abortion and can be linked to issues that may have contributed to the request for abortion. (National
Abortion Federation. www.pro-choice.org/about–abortion/myths/post–abortion–syndrome)

4.1.3 It is very diYcult to calculate adverse health outcomes from abortion or from the restriction of
access to an abortion. There is currently no written evidence on this issue. One of the reasons for this is that,
as with other aspects of sexual reproductive health, service users are unlikely to complain if they receive poor
standard of care. It is also diYcult to pinpoint what the cause of any adverse health outcomes may have
been, as the diYcult personal, social and psychological circumstances that let to the abortion rather than
abortion itself may be the cause of mental health problems.

4.1.4 Some women report diYculties in their journey through the abortion process. There are a number
of reasons for this. The current need for two signatures can cause delay unintentionally. It has also been
reported anecdotally that some GPs who are personally not in favour of abortion may delay the referral,
for example, by making the women have a pregnancy test first and then waiting several weeks to reveal the
result. Other women may experience delays due to the provision of local services or lack of funds. Such delay
may have a negative impact on health outcomes. The outcome for women in these circumstances is often
traumatic and adds to feelings of guilt that some may experience.

August 2007

Memorandum 18

Submission from the Faculty of Family Planning and Reproductive Health Care

The Faculty of Family Planning and Reproductive Health Care would like to submit the following
response to Science and Technology Committee inquiry into scientific developments relating to the
Abortion Act 1967.

The Faculty was established in 1993 as a faculty of theRoyal College of Obstetricians and Gynaecologists.
The Faculty promotes training and excellence in contraception and reproductive healthcare; granting
diplomas, certificates, fellowships and equivalent recognition of specialist knowledge and skills in Sexual
and Reproductive Healthcare (SRH).

Members provide services in both general practice and community services, playing a major role in
providing specialist advice for contraception and abortion.

1. The scientific and medical evidence relating to the 24-week upper time limit on most legal abortions,
including:

(a) developments, both in the UK and internationally since 1990, in medical interventions and examination
techniques that may inform definitions of foetal viability

Faculty Response

It is clear that there have been advances in the support services to Obstetrics and access to the foetus and
foetal tissue for diagnosis and treatment, supported by ultrasound, is greatly improved.

Ultrasound scans early in pregnancy are much more accurate at diagnosing intrauterine pregnancy and
confirming gestation and viability. A wider range of foetal abnormalities can be detected, or refuted, and
there is increased capacity for treatment of the foetus in utero and baby post delivery.
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However, the conclusive diagnosis of serious foetal abnormality may still take late into the second
trimester or later, and for women who feel they cannot continue with such a pregnancy, the need for later
abortion procedures continues. These technical advances have also brought into question the foetus’ ability
to experience pain, foetal movements and expressions being attributed to “feeling”. The evidence to date is
limited but a thorough review of the scientific evidence published in the Journal of the American Medical
Association in 2005 concluded that the perception of pain is unlikely below 24 weeks gestation (22 weeks
from conception); for example cutaneous withdrawal reflexes and hormonal stress responses present earlier
in development not being explicit or suYcient evidence of pain perception and giving evidence for this
statement.1

(b) whether a scientific or medical definition of serious abnormality is required or desirable in respect of
abortion allowed beyond 24 weeks

Faculty Response

“Required or desirable”: we believe it is desirable but has to be accepted it is not always achievable, ie to
confirm whether there is or is not a serious abnormality, on two grounds:

1. Precisely defining the abnormality will not always be possible; as we do not have suYciently
advanced diagnostic techniques to know we will always be able to a) precisely define the
abnormality and b) predict the “seriousness” of the outcome

2. Definition of the word “serious”. Serious to whom? Serious to the foetus in terms of viability or
residual disability (which can be physical, intellectual or social) in the child or serious to the family
into which the child would be born; a family rejecting of a child unwanted due to disability can
result in poor outcomes in the child (ref Czech study17)

An exhaustive list of “serious abnormality” is unachievable for the reasons given in both 1 and 2 above;
who can define what is serious? Having a foetus/child with the absolute diagnosis of a known abnormality
eg trisomy 21 is still an unknown quantity, from how much one/other/both parents can love the child and
give the life every child deserves to how severely aVected the foetus/child will be physically, emotionally
and socially.

We believe you cannot put a scientific definition on “serious abnormality” but you can put a medical one
based on what is agreed between the mother of the pregnancy and the consultant in charge of her case, taking
into account all clinical information available (obstetric and with information from other pertinent
specialists eg paediatrician) and the wishes of the mother (ideally parents but ultimately the decision lies with
the mother). This situation would benefit from having national clinical guidelines /standards set, laying out
what information should be available and what staV are involved; there is also good argument not to involve
the clinician in charge of the case if this clinician is opposed to abortion, as some are.

References for this would be the Czech study17 and references to improvements in diagnostic techniques
(not supplied).

If a strict definition of serious abnormality cannot be achieved because of its complex nature, then it
cannot be made a requirement.

2. Medical, scientific and social research relevant to the impact of suggested law reforms to first trimester
abortions, such as:

(a) the relative risks of early abortion versus pregnancy and delivery

Faculty Response

There are many references (scientific evidence) in the literature as to the relative physical safety of first
trimester abortion, as compared to term delivery, given both are undertaken in safe conditions2.

A paper this year in the New England Journal of Medicine3 reported lack of evidence for early medical
abortions increasing the risk of spontaneous abortion, ectopic pregnancy, preterm birth, or low birth weight
in subsequent pregnancy compared to early surgical abortions. There is the defined condition “post natal
depression” accepted by psychiatrists; however psychiatrists have yet to define a “post abortion syndrome”.
The US House of Representatives Committee on Government Operations (1989) under Surgeon General
Koop failed to find evidence for this syndrome4. No overall increase in psychiatric morbidity was found in
an English study5. Research proposes that severe negative reactions are rare and can best be understood in
the framework of coping with a normal life stress6.
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(b) the role played by the requirement for two doctors’ signatures

(1) The role played by two doctors’ signatures.

Faculty Response

Our understanding is that two signatures were put into the 1967 Abortion Act to show the seriousness of
the decision to terminate. It is not there to maintain clinical standards; these are maintained through
informed consent and the adherence to Good Practice Guidelines, such as those of the Royal College of
Obstetricians and Gynaecologists.

We would argue that if the issue is the maintenance of standards, then that is addressed by
commissionable and performance managed national clinical guidelines. There is an argument to wish the
involvement of two appropriately trained and experienced doctors in more complex cases, eg foetal
abnormality, the very young and the vulnerable to evidence the case has been given the clinical involvement
it merits. If this were to be the case, good practice may suggest there are professionals as appropriate as
doctors to fulfil this role. However, this involvement is nothing to do with signing the HSA1 which is not
just one but two persons having the right to have the ultimate say of what is or is not in the interest of another
consenting person (who by definition, in the vast majority of cases, has been judged competent to weigh all
pros and cons and reach a conclusion herself, ie is fit to give informed consent).

We know of no scientific or medical evidence supporting the need for two medical signatures and question
the right of any person to veto the rights of a competent other to make decisions about their own health and
wellbeing. Nevertheless, we feel that one signature is required to evidence the gravity of the request and the
overt support of the physician.

The current use of the Abortion Act by the population and the profession (98% are done under clause C
or D, though this is all gestations) is on its own evidence that the two signatures are anachronistic. Doctors
can sign having never seen or examined the woman. Overall, polls show women support the right to
abortion7. The GMC Guidance that if a doctor cannot support a request for abortion, alternative provision
must be oVered is also evidence for the belief in a woman’s autonomy to seek help. The refusal to sign HSA1
does not prevent a woman from going to another provider for a signature.

Good clinical standards are essential but a separate issue. The debate on how to show the seriousness of
the procedure is a moral one and outwith the declared scope of this paper.

I know of no research in this area, ie the role played by the Doctor with regards to HSA1 but there are
surveys illustrating women’s attitudes, opinions and wants.

(2) Issues with the two doctors signatures

Faculty Response

One signature can cause delay. so the need for two signatures has the potential to cause further delay.
However, it is diYcult to tease out how much and how often delay is related to signatures. Nevertheless,
delay increases clinical risk2 and may prevent access to early medical abortion (as opposed to surgical).
Women commonly have to find a doctor who will refer; yet few NHS provided services have self referral
(unless you consider access via a Family Planning service self referral). The referring doctor may or may not
provide a signature.

Nurse-led services by definition cannot provide signed HSA1s with referral. If this doctor/the service
referred to is not eYcient, time is lost while the signature is sought (good services eg Liverpool, Portsmouth,
Hull, bpas, ensure signatures as part of the service but this does not have to be the case). Moreover, some
services send women back to their GPs for the second signature when the abortion has been granted by the
provider service. However what does that woman do if her GP will not sign? No second signature, no
procedure equals delay. Plus she has the stress of finding another signatory.

Furthermore, two signatures have the potential for causing further stress to the woman who is already
distressed. She goes to someone to ask for referral and risks being made to feel bad about herself/turned
away and told to go elsewhere, a cause of short-term distress.8 It could be argued that this is about service
provider attitude and nothing to do with HSA1s but right now most women access abortions through their
GPs or Family Planning clinics (women will guess access is available via the GP but many are not aware of
access through their FP service9) and do not know the GP/FPs’ clinicians stance on the topic10 (this alone
is stressful)11. It therefore does not make sense, in the absence of any evidence otherwise, for the system per
se to be a source of distress and possible delay unless it is shown there is the need for two signatures.
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(c) the practicalities and safety of allowing nurses or midwives to carry out abortions or of allowing the second
stage of early medical abortions to be carried out at the patient’s home

Faculty Response

Nurses and midwives in the UK already take part in many aspects of abortion care. Many early medical
abortion services are increasingly nurse led (apart from the parts which they are legally not allowed to
participate in) and nurses and midwives undertake patient care in late medical abortion.

There is a lot of clinical research from around the world on this topic. The procedures nurses are allowed
to do vary from state to state in the United States. As of January 2004, trained advanced practice clinicians
were providing medical, and in some cases, early surgical abortion in 14 states12. Nurses and midwives run
services in South Africa with excellent safety profiles13. Moreover nurses already undertake highly skilled
surgical services; in gynaecology, appropriate examples are nurse advanced hysteroscopists and
colposcopists.

Given the evidence, we consider enabling trained, competent nurses/midwives to carry out early surgical
procedures, with appropriate back-up should emergencies arise, as with medical practitioners, is entirely
suitable for service provision.

The evidence is that it is perfectly safe for the second stage of early medical abortion to be carried out at
home within the structure of properly organised services.14

3. Evidence of long-term or acute adverse health outcomes from abortion or from the restriction of access to
abortion.

Faculty Response

There are many publications on the physical risks of abortion in the short and long term (infection,
haemorrhage, injury, in the short term, infertility secondary to pelvic infection (not the abortion procedure)
in the long term; debate on increased risk of miscarriage and pre-term delivery is heavily clouded by
confounding factors. There is no evidence of increased risk of ectopic pregnancy, placenta praevia or breast
cancer.). These are well quantified and presented, along with actions to minimise risk, in the RCOG
Guidelines on Abortion2. What quality research has been published since the Guideline does not alter this
statement.

There are a few good studies, together with a lot of published poor studies on the adverse long-term
psychological outcomes eg the samples are not representative of the population.

The American Psychological Association and American Psychiatric Association do not recognise “Post
Abortion Syndrome” through lack of evidence.

Adler has given evidence to U.S. House of Representatives (March 16, 1989)15 in which she summarises
studies by saying the predominant feeling following abortion is relief and happiness, the incidence of severe
negative reaction is low and factors are known which put women at greater risk (eg planned pregnancy, 2nd
trimester procedures, partly due to the nature of women accessing later abortions, poor support). She
published on the emotional responses following abortion, positive and negative.8 The Koop Report could
find no conclusive evidence for mental health problems4.

There is not a lot of recent clinical study on restriction to access. A paper from the UK on a large cohort
study (13 000 women) by GPs reporting psychiatric morbidity showed psychiatric disorder no higher after
abortion than pregnancy.5 Pre-existing psychiatric illness was a risk for both groups. The abortion group
showed more deliberate self harm but greater in those refused an abortion, indicating confounding variables
such as adverse social factors. A Swedish survey showed the denial of an abortion caused significant
disturbance of the woman at 18 months in 24% and 31% were providing a notably unfavourable
environment for their children.16 Regards the eVect on the children, the best is probably the Czech study
(Born Unwanted, 35 years later17) which showed less breast feeding, more childhood illness, behavioural
problems and poorer school performance and when these children reached their 20s they had more social
problems, job dissatisfaction, fewer friends, more criminality and drug and alcohol problems. We have not
searched the literature for adverse outcomes of for the mother or child when the child was given up for
adoption.

September 2007
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Memorandum 19

Submission from the All-Party Parliamentary Pro-Choice and Sexual Health Group,
submitted by Baroness Gould of Potternewton

I am writing on behalf of the All-Party Parliamentary Pro-Choice and Sexual Health Group, which is a
registered cross party group, established in 2004. The purpose of the Group is to raise awareness in
Parliament of the needs of women seeking abortion and the importance of improving all aspects of sexual
health for women and men in the UK.

The All-Party Parliamentary Pro-Choice and Sexual Health Group works closely with fpa and the
Faculty for Family Planning and Reproductive Health Care. The Group supports the evidence which has
been submitted to the Committee’s inquiry into the 1967 Abortion Act by both fpa and the Faculty. We
believe that the evidence they have gathered clearly demonstrates that:

1) There have been no scientific or medical advances to justify a reduction in the current abortion
time limit. Women seeking later abortions often face exceptional and diYcult circumstances.

2) Liberalisation of access to abortions in the first trimester would be safe and practical. This is
reflected in international medical practice, for example in the United States. These changes would
benefit women.

3) There is no conclusive evidence linking abortion with long-term or acute adverse health outcomes;
but it is well documented that restricting access to abortion is harmful to women’s health.

The Group holds regular meetings on abortion, including a meeting in December 2006 which investigated
why women need later abortions and whether there the current upper time limit for legal abortions should
be reduced. The Group heard evidence from Dr Donald Peebles, University College London; Liz Davies,
Marie Stopes International; and Jane Fisher, Antenatal Results and Choices. The Group concluded that
there was no evidence to support a reduction in the current time limit. I would be happy to supply the
Committee with a copy of the report of this meeting if it is helpful.

September 2007
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Memorandum 20

Submission from Medical Research Council

1. The Medical Research Council (MRC) welcomes the opportunity to respond to the Science and
Technology Committee’s inquiry into scientific developments relating to the Abortion Act 1967.

2. The MRC is dedicated to improving human health through excellent science. It invests on behalf of
the UK taxpayer. Its work ranges from molecular level science to public health research, carried out in
universities, hospitals and a network of its own units and institutes. The MRC liaises with the Health
Departments, the National Health Service and industry to take account of the public’s needs. The results
have led to some of the most significant discoveries in medical science and benefited the health and wealth
of millions of people in the UK and around the world.

3. The following response details research of potential relevance to this inquiry, highlights some
important issues, and identifies areas that the MRC considers to be currently under-researched.

The scientific and medical evidence relating to the 24-week upper time limit on most legal
abortions, including:

(a) developments, both in the UK and internationally since 1990, in medical interventions and
examination techniques that may inform definitions of foetal viability; and

(b) whether a scientific or medical definition of serious abnormality is required or desirable in
respect of abortion allowed beyond 24 weeks.

4. Whether fetuses feel pain is an important consideration. The MRC Expert Group on Fetal Pain, set
up in response to a request from the Department of Health, published a report in 2001 (“Report of the MRC
Expert Group on Fetal Pain”, available on the MRC website at: http://www.mrc.ac.uk/Utilities/
Documentrecord/index.htm?d%MRC002413). The Group found that there was little direct evidence of the
gestational age at which fetuses might feel pain; this would be dependent, inter alia, on the development of
the central nervous system. There was no definable stage of fetal life when one set of neurons connected to
another. The nervous system matured over many pre- and post-natal months to produce complete pain
awareness. The Group concluded that there was still a great need for research into many areas of fetal pain.
For example the basic molecular and cellular mechanisms of fetal pain were still poorly understood, as were
the eVects of anaesthetics or analgesics. Since then, the MRC has not received many applications in this area;
one reason for this may be that such research, particularly involving humans, is very diYcult to undertake.

5. The MRC has funded, and continues to fund, studies on embryonic and fetal development which may
help inform discussions on abortion time limits. Research of this nature should be reviewed during this
inquiry.

Examples of MRC-funded research in this area include:

— Mammalian neurogenesis—Dr V Episkopou at the MRC Clinical Sciences Centre in London.
Ongoing; £1.9 million expenditure to date (to 2005–06). This research aims to increase
understanding of the molecular events that underlie early embryonic patterning and central
nervous system development.

— Molecular embryology—Dr D P Norris at the MRC Mammalian Genetics Unit in Harwell.
Ongoing; £300,000 expenditure to date (to 2005–06). This work is focussed on understanding how
left-right (L-R) symmetry is broken in the early embryo.

— Generation of neuronal diversity in the developing telencephalon—Dr N Kessaris at University
College London. Ongoing; awarded £325,000. This research aims to increase understanding of
how the brain forms during normal embryonic development.

6. The MRC has also funded research on the eVects of early delivery of fetuses, which may be relevant
to this inquiry. For example, we are currently funding a follow-up study to the Growth Restriction
Intervention Trial (GRIT) at the University of Nottingham121. The initial study evaluated the short-term
eVect of the early delivery of fetuses not thriving in the womb. The current study is evaluating the long-term
eVect on the development of the baby’s brain, both the prevention of cerebral palsy and also for intellectual
development. The ongoing EPICure study, also at the University of Nottingham122, is studying developing
patterns of health problems in babies born at borderline viability (25 weeks gestation or less).

7. A recently completed MRC study on the clinical applications of advances in human genetics at the
University of Leeds123 has aimed to identify particular genes causing specific diseases, in order to translate
this knowledge into diagnostic tools which could be used in clinical practice and for genetic counselling
purposes. Such early knowledge of potential genetic abnormalities may have an impact on women’s
decisions on abortion.

121Growth Restriction Intervention Trial (GRIT) and long-term follow up study—Professor J Thornton at the University of
Nottingham. Ongoing; awarded £940,000.

122EPICure: population-based studies of survival and later health status of infants of 25 weeks gestation or less—Professor N
Marlow at the University of Nottingham. Ongoing; awarded £3.0 million.

123Clinical Applications of Advances in Human Genetics—Professor A Markham at the University of Leeds. Ended at the end
of 2005; awarded £37,500.
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8. Peripheral to the main aim of this enquiry, but an important issue for medical research, is the
availability of fetal tissue for research. Birth defects are the biggest cause of infant mortality in the Western
world. Currently one in 30 babies is born with a significant malformation but the causes of many of these
malformations are poorly understood. Studying tissues taken from embryos from the period when most
malformations arise is an important step towards understanding, and perhaps eventually preventing, fetal
abnormality. The MRC/Wellcome Trust Human Developmental Biology Resource at the Institute of Child
Health in London helps to support research in this area through the provision of donated embryonic and
early fetal material. This research not only promotes understanding of how birth defects arise, it also may
lead to the development of more sensitive and specific diagnostic tests.

9. The MRC believes that any recommendation to change the upper time limit on abortion would require
specific studies to be carried out to determine the eVect on clinical advice and on women’s decisions.
Abortion laws vary from country to country, so findings from other countries could be informative. Specific
studies on the reasons for late termination of pregnancy would need to be carried out, particularly given
that some developmental problems only show up late in development, and some pregnancies are only
discovered late. This would add to the diYculty of defining “serious abnormality”. A secondary
consideration would be the eVects on the availability of fetal tissue for research.

Medical, scientific and social research relevant to the impact of suggested law reforms to first trimester
abortions, such as:

(a) the relative risks of early abortion versus pregnancy and delivery;

(b) the role played by the requirement for two doctors’ signatures; and

(c) the practicalities and safety of allowing nurses or midwives to carry out abortions or of
allowing the second stage of early medical abortions to be carried out at the patient’s home.

10. This part of the inquiry is not directly within the MRC’s remit.

Evidence of long-term or acute adverse health outcomes from abortion or from the restriction of access
to abortion.

11. The MRC has not funded any work recently in this area.

August 2007

Memorandum 21

Submission from Professor Byron C Calhoun, Professor and Vice-Chair, Department of Obstetrics and
Gynaecology, West Virginia University

This paper will address the Select Committee’s inquiry number 3 “evidence of long-term or acute adverse
health outcomes from abortion. . .” Specifically, the increased risk for preterm birth, significant mental
health eVects, increased all cause mortality, increased substance abuse, and increased domestic violence
against children will be addressed in turn by number.

1. Preterm Birth: There has been a documented 200% increase in preterm birth rate (' 32 weeks) with
one abortion. (Compilation of 49 studies)1. There are now over 60 studies which demonstrate increased risk
for preterm birth with an abortion prior to first delivery. Further these studies demonstrate a “dose eVect”
with more abortions leading to increased risk for preterm birth.2-7 Preterm birth leads to a 38 times increased
risk for cerebral palsy8 and this translates into increased costs. A recent paper from Oxford that estimated
the out of hospital costs in the first five years of life found a cost £14,614 for a ' 28 week delivery (very low
birth weight) and £11,958 for a baby delivering at 28–32 weeks (low birth weight) for the first five years of
life.9 These costs were only for the first five years of out of hospital life and did not the lifetime cost for the
morbidities due to preterm delivery.

2. Mental Health EVects: Studies note 63% more mental health visits 90 days after pregnancy ending in
abortion patients compared to pregnancies ending in delivery.10 There are 21% more mental health visits
over four years after abortion compared to delivery.10 Women with an abortion have a 154% increased risk
for suicide compared to delivery.11 Aborting women were 65% more likely to have “high risk” for clinical
depression with an abortion compared to delivery.12 Anxiety-with unintended first pregnancy ending in
abortion or live birth resulted in a 34% increase in Generalized Anxiety in aborting women, 86% higher
anxiety in Hispanics with abortions, 42% higher risk of anxiety in unmarried women who had abortions,
and a 46% higher risk of anxiety with an abortion if under age 20 years at the time of the abortion.13 Sleep
disorders were increased in patients whose pregnancies ended in abortion compared to those giving birth
(comparing aborting women to women with sleep disorders at the end of pregnancy).14 These findings
included a persistence in sleep disorders to include an 85% higher risk of sleep disorders at 6 months after
abortion compare to birth, 68% higher incidence of sleep disorders in aborting women at one year, 40%
higher incidence of sleep disorders in aborting women at two years, 41% higher incidence of sleep disorders
in aborting women at three years, and a 29% higher incidence in aborting women across ALL four years
studied.14
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3. Increased all cause mortality: All causes death rates were 370% higher within one year of an abortion
compared to delivering women.15 Death rates were 50% higher in aborting women when compared to non-
pregnant women controlling for demographic characteristics, socioeconomic status, health status, and
medical disorders.16 Women with abortions have been found to have a 80% higher risk of dying in an
“accident” within the year after an abortion.17

4. Substance abuse: Women experience a 460% increase in illicit drug and 122% increase in alcohol use
in subsequent pregnancies after an abortion in the prior pregnancy.18 When comparing a subsequent
pregnancy after either a live birth or an abortion, researchers found an increased risk for substance abuse
with a 929% more likely use of marijuana in patients who aborted, 460% more likely use of illicit drugs
(heroin, cocaine, methamphetamines, etc) in patients who aborted, and a 122% more likely use of alcohol
in patients who aborted.18 After comparing an abortion to either a previous stillbirth or miscarriage there
was noted a 201% higher risk for marijuana use in those who aborted, a 198% higher risk for crack cocaine
for those who aborted, a 406% higher risk for other types of cocaine (other than crack cocaine) for those
who aborted, a 180% higher risk for illicit drugs for those who aborted, and a 100% higher risk for tobacco
use for those who aborted.19 Neither stillbirth or miscarriage carried any increased risk for substance abuse
over the normal population.

5. Child abuse: Abortion carried a 144% higher risk of child physical abuse compared a pregnancy that
ended without an abortion. Live birth was not associated with an increase in child physical abuse. But more
importantly, neither was miscarriage or stillbirth associated with an increase in risk of physical child abuse.20

This is not an exhaustive list of all the scientific information available regarding abortion complications.
In light of all these recent scientific findings supporting “long-term or acute adverse health outcomes from
abortion”, coupled with abortion’s significant public health costs in both prematurity and mental health
care, a complete reappraisal of whether or not elective abortion ought to be part of the public health policy
of Great Britain is in order.

Thank you for your kind attention in this matter. If you have any further questions do not hesitate to
contact me at my oYce at 304-388-1599 or my email: byron.calhounwcamc.org.
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Submission from Dr Vincent Argent

Summary of Main Points and Recommendations

Two Doctors’ Signatures—HSA1 form—Certificate of Opinion

1.1 The need for two signatures is often mismanaged and doctors’ are uncertain about the law of
conscientious objection. For abortions under 12 weeks, the requirement should be abolished or replaced by
two registered nurse signatures.

Nurses carrying out surgical abortions

1.2 Evidence from America and elsewhere shows that trained nurses can provide a safe and eVective early
surgical abortion service.

The law is unclear and there needs to be clarification of the current advice.

My Opinion

1.3 In addition, I am of the opinion that the following changes should also be made:

The 24 week upper time limit for Grounds C and D (Section 1(1)a) (the “social grounds”) should be
reduced to 16 weeks. Abortions over 16 weeks, up to term, may still be permitted under Grounds A, B and
E (Section 1(1)b, c, d).

Serious abnormality should be clarified either with a scientific definition or a statement that this can be
left to a decision reached between the patient and her medical advisers.

Providers and Training

1.4 This Inquiry does not deal directly with issues of access, training and providers. This issue is
important as there are problems with access and medical practitioners unwillingness to participate or be
trained in abortion practice. Law reform may aid improvements.

General Comment on the Abortion Act 1967

1.5 The Abortion Act 1967, as amended by the HFEA Act 1990, needs to be reviewed in the light of
modern practice and needs to reflect the views of modern society. Unclear areas, such as conscientious
objection, need to be clarified.

The debate is often monopolised by pro-choice or anti-abortion lobbyists but reform should reflect the
pragmatic views of the public and professions.
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My Role

1.6 I am a Consultant Obstetrician and Gynaecologist. I have worked as the lead in Sexual and
Reproductive Health at East Sussex Hospital and Addenbrooke’s Cambridge University Teaching
Hospital. I have been Medical Director of bpas and still do sessions for the provider.

I am an acknowledged and published authority on abortion practice and abortion law. I am a Faculty of
Family Panning and Reproductive Health Care accredited trainer in abortion care.

I have an interest in academic medical law and have been a medical law lecturer at the Universities of
Warwick, Brighton and Cambridge.

Recent activities (2006–07) include:

Adviser to Department of Health Working Party on Late Abortion.

Adviser to National Patient Safety Agency project on abortion complications.

Author of draft Consent to Surgical and Medical Abortion Advice from the Royal College of Obstetrician
and Gynaecologists.

Peer Reviewer RCOG Guidelines: Care of Women Requesting Induced Abortion.

Commissioned Reviews and Articles in the Journal of the Faculty of Family Planning and Reproductive
Health Care:

Can nurses legally perform surgical induced abortion—Argent V, Pavey L. J Fam Plann Reprod
Health Care 2007; 33(2): 79-82

Abortion law: Campaign groups and the quest for change—Argent V. J Fam Plann Reprod Health
Care 2006; 32: 215-217

How can abortion be made simpler for women?—Argent V. J Fam Plann Reprod Health care
2006; 32: 67-69

Accepted for review on the Journal (due for publication in January 2008)—will be subject to editorial
review:

Conscientious Objection and Abortion (Copy attached (not printed))

Evidence

Requirement for two doctors’ signatures

2.1 The current requirement for two doctors’ signatures on the HSA 1 Certificate of Opinion is often
misinterpreted and abused.

2.2 The advice on conscientious objection is conflicting. Many GPs and hospital doctors refuse to sign
the HSA1 form on grounds of conscientious objection. The BMA suggests that doctors’ are under a legal
duty to take part in the provision of the form and cannot claim exemption under the Janaway case. The
BMA does, however, state that doctors with objection should be allowed to claim exemption from this duty.
Legal authorities also suggest that exemption may not be claimed for signing the form. Doctors may claim
exemption because the Abortion Act section 4 may have been amended by the Human Fertilisation and
Embryology Act section 38 which allows conscientious objection to “any activity”.1

2.3 Doctors may also refuse to sign the HSA1 form if they are of the opinion that the patient does not
fulfil the requirements under section 1 even if they have no conscientious objection.

2.4 There are widespread variations in the actual provision of signatures. The author has observed the
following practices—some of these may be illegal and they need clarification.

Signing batches of forms before patients are even seen for consultation.

Signing the forms with no knowledge of the particular patient and without reading the notes.

Signing forms without seeing or examining the patients.

Signing forms after the abortion has been performed.

Faxing the forms to other locations for signature.

Use of signature stamps without any consultation with the doctor.

The HSA1 form is often considered to be just an administrative process where doctors make no
attempt to form an opinion, in good faith, that the patient fulfils the grounds of section 1.

2.5 These practices show that the HSA1 is often considered as a mere formality and abolishing this
requirement should be considered.

2.6 In practice, many nurses carry out the whole of early medical abortions including consultation,
treatment and after-care and the doctor merely signs the form and never sees or has any involvement with
the patient. Such practice is covered by the RCN v DHSS case, but it might seem reasonable to allow nurses
to sign the HSA1 form.
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2.7 These arguments are quite separate from those who consider that the requirement should be
abolished, as the abortion decision should lie with the woman rather than her medical advisers, especially
before 12 weeks.

Nurses carrying out surgical abortions

3.1 It has been suggested that the current law would allow nurses (and others) to directly carry out
surgical abortions under the overall supervision of a registered medical practitioner even if the practitioner
is not present throughout the entirety of the procedure.2 The Department of Health, the Royal College of
Nursing and others have suggested that the law does not, in fact, allow this.

3.2 There is evidence in the literature that nurses and mid-level providers can provide a safe and eVective
service surgical service using Manual Vacuum Aspiration (MVA) or suction equipment. Such practitioners
have been trained to partake in this work.3 Planned Parenthood of Northern New England is a major
provider of abortion care in New England and has extensive experience of nurse surgical practice.4 The IPAS
abortion training system is well established.5

3.3 In other areas of medical practice, nurses are extending their roles and performing surgical
procedures. In gynaecology alone, nurses now perform invasive surgical procedures such as colposcopy,
hysteroscopy and transvaginal egg collection under conscious sedation. Most midwives now suture
episiotomies and extended role midwifery practitioners now undertake low cavity Ventouse and forceps
deliveries.6 Many subspecialty groups such as the British Society for Colposcopy and Cervical Pathology
(BSCCP) and the British Fertility Society (BFS) have specific sections for nurse practitioners eg, the BSCCP
Training programme open to nurse and doctors7 and the BFS Assisted Conception—Specialist Certification
Course—this is a Royal College of Nursing Approved Professional Course.8 These courses teach nurses how
to perform invasive surgical procedures such as colposcopic biopsy and ovarian puncture for egg collection.

3.4 Training in surgical abortion practice could be achieved by allowing nurse practitioners to undertake
Certificates 4 and 5 on Abortion Care of the Faculty of Family Planning and Reproductive Health Care
(Manual Vacuum Aspiration and Surgical Evacuation under 12 weeks) which are currently only open to
doctors.9

3.5 Nurse surgeons usually work under guidelines and protocols with responsibility to, and overall
supervision by, a medical practitioner. There may be concerns about the capability of nurse surgeons to
provide a competent response to complications such as bleeding or perforation of the uterus. This can be
addressed by ensuring adequate training, ongoing experience together with well-defined support and back-
up from the medical team.

3.6 Nurses already run medical abortion services with very little input from doctors (apart from the HSA1
signatures and overall supervision). Current nurse led services are safe and eVective and popular with
women.

24 weeks upper limit—Grounds C and D—section 1(1)a

4.1 Grounds C and D under section 1(1)a are often referred to as the “social” clauses although this has
no basis in the law. The majority of abortions are performed under ground C where there would be a risk
to the physical or mental health of the woman.

4.2 In practice, many NHS abortion services have arbitrary upper limits of 12–16 weeks. This is because
colleagues are unwilling to participate ion later abortions because of partial conscientious objection or, more
often, because they just do not wish to get involved or have no interest in such practice. Few NHS surgeons
possess the skills or experience to undertake dilatation and evacuation procedures after 16 weeks.

4.3 Recent public opinion polls suggest that the public would like to see improved and easier access for
early abortion but that the upper limit should be reduced or that later abortions should be subject to greater
counselling and stricter approval criteria. The BMA, the RCOG the NuYeld Council on Bioethics have
addressed the problems surrounding later abortion.

4.4 The debate on the upper limit is often polarised between pro-choice campaigners who would keep the
limit as it is and the anti-abortion activists who would like a drastic reduction in the upper limit.10 A
pragmatic middle of the road view, as demonstrated by public opinion polls, does not have a very strong
voice.

4.5 In practice, it would seem reasonable to reduce the 24 week upper limit for section 1(1)a C and D
abortions to 16 weeks. Abortions could still be approved over 16 weeks under section 1(1)a Ground B where
the termination is necessary top prevent grave permanent injury to the physical or mental health of the
women. Agreement to such abortions would follow improved in-depth counselling and a concerted eVort
to confirm that there is a risk of grave injury. (No limits would be placed on abortions sanctioned under
Grounds A and E).
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Definition of serious abnormality

5.1 Ground E abortions are performed when there is a substantial risk that the baby would suVer from
such abnormalities as to be seriously handicapped.

5.2 The Jepson case and others have suggested that such abortions are carried out for minor
abnormalities which would not cause serious handicap and may be amenable to good results from treatment
eg, cleft palate and lip.

5.3 There is no legal definition as to what constitutes serious handicap. There is no strictly parallel
medical or scientific definition of serious handicap.

5.4 The legislators should decide whether there needs to be comprehensive guidance or a legal definition
of serious handicap or whether the decision is best left to the patient and her medical advisers under guidance
form the Royal Colleges.

5.5 In any case, such abortions may be approved, before 24 weeks, under Grounds B,C and D rather
than E.

Providers and training

6.1 Concern has been expressed about the increasing unwillingness of obstetricians and gynaecologist
and general practitioners to get involved in abortion practice.11

6.2 Subspecialty training in obstetrics and gynaecology has led junior doctor in training to choose more
popular areas of practice such as infertility, cancer and fetal medicine. Increasing numbers of doctors cite
conscientious objection for their stance. The provision of abortion services is no longer seen as an essential
part of mainstream gynaecological practice.

6.3 For these reasons and also because of PCT contracts, NHS funded abortions are increasingly
performed by the two charitable providers bpas and Marie Stopes. These organisations do not train junior
doctors. In many areas, there are no opportunities or structure training programmes for abortion training.

6.4 Changes in the law, with regard to certification and involvement in surgical procedures, would permit
nurses to run these services and improve access for women.

6.5 Each area should have a Consultant in Sexual and Reproductive Health as the lead for the abortion
service and as trainer of staV.

6.6 The charitable providers should play a major role in the training of doctors and other health care
professionals.

General Comment on the Abortion Act 1967

7.1 The Abortion Act 1967, as amended by the Human Fertilisation and Embryology Act 1990, does not
reflect the reality of modern abortion practice. The majority view in the UK supports the need for easier
access to earlier abortion but stricter access to later abortion towards the gestational age of fetal viability.

7.2 The abortion debate tends to be polarised between pro-choice and pro-life groups and a pragmatic
approach would be more useful.

7.3 Some areas of the law are unclear such as the protection given by the section 4 conscientious objection
and whether this has been amended by the HFEA Act.

7.4 It would be reasonable to accept that current or amended law would allow nurses to undertake some
surgical procedures.

7.5 There are widespread variations in the practice of obtaining signatures for the HSA1 Certificate of
Opinion and some of these may not be lawful. Current practice suggests this is usually seen as an
unnecessary exercise.

7.6 There is a lack of clear legal guidance on some matters eg, the definition of seriously handicapped.

7.7 Recent statements from professional organisations such as the BMA, the GMC, the RCN and the
NMC have attempted to clarify the law on abortion but also to recommend changes in the law.

7.8 The RCOG and Faculty of Family Planning have produced current updated guidelines and training
programmes for abortion practice.

7.9 The government has expressed the view that it does not wish to change the Abortion Act.

7.10 I am of the opinion that these changes and challenges merit a thorough review and modernisation
of the abortion legislation.
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Submission from Dr Chris Richards and Dr Mark Houghton

The Serious Morbidity and Mortality associated with Induced Abortions

A submission to the Science and Technology Committee of the House of Commons

Executive Summary

Which is safer, to have a baby or an induced abortion? All abortion decisions hang on this.

1. Accepted practice, promoted by the Royal College of Obstetricians and Gynaecologists (RCOG), is
that induced abortion is safer for the mother than a delivery. Is this true?

2. We present the flaws in current evidence for this.

3. Mortality is in fact several times higher in the year after abortion compared to the year after delivery.

4. Induced abortion and higher mortality have a causal link.

5. Suicide is much increased after induced abortion.

6. Morbidity from induced abortion far exceeds a delivery and has been understated.

7. Conclusions: the RCOG advice is unsound and harms women.

8. Recommendations: the Act should be re-enforced to protect women through evidence-based
guidelines for doctors and reliable information to patients.
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Introduction

This paper outlines strong evidence from a range of studies that termination of pregnancy poses a far
greater risk to the life and health of the mother than continuing the pregnancy.

1. Background

1.1 The Royal College of Obstetrics and Gynaecology (RCOG) maintain that risks of induced abortion
to a mother are lower than continuing the pregnancy to term at any gestation.i For this reason many doctors
justify the interpretation of the Ground C under the Abortion Act in a way that allows any woman
requesting an abortion to be oVered one because continuation of pregnancy would pose a “greater risk to
her physical and mental health, than if she had an abortion.”

1.2 Such a claim also permits a health professional to arrange an abortion without parental consent for
someone under 16 who can be considered to fulfil “Fraser competency” in other ways.

1.3 This paper looks in more detail at the basis on which such claims are made, and the accumulation of
scientific evidence that the risks of induced abortion to the woman far outweigh the risks to her if she
continues her pregnancy.

2. Basis of current claims about the mortality associated with induced abortion

2.1 The usual source of statistics for the relative mortality associated with pregnancy and abortion is the
Confidential Enquiry into Maternal Deaths.ii The most recent report, covering the three years from
2000–2002, records only five deaths due to abortion. This was out of a total of 261 pregnancy-associated
deaths. These five were early deaths from medical rather than psychiatric causes. This might suggest that
induced abortion contributes little to pregnancy-related maternal mortality.

2.2 However, there are several reasons for considering that this data is far from complete:

2.2.1 Underreporting of late deaths. Deaths caused indirectly, especially from psychiatric causes, often
occur some months after the induced abortion. The Confidential Enquiry recognises this ascertainment
weakness in the comment, “It is not surprising that these (late) deaths were not reported since, by the time
they died, these women would have lost contact with their maternity health professional, the person who
reports these cases.”iii In order to explore such missed cases a linkage study quoted in the report found a
further 32 out of 50 deaths caused by suicide, which had not been reported to the Enquiry. It is not specified
how many of these followed induced abortion.

2.2.2 Abortion as an antecedent is often deliberately hidden. Health professionals may not recognise that
a woman’s death is caused by induced abortion because she may have hidden her abortion from family and
friends as well as health professionals. Induced abortion often occurs at a distant facility out of the sphere
of a woman’s usual medical care.

2.2.3 The sensitive nature of abortion. Health professionals may be reluctant to raise the issue of a
possible association between death and induced abortion in order to avoid oVence to the grieving family.

3. Can the risks of induced abortion be more accurately assessed?

3.1 We suggest that the inaccuracy of the Enquiry data has lead to false conclusions. Better information
can be obtained from so-called linkage studies. These identify women of child-bearing age who have died
and then seek out their medical history from available records. Two such death linkage studies have been
published—one from Finland, and one from the US.

3.2 A robust Finnish studyiv collected national data on all women who died between 1987 and 1994 for
one year after their abortion or delivery. The researchers found that compared to Finnish women who
delivered a baby, those who had had an induced abortion have increased mortality—from both natural and
unnatural causes. This increased risk can be best expressed as the “age-adjusted odds ratio”, which is the
number of times more likely that a woman of a certain age after an induced abortion dies in a particular
way than if she kept her baby. The odds ratios are 1.63 for deaths from natural causes, 4.24 for deaths from
accidents, 6.46 for deaths from suicide, and 13.97 for deaths from homicide. The suicide rate was
independent of the gestation of abortion ie the raised mortality from suicide would not be aVected by
avoiding late abortions.v

3.3 A study of Californian low-income women confirms the increased mortality associated with induced
abortion. It looked at the outcome after first pregnancy for eight years after a state-funded abortion or
delivery between 1989 and 1997. Over the eight years the age-adjusted odds ratio of dying following an
induced abortion was 1.44 for deaths from natural causes, 1.82 for deaths from accidents, 2.54 for deaths
from suicide and 1.59 for deaths from homicide.vi

3.4 These studies would substantiate the concern of the Enquiry that late pregnancy deaths from suicide
are common and frequently missed. This is especially because the increased risk from abortion continues so
long after the event.
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4. Is the increased mortality rate after induced abortion causally related?

4.1 We can conclude from the above studies that women who undergo induced abortion are at
substantially greater risk of violent death, especially from suicide than those who deliver. However,
association does not prove causality. Could it be that the greater incidence of violent death simply reflects
a greater pre-abortion psychiatric disposition? Put another way; is it that disturbed people are more likely
to have an abortion? And are they more likely to experience a violent death afterwards, irrespective of having
had the abortion?

4.2 The RCOG clearly considers that any association is incidental and not causal. In their advice leaflet
to women considering abortionvii they ask, “How will I feel after an abortion?” They reply as follows, “Some
studies suggest that women who have had an abortion may be more likely to have psychiatric illness or self-
harm than other women who give birth or are of a similar age. However, there is no evidence that these
problems are actually caused by the abortion; they are often a continuation of problems a woman has
experienced before.” But does the evidence from studies support such bold reassurance?

4.3 There are several reasons for recognising a strong causal association between violent death, especially
from suicide, and induced abortion:

4.4 The association remains after adjustment for pre-abortion psychiatric state. The Californian study
included an assessment of the psychiatric history one year prior to the delivery or abortion. Adjusting for
this, the likelihood of violent death and suicide increased after induced abortion as compared to delivery.

4.5 The same study shows a temporal relationship between the deaths from suicide and the time from the
abortion, with a steady decrease in suicide rates over the eight year study period. This contrasted with the
women who delivered, in whom the suicide rate rose slightly over this period. These observations support
a causal link between suicide and induced abortion which wears oV very slowly over an eight year period.

4.6 Another study from Walesviii supports a causal relationship between abortion and vulnerability to
suicide. The researchers looked at admission rates for suicide attempts before and after a pregnancy event.
Rates almost doubled in women who had had an induced abortion, compared with a slight diminution in
those who delivered. This also confirms the observation from other studies that there is a psychiatrically
protective eVect when pregnancy ends in birth.

5. Why are women who have had an induced abortion so much more likely to commit suicide?

5.1 Researchers in the Californian study suggest that this is caused by “increased psychological stresses
related to unresolved guilt, grief, or depression.” Is there any research evidence that this is the case? There
are a number of recent studies that show raised levels of psychiatric morbidity such as depression, deliberate
self-harm and suicidal ideation following induced abortion, all of which are recognised predisposing factors
to committing suicide.

5.2 One landmark study from New Zealandix was able to adjust for pre-pregnancy psychiatric state and
found that those becoming pregnant but not having an abortion had overall rates of mental disorders,
including depression, between 58% and 67% of those who had an induced abortion. Such mood disturbance
would clearly predispose the woman to the risk of suicide. Similar findings are noted in another study which
showed that rates of depression are increased for eight years after the induced abortion.x A further study
found levels of deliberate self-harm to be almost three times more frequent in those with unplanned
pregnancy and who had no history of psychiatric illness, but went on to have an induced abortion, as
compared to those who kept their baby.xi

5.3 Further support for a causal association between induced abortion and suicide comes from interview-
based studies. These have consistently shown extraordinarily high levels of suicidal ideation (30–55%) and
reports of suicide attempts (7–30%) among women who have had an abortion.xii In many studies, the women
interviewed have explicitly described the abortion as the cause of their suicidal impulses.

5.4 Interpretation of these statistical studies is aided by numerous publications describing individual
cases of completed suicide following abortion.xiii In many cases, the attempted or completed suicides have
been intentionally or subconsciously timed to coincide with the anniversary date of the abortion or the
expected due date of the aborted child.xiv

5.5 Each of these studies absolutely contradicts the RCOG conclusion that any psychiatric illness after
abortion is simply a continuation of that present prior to the abortion. Instead it is clear that psychiatric
illness after induced abortion is often caused by the procedure. The above findings also contradict the
RCOG when they quote the assessment of Dagg that such complications are “on the wane immediately after
the abortion”.xv Rather they are commonly pervasive and often continue for a number of years after the
procedure.

5.6 These recent studies are not saying anything new. The Royal College of Psychiatrists gave witness to
the private commission of enquiry headed by Lord Rawlinson in 1994xvi which looked into the operation
and consequences of the Abortion Act. The report observed “that although the majority of abortions are
carried out on the grounds of danger to the mother’s mental health, there is no psychiatric justification for
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abortion.” The commission concluded “that to perform abortions on this ground is not only questionable
in terms of compliance with the law but also puts women at risk of suVering a psychiatric disturbance after
abortion without alleviating any psychiatric condition that already exist.”

6. Non-psychiatric morbidity of induced abortion compared to delivery

6.1 So far this paper has addressed the increased mortality caused by induced abortion. But how does
the health of women after abortion compare with those who give birth? It is widely assumed that induced
abortion has low rates of complications especially when performed in the first trimester.

6.2 However, there is strong evidence that both surgical and medical abortions cause significant short
and long term morbidity which is greater than undisturbed pregnancy.

6.3 Short term complications of surgical abortion.

6.3.1 The RCOGxvii quote complication rates per 1,000 surgical abortions of one for haemorrhage, 10 for
cervical trauma, four for perforation of the uterus and one for retained products of conception. The most
common complication is secondary infection at a rate of 100 per 1,000. Untreated infection can lead to pelvic
inflammatory disease, which has a known association with infertility. Abortion clinics would say that they
test beforehand, but considering the short time between consultation and abortion in some places it is
doubtful if this can always be done.

6.3.2 These rates place surgical abortion at higher risk of short-term complications than giving birth. A
recent Scottish study estimated the severe morbidity rate from undisturbed pregnancy to be 3.8 per 1,000
and almost all events, including haemorrhage (incidence 1.9 per 1,000), were treatable with a good long-
term outcome.xviii

6.4 Short term complications of medical abortion.

6.4.1 It has been widely assumed that the introduction of mifepristone for early medical abortion would
be safer than surgical abortion; and this despite the fact that its safety has never been assessed in those under
18 years. The RCOG described this method of abortion as “safe and eVective” and recommend its use for
women up to nine weeks gestation.

6.4.2 Relatively minor complications such as abdominal pain and nausea occur in the majority of women
after taking mifepristone. Vaginal bleeding usually continues for between 9–16 days, but sometimes much
longer. 5–8% of women require surgical intervention following medical termination. Therefore, medical
abortions are five to 10 times more likely to “fail” than surgical ones; and will subsequently require surgical
intervention in more advanced pregnancy.xix

6.4.3 However, more serious still is the finding that medical abortions have ten times the mortality of
surgical abortion. There have been at least five deaths in North America following medical abortion using
mifepristone (RU-486). The women died from a rapidly progressing infection with Clostridium sordellii.xx

6.5 Long term complications of surgical and medical abortions.

6.5.1 Prolonged psychiatric disturbance has already been discussed. However, psychiatric disease is not
limited to depression, suicidal ideation and deliberate self-harm. Many women also suVer from features of
post-traumatic stress syndrome after induced abortion.xxi

6.5.2 In addition, induced abortions may have important eVects on future pregnancies. Pelvic
inflammatory disease is a recognised complication of both medical and surgical abortions and can cause
infertility.xxii Future pregnancies have a greater risk of placenta praevia (increased by 7–15 times), and pre-
term labour (twice as likely).xxiii The latter is an important cause of chronic lung disease and cerebral palsy
in the child.

6.5.3 There are also reported cases of post abortion morbidity such as infertility after a foetal bone was
left inside,vii and congenital paraplegia after pregnancy “reduction.”viii

6.5.4 Finally there is growing evidence (though still disputed by some) that abortion increases the risk
of breast cancer (relative risk of 1.3-2). In addition, term pregnancy acts as a clear protection against the
development of breast cancer.xxiv

7. Conclusion

7.1 The following conclusions can be made about induced abortion:

7.1.1 Mortality following abortion, especially due to psychiatric disease, is much higher than is currently
recognised by the RCOG and many clinicians.

7.1.2 A substantial part of the mortality is causally related to the abortion and occurs regardless of the
gestation at which the abortion occurs.

7.1.3 Morbidity is substantial, both in the short and long term and caused by both medical and surgical
abortions.



3789251023 Page Type [E] 13-11-07 01:13:33 Pag Table: COENEW PPSysB Unit: PAG1

Ev 124 Science and Technology Committee: Evidence

7.1.4 Doctors have failed to follow the Abortion Act in the light of known medical evidence. The RCOG
advice is unfit for the purpose. It is likely that a large number of healthy women have suVered, and some
have died, because of this.

8. Recommendations

8.1 In the light of these findings we recommend to the committee:

8.1.1 There is no easing of legal restrictions on induced abortion.

8.1.2 The RCOG advice to women considering abortion should be updated with evidence from recent
studies about the mortality and morbidity of abortion. Women considering abortion have a right to know
the potential serious long term consequences.

8.1.3 Ground C of the Abortion Act can no longer be legally applied to a woman in anticipating an
improved psychiatric state following abortion compared to her keeping the pregnancy.
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Memorandum 24

Submission from Reproductive Health Matters

This submission presents international evidence from Sweden, France, United States, South Africa,
Vietnam and several other developing country settings that it is safeTand beneficial for suitably trained mid-
level health care providers, including nurses and midwives, to carry out first trimester aspiration and medical
abortions, and calls for documentation of the role of mid-level providers in managing second trimester
medical abortions in Britain and other European countries.

Executive Summary

This submission presents international evidence from Sweden, France, United States, South Africa,
Vietnam and several other developing country settings that it is safeTand beneficial for suitably trained mid-
level health care providers, including nurses and midwives, to carry out first trimester aspiration and medical
abortions. It recommends increasing the number of health service sites oVering abortion; authorisation of
all qualified health care personnel, including nurses and midwives, to provide appropriate elements of
abortion care; integration of training in providing abortion care into basic training for midwives and for all
nurses and medical students interested in obstetrics and gynaecology; and calls for documentation of the
role of mid-level providers in managing second trimester medical abortions in Britain and other European
countries to inform regulations.

Introduction

Since the 1967 Abortion Act was passed, abortion has become one of the safest medical procedures
available from health services and one of the most frequently provided to women. Surgical methods of
abortion using aspiration techniques (up to 15 weeks of pregnancy in skilled hands) are extremely safe, as
is medical abortion. Medical abortion, using a combination of the drugs mifepristone and misoprostol,
which have been on the WHO complementary List of Essential Medicines since 2005,124 has transformed
both how abortion is provided and how it is experienced by women. Yet, law and policy on abortion have
lagged behind in recognising and responding to these changes.

The fact is, however, that for many years now, it has been technically feasible for other health
professionals as well as physicians to carry out first trimester aspiration abortions, to provide medication
to women for medical abortion, and in both types of procedure, to monitor and follow-up the process to a
safe conclusion.

In Britain, two doctors are still required in law to serve as the gatekeepers to obtaining an abortion, and
they are also the only health professionals still permitted to provide abortions, with the support of nurses.
These policies are increasingly becoming out of date in comparison to other countries, and making it
unnecessarily expensive and bureaucratic for the National Health Service to provide a first-class abortion
service at low cost.

The World Health Organization recommends that abortion services be provided at the lowest appropriate
level of the health care system. Its 2003 guidance states that vacuum aspiration can be provided at primary
care level up to 12 completed weeks of pregnancy and medical abortion up to nine completed weeks of
pregnancy, and that mid-level health workers can be trained to provide safe, early abortion without
compromising safety. They include as mid-level providers: midwives, nurse practitioners, clinical oYcers,
physician assistants and others. Training includes bimanual pelvic examination to determine pregnancy and
positioning of the uterus, uterine sounding, transcervical procedures, provision of abortion and skills for
recognition and management of complications of abortion.125

The idea of mid-level providers carrying out abortions is also far from new. For example, physician
assistants, certified by the Board of Medical Practice in the USA, have been permitted to carry out early
abortions in the states of Vermont and Montana since 1975.126 The role of mid-level health workers is
growing in many aspects of health care, both in developing countries because of the crisis in human resources
in health systems, and in developed countries to reduce the cost of health care when procedures allow for a
lower cadre of provider than physicians.

“Measures for de-medicalising primary health services include: adoption of simpler technology
and service protocols, authorisation and training of less qualified providers, simplification or
elimination of facility requirements, establishment of robust referral links to hospitals, increasing
user control and self-medication.”127

124 Essential Medicines: WHO Model List (revised March 2005) 14th edition. At: http://whqlibdoc.who.int/hq/2005/
a87017–eng.pdf

125 World Health Organization. Safe Abortion: Technical and Policy Guidance for Health Systems. Geneva: WHO, 2003.
126 Freedman MA, Jillson D, CoYn RR, Novick LF. Comparison of complication rates in first trimester abortions performed by

physician assistants and physicians. American Journal of Public Health 1986; 76: 550–54.
127 Iyengar S Introducing medical abortion within the primary health system: comparison with other health interventions and

commodities. Reproductive Health Matters 2005; 13(26): 13–19.
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Why would Gynaecologists be Opposed to Abortions being Carried out by Mid-level Providers?

Provision of most contraceptives is an example of a sexual health service at primary care level that long
ago safely passed from physicians to family planning nurses in many countries, including the UK, sometimes
not without controversy.

“Any proposal to use non-physicians for surgical procedures or any medical role is unlikely to be
widely accepted without substantial scepticism and some level of professional turf protection.”128

In the past, obstetrician/gynaecologists in the United States opposed allowing nurse practitioners to
provide a number of routine gynaecological services.129

In Britain, when the Abortion Act was passed, physicians supported it in large numbers because they had
had to deal with the complications of unsafe, illegal abortions, especially in young and poor women. Medical
students and physicians today have never had to deal with the kinds of complications that were common in
those days, nor are they required to gain the skills needed to provide abortions. Today, there are fewer
physicians willing to provide abortions, but those who do provide abortions want to protect their skills,
caseloads and income. However, in the current circumstances in Britain, training and allowing nurses and
midwives to provide abortions may be the best—if not the only—way of avoiding a crisis caused by the
falling number of physician abortion providers, including for the management of second trimester medical
abortions.

International Evidence of the Safety of Abortion Provision by Mid-level Providers

Europe

According to the Swedish Abortion Act of 1974, abortions must be performed at a public hospital by a
qualified medical doctor. Today, however, much has changed. By 2001, physicians’ main role in Sweden
in provision of medical abortion was to estimate the duration of pregnancy by ultrasound and to serve as
consultants and supervisors. Midwives are responsible for counselling women and administering both
drugs. For many years, nurse-midwives with special training in Sweden have been the main providers of
contraceptive services, with the authority to prescribe oral contraceptives and insert intra-uterine devices.
Many also serve as educators on sexuality, birth control and abortion in the community, in schools and at
youth clinics. Although by law only physicians are entitled to perform abortion, nurse-midwives’
responsibilities for counselling and care during medical abortions have steadily increased.130

In France, as in Britain, both medical and surgical abortions must be performed by a physician. However,
in France, as in Sweden, practices have been developed to minimise physicians’ involvement in medical
abortion, thereby reducing staV costs. Regulations in Great Britain are already interpreted to allow nurses
to administer medical abortion drugs as long as a physician prescribes them. As a result, medical abortion
services are largely supervised by nurses with physicians available if needed. In France, physicians confirm
the pregnancy and conduct the follow-up visit, but nurses are often responsible for the other procedures
involved in medical abortion.131

United States

Since 1986, a number of studies have compared the rate and type of complications in first trimester
aspiration abortions performed by physician assistants vs physicians in US states that allow physician
assistants to provide abortions,132, 133 and related issues.134 Outcomes of 2,458 first trimester abortions in a
free-standing clinic in Vermont in 1986 found no diVerences in complications rates according to provider.132

Similarly, in 2004 a two-year prospective cohort study of 1,363 women undergoing surgically-induced
abortion in two clinics found that services provided by experienced physician assistants were comparable

128 Yap-Seng Chong, Citra Nurfarah Mattar. Mid-level providers: a safe solution for unsafe abortion. Lancet 2006; 368: 1–2.
129 Kowalczyk EA. Access to abortion services: abortions performed by mid-level practitioners. Trends in Health Care Law and

Ethics 1993; 8(3): 37–45.
130 Jonsson IM, Zätterström C, Sundstrm K. Midwives’ role in management of medical abortion: Swedish country report.

Unpublished paper prepared for the conference “Expanding Access: Advancing the Role of Midlevel Providers in Menstrual
Regulation and Elective Abortion Care,” Pilanesberg National Park, South Africa, 2–6 December 2001.

131 HassounD, DelafontaineHospital, Saint Denis, France, 2001.Referenced in: JonesRK, HenshawSK.Mifepristone for early
medical abortion: experiences in France, Great Britain and Sweden. Perspectives on Sexual and Reproductive Health 2002;
34(3). At: http://www.guttmacher.org/pubs/journals/3415402.html

132 Freedman MA, Jillson DA, CoYn RR. Comparison of complications in first trimester abortions performed by physician
assistants and physicians. American Journal of Public Health 1986; 76: 550–54.

133 Goldman MB, Occhiuto JS, Peterson LE, et al. Physician assistants as providers of surgically induced abortion services.
American Journal of Public Health 2004; 94(8): 1,352–57.

134 See McKee K, Adams E. Nurse midwives’ attitudes toward abortion performance and related procedures. Journal of Nurse-
Midwifery 1994; 39: 300–11; Lieberman D, Lalwani A Physician-only and physician assistant statutes: a case of perceived
but unfounded conflict. Journal ofAmericanMedicalWomen’sAssociation 1994; 49: 146–49;NationalAbortionFederation.
The Role of Physician Assistants, Nurse Practitioners, and Nurse-Midwives in Providing Abortions. Symposium Report,
Atlanta, 13–14 December 1996. Donovan P Vermont physician assistants perform abortions, train residents. Family
Planning Perspectives 1992; 24: 225.
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in safety and eYcacy to those provided by physicians. The occurrence of complications at both clinics was
very low. Moreover, the types of complications observed reflected characteristics of the women and type of
abortion procedure used, rather than cadre of provider.133

In recent years, the role of advanced practice clinicians in the US—nurse practitioners, physician
assistants and nurse-midwives—has been expanding in first trimester abortion provision. A large percentage
of primary health care in the US is currently provided by these non-physicians, and their involvement in
abortion care is crucial, given serious shortages of physician providers in many US states. As of January
2005, trained advanced practice clinicians were providing medical, and in some cases, early surgical abortion
in 15 states. This has led to the setting up of appropriate clinical training but has also required political
advocacy to achieve the necessary legal and regulatory changes. Recent surveys in three states showed a
substantial interest among mid-level providers in obtaining abortion training, leading to cautious optimism
about the possibility of increasing access to abortion care without long-distance travel.135

There are no comparison data on safety of medical abortion by type of provider from the United States
because in most clinics providing medical abortion, mid-level providers already do gestational dating,
counselling and blood work, and review the consent forms required with women. In the 35 states in 2007
where mid-level providers do not yet have legal authority to administer the drugs, the physician usually
meets briefly with the patient, administers the mifepristone and leaves. The mid-level provider then reviews
with the woman how and when to take the misoprostol at home (almost all US women having early medical
abortion take the misoprostol at home). A large two-year, multi-site study has just started in California,
where nurse practitioners are being trained in early aspiration abortion in seven clinics, but no data have
yet been generated.136

Developing Countries

South Africa and Viet Nam

South Africa and Vietnam were, until fairly recently, the only two developing countries where it is
permitted in law for mid-level providers to do aspiration abortions. Nurse practitioners and physician
assistants have been permitted to provide first trimester abortion services in Viet Nam since 1945 and in
South Africa since 1997.137 South Africa has recently updated its abortion regulations to allow trained mid-
level providers to manage the whole medical abortion procedure as well. A growing number of other
countries are also now reviewing their guidelines to allow trained nurse-midwives to do abortions.

In South Africa, a programme was initiated to train registered midwives throughout the country to
provide abortion services at primary care facilities. As required by the South African Nursing Council,
midwives are considered for certification in abortion care after completing 160 hours of training: 80 hours
of theoretical training and 80 hours of clinical training under the supervision of experienced, practising
physicians in accredited hospitals. The clinical training must be completed within three months of the
theoretical training. From October 1999 through January 2000, an evaluation was conducted at 27 public
health care facilities in South Africa’s nine provinces to assess the quality of care provided by midwives who
had been trained and certified to provide abortion services. Data were collected by observing abortion
procedures and counselling sessions, reviewing facility records and patients’ charts, and interviewing
patients and certified midwives. The physicians who assessed the midwives concluded that the midwives
showed good clinical skills in 75% of the procedures. The only area identified as needing significant
improvement was regarding the need to administer antibiotics. The authors concluded that midwives can
provide high-quality abortion services in the absence of physicians.138

Randomised, controlled trials were conducted in both South Africa and Viet Nam, published in 2006, to
compare safety and rates of complications of first trimester manual vacuum aspiration abortion by mid-level
providers and doctors in clinics run by Marie Stopes International. All participating mid-level providers had
received government-certified training under supervision and had experience of doing abortions at the
primary care level. In both countries, the abortions were done equally safely by the doctors and mid-level
providers, and women reported equal satisfaction with services from both types of providers.137

135 JoVe C, Yanow S. Advanced practice clinicians as abortion providers: current developments in the United States No 24.
Reproductive Health Matters 2004; 12(24 Suppl): 198–206.

136 S Yanow, former Director, Abortion Access Project, Cambridge, MA. Personal communication, 31 August 2007.
137 Warriner IK, Meirik O, HoVman M, et al. Rates of complication in first-trimester manual vacuum aspiration abortion done

by doctors and mid-level providers in South Africa and Vietnam: a randomised controlled equivalence trial. Lancet 2006;
368: 1,965–72.

138 Dickson-TettehK,Billings DL.Abortion care services provided by registeredmidwives in South Africa. International Family
Planning Perspectives 2002; 28(3): 144–50.
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Cambodia, Bangladesh and Mozambique

In 2001, Ipas and the Division of International Health, Department of Public Health Sciences, Karolinska
Institutet, Stockholm, Sweden (IHCAR) organised an international conference on expanding the role of
mid-level providers in safe abortion care. Reports revealed that the abortion law in Cambodia establishes
women’s right to first trimester abortion on any grounds, performed by a qualified doctor, medical assistant
or midwife at public or private health facilities licensed by the Ministry of Health.139 In Bangladesh, the
government collaborates with non-governmental organisations to train female paramedics called “family
welfare visitors” to perform menstrual regulation with manual vacuum aspiration up to 10 weeks of
pregnancy. In 2001, nearly 7,000 trained paramedics were providing menstrual regulation in government
clinics, with many more in private practice.140

Evaluation of the surgical performance of mid-level providers (surgical technicians) in Mozambique
documented successful surgery in 90% of 7,080 emergency surgeries undertaken by these providers at rural
hospitals. Emergency uterine evacuation following unsafe abortions accounted for 26% of the procedures.
In fact, these surgical technicians successfully performed many gynaecological procedures that were much
more complicated than vacuum aspiration abortion, including caesarean sections and hysterectomies.141

Conclusion

If mid-level providers in other countries can successfully provide first trimester abortions, there is no
reason whatsoever why providers in Britain cannot and should not do so as well.

“The principal obstacle preventing nurses, midwives . . . and other mid-level providers from
helping meet women’s needs for safe abortion-related care is that . . . training and authori-zation
to perform abortions . . . are restricted to physicians. Even where policies or regulations do not
explicitly include such restrictions, opportunities for non-physician health care providers to learn
clinical and other skills needed for abortion care are scarce.”142

Recommendations

— Increase the number of health service sites oVering abortions, including first trimester aspiration
and medical abortion at primary level, and second trimester abortions.

— Authorise all qualified health care personnel, including nurses and midwives, to provide
appropriate elements of abortion care. Remove existing policy restrictions that allow only doctors
to perform first trimester abortion-related procedures.

— Integrate training in providing abortion care into basic training for all midwives and all nurses and
medical students interested in obstetrics-gynaecology, and in in-service training and refresher
courses.

— Seek documentation of the role of nurses and other mid-level providers as compared to physicians
in second trimester medical abortions, especially in Britain, Sweden, Norway and France, and use
the findings as the basis for recommendations of changes to British law, regulations and training
that would support their capacity to play a greater role safely.

September 2007

Memorandum 25

Submission from Dr Sam Rowlands, Warwick Medical School

Executive Summary

There is good evidence of long-term safety after abortion. Research into subsequent reproductive
outcome is reassuring with respect to infertility, ectopic pregnancy and placenta praevia. Possibly due to
mechanical eVects on the cervix, there is a small increased risk of miscarriage or pre-term delivery in
subsequent pregnancies. There is no association between abortion and breast cancer.

139 Long C, Neang R. Abortion in Cambodia: Country report, 2001. At: www.ipasihcar.net/expacc/reports/CambCR.html
140 Akhter HH. Expanding access: mid-level providers in menstrual regulation, Bangladesh experience, 2001. At:

www.ipasihcar.net/expacc/reports/BanglCR.html
141 18 Vaz F, Bergstrm S, Vaz ML, et al. Training medical assistants for surgery. Bulletin of World Health Organization

1999; 77(8).
142 Ipas, IHCAR. Deciding Women’s Lives Are Worth Saving: Expanding the Role of Mid-Level Providers in Safe Abortion

Care. Issues in Abortion Care 7. Chapel Hill: Ipas, 2002.
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The vast majority of women have positive psychological reactions to abortion in the long term. Both the
women themselves and their children display poorer outcomes when abortion is denied compared to women
with wanted pregnancies that are continued.

Introduction

In this submission, I will consider the third aspect the Select Committee is focussing on, namely evidence
of long-term or acute adverse health outcomes from abortion or from the restriction of access to abortion.
The first part consists of physical and psychological health outcomes after abortion, but does not cover
immediate complications. The second part considers the eVect on both the woman and child born after
abortion is denied, again only long-term eVects. I will assume that members of the Committee will have
referred to the relevant sections of the 2004 Royal College of Obstetricians and Gynaecologists’ guideline
The care of women requesting abortion;1 this submission will not repeat these and will ensure that all possible
evidence which has subsequently become available is cited. The RCOG guideline draws heavily on a review
by Thorp et al2 and this too is a key piece of work that the Committee should have its attention drawn to.
Finally with respect to Part 1, a recent Danish record-linkage study has shown that first trimester medical
abortion, as compared to first trimester surgical abortion, is at least as safe with respect to the risks of ectopic
pregnancy, miscarriage, pre-term delivery and low birth weight.3 This is an important piece of work in view
of the proportion of abortions performed medically having increased to 30%.4

With regard to mental health, it is important to state that research in this area is complex and it is very
diYcult always to obtain clear cut answers. With respect to women who undergo abortion, a key review is
that by Zolese and Blacker.5 In Part 2 with respect to denied abortion, a key review that I have used is that
by Dagg.6

This submission will not consider abortions carried out for medical and genetic reasons which comprise
only 1% of total abortions4 and have their own particular associations.

Part 1

Infertility

1. Genital tract infection is a recognised immediate complication of abortion. Pelvic inflammatory
disease is the most severe form of genital tract infection. It is known that pelvic inflammatory disease is
associated with subsequent infertility due to the Fallopian tubes becoming scarred and obstructed.

2. It has therefore become routine practice to carry out preventive measures during the abortion
procedure to protect women from developing infection afterwards. This can be done by giving prophylactic
antibiotics before a woman leaves the facility after abortion. An alternative is to screen for infection,
particularly for Chlamydia trachomatis and Neisseria gonorrhoeae, and treat only the positive cases and
their sexual partners. Some centres both screen and treat.

3. Seven studies were reviewed by the RCOG in 2004; I have not been able to identify any subsequent
studies. Although two small Greek case-control studies showed a small increased risk of infertility in those
who underwent an abortion, the other higher quality studies showed no such association.

4. There is no proven increased risk of subsequent infertility when an abortion is carried out in proper,
safe medical conditions and is not complicated by pelvic inflammatory disease.

Ectopic pregnancy

5. Ectopic pregnancy (pregnancy outside the uterus, usually in the Fallopian tube) is a known adverse
outcome following pelvic inflammatory disease. It would be plausible that the risk of having a subsequent
ectopic pregnancy could be raised in women who have had induced abortions.

6. Nine studies were reviewed by the RCOG in 2004; I have not been able to identify any subsequent
studies. Seven of these nine studies were of a case-control design and therefore prone to unreliable results.
Two of the case-control studies reported a positive association; both were small studies relying on self-report
of previous abortion. The other five case-control studies showed no association. The two large cohort studies
which used medical records to define those who had had an abortion showed no such association.

7. All good quality studies show no association between abortion and subsequent ectopic pregnancy.
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Placenta praevia

8. I was unable to identify any more recent studies since the RCOG guideline was published. A large
Danish cohort study based on record linkage showed no association between abortion and placenta praevia
(low-lying afterbirth).7 Previous studies, some of poor quality, had showed variable results. The Danish
study should be given more weight as it is the best type of evidence that can be obtained.

9. The literature on a possible association between abortion and subsequent placenta praevia is
conflicting but one high quality study shows no association. There is no proven association.

Miscarriage

10. It is recognised that during abortion the cervix (neck of the womb) may be damaged. It has been
hypothesised that such injury could make it less competent in subsequent pregnancies and so less able to
“hold a pregnancy in”.

11. I was unable to identify any more recent studies since the RCOG guideline was published. The
literature is conflicting in this area. Two cohort and three case-control studies published prior to 1999 found
no association. However two more recent studies have shown a positive association between abortion and
subsequent miscarriage;8, 9.

12. It is now thought that abortion may be associated with a small risk of subsequent miscarriage.
Women requesting abortion should be informed of this as stated in Recommendation 16.8 of the RCOG
guideline.

Pre-term delivery

13. In the same way as for miscarriage, after fetal viability, an incompetent cervix could increase the risk
of pre-term delivery (premature birth) in subsequent pregnancies.

14. The RCOG guideline identified 26 studies on this topic. Some of the cohort studies showed no
association. However, three more recent large cohort studies all showed positive associations between pre-
term delivery or low birth weight babies, which can be taken as a surrogate marker for pre-term delivery.
Among those studies that suggest a significant association between abortion and pre-term delivery the
increase in risk is estimated to be between 30% and two-fold. Since the publication of the RCOG guideline,
there has been a French case-control paper on very pre-term delivery (defined as between 22 and 32 weeks’
gestation).10 This study showed a 50% increase in risk of very pre-term delivery in women who had a history
of induced abortion compared with those who had no such history. Recently there has been as very large
Finnish record linkage study published which shows no association between previous abortion and pre-term
delivery or low birth weight babies.11

15. The conclusion must be therefore that there is conflicting evidence that abortion is associated with
subsequent pre-term delivery and final conclusions on this are not possible. The potential risk should be
mentioned to women requesting abortion, as stated in Recommendation 16.8 of the RCOG guideline.

Breast cancer

16. There have been many emotive views expressed on this subject, with whole web sites devoted to it (see
http://www.bcpinstitute.org/brochure.htm and http://www.abortionbreastcancer.com/abc.html ). There is
a proliferation of “fact” sheets, many criticising the 2004 Lancet meta-analysis.

17. A major worldwide meta-analysis published in the Lancet in 2004 showed no association between
abortion and breast cancer.12 More than 20 case-control studies have been published on this topic, some of
which show a positive association. However, case-control studies are subject to recall bias, with more under-
reporting of abortion in the controls than the cases. There are also at least nine prospective cohort studies
which are more likely to give reliable results: these show no association or a negative association. Recall bias
does not occur in record-linkage studies in which study subject data are present in databases; there are now
seven such studies published, all of which show no association.13–19 Two recent cohort studies of high quality
also show no association.20, 21

18. It is very important that the evidence is looked at objectively and scientifically. There are many studies
to refer to, but care must be taken to give proper weight to the high quality studies. It can be stated with
confidence that no association exists between abortion and breast cancer.
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Mental health

19. The vast majority of women have positive reactions to abortion in the long-term and only a small
minority express any degree of regret.

20. There is widespread misinformation on this subject with politically-motivated activists insisting that
there is a condition called “postabortion traumatic stress syndrome” (see for instance http://
www.afterabortion.org). This so-called condition does not exist and is not recognised by national or
international bodies of psychiatrists.22

21. Serious psychotic illness occurs less often after abortion than after childbirth.23

22. The majority of women undergoing abortion appear to make a good subsequent adjustment.5 The
unintended pregnancy is a time of crisis in a woman’s life that is resolved once the abortion has taken place.
A US study which followed women for two years post-abortion, showed that 301 of 418 women (72%) were
satisfied with their decision; 69% said they would have the abortion again; 72% reported more benefit than
harm from their abortion; and 80% were not depressed24. A US study of over 5,000 women followed for
eight years after abortion concluded that there was no independent relationship between abortion and
women’s well-being.25

23. There are well-recognised predictors of poor mental outcomes and women displaying these can be
targeted for pregnancy options counselling.24, 26–35

24. Five of the six studies cited in the RCOG guideline show higher rates of psychiatric symptomatology/
morbidity after abortion when compared to delivery of a child. The symptoms/diagnoses range from
psychological depression scoring, attempted suicide, suicide and admission to psychiatric hospital. The sixth
study, from the UK, showed no diVerence in total psychiatric disorders, but deliberate self-harm was more
common in the abortion group compared to the abortion refused group.

25. A recent study from New Zealand looking at 15–25 year olds having abortions showed positive
associations with subsequent depression, anxiety, suicidal behaviour and substance abuse.36

26. It should be carefully noted that women who seek abortion are not representative of the general
population. They are more prone to mental health problems,37 social problems such as intimate partner
violence38 and other problems such as drug misuse.39 They do not necessarily have the same psychosocial
characteristics as often used comparator groups of women who choose to continue their pregnancies. Most
studies, not surprisingly, cannot make comparisons with how the women were before they became pregnant.
Therefore these associations with mental health problems are not necessarily casual and probably reflect
continuation of pre-existing conditions.

Part 2

EVect of denied abortion on the woman herself

27. Around 40% of women who are refused abortion will later obtain it elsewhere, some paying
privately.40–42

28. The majority of women denied abortion who continue with the pregnancy, raise the child themselves
with relatively few children put up for adoption.6

29. Swedish psychiatrists studied 249 women whose applications for abortion were refused by the
National Board of Health in 1948 under the terms of the Abortion Act 1938 as amended in 1946.43 Follow
up was carried out at 7–11 years. Of these women, 46 attempted to procure an abortion illegally. Thirty had
given up their child for adoption or permanent care by someone else. Sixty (24%) continued to display signs
of mental illness and poor adjustment at follow up. One hundred and thirty one (53%) had finally adjusted
themselves after a lengthy period of mental disturbance and emotional strain.

30. In an English study around the time of the passage of the Abortion Act, 34% of women who were
forced to continue with their pregnancy regretted that the pregnancy had not been terminated when
interviewed one to three years later and admitted to frequent feelings of resentment towards the child.40 A
Scottish comparative study carried out at around the same time found that the outcome at 15 months for
women requesting abortion was better in those granted an abortion than in those refused.44

31. There is not much recent data as laws and practices have liberalised in many part of the world.
However a recent paper from Hong Kong, where appreciable numbers of women are considered not to have
suYcient grounds for abortion, is a salutary reminder about the potential negative eVects on women of
denying them abortion.45 Seventy three women were asked how they would react if their abortion was
refused. Most said they would seek abortion elsewhere, if necessary in the private sector or illegally. Only
four women said they would continue the pregnancy. Two women said they would commit suicide.
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EVect of denied abortion on the child born

32. There is a significant negative eVect on children born after denied abortion which is long-lasting and
involves diverse psychological and social components.

33. In a classic study from Sweden, 120 children born after abortion was refused in the years 1939–41
compared with matched controls were followed up to age 21.46 The researchers found that the cases had a
more insecure childhood, being more likely to be placed in a foster home or a children’s home. The cases
also had more psychiatric care, more childhood delinquency, more early marriages and in the females more
young motherhood than the controls. Fewer of the cases continued beyond secondary education.

34. Another Swedish study with even more rigorous matching of controls followed 90 such children born
after refused abortion in 1960 until the age of 15.47 The cases had poorer school performance, more neurotic
and psychosomatic symptoms and more likelihood of being registered with social services than the controls.

35. The Prague study is the most ambitious study of this type. The researchers followed 220 children born
in 1961—1963 to women twice denied abortion for the same pregnancy (appeal rejected) until age 35.48, 49

Czechoslovak abortion law had been liberalised in 1957. The cases were less likely to be breast fed, had more
acute illness, had more behavioural problems and poorer school performance than the controls. When in
their 20s, the cases showed an ongoing propensity for social problems, more job dissatisfaction, fewer
friends, more criminality and more registration for drug or alcohol problems.
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Memorandum 26

Submission from Cape Hill Medical Centre

Abortion and Breast Cancer: A Critical Review

scientific developments relating to the abortion act 1967. Responding in particular to paragraphs 2(a) and 3

Summary

— Breast cancer rates have been rising in Europe and North America for several decades and are
projected to rise further.1

— Oestrogen as well as promoting growth of healthy breast tissue is also recognized as a carcinogen.2

— Any factor which increases the development of cancer prone type 1 breast lobules at the expense
of cancer resistant type 3 breast lobules could also increase a woman’s long term risk of developing
breast cancer.3

— As well as the undisputed eVect of delay in first full term pregnancy being linked to breast cancer
there is significant epidemiological evidence for an independent causal association between
induced abortion and breast cancer; a majority of studies showing an association with no proven
evidence of response bias; 17 statistically significant studies; observation of a dose eVect;4

concordance of exposure with eVect; a biologically plausible explanation;5 and experimental
studies.6

— There are significant problems with the methodology of most of the recent prospective studies.

— It should be routine practice for anyone involved in counseling a woman considering an abortion,
to provide as much information about possible risks of breast cancer pertaining to her decision as
a reasonable patient would wish to know.

Introduction

1. The age standardized incidence of breast cancer in the UK is among the highest in the world.7 The
disease is the commonest cancer in Europe and the commonest cause of cancer death in women in Europe.8

Any factor which potentially aVects this high incidence needs careful examination. Oestrogen overexposure
is associated with breast cancer and oestrogen is a promoter of both normal and abnormal breast tissue.5
Induced abortion in animals is associated with mammary cancer6 and there are concerns that the same risks
might accrue to women undergoing induced abortion. There are a majority of studies which show an
increased risk, 17 of which are statistically significant on their own.
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2. Various guidelines and position papers have been published9, 10 which have suggested that there is no
independent association between induced abortion and future risk of breast cancer. There is no dispute that
delayed childbearing per se enhances breast cancer risk.11 What is at issue is whether there might be (at least
for some women) an additional risk conveyed by induced abortion.

Physiology

3. The fully mature breast at the end of puberty contains mostly type one lobules which are incapable of
producing milk. These type one lobules are more susceptible in later life to malignant change. Towards the
end of pregnancy, type one lobules mature into milk producing type three lobules. The type three lobules
are more cancer resistant and account for the majority of breast lobules in the post partum woman. A full
term pregnancy therefore decreases life time risk of breast cancer, and oestrogen exposure before first full
term pregnancy increases risk. Any factor which increases a woman’s exposure to oestrogen surges before
she has had the opportunity for the development of type three breast lobules potentially increases long term
breast cancer risk.

Response Bias Theory

4. Both the American College of Obstetricians and Gynecologists and the Royal College of Obstetricians
and Gynaecologists in the UK have cited studies to support the position that doubt should be cast on the
validity of case-control studies of abortion and breast cancer because of the possibility of response bias.

5. In the first of these two studies which look at women with histologically proven breast cancer, the
authors provide figures comparing reported histories of abortion, with data on the Swedish national
abortion registry.12 They claim to have found evidence of abortion over reporting in women with breast
cancer compared to controls, and underreporting of abortion in healthy women. Seven women with breast
cancer claimed to have had an abortion when the computerized registry could find no record of this. The
researchers made the daring assumption that the women were lying about having abortions they never had.

6. Ironically, the authors of the second paper gave the following comment on the Swedish study saying
that “It would be highly unlikely for women to report an induced abortion that never took place, which
shows that the registry was not complete.”13 Similar thoughts were expressed by Daling et al, “We believe
that it is reasonable to assume that virtually no women who truly did not have an abortion would claim to
have had one.” Similarly, “These results argue against there being any substantial diVerence in the accuracy
of reporting of induced abortions by women with cancer and women without cancer.”14

7. Eventually in 1998 Meirik, Adami and Eklund admitted that the Swedish abortion register was in fact
not complete15 thus invalidating their figures.

8. In the second paper, Rookus and Van Leeuwen also claim underreporting of abortions in healthy
control subjects.16 Their evidence relied on a small group of parous women under age 45 containing only
13 subjects.

9. It remains to be argued why the working hypothesis would be that women with breast cancer are more
likely to admit to having had abortions than women who are healthy? It would be equally—if not more—
plausible to argue that women with breast cancer might be more likely to deny factors such as a history of
abortion which may have contributed to their illness. In fact, it has been shown that in cases of cervical
cancer, which is known not to be linked with abortion, no increase in the rate of reporting previous abortion
was noted.

10. Researchers have tested for recall bias in women after abortion and found no credible evidence for
it.14, 17–19 The 2000 study by Tang et al concludes, “The authors data do not suggest that controls are more
reluctant to report a history of induced abortion than are women with breast cancer”.18

Data from Controversial Studies

11. The RCOG 2004 guidelines refer to “the most methodologically rigorous of the previously reviewed
studies . . . those based on linkage of registry data” and the ACOG paper9 cites two of the most commonly
referenced ones.20, 21

12. The first of these looked at women born in Denmark between 1935 and 1978.20 This study made the
following errors:

— The study contains a population, some of whom were as old as 38 when the computerized abortion
registry began. This indicates a skewed distribution towards older post abortion patients in the
study.

— In the study, over 50% of the women with prior abortions were recorded as having had the abortion
over 35 years of age. Yet we know from Danish government statistics that the median age of
abortion is 27.

— The year of legalization of abortion in Denmark was stated in the paper to be 1973 whereas it
was 1938.
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— Abortions in Denmark were hand recorded from 1940 onwards although this fact is not mentioned
in the paper. This means that up to 1973 about 60,000 women listed in the study cohort as not
having had abortions in fact did have them.

— The average follow-up time for abortion-negative women was 21 years, whereas for abortion-
positive women it was nine years.

13. So the older women, who are more likely to suVer from breast cancer, were counted as having no
history of induced abortion resulting in significant underreporting of abortion history.22, 23

14. Melbye et al also make adjustments for the birth cohort eVect. This is the trend seen in birth cohorts
of an increasing incidence in breast cancer after adjusting for age. If abortion is a significant reason why the
incidence of breast cancer rose for most of the twentieth century, adjusting for the birth cohort eVect
eliminates the eVect of the factor under study (abortion) and almost guarantees the nil result. Even allowing
for these errors, Melbye et al still showed a 3% increased risk in breast cancer for each week of gestation,
so that after 18 weeks an abortion would be associated with an 89% increase in risk.

15. In the Swedish register study, 41% of the cohort of breast cancer patients were nulliparous at the time
of the index abortion.21 This compared with a 49% nulliparity rate in the control group. Since nulliparity is
associated with an increased risk of breast cancer the lack of correction for this in the study led to an
underestimation of risk in the group exposed to abortion.

Pre-term Delivery and Breast Cancer

16. In 1999, Melbye and colleagues made corrections to errors to their earlier paper.4 Here they reported
a 2.11 times increased risk in breast cancer among women who had pre-term delivery prior to 32 weeks
gestation. An association between pre-term birth and later onset of breast cancer was also reported from
Sweden in the same year, particularly with older women.24 These results fit with the animal models of Russo
and Russo6 and also give a further clue as to why abortion may be associated with subsequent increased
breast cancer risk. It is now known that induced abortion is itself associated with an increased risk of
subsequent pre-term delivery.25, 26

Data often Omitted from Guidelines

17. Daling’s study in 1994 showed an increased risk of breast cancer of 50% in aborted women overall.
In addition, it identified various subgroups in which the risk was higher still. There was a relative risk of 2.5
in women who had abortions below the age of 18. In a subgroup of teenagers with a positive family history
of breast cancer and who had undergone abortions, every woman had developed breast cancer by the age
of 45.14

18. It is interesting that the ACOG and RCOG guidelines groups fail to mention the 1989 prospective
study by Howe et al.29 This study showed a 90% increase in risk of breast cancer among women after
abortion. There are now six studies which show a relative risk of greater than two,27–32 and over 20 others
showing an association between abortion and breast cancer.14, 16, 17, 27, 33–52 Over half of these are statistically
significant on their own. Brind and colleagues in their quantitative meta-analysis in 1996 found an odds ratio
of breast cancer following abortion to be 1.3, with a ratio of 1.5 before the first term pregnancy.25 In the
review by Wingo et al53 published in the following year it is clear that a trend to increased risk of breast
cancer exists after abortion. Particularly striking is the data on nulliparous women. There are nine such
studies cited14, 17, 21, 35, 37, 38, 45, 50, 54 and seven of the nine show a positive association.14, 21, 35, 37, 38, 45, 50

Actuarial Data

19. More evidence of an association is the study by Carroll1 using data from the OYce of National
Statistics. Breast cancer rates have been rising despite a decrease in women’s age at first birth. However,
nulliparous abortion rates show a marked increase in cohorts born during and since the 1940’s. Since the
majority of women now having abortions in the UK are nulliparous, Carroll estimates that up to 35% of
new breast cancer cases could be attributable to abortion carried out perhaps decades previously. When the
additionally carcinogenic eVect of nulliparous abortions are taken into account, the figure rises to 52%.
Projections from this data to the year 2023 suggest an eventual incidence of breast cancer of around 77,000
cases per year in the UK.

More Recent Evidence

20. Since the year 2000 a number of studies have been published using prospective data and several have
been cited by guidelines committees as evidence for a null association.

21. A study published by the Unit of Health-Care Epidemiology at Oxford University found a slightly
lower than expected rate of abortion before breast cancer.55 The authors, however, admitted a weakness in
their data since the study by Goldacre et al found an incidence rate of induced abortion in the group of only
6.7% of the national incidence rate.56
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22. Two studies19, 57 on Chinese women have been published in addition to the 1995 abstract by Bu et al.23

Both of these reported no or only slightly increased risk. Both studies acknowledged that the overwhelming
majority of abortions in China take place after a live birth.58 So, in a country with very high levels of abortion
which make controls diYcult to find, breast-cancer rates are not increasing for women who are mostly
parous. This is in contrast with the UK where most abortions are performed before first full term pregnancy.

23. In Sweden a 2003 study reported a reduction in breast cancer risk with previous induced abortion.59

This study was limited to pre-menopausal women. There has been a 45% increased incidence in breast cancer
in Sweden in women aged 50–69 attributed to the introduction of screening but the expected fall in incidence
after age 69 has failed to materialise.60 Like the other two record linkage studies mentioned,20, 55 substantial
amounts of data appear to be missing.61

24. Other problems with cohort studies include:

— underpowering;40, 62

— inadequate follow up time due to overlap of exposure and diagnostic periods20, 63–66 confounded
by the transient eVect of full term pregnancy;63

— cohort eVects;66, 67

— missing information.64, 68

25. The study by Brewster et al in Scotland 68 is a striking example of an unrepresentative sample since
only 5.6% of its study population were nulliparous prior to having an abortion whereas 58% of abortions
in Scotland are performed on nulliparous women.

Delayed Childbearing as a Risk Factor

26. The RCOG guidelines10 refer to “a major systematic review . . . which lent further support to these
conclusions” arguing against a causal relationship between induced abortion and breast cancer.69 The
Collaborative Group on Hormonal Factors in Breast Cancer drew attention to the influence of parity in
their 2002 report.11 There was a 3% increase risk of breast cancer for every year of delayed childbearing. The
figure of a 5% increased risk for pre-menopausal breast cancer and 3% increased risk for post-menopausal
breast cancer for each year of delayed first full term pregnancy was similarly derived from an extensive
literature review.70

27. In Slovenia, a country which has not had much breast cancer screening, breast cancer incidence
increased by 70% from 1971 to 1993. These changes were dominated by cohort eVects, with the percentage
of nulliparous women in the cohort the most important reproductive variable.71

28. Induced abortion as a cause of delayed childbearing should therefore be considered a risk factor for
breast cancer. In the Collaborative Group paper of March 2004 an argument was presented that compared
prospective data with retrospective data. The authors concluded that the retrospective data are likely to be
flawed because of “response bias” but failed to provide any credible evidence for this. Beral cites the study
by Lindefors-Harris12 but fails to mention that the authors of this study retracted their claim of abortion
over-reporting in 1998 as mentioned above.

29. A thorough analysis of the Lancet paper69 has been published by the Breast Cancer Prevention
Institute.72 Some of the more obvious errors are the following:

(i) Included are the prospective studies with substantially incomplete data.4, 20, 55, 59

(ii) Excluded in the “totality of the worldwide epidemiological evidence” were 12 studies16, 29–31, 34, 37,

39, 44, 45, 47, 49, 50 for inappropriate reasons such as:

(a) “Principal investigators of four studies could not be traced”,30, 37, 49, 50

(b) “original data could not be retrieved by the principal investigators”,34, 39

(c) “researchers declined to take part in the collaboration”,44, 45

(iii) Three studies were not even mentioned.27, 28 These studies between them account for an 80%
increased risk and 10 of the 15 are statistically significant alone.

30. As noted above, most of the studies which showed significant elevations in risk with induced abortion
were inappropriately excluded from the analysis. Then, by combining certain groups of studies under the
title of “other”, it is made to look as if no study ever found a relative risk greater than 1.4. The reality is that
six studies have reported overall relative risks greater than 2.0.28–32, 73

31. The heading in the summary chart of the Lancet paper is misleading: “Relative risk of breast cancer,
comparing the eVects of having had a pregnancy that ended as an induced abortion versus eVects of never
having had that pregnancy.” This is an inappropriate comparison; the proper one should be comparing
women who have abortions with women who continue with the pregnancy.
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32. A doctor’s duty to explain risk to a patient extends to all risks which a reasonable doctor would
disclose or those risks which a reasonable patient would attach significance. The state of Texas under the
Woman’s Right to Know Act now mandates that abortion providers tell women considering abortion about
all possible complications—both immediate and long term—following abortion. Other US states have
adopted similar legislation.

33. Kindley discusses the evidence from a lawyer’s perspective and discusses what information a
reasonable patient would consider material to her decision.74 He concludes that information regarding the
abortion breast cancer link is likely to be significant in the decision making process of a reasonable patient
and therefore must be disclosed to women considering abortion. There have been three successful
prosecutions of “failure to warn” cases brought in the US and in Australia and in the UK, The Chester v
Afshar decision of 2004 swept aside the requirement of “causation” in “failure to warn” cases.75

34. The abortion provider or abortion counselor may therefore be negligent by not informing women
(especially nulliparous women) of a possible long term increased risk of breast cancer following induced
abortion.

Recommendations

35. Women seeking advice or counseling regarding abortion are vulnerable and cannot make an
informed decision without adequate information. Abortion providers are rarely neutral and women need
more, and better quality information regarding long term risk of breast cancer whether they choose abortion
or full term pregnancy.
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Memorandum 27

Submission from Dr Hans-Christian Raabe

1. Introduction and Summary

1.1 I would like to focus this submission on the issue of parental notification for access to abortion for
underage girls. The question is whether or not parental notification increases or decreases teenage pregnancy
with all its adverse health outcomes. This is in response to paragraph 3 of the press notice of the Committee
asking for “evidence of long-term or acute adverse health outcomes from abortion or from the restriction
of access to abortion”.

1.2 Teenage pregnancy has been associated with a number of adverse health outcomes. For the child this
includes increased risks of premature birth, low birth weight, an increased perinatal mortality, increased risk
of sudden infant death syndrome and hospitalisation due to accidental injuries, an increased risk of
experiencing abuse, poor housing, poor nutrition and later risk of school drop-out with subsequent risk of
living in poverty. For the mother, adverse health outcomes include hypertension, anaemia, placental
abruption, premature birth, depression, poor nutrition, poor housing, poverty and increased reliance on
state welfare.143

1.3 In an eVort to reduce teenage pregnancies—it is widely known that the UK has the highest teenage
pregnancy rate in Western Europe—the Department of Health issued a revised guidance144 essentially
requiring doctors in almost all circumstances to refer under-16-year-olds for abortions without parental
consent, if certain criteria are met.

1.4 Some would consider parental notification as a moderate restriction in access to abortion. This
submission tries to answer the question: What is the evidence on the impact of a moderate limitation in
access to abortion because of parental notification on:

(a) access to abortion/abortion rates; and

(b) on teenage pregnancy?

1.5 The Department of Health seems convinced that easy access to abortion—in this context without
parental involvement—can reduce teenage pregnancies. However, very recent scientific evidence does not
support this assumption. Evidence from across the world and especially from the analysis of parental
involvement laws in the US shows very clearly that parental involvement laws do not increase teenage
pregnancies. Indeed, the introduction of parental notification reduces teenage abortion rates by 10-20%,
while teenage pregnancy rates remains unchanged or even decrease slightly as a result of introducing
parental involvement requirements.

1.6 This is in keeping with the UK experience at the time of the Gillick ruling, which in 1985 restricted
access to family planning services for under-16-year-olds in England (obviously a far greater restriction than
just parental involvement). In 1985 and 1986, there was a halt in the year-on-year increase in underage
pregnancies, but not in pregnancy rates for over-16-year-olds, who were not aVected by this ruling and
therefore could still attend family planning clinics. Scotland, which was not aVected by this ruling, had an
increase in pregnancy rates both in under and over-16-year-olds during this time.

1.7 In view of these findings, there needs to be a reassessment of the UK policy of essentially unrestricted
access for underage girls for abortions. The current policy aimed at reducing teenage pregnancies has clearly
failed, and is not evidence-based.

2. Parental Involvement in Abortion Decisions for Underage Girls. What is the Situation in
Other Countries and the International Evidence?

2.1 A recent analysis of relevant studies on this issue is found in LEVINE, P, Sex and consequences.
Abortion, public policy and the economics of fertility. Princeton University Press 2004. (It is important to
point out that one of the commendations for this book comes from the chair of the International Planned
Parenthood Council, Alexander Sanger. This publication therefore cannot be dismissed as “pro-life”)

2.2 The main approach used by Prof Levine, an economist, is that availability of abortion may be viewed
in some ways a form of insurance. If an individual has car insurance and his or her car is stolen or has an
accident, the insurance will help pay for it to be replaced or repaired. However, if the insurance provides
complete protection, it may bring about behavioural changes for those who purchase it in that it may lead
to riskier behaviour. Similarly, widespread and easy availability of abortion will have the opposite eVect of

143 Preventing and reducing the adverse eVects of unintended teenage pregnancies. EVective Health Care. February 1997.
University of York.

144 Press release and guidance on http://www.Vprhc.org.uk/admin/uploads/under16s.pdf; issued 30. July 2004. This guidance has
been—unsuccessfully—challenged in the High Court by Sue Axon, a mother of five, in January 2006.
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what is intended: rather than decreasing teenage pregnancies it may actually have no eVect or even increase
teenage pregnancies due to increased risk-taking: If “things go wrong” and abortion is easily available, one
can always have an abortion. He writes:

“. . . The availability of abortion shares some of the features of a standard economic treatment of
insurance. The primary feature of abortion is that it provides protection from downside risk in the
form of giving birth to a child that is unintended. . . If this form of insurance is available at very
low cost, it may lead to changes in behaviour that increase the likelihood of it being needed.” [In
other words, it may increase sexual activity.] (Levine, ibid, p 3)

2.3 Abortion availability can be considered as a form or insurance against an unwanted birth:

“When an abortion is very costly, a woman will choose to have an unwanted birth rather than have
an abortion if she becomes pregnant. If its cost falls, the greater access [to abortion] will enable
women to abort that pregnancy, protecting them from the downside risk of having a child that
they do not want. But if its cost continues to fall further so that abortion is available at relatively
little cost (in all dimensions—not just monetarily) then the primary impact will be on the likelihood
of pregnancy. Couples will take fewer steps to avoid a pregnancy since these activities are costly
as well, any may become more costly than an abortion”. (ibid, p 186)

2.4 This theoretical framework (abortion essentially being an “insurance”) provides specific predictions
of behavioural changes that would result in response to changes in abortion policy. If a very restrictive
abortion policy is in place, relatively few women may choose to have an abortion. If abortion policies were
made less restrictive, women may choose to abort a pregnancy rather than give birth to an unwanted child.
As abortion becomes more readily available, couples may choose, essentially, to use abortion instead of
contraception, leading to an increase in pregnancy rates. International data supports these assumptions.

2.5 Parental involvement laws in the US

2.5.1 Background

2.5.1.1 Parental involvement laws can either require minors, typically under the age of 18, to obtain
consent from their parent or guardian before an abortion can be performed, or they can require minors
simply to notify their parent or guardian of their intention to have an abortion. At present, the majority of
US states (33) have parental involvement laws in place, with these laws becoming more common over time
(ibid. p17-18).

2.5.1.2 It is interesting to point out that in the US, unlike the UK, over the past decades the teenage
pregnancies have fallen significantly as the number of states enacting parental involvement laws has
increased, as the following table shows:

US TEEN BIRTH RATE (BIRTH PER 1,000 FEMALES AGED BETWEEN 15 AND 19)145

1960 1970 1980 1990 2000 2005

Teenage birth rate per 1,000 girls
aged 15"19 89.1 68.3 53.0 51.9 47.7 40.4

Obviously, the enactment of parental involvement laws is only one of several factors aVecting teenage
pregnancies, and association is not causation.

2.5.1.3 US court rulings:

There have been a number of US court rulings in this area including two US Supreme Court rulings
on this issue. Both held that parental involvement with judicial bypass is constitutional: (Ohio v
Akron Centre for Reproductive Health 1990; Hodgson v. Minnesota 1990)

2.5.2 Data on the impact of parental involvement laws in the US

2.5.2.1 Overall, there is evidence that parental involvement laws reduce abortion rates of minors by 10-
20%. There is no evidence of a concomitant increase in the rate of underage births, and teenage pregnancies
either were unchanged (according to the majority of studies), or even declined. (Levine, ibid p 120)

2.5.2.2 Levine summarises the available studies on this subject and finds that all studies investigating the
impact of parental involvement laws come to the above mentioned conclusion. (ibid p 116V)

2.5.2.3 Rogers et al 1991—Minnesota parental involvement laws led to reduction in underage abortion
but there was no impact on birth rates.146

145 Child trend fact sheets —June 2007; on www.childtrends.org.
146 Rogers JL, Boruch RF, Stoms GB, DeMoya D. Impact of the Minnesota Parental Notification Law on abortion and birth.

Am J Public Health. 1991 Mar;81(3):294–8.
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Ohsfeld and Gohman 1994—examined state level data for 1984, 1985 and 1988. As a result of parental
involvement laws, both abortion rates and pregnancy rates of 15 to 17-year-olds fell in relation to those of
older women in response to parental involvement law.

Joyce and Kaestner 1996—investigated the eVects of parental involvement laws in Tennessee and South
Carolina and found no eVect of policy on abortion or births.

Matthews et al 1997—investigated the impact of Medicaid funding restrictions and parental consent laws
in 1978–88. These changes either reduced both abortion rate and birth rate or had no significant eVect on
either.

Ellertson 1997—investigated the eVect of parental involvement laws in three states compared with non-
minors. Found that in-state abortion rates for minors fell, but that this may be attributable to increased
travel out of state. No evidence of change in birth rate.147

Levine 2003—used state-level data from 1985–96. Parental involvement laws reduced the likelihood of
abortion for teens but not for older women, and had no eVect on birth rates. Reduction in pregnancies
resulted from increased use of contraception.

2.5.2.4 Using Medicaid restrictions as the policy mechanism of interest, Levine et al148 find that states
restricting Medicaid funding for abortion during the years 1977–88 witnessed a decrease in their pregnancy
rates on the order of 7.7%. This too implies that increasing abortion access increases the incidence of
unprotected sex. Interestingly, Levine et al find that this eVect seems to be driven mostly by behaviour
among those in the 15-24 age range, implying that the behaviour of young people is the most sensitive to
changes in abortion access.

2.5.2.5 The overall impact of Medicaid funding restrictions for abortion was obviously a more drastic
measure than “just” parental involvement. This leadsto an overall 3-5% reduction in abortion rate but there
is no evidence of increase of birth rates, and some studies found that birth rates actually declined (ibid p
115V). This further supports the hypothesis that abortion acts as an “insurance” for when things “go wrong”
and that therefore, to reduce the access to abortion seems to have a somewhat beneficial eVect on sexual
behaviour, with less risk-taking.

2.5.2.6 An overview over the published evidence is given by Paton.149 This shows that essentially all
studies, especially those of higher quality, revealed that as a result of parental notification requirements, teen
abortion rates fall and teenage pregnancy rates either stay unchanged or fall. (See table)

2.5.3 Studies Evaluating the Impact of Parental Involvement for Abortion Services

Note: “-ve” implies that parental involvement led to a reduction in rates.

Study Context Impact on teen Impact on teen Impact on teen
abortion rates birth rates pregnancy rates

Stronger evidence

Haas-Wilson Impact of laws on abortion rates -ve & significant n/a n/a
(1996) amongst minors across States and

over time

Kane & Staiger Impact of laws on teenage birth n/a either no impact n/a
(1996) rates across States and over time or -ve

Levine (2000; Impact of laws on teenage -ve & significant -ve but -ve & significant
2003; 2004) abortion & birth rates across insignificant

States & over time

Moderate evidence

Cartoof & Impact of Massachussets law on no impact n/a n/a
Klerman (1986) abortions rates amongst teenagers

Rogers et al Impact of Minnesota law on -ve & significant no impact -ve & significant
(1995) abortion & birth rates to minors

Henshaw (1995) Impact of Mississippi law on -ve but n/a n/a
abortion rates to minors insignificant

147 Ellertson C. Mandatory parental involvement in minors’ abortions: eVects of the laws in Minnesota, Missouri, and Indiana.
Am J Public Health. 1997 Aug;87(8):1367–74.

148 Phillip B. Levine, Amy B. Trainor, and David J. Zimmerman (1996), The EVect of Medicaid Abortion Funding Restrictions
on Abortions, Pregnancies, and Births. Journal of Health Economics, 15: 555–578.

149 Paton D. Parental Consent and Teenage Pregnancy, February 2005.
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Study Context Impact on teen Impact on teen Impact on teen
abortion rates birth rates pregnancy rates

Ellertson (1997) Impact of laws in three States on -ve or no change no impact, -ve n/a
birth & abortion rates to minors impact for some
relative to older teenagers specifications

Joyce & Kaestner Impact of laws in two States on -ve & significant !ve &
(1996) abortion & birth rates relative to significant

older teenagers

Joyce & Kaestner Impact of laws in two States on no significant n/a n/a
(2001) abortion rates eVect

Ohsfeldt & Impact of laws on abortion & -ve & significant -ve & significant -ve & significant
Gohmann (1994) pregnancy rates amongst minors

across States & over time

Altman-Palm & EVect of laws across States & -ve & significant -ve & significant -ve & significant
Tremblay (1998) over time on abortion &

pregnancy rates amongst 15-17
year olds

Gennetian (1999) Impact of laws on unwanted n/a -ve & significant n/a
births across States & over time
measured by “supply” of children
for adoption

Wolfe et al (2001) Impact of laws on probability of n/a -ve but n/a
births across States over time insignificant

Weaker evidence
Bitler & Zavodny Impact of laws on abortion rates -ve & significant n/a n/a
(2001) for all women across States &

over time

New (2004) Impact of laws on abortion rates -ve but n/a n/a
for all women across States & insignificant
over time

Matthews et al Impact of laws on abortion rates -ve & significant; -ve & significant, n/a
(1997) for all women across States & -ve but !ve but

over time insignificant in insignificant in
some some

Blank et al (1996; Impact laws on abortion rates for -ve or no change n/a n/a
1994) all women across States & over

time

Tomal (1999) Cross-section impact laws on -ve & significant !ve & n/a
abortion & pregnancy rates significant
amongst adolescents

2.6 International data on parental involvement

2.6.1 As the UK has the highest teenage pregnancy rate in western Europe, it might be worth while
analysing the international situation regarding provision of abortion services for underage girls. An analysis
of international regulations regarding parental notification shows the following:

Parental Teenage Birth rate per
involvement Remarks 1,000 women aged 15-19150

Western Europe
Austria No 12
Belgium No 8
Denmark Yes 7
Finland No 7
France Yes 9
Germany No 11
Greece Yes 10
Ireland No Abortion legal only to save mother’s life 16

150 Age Specific Fertility Rate (15–19 years) 2000-2005; http://www.childinfo.org/eddb/fertility/dbadol.htm



3789251027 Page Type [O] 13-11-07 01:13:33 Pag Table: COENEW PPSysB Unit: PAG1

Science and Technology Committee: Evidence Ev 145

Parental Teenage Birth rate per
involvement Remarks 1,000 women aged 15-19150

Italy Yes 6
Netherlands Yes 4
Norway Yes 10
Portugal n/a Abortion very limited (rape, maternal

health, foetal deformities) 17
Spain n/a Abortion very limited (rape, maternal

health, foetal deformities) 6
Sweden No 5
Switzerland n/a Abortion very limited (woman’s life

threatened) 5
UK No 24

Eastern Europe

Albania No 16
Bulgaria No 41
Czech Republic Yes 17
Hungary Yes 21
Poland Yes Abortion very limited (rape, maternal

health, foetal deformities) 16
Romania No 37
Slovak Republic Yes 24

Other countries

Canada No 19
Japan No 4

2.6.2 The above table shows that there is a wide variety of scenarios: some Western European countries
with a low teenage pregnancy rate—such as the Netherlands, Demark, France, Greece and Italy—require
parental consent, whereas some other Western European countries with a low teenage pregnancy rate do
not require parental consent, such as Belgium, Finland, Germany and Sweden. It might be worth while to
comment specifically on two countries in this table: Germany and the Netherlands, countries that have fairly
low teenage pregnancy rates and abortion rates.

2.6.3 Germany has one of the lowest birth and abortion rates in Europe. Birth rates for 15 to 19-year-
olds in Germany are 11/1,000 girls (compared to 24/1,000 in the UK),151 with one of the lowest abortion
rates, both for adults and, especially, for teenagers in Europe. Before an abortion takes place, there is
mandatory counselling which is geared towards preserving the life of the foetus. There is also a mandatory
waiting period before the abortion can take place. Health insurance may not cover the complete costs of
abortion, leaving the woman to pay a proportion of the cost of the procedure. This is in eVect a restriction
on abortion access.

2.6.4. In the Netherlands, which has the lowest teenage pregnancy rate in Europe (birth rate of 4/1,000
girls aged 15-19; UK: 24/1,000) there is parental involvement before abortion can take place. The
Netherlands has often been held up as an example on how to achieve good sexual health among adolescents.

2.6.5 Summarising the international evidence, based mainly on the Eastern European experience but also
on that of Western Europe and Canada, it becomes clear that to change from a liberal to a severely restricted
abortion environment—for example as in Poland where abortion access was significantly restricted from
1993 onwards to cases of rape, foetal defects or to save the mother’s life—leads to an increase in births,
presumably due to an increase in unwanted births.

2.6.6 More moderate restrictions do not appear to increase birth rates:

“Moderate restrictions on abortion within a legal abortion environment reduce pregnancies”.
(Levine, ibid. 156f)
I would argue that parental notification is such a “moderate restriction” within a legal
environment. The international evidence therefore is that this leads either to no change or a
reduction in teenage pregnancies.

151 ibid. http://www.childinfo.org/eddb/fertility/dbadol.htm.
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2.7 The “Gillick experiment”

2.7.1 UK data during the time of the “Gillick ruling” shows that restricting access to contraceptive
services for under age girls did not lead to increased teenage pregnancies. The Department of Health
guidance aims to reduce barriers for underage girls to access contraceptive services. The assumption is that
increased access to family planning (or other sexual health) clinics will reduce unwanted pregnancies. There
is overall very little evidence showing that access to family planning clinics reduces teenage pregnancy rates.
There is, however, evidence from the UK to suggest that the opposite eVect, ie an increase in unwanted
pregnancies may occur with increased access to family planning clinics.

2.7.2 A relevant “social experiment” has been the pattern of conception rates at the time of the Gillick
ruling which restricted underage family planning in England and Wales, but not in Scotland. In 1984—the
year before the Gillick Ruling—the conception rate in England and Wales was 1.37% higher than the
previous year. In 1985, when restrictions were imposed on underage family planning, the conception rates
for underage girls in England and Wales were unchanged, ie there was no increase. In the following year,
when restrictions had been lifted, (but family planning attendances had not recovered to previous levels)
conception rates rose by 0.01%. In contrast, conception rates in Scotland, which was not aVected by the
Gillick ruling, increased by 7.6% (1985) and 5.6% (1986), while conception rates of 16 to 19-year-olds
increased by 3.3% and 1.3% respectively.152

2.7.3 In conclusion, the 1985 Gillick ruling, which restricted access for under 16 year olds to family
planning services in England and Wales, was associated with a halt in the year-on-year increase in underage
pregnancies for two years. This contrasts with Scotland, where under 16-year-olds could attend family
planning clinics. The underage pregnancy rate increased at the same time in Scotland. (Paton D. ibid.)

2.7.4 Historically, a 1% increase in family planning attendances is associated with a short-term increase
of 0.1% in the rate of underage conceptions. In the long term, the estimated impact is about twice this value.
David Paton concludes:

“. . . I am unable to find any evidence that provision of family planning has reduced conception
or abortion rates. Indeed, there is some evidence that family planning provision has been
associated with an increase in conception rates for under-sixteens in the UK.” (Paton D. ibid.)

3. Conclusions

3.1 The UK has the highest teenage pregnancy rate in Western Europe, six times the rate of the
Netherlands, nearly five times the rate of Sweden, four times the rate of Spain or Italy and twice the rate of
Germany. Despite a number of initiatives, the UK teenage pregnancy rate has remained essentially
unchanged over the past three decades.

3.2 Teenage pregnancies are associated with a number of serious adverse health eVects both on the child
and the mother. There is an urgent need to reduce teenage pregnancies.

3.3 One strand of the UK teenage pregnancy strategy consists of confidential access to abortion for
underage girls, presumably with the intent of reducing underage pregnancies.

3.4 There is no evidence-base for this policy. Indeed, the best available evidence shows that parental
notification in underage conceptions reduces underage abortions by 10-20%, while teenage pregnancy rates
either are reduced by a few percent or—at worst—remain unchanged.

3.5 The current teenage pregnancy strategy is not evidence-based and needs a significant change in view
of scientific evidence.

3.6 There is strong evidence to recommend parental consent for underage abortions.

September 2007

Memorandum 28

Submission from David Randall, Final Year Medical Student
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“whether a scientific or medical definition of serious abnormality is required or desirable in respect
of abortion allowed beyond 24 weeks”
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Executive Summary

1. The lack of a definition of “serious abnormality” has led in recent years to the termination of several
pregnancies because of quite trivial abnormalities. This was not the intention of those responsible for the
Abortion Act, but the medical profession has failed to enforce its own guidelines on the assessment of
handicap. It falls to parliament to provide concrete definitions.

2. The past forty years have seen considerable developments in neonatal and paediatric care for disabled
children that means commonly occurring foetal abnormalities now cause less serious disability. The life
expectancy and the quality of life of disabled people have risen considerably since 1967, which must be
recognised as the law is reviewed. Also, as prenatal genetic diagnosis will increasingly warn parents that their
child is predisposed to developing certain common medical conditions, it is vital parliament decides which
set of genes may truly be said to constitute a significant risk of serious handicap.

3. Currently it falls on two doctors alone to assess a foetus’s future level of disability, leading to an
unacceptable risk of subjective decision making. These decisions should be made by parliament, where all
concerned can assess the true implications of the birth of a disabled child on the child itself, the child’s family
and society as a whole. Openness and justice in making such decisions is essential, particularly given the
eVect the selective termination of disabled foetuses has on how disabled members of society are viewed.

Recommendation

For section 1(1)d of the Abortion Act to remain in place it is therefore essential that a full evidence-based
review is carried out by parliament to work towards a robust definition of the level of disability deemed to
render a foetus worthy of termination. However the committee should also give serious consideration to
completely removing section 1(1)d from the Act, and according disabled foetuses the same legal protection
as those that are able-bodied.

1. The Failure of Current Guidance to Doctors on “Serious Abnormality”

Current guidance

1.1 The Abortion Act does not define the term “serious abnormality”, and the interpretation of the
phrase has never come before the courts. Both the BMA153 and the Royal College of Obstetricians and
Gynaecologists154 (RCOG) have issued guidance on factors that should influence individual decisions, such
as the possibility of eVective treatment, whether in utero or after birth; or the probability of the foetus
growing into an independent and self-supporting adult. Beyond these guidelines it is left to the discretion
of individual doctors involved in the case to determine the severity of abnormalities.

The original intent of section 1(1)d

1.2 In leading the 1990 review of the Abortion Act, Baroness Warnock (chair of the Human Fertilisation
and Embryology Authority), said that section 1(1)d should refer to “a child who is very severely damaged
and cannot lead a meaningful life”.155 During the consultation on the Act, two concerned lawyers sent out
an open letter to all MPs arguing that a healthy foetus at greater than 24 weeks gestation could be legally
aborted for having a “hare lip or a cleft palate”. MPs expressed their horror at such an abuse; David Steele
described the letter as a “gross calumny on the medical profession”, and Harriet Harman said the authors
should be reported to the Bar Council.156

Challenges brought against abortions under section 1(1)d

1.3 Yet in 2001 a foetus was aborted for bilateral cleft lip and palate at 28 weeks gestation at a hospital
in Hertfordshire, a decision that Joanna Jepson, a trainee curate, asked the police to investigate.157 Jim
England of the Crown Prosecution Service declined to prosecute the two doctors involved because he was
satisfied that they had decided in good faith that the child, if born, would be seriously handicapped.158

1.4 Such a termination does not represent the intended use of ground E of the Abortion Act. It also
contravenes the guidelines set out by the RCOG and BMA. Such a condition is completely treatable, does

152 Paton D. The economics of family planning and underage conceptions. Journal of Health Economics 2002. 21: 27–45.
153 British Medical Association Ethics Department. Medical Ethics Today. The BMA’s handbook of ethics and law. 2nd ed.

London: BMJ Books, 2004: 242–3.
154 Royal College of Obstetricians and Gynaecologists. Termination of pregnancy for fetal abnormality in England, Wales and

Scotland. London: RCOG Press, 1996: para 3.3.3.
See also Royal College of Obstetricians and Gynaecologists. A Consideration of the Law and Ethics in relation to Late
Termination of Pregnancy for Fetal Abnormality (Report of the RCOG Ethics Committee). London: RCOG Press, 1998:16.

155 http://comment.independent.co.uk/columnists–a–l/dominic—lawson/article570210.ece
156 http://www.telegraph.co.uk/opinion/main.jhtml?xml%/opinion/2005/03/20/do2001.xml
157 http://news.bbc.co.uk/1/hi/england/2367917.stm
158 Dyer C. Doctors who performed late abortion will not be prosecuted. BMJ 2005;330:688
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not aVect self-awareness or the ability to form relationships, does not prevent living independently of others,
causes very little suVering for either the child or its parents, and such children would clearly receive
aggressive neonatal resuscitation if required. However in response to the incident, the vice-president of the
RCOG, Miss Heather Mellows, seemingly in contravention of the college’s own guidelines, defended the
doctors in question and reaYrmed that such decisions were for the “practitioner to make in consultation
with the parents and other interested parties”.159

Other conditions not meeting RCOG guidance

1.5 In the decade from 1996 to 2006 there have been 20 abortions for clubbed feet, all taking place at after
20 weeks gestation.160 This condition can always be successfully cured, in the majority of cases merely by
physiotherapy; the winner of the 1992 Olympic gold medal for women’s figure skating was born with two
clubbed feet.161 Other minor abnormalities that also resulted in termination in this period include webbed
fingers and extra digits.162

1.6 Klinefelter syndrome is a chromosomal abnormality where suVerers have an extra X chromosome.
58% of parents choose to terminate aVected pregnancies if diagnosed prenatally.163 The condition results in
subfertility along with various other mild phenotypic traits (such as tall stature, long arms and sparse body
hair), but a normal life expectancy.164 Many Klinefelter syndrome males are suYciently asymptomatic as to
be unaware of their status until undergoing testing for infertility.165

The need for more concrete guidance

1.7 Medicine as a profession is granted considerable autonomy from government control in exchange for
self-regulation. Thus, it is the GMC and the Royal Colleges that set and enforce standards for good clinical
care. This autonomy is threatened by incidents where self-regulation is seen to fail, and in such cases the
profession finds itself under pressure to accept direct governmental regulation.

1.8 The incident above and the response by the RCOG shows that the guidance oVered to doctors over
the assessment of serious handicap is either hopelessly too vague or is simply not being enforced. Either way,
the medical profession has failed to self-regulate on this issue, acting contrary to the intentions of those who
were responsible for the original legislation and contrary to its own stated guidance. In view of this it falls
to parliament to retake control of this diYcult issue and form a definition of serious handicap that will direct
the medical profession in such cases.

2. The Decreasing Likelihood that Physical or Mental Abnormalities will Lead to Serious
Handicap

Treatment options

2.1 The steady improvement in neonatal intensive care and paediatric surgery has led to many structural
abnormalities that previously would have been fatal now being considered completely curable. Several years
ago a stir was created after a woman at 35 weeks gestation was recommended to have a selective termination
of one of her twins because of a cardiac abnormality, which she was later advised could be corrected though
an operation with an 85% success rate.166

2.2 Many phenotypic features of Klinefelter’s syndrome can be reduced by testosterone therapy, and
some trials have even shown success in using advanced fertility treatment to allow those aVected to father
children.167 Down’s syndrome, the single most common reason for termination under ground E of the
Abortion Act, is now far better understood. With aggressive treatment of cardiac abnormalities many of
those aVected survive well into their fifties and sixties.

2.3 Many of the conditions for which foetuses are aborted under ground E of the Abortion Act remain
significant causes of handicap, with treatment proving ineVective or of very little benefit. However, the
examples cited above show that for an equally large group of conditions, treatments exist which greatly
decrease handicap and increase both quality and quantity of life. It is vital that these therapeutic options
are reviewed when considering the actual level of disability experienced by those aVected.

159 http://webjcli.ncl.ac.uk/2004/issue4/grear4.html
160 http://www.timesonline.co.uk/tol/news/uk/article669212.ece
161 http://www.bookrags.com/biography/kristi-yamaguchi-spo/
162 http://www.timesonline.co.uk/tol/news/uk/article669212.ece
163 Mansfield C, Hopfer S, Marteau TM, Termination rates after prenatal diagnosis of Down Syndrome, spina

bifida,anencephaly and Turner and Klinefelter syndromes: a systematic literature review. Prenat Diagnosis 1999; 19
(9):808–12 (September).

164 http://www.antenataltesting.info/conditions/klinefelters/klinefelt–faq.html<reduced—life
165 http://www.ksa-uk.co.uk/Introduction.htm
166 Rogers L. Doctors revolt over last-minute abortion of twin. The Sunday Times 2002; 10 November.
167 Denschlag, Dominik, MD; Tempfer, MD Clemens & Myriam, MD Kunze et al. (October 2004), “Assisted reproductive

techniques in patients with Klinefelter syndrome: A critical review”, Fertility and Sterility 82 (4): 775–779.
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Better care for the disabled

2.4 The days when “imbeciles” were condemned to asylums and abandoned by society are mercifully now
in the past. The Disability Discrimination Acts of 1995 and 2005 commit society to promoting the civil rights
of disabled people and fighting discrimination against them. It is now mandatory for disabled people to have
barriers removed in accessing education, employment, public transport, public facilities and other services,
and to have equal rights in buying land or property.168 Such legislation, and the changes that follow in the
provision of ramps, disabled toilets, large print documents or disabled parking spaces, all serve to reduce
the level of handicap faced by those with a disability and to improve their quality of life.

2.5 An increased awareness of the challenges of caring for children with disabilities mean that families
including such children receive considerable help from local authorities. The help may be financial, through
social services, by the oVer of child-minding, or it may involve the provision of respite care to allow parents
time to recuperate. Many children with Down’s syndrome are now catered for in mainstream schools, and
can lead happy and fulfilled lives, achieving high levels of independence.169

2.6 It is essential that parliament considers carefully the range of conditions currently viewed by some as
causing serious handicap, and consider their potential for cure, treatment and amelioration.

Advances in prenatal diagnosis

2.7 According to a 2000 report by the governement’s Advisory Committee on Genetic Testing, “at each
pregnancy, bearing in mind advances in technology and knowledge, women should be oVered information
on prenatal genetic tests appropriate to their individual risk factors”.170 Our understanding of the genetic
basis of disease is constantly expanding, meaning that we will increasingly be able to test foetuses for genes
that cause a predisposition to develop certain conditions. Genes have already been discovered that are linked
to such common medical conditions as type II diabetes,171 obesity,172 Alzheimer’s disease173 and many
cancers.174

2.8 For instance, patients with the HLA B27 gene carry a substantially increased risk of developing
ankylosing spondylitis, inflammatory bowel disease and some forms of psoriasis175 —all chronic, disabling
conditions. Technology is already available for prenatal HLA screening.176 If a foetus was to be found to
carry HLA B27, it could easily be argued that there was “a substantial risk that if the child were born it
would suVer from such physical or mental abnormalities as to be seriously handicapped”.177 Should such
tests also become available for genes linked to common medical conditions such as diabetes, obesity, heart
disease or forms of cancer, the number of pregnancies aVected by foetal genotypes potentially carrying risk
of significant subsequent handicap would be dramatically increased. For this reason it is vital that public
consensus be gained now on what constitutes significant handicap, since the development of prenatal genetic
testing promises to raise major challenges in this area in the future.

2.9 Our understanding of disease has moved on a long way since 1967. It is very clear that none of us are
genetically “normal’—we all carry in our DNA the predisposition towards various diseases. However, the
ability of society to treat and care for those suVering from the disabling eVects of disease has also never been
greater. What is essential is that society decides which genetic or structural abnormalities will lead to serious
handicap, and uses such knowledge to guide prenatal screening programmes.

3. The Need for Openness and Justice in Decisions Concerning Human Disability and Right to Life

Who decides?

3.1 The decision to terminate a pregnancy aVected by foetal abnormality has huge implications for the
mother, and so her consent is vital for a termination to be undertaken. However any such decision also has
implications for society—the law has decided that viable foetuses (those of more than 24 weeks gestation),
have a legally protected status that can be superceded only by the risk that the child, if born, would be
seriously handicapped.

168 http://www.direct.gov.uk/en/DisabledPeople/RightsAndObligations/DisabilityRights/DG—4001068
169 http://www.downs-syndrome.org.uk/DSA—NewParents.aspx
170 Advisory Committee on Genetic Testing, Prenatal Genetic Testing, Report for Consultation, 2000, available at http://

www.dh.gov.uk/prod–consum–dh/groups/dh–digitalassets/wdh/wen/documents/digitalasset/dh—4014675.pdf
171 http://news.bbc.co.uk/2/hi/health/6342855.stm
172 http://itn.co.uk/news/cdc0a932339b395291bc1871603b7237.html
173 http://news.bbc.co.uk/1/hi/wales/1081169.stm
174 http://www.guardian.co.uk/science/story/0,,2028719,00.html
175 http://www-ermm.cbcu.cam.ac.uk/9900112Xh.htm
176 van den Berg H, Verjaal M, Boer K, Lardy NM, Prenatal HLA-matching to determine suitability for allogeneic bone marrow

transplantation, Bone Marrow Transplantation 2000; 25 (6):579–582.
177 Abortion Act 1967. Section 1 (1) (d).
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3.2 Currently the two doctors who sign the abortion consent form represent the interests of the whole
of society in protecting foetuses that are not seriously handicapped. For the reasons outlined below, these
arrangements are insuYcient to protect society’s decision, and it is essential that parliament clarifies exactly
what constitutes a risk of serious handicap.

The subjectivity of evaluation

3.3 It is clear that the decisions each of us make will be informed by our own personal views of the world,
by diVerent responsibilities we may have or by ways in which we may gain from particular outcomes.
According to a BMJ editorial on the subject, conflicts of interests are “a condition, not a behaviour”,178 are
inevitable and are not at all morally reprehensible.

3.4 The doctor who has a disabled child themselves may decide whether or not a handicap is severe in
quite a diVerent way from a doctor who sits on the hospital board and is concerned about the amount of
expenditure on paediatric services. Likewise two doctors may decide quite diVerently on whether an
abnormality is severe if one of them has strongly pro-life views and the other strongly pro-choice. Neither
is morally compromised by their position—however, as the BMJ editorial mentioned above concluded,
“transparency is the key”. Currently decisions are simply left to the discretion of individual doctors, and so
such decisions are carried out privately, away from public scrutiny. Issues of such magnitude in which the
public has a clear interest should be decided openly in a forum where the views of everyone can be heard,
not simply the views of three individuals.

Economics and healthcare rationing

3.5 One argument given in favour of the termination of seriously handicapped foetuses is essentially
economic—that such individuals place considerable burdens on an already over-stretched health service
(and often do not become financial contributors to society to repay these costs). “Therapeutic abortion”
may be viewed as being preferable to the burden on services that these children will represent.

3.6 Even if there are no moral objections to financially-driven destruction of foetal life, there are still
problems with abortion being used in this way to reduce burdens on services. Decisions about healthcare
rationing are inevitable, but must be made in the public arena where all members of society can contribute
to the debate. An evidence-based review must be undertaken, to assess the relative costs of caring for
diVerent types of congenital disability, against the costs of diagnosis and termination of aVected foetuses.
Such a review could be used to define “serious handicap” in purely economic terms, which though morally
problematic is essential if arguments about healthcare costs are to be adequately assessed.

EVects of disability on individuals and families

3.7 Abortion for foetal handicap is often justified on the basis of the alleviation of suVering, either for
the individual aVected or for the family who will have to care for them.

3.8 Tom Shakespeare is a research fellow at Newcastle University who was born with the genetic
condition achondroplasia, leading to severe limb abnormalities. Although defending abortion in general,
he greatly opposes the special case made for abortion due to foetal handicap. Speaking about those with
profound learning diYculties, he argues that “just because a person is unable to articulate their views and
concerns clearly does not mean that their life isn’t worth living”.179

3.9 The suicide rate in Down’s syndrome suVerers is significantly lower than that in the general
population.180 According to their website, “The Down’s Syndrome Association does not consider Down’s
syndrome a reason for termination. People with Down’s syndrome can and do lead full and rewarding
lives”.181 The love that they are shown, and that they can return to their carers, in the words of one
commentator brings good from evil “like the grit in the oyster that causes a pearl to form.182

3.10 Caring for a disabled child is challenging for families. Common parental reactions to a diagnosis of
long-term disability in their child include sadness, guilt and anger. However, research shows that the divorce
rate amongst parents of disabled children is no higher than that in the general population.183 Siblings of
children with Down’s syndrome generally get on well with their disabled brother or sister. They are fond of
them, not embarrassed to introduce them to their friends, and often become more caring individuals than
they were previously, according to their parents.184

178 Smith, J. Beyond conflict of interest. BMJ 1998; 317:291–292.
179 Shakespeare T. Choice and rights: eugenics, genetics and disability equality. Disability and Society, 1998; 13, 5: 665–682.
180 Pary R J. Does suicidal behavior occur in persons with Down’s syndrome? Habilitative Mental Healthcare Newsletter

1966;15:59–60.
181 http://www.downs-syndrome.org.uk/DSA—detStatement.aspx?st%11
182 Goodall, J. The pearl eVect. Triple Helix, Winter 2003:10–11.
183 Goodall J et al. Do disabled schoolchildren disable a marriage? Maternal and Child Health 1993; May:151–159.
184 http://www.downs-syndrome.org.uk/DSA—NewParents.aspx
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3.11 Disability and handicap must not be assumed to lead to a quality of life which is not worth living.
The views of disabled people on their quality of a life are far more pertinent in making such choices that the
views of the two doctors who currently decide.

Negative eVects of abortion for handicap

3.12 Abortion cannot wind back the clock. Instead of facing the problems of bringing up a disabled child,
women may face long term psychological ill health. One follow-up trial found that, two years afterwards,
20% of women who had aborted their foetuses because of handicap still experienced regular bouts of crying,
sadness and irritability.185 Personal anecdotes of those in this position that were collected for another study
are harrowing: “when we went to the parents” support group the other couples said they blamed themselves
for not being strong enough to deal with an abnormal child. When they said this, it was like a dagger through
my heart, because I knew it was true for me, too. I cried for two solid days, but I had to face my guilt. Those
feelings are there, and if you don’t get them out, they eat away at you”.186

3.13 Abortion for handicap may also have larger impacts on society, with disabled people particularly
sensitive to what they feel it says about their value. As Tom Shakespeare points out, “it is very diYcult to
support a practice which would have prevented one’s own existence”.187 At a 1998 workshop on abortion,
unexpected agreement was reached between Ann Furedi, now of Abortion Rights, the pro-choice charity;
and Helen Watt of the Society for the Protection of the Unborn Child. Both were agreed that the law should
not treat disabled and able-bodied foetuses diVerently—Watt arguing that abortion law should be greatly
curtailed across the board, and Furedi that women should be able to abort up to term for any reason they
choose.188 The mere existence of section 1(1)d requires serious review since it seems to draw a line between
the moral worth of foetuses based solely on their level of disability.

3.14 A definition of serious abnormality is absolutely necessary because of the implications abortions
may have on women, their families and on society more generally. These costs must be oVset by a suYcient
benefit in terms of handicap reduction before and such procedures can even be considered.

Conclusion

At the heart of the debate about the termination of handicapped foetuses lies a question of value: based
on what criteria do we assess the value of disabled human life? Opinions range from those who view all
human life as sacred regardless of its physical and mental capacity,189 through to those who view some
handicaps as being of such great severity that they are willing even to sanction the destruction of babies in
their first few years of life.190

It is crucial that parliament defines serious handicap in a way based on evidence from scientists, doctors,
disabled people and others in society who wish to contribute. The implications for disabled people makes
such a decision far too important to be decided simply by two doctors and a pregnant mother. Either section
1(1)d must be scrapped altogether, as unnecessary and discriminatory, or we must decide together which
conditions provide so serious a level of handicap as to render such lives unwanted by society.
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Submission from Royal College of Obstetricians and Gynaecologists

As part of their inquiry into scientific developments relating to the Abortion Act 1967, the Science and
Technology Committee invited comments on three areas. In response, the Royal College of Obstetricians
and Gynaecologists is pleased to submit the following.

185 Marteau T, Anionwu E. Testing adults. In Marteau T & Richards M (Eds), The Troubled Helix, (Cambridge, 1996), 134.
186 Kohn I, MoYt P. Pregnancy Loss, A Silent Sorrow (London, 1994): 116–117.
187 Shakespeare T. Choice and rights: eugenics, genetics and disability equality. Disability and Society, 1998; 13, 5: 665–682.
188 http://www.prochoiceforum.org.uk/aad5.asp
189 http://www.spuc.org.uk/about/
190 Costeloe K Euthanasia in neonates. BMJ.2007; 334: 912–913.
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1. The Scientific and Medical Evidence Relating to the 24-Week Upper Time Limit on Most Legal
Abortions, including:

1.1 Developments, both in the UK and internationally since 1990, in medical interventions and examination
techniques that may inform definitions of foetal viability

1.1.1 The major development since the 1990 modification to the Abortion Act has been an improvement
in the survival of babies born at 24 weeks. Table 41 provides data from 1995. This shows that 26% of babies
born at 24 weeks survived to discharge. Additional data relating to 2006 will be available shortly when the
results of the EPICure-2 study are published. However regional data from the Trent Survey (unpublished
personal communication) suggests that survival in the last 10 years has risen to 40% of neonatal intensive
care admissions at 24 weeks, although there has been little improvement in survival at gestations below this.

1.1.2 If the gestational age limit for termination of pregnancy under Clauses C and D were lowered this
would be close to the gestational age at which detailed scans are undertaken to confirm or refute earlier
findings. For example, fetal cardiac scans are frequently done at 22 to 23 weeks in women with a suspicious
prior scan. This is because the images of the fetal heart anatomy are better at the later gestational age.
Having a gestational age limit for termination shortly after the time of this detailed anomaly scan could have
the eVect of increasing the rate of termination if patients are not prepared to accept any risk. One of the
advantages of late termination of pregnancy under Clause E is that patients with abnormalities of uncertain
significance (eg mild ventriculomegaly) can continue their pregnancy until the prognosis becomes clearer,
in the knowledge that late termination of pregnancy for a severe outcome will still be available.

1.1.3 The College has under frequent review its report on fetal awareness, and although this was
published some time ago is aware of no new evidence relevant to alteration of current abortion practice as
outlined in the RCOG Guideline The Care of Women Requesting Induced Abortion.

1.2 Whether a scientific or medical definition of serious abnormality is required or desirable in respect of
abortion allowed beyond 24 weeks

1.2.1 There seems to be little reason to change the current law regarding the definition of serious
abnormality. A strict definition is impractical for two reasons. Firstly, we do not have suYciently advanced
diagnostic techniques to always (i) precisely define the abnormality and (ii) predict the “seriousness” of the
outcome, albeit that the 1996 RCOG Report on Termination of Pregnancy for Fetal Abnormality provides
helpful guidance on the scaling of severity. This states that both the size of the risk and the gravity of the
abnormality are important.

1.2.2 Secondly, the outcome can have serious consequences not only for the fetus in terms of viability or
residual disability (which can be physical, intellectual or social), but also for the child or for the family into
which the child would be born.2,3 Thus a “serious abnormality” should be based upon individual discussion
agreed between the mother and the most senior clinician taking into account all clinical information
available (obstetric and other relevant specialists eg paediatric) and the wishes of the mother (ideally
parents). The diYculties in this area and the eVects on the mother and the family require clinical care of the
highest standard and experience.

2. Medical, Scientific and Social Research Relevant to the Impact of Suggested Law Reforms to
First Trimester Abortions, Such as:

2.1 The relative risks of early abortion versus pregnancy and delivery

2.1.1 The evidence suggests that termination of pregnancy in the first trimester (done in an appropriate
healthcare setting) is associated with a reduced mortality and morbidity risk compared to continuing the
pregnancy. This means that women in the first trimester could be seen as automatically fulfilling the criteria
of the Abortion Act. Although this was not the original intention of the Act, in practice it facilitates access
to induced abortion within the current law.

2.2 The role played by the requirement for two doctors’ signatures

2.2.1 It is assumed that two signatures were put into the 1967 Abortion Act to show the seriousness of
the decision to terminate rather than to maintain clinical standards. It may be appropriate to continue to
involve two appropriately trained and experienced clinicians in more complex cases (eg late fetal
abnormality, the very young and those with learning disabilities). However, the current use of the Abortion
Act by the population and the profession (98% are done under clause C or D) suggests that, in the majority
of cases, the need for two signatures is anachronistic. Overall, women support the right to abortion and the
GMC guidance that alternative provision must be oVered if the practitioner cannot support a request for
abortion is evidence for the woman’s autonomy to seek help. The refusal to sign HSA1 does not prevent a
woman from going to another provider for a signature.
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2.2.2 The disadvantage of obtaining two signatures is that it has the potential to cause delay which can
increase clinical risk. Women commonly have to find a doctor who will refer and they may or may not
provide a signature. Furthermore, some services send women back to their GPs for the second signature
when the abortion has been granted. If the GP does not provide the second signature, this causes delay,
which may cause additional stress to the woman who is already distressed. It does not make sense for the
system to cause additional distress and delay unless there is a benefit in obtaining two signatures.

It has been argued that some delay is a good thing since it allows women more time to reflect on the
decisions about abortion. There is good evidence that the vast majority of women who are referred for
abortion are absolutely certain that the pregnancy is unwanted and have no doubts about wanting the
procedure. This fact was clear even in the early 1980s when in an interview study of over 200 women
undergoing abortion, only 6% said that they had been unsure of their decision and only 3% admitted to
having wanted to conceive.4 Two more recent studies undertaken in Scotland using a validated measure of
pregnancy intention and using either interviews5 or self-administered questionnaires6 have shown that 90%
of pregnancies that end in therapeutic abortion were clearly unintended. The suggestion that the need to
have two doctors sign the form would help those women who do have some doubt about abortion to make
up their minds seems unpersuasive. If there are concerns that a few women who are unsure of the decision
would “slip through the net”, the use of the simple intended-ness tool used in two of the studies5,6 would be
a much more scientific and eYcient way to identify women at risk of regretting the decision to proceed with
abortion.

2.3 The practicalities and safety of allowing nurses or midwives to carry out abortions or of allowing the second
stage of early medical abortions to be carried out at the patient’s home

2.3.1 Many hospital based abortion services already rely on nurses to run their medical abortion units.
Allowing nurses to take consent for abortion (medical or surgical) would help to make these services run
more eYciently. There is no reason why a properly trained nurse should not be competent to obtain consent
to abortion, although this role should not be taken over by clinical ethics committees or bureaucratic review
processes (as occurs in France, Israel and Western Australia). A recent Randomised Controlled Trial
published in the Lancet has shown that first trimester abortion using manual evacuation can be provided
safely by appropriately trained nurses.7 If medical abortion can be undertaken safely at home (see below),
it can certainly be supervised by nurses.

2.3.2 Managing a woman in the abortion service requires a number of clinical skills which nurses have
demonstrated in other healthcare settings. For example most services use routine ultrasound scanning to
determine gestation and eligibility for medical or surgical abortion. Nurses are now trained to undertake
these and other similar procedures (eg colposcopy and cervical surgery), which require similar skills and
judgement.

2.3.3 Regarding abortion at home, there is an increasing body of evidence from both developed and
developing countries that home use of mifepristone/misoprostol is safe, eVective and acceptable to many
women.8-12 More work is needed to assess safety and acceptability in the UK context, but this would require
a change in the current law or a diVerent interpretation of the abortion process within the current law.

3. Evidence of Long-term or Acute Adverse Health Outcomes from Abortion or from the
Restriction of Access to Abortion

3.1 There are a number of publications on the physical risks of abortion in the short and long term (eg
infection, haemorrhage, injury, infertility, miscarriage, preterm delivery). There seems to be no increased
risk of certain complications such as breast cancer. Many of the studies on outcomes have methodological
problems, for example the patients studied are unrepresentative of the population, and it is often diYcult
to obtain an appropriate control group. These issues are discussed in the RCOG Abortion Guideline.

3.2 Adler gave evidence to the U.S. House of Representatives (March 16, 1989)13 in which she stated that
studies demonstrate that the predominant feeling following abortion is one of relief and diminution of stress.
The incidence of severe negative reactions is low, although some factors are known to increase risk (eg
abortion when the pregnancy had been planned and late gestation abortion).14,15 Subsequent studies tend
to support this view as indicated in the RCOG Abortion Guideline. Where problems do arise there is often
a history of susceptibility which predates the abortion procedure. Again studies in this area suVer from a
diYculty of adequate controls as clearly demonstrated in the recent New Zealand study.

4. Conclusion

The College does not feel the upper gestational limit of 24 weeks should be lowered on the basis of recent
improvements on fetal viability. This would restrict the option of termination in some particularly diYcult
cases. The decision about the seriousness of the abnormality in a fetus is best left to discussion among
parents and specialists. Practitioners no longer feel that the signatures of two doctors are necessary to
proceed with an abortion. By and large long term follow up studies of physical and psychological sequelae,
harmful eVects or reproductive outcomes following abortion are reassuring. Furthermore there is no
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evidence that medical, as opposed to surgical methods, are diVerent in this respect. The College is
commissioning further work to update current guidelines which address a number of these issues, including
fetal awareness and long term sequelae.

Table 4

SUMMARY OF OUTCOMES AMONG EXTREMELY PRETERM CHILDREN*

22 Wk 23 Wk 24 Wk 25 Wk
Outcome (N % 138) (N % 241) (N % 382) (N % 424)

number (percent)

Died in delivery room 116 (84) 110 (46) 84 (22) 67 (16)
Admitted to NICU 22 (16) 131 (54) 298 (78) 357 (84)
Died in NICU 20 (14) 105 (44) 198 (52) 171 (40)
Survived to discharge 2 (1) 26 (11) 100 (26) 186 (44)
Died after discharge 0 1 (0.4) 2 (0.5) 3 (0.7)
Lost to follow-up 0 3 (1) 25 (7) 39 (9)

At 6 year of age
Had severe disability 1 (0.7) 5 (2) 21 (5) 26 (6)
Had moderate disability 0 9 (4) 16 (4) 32 (8)
Had mild disability 1 (0.7) 5 (2) 26 (7) 51 (12)

Survived without impairment
As a percentage of live live births 0 3 (1) 10 (3) 35 (8)
As a percentage of NICU admissions 0 3 (2) 10 (3) 35 (10)

Survived without severe or moderate disability
As a percentage of live births 1 (0.7) 8 (3) 36 (9) 86 (20)
As a percentage of NICU admissions 1 (5) 8 (6) 36 (12) 86 (24)

* NICU denotes neonatal intensive care unit.
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Submission from Professor Patricia Casey191

Main Points: Until recently it was believed that abortion was only associated with post-abortion
psychological complications in those who had a prior history of such problems and were therefore
vulnerable, A number of well designed recent studies confirm the view that adverse psychological outcomes
occur after abortion and are not just related to prior psychiatric history. A range of disorders including
depressive illness, substance abuse and self-harm have been identified. There is evidence for an increase in
psychiatric service utilization (in-patient and out-patient) also.

Suicide rates are higher in women post-abortion when compared to pregnant women and non-pregnant
women but whether this is due to the abortion or to some pre-existing common factor associated with both
abortion seeking and suicide (mental illness or impulsivity) is as yet unanswered. This set of studies (see no
5 in the submission) confirms the “safe health status” associated with pregnancy.

Recommendations: Women should be fully informed of the psychological risks of induced abortion
when making abortion decisions. Those seeking abortion for foetal anomaly should also be advised of the
long duration of the adverse consequences. Written information dealing with the range of adverse
psychological consequences should be given to women considering abortion so as to allow them to make a
fully informed choice. The failure to do this has potential medico-legal implications also.

Post-abortion check-ups should include questions relating to mental illness including suicidal behaviour,
depressive symptoms and psychotic symptoms.

Appropriate interventions, that fully respect the reality of the adverse consequences of abortion, should
be in place and appropriate training in these interventions given to those who work with traumatised
women.

Psychiatric Consequences of Abortion

The relationship between abortion and mental health problems has been the subject of considerable
debate. Two theories have been promulgated:

— Abortion causes mental health problems.

— Abortion and mental health problems are due to some common third factor (confounder) eg
previous mental health problems, childhood trauma etc. that determine abortion seeking and
subsequent mental health problems.

Until this century there were a few studies linking abortion to subsequent mental health problems and
most studies failed to find any association except in those with prior mental health problems.

Criticisms of Research

Among the criticisms directed at those who argue that significant psychiatric conditions follow
abortion are:

— the failure to control for confounders such as previous psychiatric history;

191Brief Biography: I am Professor of Psychiatry at University College, Dublin and Consultant Psychiatrist at the Mater
Misericordiae University Hospital, Dublin since 1992. I have published a large number of papers in international peer
reviewed journals and I am lead member of a research consortium that has conducted research on depressive disorders in five
European countries, having achieved some 40 publications in peer reviewed journals (The Outcome of Depression
International Network—ODIN). My competencies as an epidemiological and clinical researcher, as well as my role in
reviewing manuscripts for leading international journals such as the Lancet and the British Journal of Psychiatry, I believe,
render me competent to evaluate the quality of research addressing the psychological consequences of abortion. I am the
author of five academic books on psychiatry and have recently published a book on mental health for the general public also.
I have contributed to over 21 academic textbooks. I am editor of the Quarterly Journal of Mental Health and have recently
been appointed editor of Psychiatric Bulletin, published by the Royal College of Psychiatrists, London (confidential—as this
is not yet in the public domain). I have significant experience of treating women with psychological complications following
induced abortion.
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— using data obtained from women seeking psychological treatment post-abortion; and

— comparison groups inappropriate eg not comparing women having abortions with those giving
birth.

— limited outcome measures eg psychiatric hospitalization, receiving out-patient treatment.

On the other hand those who argue that psychiatric disorders do occur post-abortion point the a number
of flaws in the contrary studies:

— the absence of long-term data spanning years/decades;

— high attrition rates in follow-up studies reducing the potential for identifying psychological
problems (those with psychological problems most likely to default); and

— small sample sizes reducing the statistical power of the study to identify mental health problems.

However, recent studies have addressed these methodological flaws.

Approaching the Present Paper

Only original research papers, from peer reviewed learned journals were selected.

Review papers were excluded . . .

The term post-abortion syndrome will not be used since this is not a recognized psychiatric term.

Only papers since 2000 will be presented since these are the most methodologically and statistically robust.

The conclusions presented at the end of each summary are those of the authors.

A. Outcome Measures

1. Psychiatric hospitalisation

Psychiatric admissions of low-income women following abortion and childbirth.

Reardon et al. Canadian Medical Association Journal. 2003. 168 (10). 1253–6

Aim:

The aim was to examine psychiatric hospitalisation following childbirth or abortion.

Method:

A record linkage study:

— California Medicaid records of women 13-49 at time of childbirth/abortion in 1989 followed for
90 days—4 years

— Excluded those with prior psychiatric admissions.

— Data set—Pregnancy ending in abortion—15, 299

or in delivery—41,442.

Results

— Significant diVerences in admission rates for women who had abortion compared to those
giving birth

— Adjustment reactions (Odds ratio 2.1)

— Depressive episode (Odds ratio 1.9)

— Recurrent depressive disorder (Odds ratio 2.1)

— Bipolar disorder (Odds ratio 3)

— Post delivery admission rate 634.8/100,000.

— Post-abortion admission rate 1117.1/100,000 (Odds ration 1.7)
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Conclusions:

Psychiatric admission rates higher in women post abortion than post-partum when those with a prior
psychiatric history were excluded.

Response to Reardon paper in Canadian Medical Association Journal:

Following a number of exchanges in the letters pages, the journal editorialised in a piece entitled
“Unwanted Results: The Ethics of Controversial Research”.

It defended publication of this paper saying “The attack in our letters column is largely an ad hominum
objection to the authors” ideological biases and credential. There are two questions here: first does
ideological bias necessarily taint research? Second are those who publish research responsible for its
ultimate use?”

“In light of the passion surrounding the subject of abortion we subjected this paper to especially cautious
review and revision . . . the hypothesis that abortion (or childbirth) might have a psychological impact is not
unreasonable and to desist from posing a question because one may obtain an unwanted answer is hardly
scientific. If we disqualified these researchers from presenting their data, we would never hear from pro-
choice views, either”.

“But if it is true that more explicit research into women’s health issues will point the way to better care,
better outcomes and more equity in access, we cannot toss out data any time we don’t like their
implications”.

2. Psychiatric out-patient attendance

State funded abortions versus deliveries: a comparison of out-patient mental health claims over 4 years.

Coleman et al. American Journal Orthopsychiatry. 2002. 72,1. 141–152

Aim:

The objective was to ascertain if:

— First time psychiatric out-patient contact in 4 years post-abortion.

— 14,297 abortion group, 40,122 birth group

— Controlling for pre-existing psychological problems, age, number of pregnancies and months of
eligibility

Results:

90 days post-abortion —63% more claims.

180 days post-abortion—42% more claims.

1 year post-abortion —30% more claims.

2 years post-abortion— 16% more claims.

Conclusion:

At all time points out-patient mental health funding claim were higher in pos-abortion group when prior
psychological problems controlled.

3. Any psychiatric disorder

The course of mental health after miscarriage and induced abortion: a longitudinal, five-year follow-up study.

Broen et al. BMC 2005 December 12:3, 18.

Aim:

To determine whether there are diVerences in the patterns of normalization of mental health scores after
two pregnancy termination events ie induced abortion and miscarriage.
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Methods:

40 women who experienced miscarriages and 80 women who underwent abortions were interviewed at 10
days (T1), six months (T2), two years (T3), and five years (T4) after the pregnancy termination using valid
interview schedules. Prior psychiatric history controlled for.

Results

— Women who had had a miscarriage exhibited significantly quicker improvement in scores
throughout the observation period.

— Women who experienced induced abortion had significantly higher scores than the miscarriage
group at two and five years after the pregnancy termination and at 5 years 20% were still “cases”.

Conclusion:

Women experiencing an induced abortion have higher and more persistent mental health problems than
those experiencing a miscarriage.

A history of induced abortion in relation to substance abuse during subsequent pregnancies carried to term.

Coleman et al. American Journal Obstetrics and Gynaecology. 2002. 187,6. 1673-1678.

Aim:

To compare substance abuse in those subsequently giving birth after abortion or a delivery.

Methods:

607 women derived from the National Pregnancy and Health Survey in the United States.

3 groups of women who had recently delivered a baby but with one previous pregnancy with a
resolution in:

— induced abortion (gravida 2, para 1).

— delivery (gravida 2, para 2).

— A further analysis was carried out on those giving birth for the first time (gravida 1, para 1).

Information on substance abuse (licit and illicit drugs including cigarettes, benzodiazepines and alcohol)
during the recent pregnancy was gathered by questionnaire administered shortly after giving birth.

Results:

Women who had aborted were significantly more likely to:

— abuse marijuana (Odds ratio OR 10.29).

— abuse other illicit drugs (OR 5.6).

— abuse alcohol (OR 2.2).

during a subsequent pregnancy when compared to those who had no history of induced abortion.

This pattern was replicated, apart the findings relating to cigarette consumption, when the abortion group
was compared to first time mothers.

Within the post-abortion group substance abuse was higher in those for whom the time since abortion
was longest.

Conclusion:

“A history of abortion appears to be a marker for increased risk of substance abuse in subsequent
pregnancies”.

Note:

Fergusson et al (2006) also found an increased risk of substance abuse in the post-abortion group (see
4 below).
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4. General population studies

Abortion in Young Women and Subsequent Mental Health

Fergusson et al. Journal of Child Psychology and Psychiatry. 2006. 47 (1), 16–24.

Aim:

To test the hypothesis that those who developed mental health problems post-abortion did so because of
prior vulnerability.

Methods

— 25 year longitudinal birth cohort study of 1,265 New Zealand children from Christchurch.

— History of pregnancy/abortion/no pregnancy over 15–25 year interval.

— Measures of DSM-IV mental disorders and suicidal behaviour using structured interviews.

— Data on childhood and family adversity as well as psychiatric history (confounders) controlled for
in the analysis.

— Face to face interviews with subjects at ages 15, 16, 18, 21 and 25.

— Present analysis based on 506–520 females comparing:

— Those not pregnant.

— Those pregnant and ending in abortion.

— Those pregnant and ending in delivery.

Results:

Among those who had abortions compared with those who had not been pregnant or who had delivered
significantly higher risk of.

— Major depression 78.7–41.9% (depending on age group).

— Anxiety disorder 64.3–39.2%.

— Suicidal ideation 50–27%.

— Illicit drug dependence 0–12.2%.

— Overall number of mental health problems 1.93–1.27 depending on age.

When confounders controlled, all the above except anxiety disorders still significantly higher risk ratios
in those who had an abortion

Predictive analysis:

— To ascertain if these associations are cause or eVect.

— Pregnancy/abortion history prior to age 21 used to predict subsequent mental health history while
confounders controlled.

— Rate ratio—No pregnancy 0.6

— Pregnant no abortion 0.67

— Abortion group 1

Conclusions

Abortion caused mental health problems in some women and this was not due to prior vulnerability.

The author wrote “The present research raises the possibility that for some young women, exposure to
abortion is a traumatic life event which increases longer-term susceptibility to common mental disorders.
These findings are inconsistent with the current consensus on the psychological eVects of abortion. In
particular, in its 2005 statement on abortion, the American Psychological Association concluded that “well
designed studies of psychological responses following abortion have consistently shown that the risk of
psychological harm is low . . . the percentage of women who experience clinically relevant distress is small
and appears to be not greater than in general samples of women of reproductive age” . . .

“This relatively strong conclusion about the absence of harm from abortion was based on a relatively
small number of studies which had one or more of the following limitations . . . the statement appears to
disregard the findings of a number of studies that had claimed to show negative eVects for abortion . . . While
it is possible to dismiss these findings as reflecting shortcomings in the assessment of exposure to abortion
or control for confounders it is diYcult to disregard the real possibility that abortion amongst young women
is associated with increased risks of mental health problems”.
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Comment:

This is the largest and best designed study of the psychological consequences of abortion to date as it has
a large sample, with an almost 100% follow-up rate, using face to face interviews, with recognized diagnostic
instruments and a long follow-up.

The American Psychological Association has now removed references to the safety or otherwise of
abortion from its website and established a committee to investigate the issue further (see conclusions)
above. Of note, the author is by his admission pro-choice and he set out to demonstrate that those who
developed psychological problems post-abortion were those who had prior problems.

Depression and unintended pregnancy in the National Longitudinal Survey of Youth: a cohort study

Reardon et al. British Medical Journal 2002. 324. 151–152.

Aim:

To test the hypothesis that psychological maladjustments after abortion are related to prior history of
depression.

Methods:

Using data from the National Longitudinal Study of Youth the authors identified those with depression
using a diagnostic instrument.

Results:

Among those who were married the odds ratio for developing depression post-abortion still remained
significant after prior psychiatric state was controlled when compared to those bringing an unintended
pregnancy to term.

Conclusion:

Prior psychiatric history does not predict post-abortion depression.

AND
Depression and unwanted first pregnancy: longitudinal cohort study

Schmiege et al. British Medical Journal. 2005. 331. 1303–

This study failed to find any independent link between abortion and subsequent depression using the same
dataset as that used in the above study.

The authors wrote that this diVerence may reflect diVerences in the coding of pregnancies eg those who
had an abortion after the index pregnancy were included as controls (rather than being excluded). Reardon
et al also expressed the view that it was wrong to exclude from the analysis those who any point were
ambivalent about the abortion.

5. Suicide

Injury deaths, suicides and homicides associated with pregnancy, Finland 1987–2000

Gissler et al . European Journal of Public Health. 2005. 15, 5. 459–463.

Aim:

To examine mortality from external causes by pregnancy outcome and examine possibility of a healthy
pregnancy eVect.

Methods:

Information on deaths from external causes among women aged 15–49 years in Finland in 1987–2000 (n
% 5,299) was linked to three national health registers to identify pregnancy-associated deaths (n % 212).
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Results:

Table 1

Pregnancy-associated Mortality per 100,000 Pregnancies and Mortality Among Non-pregnant
Women per 100,000 Person-years from External Causes by Cause of Death and by Pregnancy
Outcome

Age adjusted and crude
Pregnancy associated mortality mortality rates in non-

pregnant women

Pregnancy or Miscarriage/ Induced
birth ectopic abortion Total

All external causes 9.6*** 34.6* 60.0*** 19.1*** 24.2 29.9
Unintentional 3.9*** 14.3 NS 20.4*** 7.3*** 10.8 14.7
injuries
Suicide 5.0*** 16.0 NS 31.9*** 9.8 NS 11.8 13.3
Homicide 0.7** 4.2 NS 7.7*** 2.0 NS 2.1 2.3

Test of relative proportions compared with the age-adjusted mortality among non-pregnant women: NS:
not significant; NA: not applicable.

*** P '0.001; ** P '0.01; * P '0.05.

Conclusion:

The authors wrote “In the year after undergoing an abortion, a woman’s mortality rate for unintentional
injuries, suicide and homicide was substantially higher than among non-pregnant women in all age groups
combined. It is unlikely that induced abortion itself causes death due to injury; instead, it is more likely that
induced abortions and deaths due to injury share common risk factors . . . and more detailed background
information for example on mental health, social well-being, substance abuse and socio-economic
circumstances among the deceased would be necessary for further analysis”.

“The new recommendation for post-induced abortion care, however, includes the statement that a check-
up visit is necessary in order to detect signs of depression and to identify the rare cases of psychosis after an
induced abortion”.

“The low rate of deaths from external causes suggests the protective eVect of childbirth, but the elevated
risk after a terminated pregnancy needs to be recognized in the provision of health care and social services”.

Comments:

This was part of a series of record linkage studies by Gissler, one of which related to suicide and was
published in the British Medical Journal in 1996. The suicide rate among all women in Finland was 11.3/
100,000, associated with birth 5.9/100,000 and associated with abortion 34.7/100,000. He concluded that
either abortion caused suicide or that there were attributes associated with both suicide and abortion such
as impulsivity or mental illness.

B. Abortion for Foetal Anomaly

Complicated grief after traumatic loss: a 14 month follow-up study

Kersting et al. European Archives Psychiatry and Clinical Neuroscience. 2007. July (epub ahead of print).

Aim:

To obtain information on the course of grief following termination of pregnancy for foetal anomaly.

Methods:

62 women had abortion for foetal abnormality between 15th and 32nd gestational week compared with
65 who had given birth on measures of grief, post ıtraumatic stress disorder, depression and anxiety using
structured diagnostic interview schedules.
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Results:
Women following abortion were significantly more stressed on all measures:

— At 14 days 25% met DSM-IV criteria for psychiatric disorder.

— At 6 months 25% met DSM-IV criteria for psychiatric disorder.

— At 14 months 16.7% met DSM-IV criteria for psychiatric disorder.

Conclusions:

The authors wrote “All in all, 25% of these women were critically aVected by the traumatic loss.

Long-term psychological consequences of pregnancy termination for fetal abnormality: a cross-sectional study

Korenromp et al. Prenatal Diagnosis. 2005. 25,3. 253–260.

Aim:

To examine the long term psychological well being of women after pregnancy termination for foetal
anomaly.

Method:

254 women 2–7 years post termination of pregnancy for foetal anomaly before 24 weeks gestation.
Standardised questionnaires administered.

Results:

17.3% pathological scores for PTSD.

Higher levels of grief if anomaly compatible with life.

Poorer prognosis associated with gestational age, perceived partner support and educational level.

Conclusion: The authors wrote “Termination of pregnancy for foetal anomaly is associated with long-
lasting consequences for a substantial number of women.

Psychological outcome for women undergoing termination of pregnancy for ultra-sound detected fetal
abnormality: a pilot study.

Davies et al. Ultrasound Obstet Gynaecol. 2005. 25,4. 389–392.

Aim:

Examine psychological morbidity for women having 1st and 2nd trimester abortions for foetal
abnormality.

Methods:

14 women having first trimester and 16 having 2nd. trimester abortions.

20–40 years.

Follow-up 6weeks, 6 months and 12 months.

Measures included GHQ, BDI, IES and Perinatal.

Grief Scale.

Results

High levels of distress for both groups.

Present at all time points.

Depression: 36%, 39%, 32% ( cut-oV score.

Post-traumatic stress: 67%, 50%, 41% ( cut-oV score.
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Conclusion:

The authors wrote “Psychological morbidity following termination for foetal anomaly is prevalent and
persistent”.

C. Qualitative Studies

These studies are designed to evaluate feelings and emotions in greater depth. They do not measure
prevalence. Their value lies in the depth of the interviews which last many hours, are taped recorded and
subsequently analysed so as to identify common themes that emerge. Due to their labour intensity sample
sizes are small.

Women’s reflections upon their past abortions

Goodwin and Ogden. Psychology and Health 2007.22,2. 231–248.

10 women interviewed 1 to 10 years post abortion to ascertain their reflections in the longer term:

— Some described a linear pattern of change with decreasing symptoms over time.

— Many described other patterns including.

1. persistent upset.

2. later onset distress with no distress in the immediate aftermath.

3. No distress at any time.

The reactions were related to view of foetus as human, poor social supports, a belief that society is either
over judgmental or alternatively negates impact of abortion on women.

Women’s responses do not always follow the suggested reactions of grief.

Refused Abortion

I have been unable to identify any papers on this topic published since 2000 and most appear to be
pre-1990.

Conclusions and Implications

A number of well designed recent studies confirm the view that adverse psychological outcomes occur
after abortion and are not just related to prior psychiatric history. A range of disorders including depressive
illness, substance abuse and self-harm have been identified. There is evidence for an increase in psychiatric
service utilization (in-patient and out-patient) also.

Suicide rates are higher in women post-abortion when compared to pregnant women and non-pregnant
women but whether this is due to the abortion or to some pre-existing common factor associated with both
abortion seeking and suicide (mental illness or impulsivity) is as yet unanswered. This set of studies (5 above)
confirms the safe health status associated with pregnancy.

Written information on the psychological consequences of abortion should be provided to women
considering abortion so that their decisions are fully informed. Those seeking abortion for foetal anomaly
should also be advised of the long duration of the adverse consequences.

Post-abortion check-ups should include questions relating to mental illness including suicidal behaviour,
depressive symptoms and psychotic symptoms.

Appropriate interventions that fully respect the reality of the emotional consequences of abortion should
be in place.

September 2007

Memorandum 31

Submission from Antenatal Results and Choices (ARC)

This submission supports retaining the current time limits for legal abortions and outlines why a scientific
or medical definition of serious abnormality is not required or desirable in respect of abortion allowed
beyond 24 weeks.
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Introduction

ARC (Antenatal Results and Choices) is the only UK charity that oVers specialised information and
support to parents before, during and after antenatal screening and testing and when an abnormality is
diagnosed in their unborn baby. Help is provided for as long as is needed whatever decision is made about
the future of the pregnancy. We have a non-directive approach, believing that, with appropriate information
and support, parents themselves are best placed to make the decisions in this context which are right for
them in their individual circumstances. We also have a well-established training programme for health
professionals involved in antenatal testing and its aftermath with the aim of improving care in this sensitive
area of practice.

ARC was first established as a charity in 1988 as SATFA (Support after Termination for Abnormality).
We became ARC in 1998 to reflect the increase in contact we were receiving from parents concerning
antenatal screening and testing in general. However, our core membership remains those who have had a
termination after a diagnosis as we are the only organisation specialising in support in this area. While we
acknowledge that we are neither medically qualified nor directly involved in academic research in the area
of the Committee’s inquiry, we do feel we are well-placed to submit qualitative evidence regarding
termination for fetal abnormality due to our wealth of experience in this area. This evidence is based on our
contact with our membership, parents on our National Helpline, with health care professionals attending
our training programmes and our role as Advisors on many research studies.

1. (b) Is a scientific or medical definition of serious abnormality required or desirable in respect of abortion
allowed beyond 24 weeks?

1. The first point to make is that terminations for abnormality after 24 weeks are few. In 2006 there were
a total of 136 in England and Wales, which equates to less than 7% of the total number of terminations
performed under clause E or 0.07% of the total abortion figure for that year. These figures are similar to
those for previous years.

2. We are against any proscribed lists of those conditions deemed to meet the provision in the law that
permits abortion under clause (E). “When there is substantial risk that if the child was born it would suVer
from physical or mental abnormalities as to be seriously handicapped.” Such lists would be a consequence
of a “scientific or medical definition of serious abnormality”. The wording as it stands enables clinicians and
parents to collaborate eVectively and come to the decision that is most appropriate in individual
circumstances. This is crucial as many conditions that are diagnosed in pregnancy have an uncertain and
variable prognosis.

3. According to the feedback we receive from parents and consultants, there is an enormous amount of
caution and sensitivity around terminations for fetal abnormality after 24 weeks of pregnancy. Clinicians
are acutely aware of both their professional responsibility and their responsibility to work within the law,
and parents are making the painful decision to end a wanted pregnancy at a late gestation, which is not
something they would consider for what might be seen as a “trivial” reason. We see nothing positive to be
gained for either party by establishing definitions.

4. If the decision were made to define “serious abnormality”, requiring a list of example conditions, we
would posit the following questions as being highly problematic. Who would be tasked with drawing up the
definitions? Would the definition of “serious handicap” be based on a medical or social model and where
would the objective evidence come from to create what would become a hierarchy of disabilities?.

5. Despite developments in testing technology, it remains the case that many conditions are not detected
until the mid-pregnancy scan. This is the ultrasound scan oVered at approximately 20 weeks gestation to
check for structural abnormalities. When a problem is found it is almost always necessary to perform follow
up tests, and some conditions will require monitoring as they can vary in severity over time. In the absence
of a defined list, clinicians and parents can plan care pathways that are appropriate in individual
circumstances and have the opportunity to rethink decisions if the circumstances change, ie if the unborn
baby’s condition deteriorates.

6. Unfortunately improvement in scanning technology in recent years has not been accompanied by
comparable improvements in the provision of clear prognoses after an abnormal finding has been made. We
have regular contact from parents who have had a brain abnormality picked up at their mid-pregnancy scan
or later (sometimes when they were having a scan for other reasons eg to check the position of the placenta.
These parents are often particularly distressed because their specialists give them a variety of potential
outcomes. And these can range from the prospect of their baby having no or mild developmental delay to
the possibility of severely impaired brain function. The law and wording of clause E as it stands means
clinicians can give parents time, in these particularly challenging scenarios, to work out how to proceed.

The Importance of Retaining the 24 Week Time Limit for Most Legal Abortions

7. Although there has always been professional caution around sanctioning terminations of pregnancy
for abnormality after 24 weeks, we have noted that this has increased in recent years. The reason for this is
likely to be the attempt in 2003 by the Curate Joanna Jepson to instigate a judicial review over the case of
a post 24 week termination of a baby diagnosed with a cleft palate, with the intention of bringing criminal
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charges to bear against the clinicians involved. Despite the fact that her attempt was unsuccessful, there was
tremendous media interest in the case which led to the doctors involved being personally identified. As a
result, there is now a variation in practice across the UK in relation to post 24-week terminations. So when
an abnormality is diagnosed after the mid-pregnancy scan, some parents are asked to make the painful
decision to end their wanted pregnancy before the end of the 24th week, without the time they may need to
make it. In our experience of supporting parents in the aftermath of this decision, a major factor in their
coming to terms with their experience and consequently their ability to move on positively with their family
lives is that they can look back and feel confident that they had time to access and assimilate information
about their baby’s condition and to work out the way forward that was right for them. In some cases, parents
may discover over time that the prognosis for their baby has improved and with the opportunity to delay
the decision a pregnancy may be continued to term.

8. Despite the improvements that have been made in providing earlier diagnoses in pregnancy using first
trimester screening tests, it is important not to assume that this means that most parents can opt for earlier
terminations of pregnancy and thus would not be aVected by a reduction in time limits. It is still true that
a large proportion of problems in an unborn baby first become apparent at the mid-pregnancy scan which
in some settings is not oVered until 22 weeks gestation. It is not possible to oVer this scan significantly earlier
without compromising its eVectiveness. It is also the case that first trimester screening tests are not available
in all units across the country.We take calls every day on our National Helpline from parents who are reeling
from the shock of being told of something wrong with their baby at the mid-pregnancy scan, struggling to
take in the news and to know how to proceed. Any encroachment on the current time limits will result in
added pressure on these parents at a time when they can least withstand it.

9. As the current 24-week time limit appears to be seen by most clinicians as a “line in the sand”, it seems
safe to assume that if there were to be a reduction to 22 weeks or earlier then this gestation would become
the new reference point. And this reference point would be very close to the timing of the mid-pregnancy
scan. The knock-on aVect on parents would be that they may have to make decisions very quickly after their
scan, perhaps foregoing the opportunity to have further testing or monitoring because the option of
termination may be withdrawn if they delay.

September 2007

Memorandum 32

Submission from Brook

1. Introduction

1.1 Brook, a registered charity, is the country’s leading sexual health organisation for young people,
oVering young women and men under the age of 25 free and confidential sexual health advice and services.
Brook is in contact with around 200,000 young people a year through its network of Centres and the
AskBrook service which provides a telephone helpline, online enquiry service through Brook’s website and
a text messaging service.

1.2 Brook Centres see around 7,500 pregnant young women a year. Of these around 60% are recorded
as requesting an abortion at their first contact with Brook. Others whose intentions are recorded as
undecided at their first contact will decide to terminate the pregnancy following counselling to explore their
options and feelings. Around 3,000 young people contact AskBrook with an enquiry related to pregnancy;
only around 5% of these are generally recorded as being about a wanted pregnancy.

1.3 We have focussed our submission on the evidence around first trimester abortions and adverse health
outcomes of abortion or from restriction of access to abortion. Others are better placed than we are to
provide scientific or medical evidence relating to the upper time limit on abortions. However, from what we
know of that evidence we see no compelling scientific reasons to reduce the upper time limit from 24 weeks.

2. Executive Summary

2.1 There is evidence that the need for two doctors’ signatures causes some women delays in obtaining an
abortion. There is evidence that some women would welcome early medical abortions carried out at home.
Anecdotal evidence from Brook Centres does not suggest abortion has an acute adverse psychological eVect
on women. Younger women are likely to be disproportionately aVected by restrictions on access to abortion.
There is a limited evidence base relating to young women and abortion and the potential impact that law
reforms could have on them.
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3. Role Played by Requirement for two Doctors’ Signatures

3.1 Statistics from the AskBrook service suggest that the requirement for 2 doctors’ signatures can
introduce unnecessary delays into the referral process for an abortion where the first doctor contacted has
a conscientious abortion and does not declare it. 34% of enquiries logged as policy issues (ie ones where
women encountered significant problems with a service) in the 2 years April 2005–March 2007 were from
callers who had encountered judgemental attitudes, delaying tactics, or outright refusal to help without
being referred to another doctor.

3.2 There is similar anecdotal evidence from Brook Centres of GP’s delaying young people requesting
abortion, some by asking them to return a week or two later for a pregnancy test then introducing a further
delay for the results or others just saying they don’t agree with abortion and not referring on to another
service. This can lead to trauma for the young person who when they eventually present to Brook are often
past the time limit for early medical abortion or may be much later in the pregnancy than they realised
making the decision much more diYcult for them, and are sometimes past the limit for an abortion
altogether.

4. Allowing the Second Stage of Early Medical Abortion to be Carried out at the Patient’s Home

4.1 A studyi of the views of women undergoing hospital based early medical abortion in England and
Scotland found that over a third would have opted to have a home abortion if that was available and 71%
of them said nothing happened that they could not have coped with at home. Media coverageii of one of the
two pilot studies set up by the Department of Health to assess the use of early medical abortion outside
hospital reported that none of the women who took part suVered serious complications supporting the use
of early medical abortion in community settings and patient’s homes. The Royal College of Obstetricians
and Gynaecologists guidelinesiii cites several international studies which indicate that a home early medical
abortion regimen is both acceptable and safe.

4.2 There is a lack of research around the acceptability of early medical abortion at home to younger
women. Younger women are more likely to have concerns about privacy and confidentiality if they have
not confided in their families and could experience practical diYculties miscarrying at home. Evidence from
a small scale survey by Marie Stopes Internationaliv suggests that around 30% of under 16s had not informed
their parents about their abortion. It is crucial therefore that both choice of abortion method and choice of
setting are maintained to meet the needs of individual women. .

5. Evidence of Long Term or Acute Adverse Health Outcomes from Abortion or from the
Restriction of Access to Abortion

5.1 The Royal College of Obstetricians & Gynaecologists Guideline On The Care Of Women Requesting
Induced Abortionv concludes that while some studies have shown higher rates of psychiatric illness among
women who have had an abortion compared to women who have given birth there is no evidence of a direct
causal association and they may reflect a continuation of pre-existing conditions.

5.2 Similarly the Planned Parenthood Federation of America’s fact sheet on The Emotional EVects Of
Induced Abortion,vi which we commend to the committee’s attention for its thorough analysis of the
evidence on this subject, finds that emotional responses to induced abortion are generally positive except
where pre-abortion emotional problems exist or when a wanted pregnancy is terminated, for example
because of a physical abnormality.

5.3 These conclusions are supported by anecdotal evidence from Brook’s counsellors. Brook provides
pregnancy options counselling to all clients with a positive pregnancy test and oVers post abortion
counselling. However, there is a low rate of return for post-abortion counselling bearing out the evidence
that most women do not suVer acute adverse aVects from induced abortion. Of women who do seek post
abortion counselling at Brook most have been referred for abortion by other services and often talk about
feeling rushed into a decision, sometimes by a partner/parent or by a health professional, which can lead to
feeling that perhaps it wasn’t the right decision at the time. Our experience also suggests that encountering
judgemental attitudes from referring professional or clinic staV can have adverse eVects.

5.4 Brook’s experience suggests that the provision of counselling as part of the abortion referral process
makes the experience easier for women, that it empowers young women and leaves them feeling they have
a better idea of what will happen. There is also anecdotal evidence from some Centres that women who have
received counselling at a Brook Centre have an almost zero DNA rate at abortion services. However, we
believe counselling should be oVered rather than required since counselling per se is a voluntary relationship
between client and professional and adding another step in the referral process for a woman who is certain
of her decision could add to distress and the feeling of being judged.

5.5 Research cited by the Planned Parenthood Federation of America (in the fact sheet referred to above)
has shown that women who are denied abortion are more likely to deliberately self harm than women who
have abortions or maternities. They are also more likely to show ongoing resentment lasting for years and
their children have been found to be more likely to have increased emotional, psychological, and social
problems.
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5.6 Younger women are more likely to present later in pregnancy for abortions for a variety of reasons.
In 2006 12% of abortions amongst women under 20 were carried out between 13 and 19 weeks gestation and
2% were carried out at 20 weeks and over compared to 9% and 1% respectively amongst women aged 20"34.
Restrictions on access through reductions of time limits or mandatory “cooling oV” periods are therefore
more likely to aVect younger women with the negative consequences identified above.

6. Limitations of the Evidence Base

6.6 There is a limited evidence base relating to young women and abortion and the potential impact that
law reforms could have on them.
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Submission from CARE

CARE is a well-established mainstream Christian charity which provides resources and helps to bring
Christian insight and experience to matters of public policy and practical caring initiatives. CARE is
represented in the UK Parliaments and Assemblies, at the EU in Brussels and the UN in Geneva and
New York.

CAREconfidential is part of CARE and undertakes caring work in the fields of pregnancy counselling
and advice on dealing with abortions. Through its extensive contact over 20 years with those aVected by
abortion, CAREconfidential is one of the major national organisations providing counselling support in
this sensitive area with over 150 aYliated pregnancy crisis centres.192 The aim of the centres is to provide a
safe, impartial environment in which women and men can talk through their circumstances of unexpected
pregnancy and discover all of the options open to them.

Executive Summary

The combined impact of developments in neonatal medicine that result in babies surviving below the 24
week limit, the significant evidence highlighting medical complications resulting from abortion:
psychological trauma, physical sequelea and pre-term birth, and the problems associated with assessing
disability in utero highlight the need for major revision of Britain’s abortion laws.

1. The Scientific and Medical Evidence Relating to the 24-week Upper Time Limit on Most Legal
Abortions Including:

(a) Developments since 1990 informing foetal viability

Over the past 15-20 years the quality and success of neonatal care has increased dramatically.193 In many
hospitals it is almost routine for babies that are born preterm, at 24 weeks’ gestation, to survive as long as
they have good clinical input. This is backed up with evidence from recent studies: for example, Hoekstra
et al published outcome data for a cohort of infants born between 23 and 26 weeks of gestation over a 15

192 This support is provided by using a specialist 10 week programme called The Journey. The centres oVer a range of facilities
including free pregnancy testing, counselling relating to unplanned pregnancy, post abortion counselling, miscarriage
counselling, befriending services, adoption schemes, accommodation, provision of free clothes and equipment for those on
low income, advice on benefits and accommodation and parenting classes. There are 800 trained volunteer counsellors
working across the network of 150 centres. The network has approximately 800 trained volunteer counsellors in the UK, as
well as a help line and website.1 The network provides services to over 38,000 clients per year and there have been over 10,000
calls to the help line.1 The website has self help information and access to online advisors plus links to the network of centres
throughout the UK and recently won a BT Helpline Association Award for innovative use of web based applications.

193 Riley KJ et al. Changes in survival and neurodevelopmental outcome in 22 to 25 weeks gestation infants over a 20 year period.
Pediatr Res 2004.
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year period.194 This data shows a consistent year-on-year improvement in survival and for the period
1996–2000 there was a survival rate of 66% at 23 weeks of gestation and 81% at 24 weeks of gestation.195

Clearly therefore, medical developments are resulting in ever higher survival rates of ever younger babies
and this trend will undoubtedly continue as medical research and practice advances and improves. Many
of the infants born will live healthy, independent lives:

“It appears that against all odds, a significant majority of extremely low birthweight adults have
overcome their earlier diYculties to become functional in terms of educational attainment,
employment and independent living.”196

In the light of such developments, the 24 week upper limit is outdated.

We further note that only 27% of people questioned in a poll believed that the current 24 week legal limit
for abortion should be retained. 58% of those questioned by YouGov said abortions should not be carried
out after the 20th week of pregnancy.197

(b) Whether a scientific or medical definition of serious abnormality is required or desirable in respect of
abortion allowed beyond 24 weeks

The current wording of the UK law, permitting abortion because of a perceived risk of “serious handicap”
at any stage of pregnancy until term is unclear, unhelpful and open to very broad interpretation, leading to
late feticides being carried out in the UK for relatively minor congenital malformations (such as cleft palate)
which can in no way be conceived as serious disabilities.

It is also at odds with the Disability Discrimination Act, which aims to end discrimination. The Disability
Rights Commission states that section 1(1)d which permits abortions at any time to birth for disability alone
“. . . is oVensive to many people; it reinforces negative stereotypes of disability; and there is substantial
support for the view that to permit terminations at any point during a pregnancy on the ground of risk of
disability, while time limits apply to other grounds set out in the Abortion Act, is incompatible with valuing
disability and non-disability equally”.198

CARE agrees, and strongly believes that there is NO good reason for treating a healthy fetus at 23 weeks
gestation, a disabled fetus at 28 weeks or a newborn infant at the same gestational age, in a diVerent manner.
Late feticide should not be legal, for any reason.

The above problem is compounded by the fact that attempts to assess disability in the womb are in any
event the subject of great uncertainty. As CMF warn: “We recognise that there are a small number of lethal
abnormalities—such as anencephaly or Tay Sachs disease—where outcome can be predicted with a high
degree of certainty, but in clinical experience the majority of neonatal cases involve high levels of uncertainty
about detailed neurological, cognitive and behavioural outcome” (our emphasis). There is still limited
scientific understanding of the developing central nervous system and the relationship between fetal
abnormalities and long-term function. In fact, there is evidence now of the ability of the fetus” central
nervous system to adapt, repair, regrow and “rewire” its neural tissue in response to injury.199

There is also a need for a new approach given that there is not an automatic causal relationship between
physical abnormalities and the long-term “life-satisfaction” of the individual. Disabled individuals
frequently report that the attitudes of others within society, and the provision of appropriate aids and
resources, make a greater impact on their overall “quality of life” than the medical or biological disability
itself.

Finally, one must have regard for the fact that abortion for disability can negatively impact the parents.
Indeed, abortion for fetal abnormalities can have long lasting traumatic eVects and can be a source of
trauma detectable many years after the event. It is associated with persistent psychological distress. Davies
et al 2005200 found high levels of distress for first and second trimester abortions, but, of the two, distress

194 Hoekstra Re et al. Survival and long-term neurodevelopmental outcome of extremely premature infants born at 23–26 weeks
gestational age at a tertiary centre. Pediatrics 2004;113:e1-e6.

195 This is backed up by other data, see Vollmer B et al. Predictors of long-term outcome in very preterm infants: gestational age
versus neonatal cranial ultrasound. Pediatrics 2003;112:1108–14.

196 Saigal S et al. Against all odds: transition of extremely low birthweight infants from adolescence to young adulthood. Pediatr
Res 2005.

197 Johnston P. Abortion limit must be cut to 20 weeks, says public. Daily Telegraph 2005; 29 August.
198 DRC Statement on Section 1(1)(d) of the Abortion Act 1967, http://www.drc.org.uk/library/policy/

health–and–independent–living/drc–statement–on–section–11.aspx “In common with a wide range of disability and other
organisations, the DRC believes the context in which parents choose whether to have a child should be one in which disability
and non-disability are valued equally. In a positive manner the medical professions and others should ensure that parents
receive comprehensive balanced information and guidance on disability, the rights of disabled people and on the support
available.”

199 “Submission from Christian Medical Fellowship to the NuYeld Council on Bioethics “Working Party on The Ethics of
Prolonging Life in Fetuses and the Newborn”, CMF, 2005.

200 Psychological outcome for women undergoing termination of pregnancy for ultra-sound detected fetal abnormality: a pilot
study, Davies et al. 2005. 25,4. 389–392 Ultrasound Obstetric Gynaecology.
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levels were higher in those having 2nd trimester abortions. One study that compared the eVects of abortion
for fetal anomalies on women immediately after the abortion and women 2-7 years on found no diVerence
in distress bewtween the two groups.201

2. (a) The Risk of Early Abortion Versus Pregnancy

David et al found that there was a lower risk of psychotic reactions post partum than post-abortion: 18.4/
10,000 for women who had an abortion compared to 12/10,000 for those who gave birth. 202

A 2003 comparison of psychiatric problems of over 55,000 low-income women following abortion and
childbirth (up to four years after) found significant diVerences in admission rates for women who had
abortion compared to those giving birth. For example, post-abortion the odds ratio of a depressive episode
was 1.9, of a recurrent depressive disorder 2.1 and of a bipolar disorder 3. The post-delivery admission rate
was 635/100,000 whereas the post-abortion admission rate 1117/100,000 (Odds ratio 1.7).203

A 2002 study of out-patient mental health claims over a four year period, comparing abortions versus
deliveries, found that after 90 days there were 63% more claims post abortion, after 180 days there were 42%
more claims, after 1 year there were 30% more claims and after 2 years there were 16% more claims post
abortion than delivery.204

A register linkage study of suicides after pregnancy in Finland, 1987–1994 found that the suicide rate
associated with birth was “only” 5.9/100,000. In comparison, the mean suicide rate among women in
Finland was higher, at 11.3/100,000. And even higher was the suicide rate associated with abortion, at 34.7/
100,000.205

Such evidence clearly shows that outcomes are comparatively worse post abortion than post birth. (see
also 3 below)

(b) The Requirement for Two doctors’ Signatures

The Royal College of Obstetricians and Gynaecologists does not support the removing the two doctors
requirement. An RCOG spokeswoman said:

“Some of the late abortions that are done are not straightforward so having the built-in safety net
of two doctors is important, and you can’t have one rule for them and another for women who
have early abortions”.206

Abortion is already eVectively available on demand today and is rarely hindered, in practice, by the two
doctors requirement. The role played by doctors in certifying abortions is important for at least two reasons.
First, Doctors are in the best position to talk through the request, to assess the medical indications, to discuss
the procedure itself, to inform on the potential consequences of abortion and to cover other available
options. It is essential for the long-term impact on the women that she does not feel that termination is the
only option open to her and instead has the opportunity, knowledge and time to make a fully informed
decision. Second, given the high risk of negative health consequences following abortion, it is useful for
continuity if the same person who assesses for the abortion also has to engage with the resulting health
problems and is consequently the patient’s doctor.

The fact that the person seeking the abortion has to see two doctors is important for at least three reasons.
First, the complexities involved and long term potential consequencesmean that it is only prudent to provide
the patient the safety of two opinions. Second, the fact that there must be two doctors” signatures is also
important because women need time and the opportunity to explore all their feelings without pressure or
judgment and it is not helpful for them to feel rushed into making major decisions that may have a long-
term impact. The need to gain two signatures makes it more likely that the patient would be given time to
reflect. Finally, the two doctor’s provision is important because it is also a means of recognizing that having
an abortion is not like having a gall stone removed or your appendix out. It is a procedure that has far
reaching potentially negative consequences and one that involves terminating the life of a human fetus.

201 Trauma and Grief 2–7 years after termination of pregnancy because of fetal anomalies—a pilot study Kersting et al. J
Psychosom. Obstet and Gynaecol 2005.

202 David et al 1981. Family Planning Perspectives. 13 (1):. 32–34.
203 Reardon, Cougle, Rue et al . Canadian Medical Association Journal. 2003. 168 (10). 1253–6. Data excluded those with prior

psychiatric admissions or pregnancy events in year before the target pregnancy. Numbers with pregnancy ending in
abortion—15, 299, or in delivery—41,442.

204 Coleman et al. 2002. American Journal Orthopsychiatry. 72,1. 141–152. Study of first time psychiatric out-patient contact
in 4 years post-abortion. Data set: 14,297 in abortion group, 40,122 in birth group. Resarch controllled for pre-existing
psychological problems, age, number of pregnancies and months of eligibility.

205 Gissler et al BMJ. 1996. 313. 1431–1434.
206 Most “favour right to abortion’, BBC News Online, 28 November 2006.
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(c) The practicalities and safety of allowing nurses or midwives to carry out abortions

Given the seriousness of the procedure we don’t think this is a burden that should be put on nurses and
we note that the BMA recently voted against this proposal.

3. Evidence of Long-term or Adverse Health Outcomes from Abortion or from Restricting Access
to Abortion

Since the 1967 Abortion Act was passed, there have been 5.5 million abortions in England and Wales (if
one caters for the whole UK the figure is more like 6.7 million),207 with over 95% of these on the grounds
of safeguarding the physical or mental health of the mother or existing children. However, there is strong,
and increasing, evidence that many women who have abortions, for any reason, subsequently suVer
unwanted side-eVects:

(i) Long-term psychological eVects

Despite the unpopularity of views expressing concern over the psychological consequences of abortion
on women, the scientific evidence (that recent longitudinal studies point to a causative association between
abortion and mental problems) cannot be ignored or dismissed. The following editorial comment in the
Canadian Medical Association Journal highlights this concern well:.

“. . . if it is true that more explicit research into women’s health issues will point the way to better
care, better outcomes and more equity in access, we cannot toss out data any time we don’t like
their implications”208 (Our emphasis).

In the last ten years209 significant new evidence has emerged demonstrating that psychological ill eVects
follow abortion, even in women with no previous psychological problems. The findings mean that a woman
having an abortion can no longer be said to have a low risk of suVering from psychiatric conditions like
depression.

A large longitudinal, methodologically robust study from New Zealand210 has set a new landmark and led
to the American Psychological Association withdrawing an oYcial statement which denied a link between
abortion and psychological harm.

The New Zealand research followed up 500 New Zealand girls and young women from the time of their
birth to 25 years of age. Each woman’s mental health was measured at 16, 18, 21 and 25. Ninety reported
having had an abortion, and these women experienced nearly twice the level of mental health problems as
those who had either given birth or never been pregnant. They also had three times the risk of major
depressive illness compared to the other groups. These results were statistically significant even after
controlling for previous mental health: psychological ill eVects occurred even in women with no previous
psychological problems.

The epidemiologist author Fergusson stated that: “. . . the findings did surprise me, but the results appear
to be very robust because they persist across a series of (mental) disorders and a series of ages”.

Specifically, the research found a significantly higher risk of:

— Major depression 78.7–41.9% (depending on age group).

— Anxiety disorder 64.3–39.2%.

— Suicidal ideation 50–27%.

— Illicit drug dependence 0–12.2%.

— Overall number of mental health problems 1.93–1.27 depending on age.

Among those who had abortions compared with those who had not been pregnant or who had delivered.

The author stated: “The present research raises the possibility that for some young women, exposure to
abortion is a traumatic life event which increases longer-term susceptibility to common mental disorders.
..[I]t is diYcult to disregard the real possibility that abortion amongst young women is associated with
increased risks of mental health problems”.211 (Our emphasis).

A separate academic review of evidence on the long term consequences of abortion states that “Although
earlier studies focusing on secondary outcome were reassuring, more recent large cohort studies linking
abortion to the ‘hard’ outcomes of either suicide, psychiatric admission or deliberate self-harm are

207 Written Answer to a Parliamentary question, Hansard, 10 July 2007.
208 Editorial. Canadian Medical Association Journal. 2003. 169 (2)
209 Ten years ago CARE ran the Secretariat to a Commission of Inquiry into the “Physical andPsycho-Social EVects of Abortion

on Women”. At one evidence session, two representatives from the Royal College of Psychiatrists stated that there was in
fact NO psychiatric justification for abortion. Physical and Psycho-Social EVects of Abortion on Women . . ..

210 Abortion in Young Women and Subsequent Mental Health, Fergusson, Horwood and Ridder. Journal of Child Psychology
and Psychiatry. 2006. 47 (1), 16–24. 25 year longitudinal birth cohort study of New Zealand children.

211 Fergusson, Horwood and Ridder Abortion in Young Women and Subsequent Mental Health, Journal of Child Psychology
and Psychiatry, 2006. 47 (1), 16–24. A 25 year longitudinal birth cohort study of New Zealand children.
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concerning . . . the uncertainty limits a clinician’s ability to reassure such a woman that her decision will not
have long-term mental health eVects. The observation of the association, regardless of the lack of causal
linkage, suggests careful screening and follow-up for depression . . .”212 (Our emphasis)

In a letter to The Times on 27 October 2006, 15 specialists in Psychiatry and Obstetrics and Gynaecology,
called for the Royal College of Psychiatrists and the Royal College of Obstetricians and Gynaecologists to
revise their guidance on the link between abortion and mental health. They quoted the strong evidence that
women who choose abortion subsequently suVer from higher rates of depression, self-harm and psychiatric
hospitalisation than those who carry their babies to term.

The RCOG guidance which plays down the link between abortion and psychological harm is now three
years old and predates much of the recent research. As such it is out of step with the latest evidence and now
requires revision.

It is essential that all women considering an abortion are warned of the significant possibility that there
may be long-term adverse psychological eVects which is NOT just a “reflection of a pre-existing condition’.
Women considering an abortion have a right to know that that there may be long-term adverse
psychological eVects.

We further note that there is of course no evidence in any of the literature that abortion is good for
women’s health. Organisations that provide terminations have never produced serious research that would
support the view that abortion promotes women’s health.

(ii) Risk of physical sequelae

CARE is similarly concerned about the underplaying of the risk of physical complications after abortion.
For example, an in-depth Finnish study of deaths within a year of delivery, miscarriage or abortion from
1987-94 showed a nearly three-fold increase in total mortality after termination compared to carrying a
pregnancy to term. Compared to women who gave birth, women who aborted were 3.5 times more likely
to die within the year. The risk of death from suicide was seven times higher than the risk of suicide within
a year of childbirth. Women who aborted were also four times as likely to experience a fatal accident, 13
times more likely to be murdered and 1.6 times more likely to die of natural causes than women who
gave birth.213

The risk of Pelvic Inflammatory Disease (PID) is greatly increased when Chlamydia or Neisseria are
present with up to 23% developing PID within four weeks.214 This will be an increasingly common
complication of abortion. Chlamydia has been increasing markedly in the UK in recent years, especially
among young women in the age group in which they are also most likely to have abortions. Chlamydia
infects the neck of the womb but is often symptomless, meaning that infected women may be unaware of
their condition for years. An abortion may carry the infection, via the abortionist’s instruments, into the
womb and cause PID.

These important consequences should not be minimised to women seeking to make informed decisions
that could impact their future health and reproductive outcomes.

(iii) Preterm Delivery

There is a known risk of abortion adversely impacting any future reproductive outcome, specifically,
preterm delivery: “Previous abortion was a risk factor for placenta previa”.215 A major EUROPOP 2004
study of 60 maternity units in 17 countries, with controls, reported an increase in preterm birth rate due to
induced abortion.216 An EPIPAGE 2005 study in France likewise reported increased preterm birth rate due
to induced abortion.217

Byron Calhoun, Prof of Obstetrics and Gynecology, West Virginia University, using a database of nearly
240,000 UK births, estimates that in the UK 31% of premature deliveries are due to abortion. When looking
at various studies together, he found that induced abortion increases ptb rates by 130–1200%. PTB increases
risk of cerebral palsy by 38 times. NO studies showa decreased risk of PTB from abortion.218 Patients should

212 Thorp,Hartmann andShadigian, LongTerm Physical andPsychological HealthConsequences of Induced Abortion:Review
of the evidence.. Obstetrical and Gynecological Survey 2003.

213 Maternal deaths within 12 months of end of pregnancy (per 100,000 women) in Finnish population: Births 28.2/100,000;
Miscarriage 51.9/100,000; Induced abortions 83.1/100,000. Gissler M, Berg C, Bouvier-Colle MH, Buekens P. Pregnancy-
associated mortality after birth, spontaneous abortion, or induced abortion in Finland, 1987–2000. Am J Obstet Gynecol.
2004 Feb;190(2):422–7.

214 Westergaard L et al. Obstet Gynecol 1982;60:322–5.
215 Long-term physical and psychological health consequences of induced abortion: review of the evidence. Thorp J M,

Hartmann, KE, Shadigian, E, Obst Gynecol Survey, 2003, 58.
216 Ancel et al, History of induced abortion as a risk factor for preterm birth in European countries: Results of EUROPOP

survey, Human Repro 2004; 19£):734–740.
217 Moreau et al, EPIPAGE, BJOG 2005; 112:430–437.
218 Presentation by Prof Calhoun, Palace of Westminster, 15 May 2007.
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be informed of the increased PTB risk from induced abortion in order to be able to make fully informed
decisions. Such findings also have financial implications because of the significantly increased costs in the
first five years of life for preterm delivery.

All women requesting abortions should be warned of these sequelae. Without such warning, we can expect
women to bring legal action against practitioners and abortion clinics for the damaging physical,
reproductive and/or psychological consequences they experience.

September 2007

Memorandum 34

Submission from Christian Medical Fellowship

Executive Summary

1–4. We introduce Christian Medical Fellowship’s status, submissions, and relevant core beliefs. We
regret the exclusion of an ethical dimension to the consultation, the short time scale, and the brevity
required.

5–7. Upper time limit—survival has improved year-on-year for extremely preterm infants born at 24
weeks” gestation or less. We should be careful using historical data when considering the present and the
future. Parliament should review the 24-week upper time limit on most legal abortions.

8–10. Definitions—neither Parliament nor the courts have defined “serious abnormality” or “serious
handicap’. Guidance to doctors is inadequate and the profession is failing to regulate itself. While rigorous
definitions would help, Parliament should reconsider abortion for foetal abnormality. The upper limit for
abortion for disabled babies should not be higher than that for able-bodied babies.

11–12. Demography—abortion is partly responsible for fertility rate being well below population
replacement rate. Together with longevity there are significant economic and care implications. Any change
in the law that might increase abortion totals should be resisted.

13–17. Relative risks—mortality following abortion is higher than currently recognised. Much is causally
related and occurs regardless of the gestation at which abortion is performed. The RCOG should update
its guidance, women should be counselled accordingly, and psychiatric indications for abortion should be
removed.

18–20. Two signatures—the 1967 Act never made abortion legal; it conferred upon doctors a possible
defence against illegality. The requirement for two signatures reflects Parliament’s medico-legal concerns,
and should remain.

21–24. Nurse/midwife abortions—medical abortion is less safe than often assumed. Morbidity and
mortality are described. CMF agrees with the BMA there should be no extensions of current practice.

25. Acute complications—those reviewed by the RCOG are listed. They are usually obvious, short term,
and well managed by gynaecologists.

26–29. Subsequent pre-term delivery—there is robust evidence that induced abortion increases risk of
premature birth in subsequent pregnancies. Such premature births cause neonatal mortality and ongoing
disability, with significant economic costs.

30–32. Mental health problems—there is overwhelming recent evidence that abortion causes significant
rates of serious mental health problems. CMF calls for the RCPsych urgently to review its published
guidance.

33–34. Breast cancer—there is some evidence suggesting that abortion is a significant risk factor, and
CMF believes women should be counselled accordingly.

35. Conclusion—we have summarised the many scientific developments which cause concern for women,
but the ethical debate cannot be avoided.

Christian Medical Fellowship’s Status and Relevant Core Beliefs

1. The Christian Medical Fellowship (CMF) is an interdenominational Christian organisation with more
than 4,500 British doctor members, practising in all branches of the profession. Through the International
Christian Medical and Dental Association we are linked with like-minded colleagues in over 100 other
countries.

2. CMF regularly makes submissions on ethical and professional matters to Government committees and
oYcial bodies. In January 2007 we responded to the House of Commons Science and Technology
Committee’s Inquiry into Government Proposals for the Regulation of Hybrid and Chimera Embryos. All
submissions are on our website at www.cmf.org.uk/ethics/submissions/.
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3. One of CMF’s aims is “to promote Christian values, especially in bioethics and healthcare, among
doctors and medical students, in the church and in society”. We are very concerned at the large numbers of
abortions performed in the UK, but note that “the Committee will not be looking at the ethical or moral
issues associated with abortion time limits”. Whilst reluctantly restricting ourselves to the science in this
Submission we wish to emphasise that law cannot be divorced from ethics and morality and that science
must be undertaken within an ethical framework.

The Consultation

4. We further regret the short time scale for this consultation, over the summer holiday period, and
question how this vast subject can possibly be considered adequately when “Submissions should be as brief
as possible”. In this Submission we present summaries of key findings.

The Scientific and Medical Evidence Relating to the 24-week Upper Time Limit on Most Legal
Abortions

Foetal viability

5. Since 1990 there have been many relevant developments. Mortality and morbidity remain relatively
high, but survival has improved steadily year-on-year for extremely preterm infants born at 24 weeks’
gestation or less. Whilst the widely quoted 1995 EPICURE study in the UK and Ireland showed that average
survival to discharge was only 11% for babies born live at 23 weeks and 26% at 24 weeks,1 by contrast
Hoekstra et al’s data published in 20042 for outcomes in a 15-year study of infants born between 23 and 26
weeks” gestation at one US specialist neonatal centre show a consistent year-on-year improvement. Between
1996 and 2000 there was an overall survival rate of 66% at 23 weeks and 81% at 24 weeks” gestation. At
University College London Hospital a prospective long-term follow-up study has shown survival rates in
1996–2000 of 42% at 23 weeks and 72% at 24 weeks.3.

6. Long-term follow-up shows a minority of extremely preterm survivors have some neurodevelopmental
impairment, with significant disability identified in 15-20%. But by their very nature, long-term outcome
studies represent the outcome following a now outdated standard of care—EPICURE tells us about infants
born in 1995. Obstetric and neonatal care are changing and improving rapidly: in facilities, in training, and
with more in-utero transfer to major perinatal centres. After discharge there are more therapeutic resources
and better educational and behavioural care available. For these reasons we should be careful using
historical data when considering children born in the present, and the future.

7. Because of these continuing improvements in survival, CMF believes Parliament should review the 24-
week upper time limit.

Definition of “serious abnormality”

8. The Act provides for abortion to term if “there is a substantial risk that if the child were born it would
suVer from physical or mental abnormalities as to be seriously handicapped’. There is no definition of
“abnormalities” and Parliament has signalled its general concern about outcome in the expression “seriously
handicapped”. This is not defined either, and definitions have never come before the courts. The BMA4 and
the Royal College of Obstetricians and Gynaecologists5 have issued guidance on factors that should
influence individual decisions, including the probability of eVective treatment, future ability to
communicate, the probable degree of dependence on others, and the likely suVering of the child or their
carers.

9. While we dispute the unnecessarily negative views of disability and dependence implicit in parts of this
guidance, in practice we are concerned with the failure of the medical profession to regulate itself in this area.
In 2001 a 28 week foetus was aborted for bilateral cleft lip and palate. There was public outrage. The Crown
Prosecution Service declined to prosecute the two doctors involved, satisfied they had decided in good faith
that the child, if born, would be seriously handicapped.6 Other minor abnormalities also reported to have
resulted in termination include webbed fingers and extra digits.7 Improvements in in-utero surgery, neonatal
intensive care, paediatric medicine and surgery, and educational care and community support mean that
many abnormalities are now far less significant in the degree of handicap they cause. These developments
mean that Parliament should review the whole question of abortion for foetal abnormality. Rigorous
definitions would aid that process.

10. CMF supports the disability lobby’s view that the upper limit for abortion for disabled babies should
not be higher than that for able-bodied babies.
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Medical, Scientific and Social Research Relevant to the Impact of Suggested Law Reforms on
First Trimester Abortions

Demography

11. More than one in five of all pregnancies in England ends in abortion.8 This contributes significantly
to the fact that total fertility rates are now well below the rate needed for population replacement. Together
with an increase in longevity, this decline in the birth rate with consequent reduction in the numbers of those
of working age strains the funding of pensions and National Insurance, and at current rates the problem
will worsen.

12. CMF is opposed to any change in the law to facilitate first trimester abortions believing this would
lead to an increase in the total number of abortions. Should such considerations take place in Parliament,
we urge that the medium and long term demographic implications are taken into account.

The relative risks of early abortion versus pregnancy and delivery

13. The RCOG maintains that at any gestation the risks to a mother of induced abortion are lower than
continuing the pregnancy to term.9 Many doctors therefore interpret the Act so that any woman requesting
an abortion is oVered one because continuing the pregnancy would pose a “greater risk to her physical and
mental health, than if she had an abortion”.

14. This claim, based on the Confidential Enquiry into Maternal Deaths,10 is questionable because of
under-reporting of late deaths, the deliberate hiding by women of previous abortion, and reluctance by some
health professionals to explore possible previous history of abortion.

15. “Linkage studies” are more reliable. These identify women of child-bearing age who have died and
then explore their medical history from records. Two such studies have been published. The Finnish study11

collected national data on all women who died between 1987 and 1994 for one year after abortion or
delivery. Researchers found that compared to women who delivered, those who had an abortion had
increased mortality—from both natural and unnatural causes. The “age-adjusted odds ratio” is the number
of times more likely that a woman of a certain age after an abortion dies in a particular way than if she kept
her baby. Odds ratios were 1.63 for deaths from natural causes, 4.24 for deaths from accidents, 6.46 for
deaths from suicide, and 13.97 for deaths from homicide. Relevant to the question of facilitating first
trimester abortion, the suicide rate was independent of the gestation of abortion.12 Avoiding late abortions
would therefore not aVect the raised mortality from suicide.

16. The Californian study confirmed the increased mortality associated with abortion, with broadly
comparable findings.13 Whether these findings are causally or independently associated with abortion is
considered in Paragraph 30V.

17. CMF holds that mortality and morbidity following abortion, especially for psychiatric reasons, are
higher than currently recognised. Much of this mortality is causally related to the abortion and occurs
regardless of the gestation at which abortion is performed. The RCOG should update its guidance, women
should be counselled accordingly, and psychiatric indications for abortion should be removed.

The role played by the requirement for two doctors’ signatures

18. It is suggested the law be changed to allow what would eVectively be “abortion on demand” in the
first trimester, with the signature of only one doctor, as per a consent form for any other operation. The
recent discussion has been entirely about practice, with claims that the current requirement is unnecessarily
obstructive and has caused potentially dangerous delays.

19. However, the requirement for two signatures is a medico-legal one which reflects Parliament’s
recognition in 1967 (not altered in 1990) that any doctor facing a woman requesting abortion has two
patients to consider, and that it is being proposed intentionally to end the life of the more vulnerable one.
The Act never made abortion legal; it conferred upon doctors a possible defence against illegality. In the
requirement for two signatures, and as with cremation certificates, the two doctors are expected to “police”
each other. Properly performed, there would be the incidental benefit of two opportunities for counselling.

20. That the profession at large has failed in this, and that the process has often become a sham, is not
a reason for removing this provision from law.

The practicalities and safety of nurse/midwife abortions

21. The proposal that nurses or midwives should carry out abortions, and that the second stage of early
medical abortions could occur in patients’ homes is essentially a discussion about the safety of the medical
abortion regime, using two drugs, mifepristone (RU-486) and a prostaglandin, usually misoprostol.

22. Medical abortion is not as safe as commonly assumed and it is not always eVective. Failed and
incomplete abortions require surgery. In trials, almost all women using mifepristone for medical abortions
experienced abdominal pain or uterine cramping; and a significant number experienced nausea, vomiting,
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diarrhoea. Vaginal bleeding or spotting lasts on average 9–16 days, while up to 8% of patients bleed for 30
days or more. Pelvic inflammatory disease occurs in about 1%.14 In a recent review,15 complications involving
hospitalisation were more than twice as likely following medical abortions than surgical ones: 1.5% after
medical abortion as opposed to 0.6%.

23. By early 2006, there had been at least six deaths in North America as a result of taking mifepristone
plus misoprostol. Four US fatalities and the Canadian one resulted from infections with Clostridium
sordellii causing endometritis and toxic shock syndrome.16,17 In the UK, there have been two possible deaths
following medical abortion.18 All the women who died were young and previously healthy.

24. Abortion whether surgical or medical always has potential risks to the woman. CMF agrees with the
BMA that there should be no extensions of current practice.

Evidence of Long-term or Acute Adverse Health Outcomes from Abortion or from the Restriction
of Access to Abortion

Acute complications

25. The RCOG lists the major acute complications of surgical abortion as haemorrhage, uterine
perforation and rupture, cervical trauma, failed abortion, and post-abortion infection.19 These usually
present obviously, are generally short term, and are successfully managed by gynaecologists. Of more
concern are the following three long term complications, which generally involve paediatricians,
psychiatrists, and surgeons and oncologists.

Subsequent pre-term delivery

26. There have been many reputable studies investigating the association between abortion and pre-term
delivery. Thorp et al’s detailed 2003 review analysed results for 24 published studies20 and reported that 12
found a positive association with increased risk ratios which were consistently between 1.3 and 2.0. Seven
published studies found a dose-response eVect: the risk estimate increased with increasing numbers of
induced abortions.

27. Rooney and Calhoun’s 2003 review21 showed at least 49 studies had demonstrated a statistically
significant increased risk of premature birth or low birth weight following an induced abortion. Again most
studies showed a dose response relationship. Only eight failed to show an increased risk of preterm delivery,
and none demonstrated any protective eVect of previous abortion.

28. This association, further supported by two more recent European studies (EPIPAGE22 and
EUROPOP),23 is significant for health outcomes in subsequent pregnancies and for their economic costs.
Extremely preterm delivery is associated with high risk of neonatal death and of permanent brain damage
causing long term disability. Approximately 50% of all abortions in England and Wales are undertaken in
women under 25, whereas 75% of all live births occur to mothers aged over 25.24 Thus most women
considering abortion will subsequently deliver one or more live children, who will face these risks. Women
should be adequately counselled about abortion and subsequent pregnancies.

29. Appreciation of this association is a recent development, and must be given full consideration should
Parliament review abortion law.

Psychological and psychiatric consequences

30. Until recently, any association between abortion and mental health problems was eVectively
dismissed not as causal, but as incidental due to other confounders. But since 2000, there has been much
evidence from robust and methodologically sound controlled studies that abortion does cause the following:

31. Increased psychiatric hospitalisation (admission rates were higher post-abortion than post-partum
when those with a prior psychiatric history were excluded);25 increased psychiatric outpatient attendance
(outpatient funding claims were higher in the post-abortion group when prior psychological problems were
controlled);26 increased substance abuse during subsequent pregnancies carried to term (women who had
aborted were significantly more likely to abuse cannabis, other illicit drugs and alcohol during a subsequent
pregnancy);27 increased death rates from injury, suicide, and homicide (a controlled study in Finland 1987-
2000);28 and perhaps most relevant for UK comparison, a landmark 2006 New Zealand controlled
population study29 showed higher rates not due to prior vulnerability of major depression, suicidal ideation,
illicit drug dependence, and overall mental health problems.

32. There is also qualitative evidence from women’s accounts, but quantitative evidence that abortion
causes significant rates of serious mental health problems is now so overwhelming that the American
Psychological Association has removed its guidance and is reviewing it. CMF calls on the Royal College of
Psychiatrists and the RCOG urgently to do likewise.
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A possible link with breast cancer

33. Breast cancer rates have been rising in Europe and North America for several decades and are
projected to rise further.30 There is evidence suggesting that having an abortion may increase a woman’s risk
of breast cancer in later life.31 A 1997 review that pooled 23 studies found that the risk increased by 30%32

but authors of a 2001 review have denied a link.33 There are clearly powerful vested interests on both sides
of this debate and space precludes an in-depth review. However, it is undisputed that a full term pregnancy
protects against subsequent breast cancer, and that significantly pre-term deliveries make it more likely. The
link is therefore biologically plausible.

34. CMF believes that it is prudent to acknowledge that “the jury is out”, advocates further research to
conclude the debate, and in the interests of informed consent believes every woman considering abortion
should be oVered as much information about the possible risks as she wishes.

Conclusion

35. CMF is grateful for this opportunity to express its concerns about the recently realised risks to women
of induced abortion. We have confined ourselves to scientific developments, but cannot end without a
reminder that abortion is always a procedure with a 50% mortality. The ethical debate cannot be avoided.
We wish the Committee well in their deliberations and would like to give oral evidence.
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Memorandum 35

Submission from the Lawyers’ Christian Fellowship

Introduction

Founded in 1852 as the Lawyers’ Prayer Union, the subsequently renamed Lawyers’ Christian Fellowship
(LCF) has a long history of contributing to legal consultations and reviews based on our uncompromising
commitment to the Bible’s teaching to “Seek justice, love mercy and walk humbly with God” (Micah 6:8).

From its inception as a prayer union the scope of LCF’s work has grown with the support of such
renowned patrons as Lord Denning and Lord Mackay of Clashfern. Today LCF has an expanding
membership of over 2000 Christian lawyers, with a network of regional groups spanning Britain, and
international links which are particularly strong in East Africa. We also provide information to over 20,000
religious groups and individuals through our email bulletins. Many hundreds of those receiving our bulletins
run, or are involved in, Christian charities.

We believe that laws based on Christian truth benefit society and there is a Biblical mandate to share the
Bible’s teaching on such matters: “I will speak of your statutes before kings” (Psalm 119: 46).

Executive Summary and Overview

The LCF is opposed to the legalisation of abortion and nothing in this submission should be taken as an
endorsement of abortion or as a concession on this principle.

The Committee’s intention to conduct this inquiry without considering the ethical or moral issues
associated with the 24-week time limit is unworkable as:

— such issues will necessarily play a part in their deliberations, whether consciously or
subconsciously, and

— an inquiry which removed consideration of these issues would become futile because law, science
and abortion will always be inextricably linked with ethical and moral issues.

There are a number of scientific developments that suggest review of the 24-week limit is appropriate, such
as the lowering of the age of “foetal viability” and the development of 3-dimensional ultra-sound pictures.

The LCF do not accept that foetal abnormality can ever justify abortion.

There are serious concerns about the safety and value of amniocentesis tests, the pressure put on parents
of deformed foetuses to have abortions, and the lack of consideration given to current and future treatments
for the conditions of foetuses who are being aborted.

Abortion on demand should not be legalised.
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Studies show that the physical and medical eVects of abortion on women are underestimated and can have
severe consequences.

Increased use of the morning after pill is having no positive eVect on the rate of abortions and teenage
pregnancy, and is having a detrimental eVect on the rate of STDs.

The need for two doctors” signatures should be kept as one of the few safeguards included in the Abortion
Act. Rather than reducing the number of safeguards we should be strengthening the safeguards in the Act.

To remove the need for a doctor to perform an abortion would simply trivialise a procedure that has
caused much trauma to women. Instead, steps should be taken to educate and warn the public about the
dangers and side eVects of abortion.

It would be irresponsible to allow the second stage of medical abortions to take place at a woman’s home,
bearing in mind the possible physical dangers involved, as well as the obviously traumatic nature of the
procedure.

Submission

The LCF is opposed to the legalisation of abortion and believe that a child is a human being from
conception, made in the image of God, and deserving of protection and the right to life. Nothing in this
submission should be taken as an endorsement of abortion or as a concession on this principle.

Question 1(a)—the scientific and medical evidence relating to the 24-week upper time limit on most legal
abortions, including developments, both in the UK and internationally since 1990, in medical interventions and
examination techniques that may inform definitions of foetal viability

1. For some time now it has been apparent that the 24-week limit no longer accurately defines the so called
stage of “viability’. Indeed, it seems unquestionable that as neonatal care improves and develops the age of
viability will continue to decrease. This was reflected in the 1990 Human Fertilisation and Embryology Act
when the upper limit for most abortions was lowered from 28 weeks (the “foetal viability” age set by the
Infant Life (Preservation) Act 1929, and kept by the 1967 Abortion Act) to 24 weeks.

2. It is diYcult to understand the Committee’s intention to consider scientific developments regarding the
24-week time limit without considering the associated ethical or moral issues. Placing such a broad
limitation on their inquiry would make it unworkable and futile. The Committee may wish to avoid
consideration of the very diYcult foundational ethical questions that have always surrounded the abortion
debate, such as what is the status of the embryo/foetus. But in doing so they are making two very serious
mistakes. Firstly, many scientific developments since 1990 have added invaluable scientific information to
that debate. For example, the large, colour three-dimensional ultrasound pictures pioneered by Professor
Stuart Campbell are scientific developments that have raised serious questions about the acceptability of
aborting foetuses who can be seen stretching, kicking, yawning, sucking their thumbs and opening and
shutting their eyes.

3. To limit this inquiry so that the ethical and moral implications of such scientific developments cannot
be discussed is to severely limit the usefulness of the whole inquiry as a tool for possible law reform in this
area. Without including such issues this inquiry cannot hope to inform the wider debate as it lacks any
consideration of one of the most important aspects of abortion law.

4. Secondly, in stating they will not consider moral or ethical issues associated with abortion time limits
the committee is failing to recognise the role that such issues will inevitably play in this inquiry, irrespective
of whether the existence of these issues is acknowledged. The committee would be unable to draw any
conclusions or make any recommendations based on the evidence they receive about scientific developments
without drawing on moral and ethical principles. For example, the age of viability of a foetus is completely
irrelevant unless and until moral and ethical questions are asked about the consequences of that
information. Whether abortion should be available up to 28 weeks, 24 weeks or 20 weeks is an ethical
question which may be informed by science. Another example is that of the growing evidence that abortion
causes psychiatric illness. That information does not lead to any useful conclusions, unless and until certain
ethical principles come into play, such as the principle of fully informed consent and acting in the best
interests of the patient. Such principles are not scientific in nature, but ethical.

5. In short, it is not possible to have any meaningful inquiry into abortion law without considering the
ethical and moral implications. Law can never be divorced from ethics, science should never be divorced
from ethics, and abortion—both for those in favour and those opposed—will always be first and foremost
an ethical issue.
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Question 1(b)—the scientific and medical evidence relating to the 24-week upper time limit on most legal
abortions, including whether a scientific or medical definition of serious abnormality is required or desirable in
respect of abortion allowed beyond 24 weeks

6. This is an area of abortion law where law and science have not interacted well, and it seems that the
law has not been properly applied. Doctors referring women for late abortions due to the baby having
“physical or mental abnormalities as to be seriously handicapped” have sometimes interpreted the law in
such loose terms as to include conditions that were never intended by parliament; the most famous of these
being abortion because of a cleft lip and palate.

7. The mere existence of this clause of the Act is highly controversial because of the way it discriminates
unashamedly against the disabled and makes sweeping assumptions about quality of life and of the intrinsic
value of life. In a full abortion reform inquiry our submission would be that the clause should be repealed.
However, even leaving aside those fundamental concerns, there is much to be said with regard to the
scientific developments in detecting conditions before birth and treating them after birth.

8. In 2002 there were 1836 terminations for foetal disability (1%of the total); 376 of these were for Down’s
syndrome. Part of the reason for this is that all pregnant women are now oVered a nuchal scan, followed by
an amniocentesis test if the nuchal scan shows a certain level of risk of Down’s syndrome or Edward’s
Syndrome. However, this “development” in examination techniques is not without its’ problems. Dr Hylton
Meire, a retired doctor formerly of King’s College Hospital, has raised concerns about the value and risk
of these tests. Because the initial ultrasound is not very accurate it raises false positives, which means parents
may elect to have an amniocentesis test even though their baby is perfectly healthy. The problem with this
is that amniocentesis tests carry a one in 200 risk of causing a miscarriage. By Dr Meire’s calculations this
means 160 healthy babies would be lost for every 50 cases of Down’s syndrome or Edward’s Syndrome
detected.219 If the Government takes the view that causing the deaths of healthy babies is a price worth
paying in order to avoid the birth of children with Down’s syndrome, serious questions about eugenics are
raised. This also raises serious concerns as to whether the parents of the healthy babies have consented to
this risk.

9. Many would argue that Down’s Syndrome is not something that leads to serious handicap, not least
of which are those with Down’s and their parents; and yet often parents are actively encouraged to abort if
they are told their unborn child has Down’s Syndrome.220 This dismissive attitude to “imperfect” foetuses
is held in tension with other scientific developments which improve the treatment options that would be
available to the children who are instead being aborted. For example, earlier this year a new treatment with
“remarkable potential” was announced which it is hoped will alleviate the learning diYculties caused by
Down’s syndrome.221

10. Down’s syndrome is just one example that raises some important principles and concerns—scientific
developments should not be allowed to take precedence over the safety and health of unborn babies or their
mothers; they should not be used as an excuse or tool for eugenics; and they should be used to alleviate, treat
and cure illness where possible. Setting out a definitive list of conditions that may or may not constitute a
“serious handicap” would be seriously problematic, not least because it could not take into account possible
cures and treatments in the future. We do not accept that abortion because of a child’s disability can ever
be justified. However, if the clause is to remain law, it must be tightened so that (a) it can only be used in
the most extreme circumstances, and (b) pregnant mothers are never pressured into having an abortion, but
are given balanced and full information about their options and the eVect of the condition on their child. It
may not be possible for doctors to give adequate information as they may know little or nothing about life
with a disabled child, in which case disability groups and/or counsellors with expertise knowledge in this
area should be involved.

Question 2(a)—medical, scientific and social research relevant to the impact of suggested law reforms to first
trimester abortions, such as the relative risks of early abortion versus pregnancy and delivery

11. Some would take a cursory look at the statistics recording pregnancy related deaths and conclude
that because the number of deaths attributed to abortion is so low, induced abortion is always safer than
continuing with pregnancy. However, there are a number of reasons why abortion related deaths may not
be recorded as such, for example, the death may occur after the patient has lost contact with the abortion
provider, it may be due to psychiatric illness as a result of the abortion, or the abortion may be wilfully
hidden, either by the mother, or by the doctor who does not wish to upset the deceased’s family. In addition
to this, there is other evidence which paints a very diVerent picture of the medical and psychological after-
eVects of abortion. Studies from Finland222 and the USA223 both showed increased mortality in women who
had had an abortion.

219 Down’s syndrome test “risk to healthy babies”, by Rebecca Smith, Medical Editor, The Telegraph, 20/08/2007.
220 Harrison’s parents chose his name when he was a 35-week foetus—then they were oVered a termination, The Telegraph, 21/

05/2006.
221 Brain booster “has potential to treat Down’s syndrome”, By Roger Highfield, Science Editor, The Telegraph, 26/02/2007.
222 Gissler M et al. Pregnancy associated deaths in Finland 1987– 1994.
223 Reardon D C et al. Deaths associated with pregnancy outcome: a record linkage study of low income women, Southern

Medical Journal 2002; 95: 834–841.
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12. We draw attention to these studies to show that the current approach of many doctors in the way
they apply the law is erroneous, as they assume that any pregnancy would pose a greater risk to a woman’s
physical and mental health than if she had an abortion, and that therefore the Act allows for abortion on
demand up to the 24 week limit. The other reason that this approach is incorrect is that this was not the
original intent of Parliament. When the Abortion Act was passed it was intended to be applied in a very
narrow set of circumstances, and not in every instance that a woman asked for an abortion. The philosophy
behind the Act was never one of “pro-choice’, but rather one of protecting from a societal problem (ie unsafe
backstreet abortions in extreme circumstances). This is yet another instance where law and science have not
worked well together, with the medical profession failing to carry out the wishes of Parliament, and
Parliament failing to put in place adequate safeguards to ensure its intentions were implemented.

13. In fact, further studies into morbidity and mental health after abortions would suggest that in most
cases continuing with the pregnancy carries less danger to the mother’s physical and mental health than an
abortion does. In his article “Are the Majority of UK Abortions Illegal?” Chris Richards compared
morbidity rates of those who had an undisturbed pregnancy with those who had an abortion:

“A recent Scottish study estimated the severe morbidity rate from undisturbed pregnancy to be 3.8
per 1,000 [0.38%] but almost all events, including haemorrhage (incidence of 1.9 per 1,000), were
treatable with a good long-term outcome. The serious, but usually treatable, acute complications
of surgical abortions are haemorrhage (incidence 0.1%) and uterine perforation (incidence
0.4ı2%). The risk of infection (incidence 10%) is greatly increased when Chlamydia or Neisseria are
present—up to 23% developing pelvic inflammatory disease (PID) within four weeks. With rapidly
rising Chlamydia rates this will be an increasingly common complication of abortion... Finally
there is growing evidence (though still disputed by some) that abortion—but interestingly not
miscarriage—increases the risk of breast cancer (relative risk of 1.3-2). In addition term pregnancy
acts as a clear protection against the development of breast cancer”.224

14. In addition to the woman’s immediate physical health there are clear dangers to any future
pregnancies as a result of having an abortion:

“PID can cause infertility and future pregnancies have a greater risk of placenta praevia (increased
by 7-15 times), and pre-term labour (twice as likely). The latter is an important cause of chronic
lung disease and cerebral palsy in the child”.225

Such consequences of abortion are not reflected in simple mortality rates.

15. The other important factor to consider is a woman’s mental health either after an abortion or after
having an undisturbed pregnancy. There is now ample evidence of the detrimental eVect abortions can have
on women’s mental health. A recent New Zealand study found a significantly higher rate of mental illness
in women following abortions than those who kept their pregnancy, even after taking account of their pre-
pregnancy mental health. Other studies have found that women who have abortions are much more likely
to commit suicide within a year of the event, whereas the suicide risk following birth was half that of the
general population.225 More and more evidence is pointing to the conclusion that abortion is bad for a
woman’s mental and physical health.

16. Some would argue that refusing women an abortion would have a detrimental eVect on their mental
health. However, the studies do not bear this out:

“An early Swedish study of 4,274 women refused abortion showed that 85.6% completed their
pregnancies and only 10% sought an abortion elsewhere. Another similar study followed up 249
such women for 7 to 10 years finding that 73% were satisfied with the way things had turned out;
69% were taking care of the child. Most unwanted pregnancies, if not aborted, resulted in wanted
children. Conversely most abused children come from wanted pregnancies. Since the Abortion Act
came into force in Britain in 1968 the incidence of child abuse has doubled”.227

In addition, representatives of the Royal College of Psychiatry giving evidence to the Rawlinson
Commission stated that there are no psychiatric grounds for abortion. This is in spite of the fact that most
abortions are carried out on alleged grounds of damage to the mother’s mental health.228

17. Another aspect of early abortion is the increased availability and use of the morning after pill. As a
government policy to decrease abortion and teenage pregnancies this is clearly not working. Abortion rates
have continued to rise, as have sexually transmitted diseases. It seems that neither abortion nor the morning
after pill (itself an early abortifacient) is the answer to increasing teenage pregnancies, and the consequences
of failure are high. Teenagers are twice as likely as adult women to attempt suicide after abortion, and the
rising rates of Chlamydia could cause a huge surge of infertility in the younger generation. Perhaps it is time
the UK stopped being distracted by so-called “reproductive rights” and instead followed the models that

224 Are the Majority of UK Abortions Illegal? Chris Richards, Triple Helix, Spring 2006 p10–11, CMF. http://www.cmf.org.uk/
literature/content.asp?context%article&id%1784

225 Ibid.
226 Ibid.
227 Deadly Questions on Abortion, Dr Peter Saunders, Nucleus, January 1998 pp31–34, CMF. http://www.cmf.org.uk/literature/

content.asp?context%article&id%599
228 Ibid.
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have been proven to work. In Uganda the HIV rate was reduced from 35% to 6% with the simple messages
“Abstinence until married” and “Be faithful to your spouse”. Adopting a policy of encouraging abstinence
would also be in line with the WHO’s “one partner for life” recommendation, and studies in the USA have
shown it can cause teenagers to delay sexual activity. Other factors that can help delay the age of first
intercourse are the presence of a father at home and having sex education from parents.229 Modern scientific
and social research is showing that traditional methods and models of family are the best when it comes to
reproductive health.

Question 2(b)—medical, scientific and social research relevant to the impact of suggested law reforms to first
trimester abortions, such as the role played by the requirement for two doctors” signatures

18. All indications suggest that it is not diYcult to get referred for an abortion. In fact, it seems that many
doctors interpret the Abortion Act in such a broad way that they are in practice oVering abortion on demand
up to 24 weeks. This is a misuse of the power that has been given to them and is against both the intention
and the terms of the Abortion Act. It was never intended as a statute to protect a pro-choice philosophy,
rather it was intended to allow for the possibility of a legal abortion in extreme circumstances.

19. With hindsight we can see that not enough safeguards were put in place to ensure that the Act wasn’t
abused and/or misinterpreted. However, one of the safeguards that is present is the need for two doctors to
agree that an abortion would be legal in the circumstances. To remove this safeguard would weaken the Act
as it would remove the natural accountability that is present when one doctor must have a second doctor
agreeing with his decision before it may be acted upon.

Question 2(c)—medical, scientific and social research relevant to the impact of suggested law reforms to first
trimester abortions, such as the practicalities and safety of allowing nurses or midwives to carry out abortions
or of allowing the second stage of early medical abortions to be carried out at the patient’s home

20. Taking into account the trauma that has been and is being caused to women through the prolific use
of abortion in this country it would be unwise to trivialise this procedure further by no longer requiring
doctors to be involved, and even allowing home abortions. Rather than simply trying to make abortion
easier the Government should be attempting to educate people about the dangers and side eVects of
abortions. Similarly, the government’s failure to reduce teenage pregnancies, abortions and STDs cannot
be swept under the carpet by minimising the seriousness of this procedure. Pro-abortionists have held up a
sceptre of “sexual freedom without consequence” which has time and again proved to be fallacious. Rather
than covering up this reality both patients and the general public need to be informed of the wider damage
that has been done by 40 years of increasingly liberal abortion practices.

21. There are other specific concerns about the safety of these proposed reforms. For example, use of the
abortion drug RU486 can often involve considerable pain and distress for the woman. To simply send a
woman home to deal with the emotional distress as well as any medical complications alone is highly
irresponsible. The safety of this drug is also in question, as in the USA at least 5 women have died from
septic shock after RU486 abortions.230 For a law that pro-abortionists would say protects women, it seems
that women go through extreme suVering because of it.

Question 3—evidence of long-term or acute adverse health outcomes from abortion or from the restriction of
access to abortion

22. See above.

September 2007
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Submission from the Council for Health and Wholeness

1. Introduction

In this submission, we would like to focus on the safety issues surrounding “medical abortions” and home
abortions.

We recognise that there are increasing eVorts to oVer “consumer-friendly” abortion, for example “medical
abortions” which usually don’t require a surgical intervention; nurse-led abortions; and abortions at home.

229 MorningAfter: the truth comes out, MarkHoughton,Nucleus, Autumn2006 pp 7–9, CMF. http://www.cmf.org.uk/literature/
content.asp?context%article&id%1878

230 RU486—Moves for abortions at home, Triple Helix, Spring 2006 p.4, CMF. http://www.cmf.org.uk/literature/
content.asp?context%article&id%1790
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We would like to express our serious concerns about the physical, emotional, social and spiritual impact
of all types of induced abortion. While we are aware that this enquiry is not focusing on the moral or ethical
aspects of abortion, nevertheless there is a need to recognise that there are serious ethical and moral issues
involved in the abortion debate.

2. Clinical Review

2.1 Adverse psychological eVects after abortion

While it is generally stated that abortions are usually safe and have few, if any, adverse psychological
eVects, recent research paints a diVerent picture.

Recent evidence points to adverse psychological eVects after abortion, even in women with no previous
psychological problems. (Fergusson DM et al. Abortion in young women and subsequent mental health.
Journal of Child Psychology and Psychiatry 47:1 (2006), 16ı24). This very important prospective
longitudinal study followed up 500 New Zealand girls and young women from the time of their birth to 25
years of age. Each woman’s mental health was measured at age 16, 18, 21 and 25. The women who had had
an abortion experienced nearly twice the level of mental health problems as those who had either given birth
or never been pregnant. They also had three times the risk of major depressive illness compared to the other
groups. These results were statistically significant even after controlling for previous mental health, and
persisted across a series of ages.

We are aware of several recent review articles on the issue of psychological adverse eVects of abortion.
Thorp et al reviewed a number of studies up to 2002 which contained more than 100 women per study, all
followed up for more than 60 days. (Thorp, JM et al. Long-Term Physical and Psychological Health
Consequences of Induced Abortion: Review of the Evidence. Obstet Gynecol Survey 2002; 58, 67–79.) Their
summary states: “of particular note is the association between induced abortion and either suicide or suicide
attempt.231 This is an objective rather than a subjective outcome, and because the eVects are seen after
induced abortion rather than before indicates either common risk factors for both choosing abortion and
attempting suicide, such as depression, or harmful eVects of induced abortion on mental health. This
phenomena is not seen after spontaneous abortion”.232

2.2 Home abortions and nurse-led abortions

The discussion about “home abortions” and/or “nurse-led abortions” is essentially a discussion about the
safety of the medical abortion regime, based on the use of two drugs, mifepristone (RU-486) and a
prostaglandin, usually misoprostol.

2.3 Mifepristone (RU-486)

Mifepristone is a synthetic steroid that essentially acts as anti-progesterone. Progesterone is the hormone
that maintains a pregnancy. In medical abortion, mifepristone blocks progesterone receptors which leads
to endometrial degeneration and softening and dilatation of the cervix. Mifepristone reduces production of
the hormone HCG, which in turn causes decreased production of progesterone. Following administration
of mifepristone, a prostaglandin—misoprostol—is given and this usually produces a medical abortion.

2.4 Medical Abortion

Royal College of Obstetricians and Gynaecologist (RCOG) guidance (Royal College of Obstetricians and
Gynaecologists. The Care of Women Requesting Induced Abortion. September 2004) recommends medical
abortion using mifepristone plus prostaglandin as the “most eVective method of abortion at gestations of
less than 7 weeks” and describes medical abortion as an “appropriate method for women in the 7–9 week
gestation band”. According to the RCOG guidance, this method, however, can be used up to 24 weeks as
it “has been shown to be safe and eVective”.

231 The following studies are quoted in this section by Thorp:.
— Hunton R, Bates D. Medium term complications after termination of pregnancy. Aust NZ J Obstet Gynaecol

1981;21:99–102.
— Gissler M, et al. Suicides after pregnancy in Finland, 1987ı94: Register linkage study. BMJ; 1996;313:1431–1434
— Morgan C, et al. Suicides after pregnancy (Letter). BMJ 1997;314:902.
— Coleman PK, et al. State-funded abortions versus deliveries: A comparison of outpatient mental health claims over 4

years. Am J Orthopsychiatry 2002;72: 141–52.
— Reardon DC, et al. Deaths associated with pregnancy outcome: A linkage based study of low income women. South

Med J 2002;95:834–841.
— Gilchrist A, Hannaford P, Frank P et al. Termination of pregnancy and psychiatric morbidity. Br J Psychiatry 1995;167:

243–248.
— Reardon D, Ney P. Abortion and subsequent substance abuse. Am J Drug Alcohol Abuse 2000;26:61–75.

232 Major B, et al. Psychological responses of women after first-trimester abortion. Arch Gen Psychiatry 2000;57:777–784.
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In medical abortions up to 9 weeks, a dose of mifepristone orally is followed 1–3 days later by a dose of
misoprostol (a prostaglandin, that induces uterine contractions) vaginally. If the pregnancy is beyond
9 weeks and up to 24 weeks, this regime is then followed by up to four further doses of misoprostol, either
vaginally or orally.

2.5 EVectiveness of medical abortion

Medical abortion has a “success” rate that ranges from 75–95%, with about 2–4% of failed abortions
requiring surgical abortion and about 5–10% of incomplete abortions (not all tissue is expelled, requiring
surgical intervention), depending on the stage of gestation and the medical products used. (Trupin, SR et
al. Abortion on www.EmedicineHealth.com, June 2007)

2.6 Safety and side eVects of medical abortion

In trials, almost all women using mifepristone for medical abortions experienced abdominal pain or
uterine cramping; and a significant number experienced nausea, vomiting, diarrhoea. Vaginal bleeding or
spotting lasts an average of nine to sixteen days, while up to 8% of patients bleed for 30 days or more. Pelvic
inflammatory disease (PID), a serious complication, occurred in about 1%. Between 4.5 and 7.9% of women
required surgical intervention following medical termination for a variety of reasons, including treatment
of bleeding, incomplete expulsion of the pregnancy and ongoing pregnancy after medical abortion. It is
estimated that medical abortions are 5 to 10 times as likely to “fail” as surgical ones, therefore requiring
surgical intervention in a then-advanced pregnancy. (FDA-approved Data sheet on Mifepristone [Mifeprex,
Danco Laboratories], July 2005; www.fda.gov/cder/foi/label/2004/020687lbl—Revised.pdf)

In a recent review, complications involving hospitalisation were at least twice as likely following medical
terminations than following surgical terminations: 1.5% of women required hospitalisation after medical
termination as opposed to 0.6% after surgical termination (Goodyear-Smith F, First trimester medical
termination of pregnancy: an alternative for New Zealand women. Aust N Z J Obstet Gynaecol. 2006
Jun;46(3):193-8.)

Teratogenic eVects may result from the use of prostaglandins, including misoprostol, in human beings.
Skull defects, cranial nerve palsies, delayed growth and psychomotor development, facial malformation and
limb defects have all been reported after exposure during the first trimester of pregnancy. (FDA-approved
Data sheet on Mifepristone [Mifeprex, Danco Laboratories], July 2005; www.fda.gov/cder/foi/label/2004/
020687lbl—Revised.pdf).

2.7 Mortality due to medical abortion

By early 2006, at least 5 women had died in North America (5 in US and 1 in Canada) as a result of taking
Mifepristone followed by misoprostol. In the UK, there have been two possible cases of death following
medical termination. (Ms Rosie Winterton, Written Answer, House of Commons Hansard; 28 April 2004).

Four of the US fatalities and the Canadian fatality resulted from infections with a virulent bacterium
(Clostridium sordellii). The cases have been described as deaths due to endometritis and toxic shock
syndrome associated with this bacterium that occurred within one week after medically induced abortions.
(Fischer M, et al. Fatal toxic shock syndrome associated with Clostridium sordellii after medical abortion.
N Engl J Med. 2005;353:2352-60; Sinave C, et al. Toxic shock syndrome due to Clostridium sordellii: a
dramatic postpartum and postabortion disease. Clin Infect Dis. 2002;35:1441-3.).

The disturbing features were that all the women who died were young and healthy; they had apparently
successful terminations with no complications, the initial presentation of the toxic shock syndrome were
unspecific abdominal cramps, which commonly occur after medical termination, and all women died within
5 days of administration of medication. All died less than 24 hours after hospital admission. Of note is that
all five women who died of infections had inserted misoprostol vaginally. It is estimated that around half
of medical abortions carried out in the UK use vaginally administered misoprostol.

A recent review concludes that the risk of death with medical termination, while low (1 in 100,000), is still
10 times greater than that with surgical abortion. (Creinin M, et al. Mortality associated with mifepristone-
misoprostol medical abortion. MedGenMed. 2006;8:26.) As a result of these safety concerns, a number of
US doctors have been quoted as expressing serious concerns about the safety of medical abortions and some
have actually stopped providing medical abortions altogether. (Some Doctors Voice Worry Over Abortion
Pills’ Safety. New York Times; April 1, 2006)

There has been a case report of an adolescent girl dying following self-administration of misoprostol in
order to induce abortion. (Henriques A, et al. Maternal death related to misoprostol overdose. Obstet
Gynecol. 2007;109:489-90)
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2.8 Psychological eVects of medical/home abortions

Whereas there is no specific evidence on the psychological eVects of home or medical abortions it is worth
noting that the propensity for this type of abortion to induce psychological sequelae is not insignificant. For
this method of abortion the woman usually has to take the abortifacient medication herself and/or has to
insert a pessary into her vagina, thereby procuring the abortion herself. While with a surgical abortion it is
easier to “blame the doctors” for what happened, with a medical abortion this is not so easily done.

2.9 Anecdotal experience

While some surveys describe similar satisfaction with medical as with surgical abortions, there is some
anecdotal evidence that medical abortions can be very traumatic:

I have been through a medical termination at five weeks, and it was the most traumatic event of
my life. Whilst I wholeheartedly agree with a woman’s right to have a termination, I would hate
to see this made available at home. It’s not an easy thing to go through. Anon, UK (Should home
abortions be allowed? http://news.bbc.co.uk/1/hi/talking—point/3025318.stm)

There are a number of women who have had both a medical and surgical termination. While there are
those who appear to prefer the medical termination, there are also women who found medical terminations
very distressing as it is essentially like “having a baby”:

Anne Hawkins, 36, also of New York, said she, too, had had both pill-based and surgical
abortions. But taking RU-486, she said, “was the worst experience, the most physically and
emotionally painful thing, that I’ve ever been through.” Ms. Hawkins had another abortion in
March, and she chose surgery. “It was 10 minutes, max, and then it was over”. Ms Hawkins said
of the surgical procedure. “The pill for me was the experience of having a baby. Contractions for
10 hours, sweating, screaming, being by myself. It was emotionally scarring and physically
horrible”. (New York Times, May 11, 2006)

2.10 Black Market

An important consideration needs to be given to the possibility of the drugs used for medial abortions
being available on the black market and/or sold over the internet. There is evidence for a thriving black
market for mifepristone and/or misoprostol in Brazil, China and the US. (US embassy in Beijing report;
November 2000; Misago C, et al. Determinants of abortion among women admitted to hospitals in
Fortaleza, North Eastern Brazil. Int J Epidemiol. 1998;27:833-9; The New York Times, October 2, 2005.)
The FDA recently issued a warning not to buy mifepristone over the internet. Please note that the black
market is not limited to countries which have restrictive abortion laws, but also occur where abortion has
been legalised, such as in the US and China. With the proposed increase in availability for medical abortions,
it is very likely that there will be an increase in the black market for the drugs used, with all the adverse
consequences.

3. Summary of Concerns

3.1 To propose “home abortions” and extend the availability of nurse-led abortions essentially
constitutes an attempt to normalise abortion, to increase the availability of abortion and to downplay any
concerns about this procedure.

3.2 The advisability of medical abortions being carried out as early in pregnancy as possible leaves little
time for a proper, balanced consideration of whether abortion is the right course of action. This is more
likely to result in a pressurised decision to abort a pregnancy with possible later regret.

3.3 Abortions, whether carried out at home or performed in a hospital setting, have serious adverse
physical, emotional and spiritual consequences.

3.4 There is increasing robust evidence linking abortion to adverse psychological eVects. A 25-year
longitudinal study found that women who had an abortion experienced nearly twice the level of mental
health problems and three times the risk of major depressive illness compared to those who had either given
birth or never been pregnant, even after correction of confounding factors.

3.5 Medical abortion is not as safe as perhaps commonly assumed. Medical abortion has ten times the
mortality of surgical abortion. There have been at least five deaths in North America following medical
abortion using mifepristone (RU-486) and a prostaglandin, usually misoprostol. The women who died in
North America following medical abortion using mifepristone died through a rapidly progressing condition
due to an infection with Clostridium sordellii.

3.6 Although it is stated that the Committee will not be looking at the ethical or moral issues associated
with abortion time limits, we would strongly urge the Committee to consider moral and ethical questions
about abortion as an increasingly used method of birth control, not least as they come into quite sharp focus
when considering medical abortions and home abortions. If there is a moral wrong committed through
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abortion—and it is probably correct to state that a very large proportion of the population, while perhaps
not condemning abortion, have a degree of unease about abortions—then this is made more acute through
home abortions and medical abortions.

3.7 There can be no disagreement that abortion involves the deliberate taking of a life. This inevitably
raises questions such as: Under which circumstances can the taking of a life be “right”? Would it be
acceptable to take away the life of an unborn child because of poverty or poor housing situation? Would it
be acceptable to take away a life because the mother already has too many children or there are serious
relationship issues? Would it be acceptable to take away the life of an unborn child because it might be
handicapped or because it was conceived through rape? Would it be acceptable to take away the life of an
unborn child because the pregnancy itself endangers the life of the mother?

3.8 We do not purport to present universally acceptable answers to these questions; however, our
standpoint is based on the Judeo-Christian tradition, which have been foundational to British society for
generations and which emphasises the sanctity of all life, irrespective of circumstances and irrespective of
whether a child may or may not be disabled. The ambiguity surrounding statements about the “status” of
the unborn child needs to be addressed when considering the serious matter of abortion. At what stage of
pregnancy does a foetus become a child with value? Does the child born prematurely at 23 weeks gestation
have a greater right to medical help to live than the child aborted, for whatever reason, at the same
gestational age? Irrespective of one’s moral or ethical stance, the “Golden Rule” states “treat others as you
would like to be treated”. Using the Golden Rule, the concept of abortion becomes morally and ethically
questionable.

3.9 We are seriously concerned about the implications of “home abortions” and remain firmly opposed
to an extension of abortion availability through either “home abortions” or increased nurse-led abortions.

September 2007

Memorandum 37

Submission from Professor John S Wyatt, University College London

This submission is intended to address the following questions:

(a) Does induced abortion lead to an increased risk of preterm delivery in subsequent pregnancies?

(b) Have there been significant improvements in the chances of survival for extremely premature infants since
the amendment of the Abortion Act in 1990?

Executive Summary

— There is strong, robust and widely accepted scientific evidence that induced abortion leads to an
increased risk of premature birth in subsequent pregnancies.

— The increased risk of a preterm delivery is between 1.3 and 2.0 and rises with the number of
abortions.

— It is estimated that abortion in the UK leads to approximately 400 additional very premature
births each year, of which around half are extremely preterm (less than 28 weeks). This will result
in at least 40 additional neonatal deaths per year.

— The consequential costs of the additional premature births in the UK together with the risks of
long-term disability may be between 30 and 60 million pounds per year.

— Health professionals and abortion providers have a duty to ensure that women and their partners
are informed of the potential risk that abortion carries for subsequent pregnancies.

— There have been substantial advances in the care of extremely premature babies born at the limits
of viability, since the Abortion Act was amended in 1990.

— A significant proportion of babies born at 23 and 24 weeks gestation and cared for at major centres,
are now surviving, and it is likely that survival figures will continue gradually to improve over the
next decade.

Introduction

1. I am Professor of Neonatal Paediatrics at University College London and Honorary Consultant
Neonatologist at University College London Hospitals Foundation NHS Trust. My area of expertise is the
intensive medical care of newborn infants and the causation and consequences of brain injury in the
newborn. I have been a Consultant Neonatologist at a major regional referral centre since 1988. I am a
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member of an internationally-recognised multidisciplinary research group at University College London,
investigating the mechanisms, consequences and prevention of brain injury in newborn babies. My
qualifications are BSc, MBBS, FRCP, FRCPCH, DCH.

Does induced abortion lead to an increased risk of preterm delivery in subsequent pregnancies?

2. A highly significant number of reputable scientific studies investigating the association between induced
abortion and increased risk of preterm delivery have been published in peer-reviewed journals. In January
2003, Thorp and colleagues published a detailed review of the available scientific evidence. They analyzed
results for 24 published studies of the eVect of induced abortion on the risk of preterm birth in subsequent
pregnancies.1 The authors reported that 12 of the studies found a positive association with increased risk
ratios which were consistently between 1.3 and 2.0. Seven published studies found a dose-response eVect, in
that the risk estimate increased with increasing numbers of induced abortions. Each of three large cohort
studies performed in the 1990s showed an increased risk of preterm delivery and a dose-response eVect.
These studies had attempted to avoid recall bias by obtaining data on induced abortions from prospectively
obtained records rather than self-reporting. .

3. Another detailed review of the scientific literature by Rooney and Calhoun,2 published in 2003,
concluded that at least 49 studies had demonstrated a statistically significant increased risk of premature
birth or low birth weight following an induced abortion. Again the majority of studies showed a dose
-response relationship, and the greatest increased risk involved extremely preterm infants below 28 weeks
of gestation. It is striking that only 8 studies failed to show an increased risk of preterm delivery and no
published studies demonstrated a protective eVect of previous induced abortion. The magnitude of the
increased risk with 2 or more previous abortions was substantially greater than that associated with
maternal age, marital status, parity or socioeconomic status. Hence the authors argued that it was most
implausible that the statistical association could be explained by confounding socioeconomic factors.

4. In 2005 Moreau and colleagues published a detailed report based on data from the EPIPAGE study,3

a very large and well-validated study of very preterm infants, performed in France. Information was
collected from all maternity wards in 9 French regions in 1997. Data on previous induced abortions were
taken from hospital records in order to reduce recall bias. The study was population-defined to exclude
selection bias. The authors tested the prior hypothesis that induced abortion would increase the risk of
subsequent very preterm birth due to infectious or mechanical processes, but not the risk of very preterm
delivery due to vascular causes, especially hypertension.

5. Using a case control methodology three groups of infants were enrolled;1843 very preterm live infants
born at less than 33 weeks gestation, 276 infants born at 33 to 34 weeks of gestation and 618 unmatched
full-term control infants born at 39 to 40 weeks. The authors concluded that a history of induced abortion
correlated with an increased risk of very preterm birth (adjusted odds ratio, 1.6; 95% confidence interval
1.2–2.1). Where there was a history of more than 1 previous induced abortion, the adjusted odds ratio was
2.9 (95% confidence intervals 1.3–6.5) Controlling for maternal characteristics such as age, education and
history of smoking, had very little eVect on the magnitude of the increased risk. The association was
unchanged if women with previous preterm delivery were excluded. This study found that there was no
relationship between induced abortion and subsequent preterm delivery resulting from pre-eclampsia. There
were however significantly increased risks for preterm delivery resulting from antepartum haemorrhage,
isolated fetal growth restriction, premature rupture of membranes and spontaneous onset of labour. The
risk of preterm delivery associated with induced abortions tended to be higher for extremely preterm
deliveries between 22 and 27 weeks of gestation (odds ratio 1.7) compared with delivery at 28—34 weeks of
gestation (OR 1.4). A statistical association between previous induced abortion and very preterm delivery
in the presence of fetal growth restriction was apparent in infants born at 28 to 32 weeks gestation.

6. The authors concluded that their findings could not be explained as the consequence of methodological
biases or the eVect of confounders. Their findings were consistent with other recent studies that gave
adjusted odds ratios between 1.3 and 2. They concluded that a history of induced abortion increases the risk
of very preterm birth, particularly extremely preterm deliveries.

7. In another recent study, Ancel and colleagues analysed data from ten European countries (the EUROP
survey).4 A total of 2,938 preterm births and 4,781 controls at term were included. Data were obtained from
European countries with widely varying rates of induced abortion. The authors concluded that previous
induced abortion was significantly associated with preterm delivery and the risk increased with the numbers
of abortions. The adjusted odds ratios varied between 1.2 and 1.8. The statistical association did not
significantly vary between countries with high and low rates of induced abortion. As with the French study
reported by Moreau et al, the extent of the statistical association varied according to the cause of the preterm
delivery. Delivery due to spontaneous onset of preterm labour, premature rupture of membranes and
antepartum haemorrhage were all positively associated with induced abortion, whereas delivery due to
maternal hypertension was not associated. The strength of the association between induced abortion and
premature delivery increased with decreasing gestational age.
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8. The mechanisms underlying this association have not been elucidated. However it is striking that there
is a consistent relationship between abortion and preterm delivery related to infectious and mechanical
factors but no relationship with delivery due to maternal hypertension or vascular abnormalities. There is
considerable evidence that induced abortion increases the risk of infectious complications in a later
pregnancy.5 This may result from the revival of latent local infectious processes caused by surgery at the
time of the abortion or may be related to mechanical factors leading to ineVective cervical closure with an
increased risk of ascending genital tract infections. Cervical instrumentation has also been suggested to
increase the risk of endometrial damage, thus impairing trophoblastic invasion and migration. This would
increase the risk of placenta praevia which is a major cause of antepartum haemorrhage, leading to
preterm delivery.

9. In conclusion, the scientific evidence of a causal link between previous induced abortion and increased
risk of preterm delivery appears to be remarkably robust and consistent. The eVect is consistent across many
diVerent countries with widely diVering socioeconomic backgrounds and widely diVering attitudes towards
induced abortion. The eVect is also consistent between studies published over a 50 year period from the
1960’s until 2005 and with a wide variety of study methodologies. The eVect is biologically plausible in that
there is a consistent dose-response relationship and a consistent positive relationship between abortion and
preterm delivery related to infectious and mechanical factors but no relationship with delivery due to
maternal hypertension or vascular abnormalities. .

10. Extremely preterm delivery is associated with a high risk of death in the neonatal period and with a
greatly increased risk of brain damage. Sadly, preterm delivery due to infectious or haemorrhagic causes are
particularly associated with brain injury, leading to a substantially increased risk of permanent disability
including cerebral palsy, severe learning diYculties and sensory impairment.6,7,8 Hence there is substantial
evidence that induced abortion will result in death in a significant number of infants born extremely preterm,
as well as to a significantly increased risk of subsequent children surviving with permanent disability.

11. Approximately 5% of all infants are born before 37 weeks of gestation in England and Wales,
(equivalent to about 33,500 per year) and approximately 1.4% are born at less than 33 weeks (equivalent to
about 9,400 per year). About 0.4% or about 2,700 per year are born at less than 28 weeks. Approximately
50% of all abortions in England and Wales are undertaken in women under the age of 25 years, whereas
75% of all livebirths occur at a maternal age above 25 years (UK birth statistics).9 Thus the majority of
women who are considering abortion will subsequently deliver one or more live children.

12. On the basis of published data, approximately 14% of all women in UK who deliver have had a
previous induced abortion.10 Using this figure, and a relative risk of 1.3 gives an attributable risk of
approximately 400 additional preterm infants born in the UK at less than 33 weeks per year. In extremely
preterm infants a higher relative risk of 1.6 gives an attributable risk of about 230 additional infants per year
born at less than 28 weeks.

13. Each additional extremely preterm infant will have substantial acute care costs to the NHS of
approximately £30,000–100,000. In addition there is, unfortunately, a 15–20% chance of substantial long-
term disability in these infants, leading to lifetime costs to society which may approach £1 million or more
for each child (costs estimated from current NHS negligence claims). In addition, with an overall mortality
of at least 20%, it is likely that at least 40 additional premature infants will die in the neonatal period
each year.

14. Hence it can be concluded, on conservative estimates, that the consequential costs to society from
preterm delivery associated with induced abortion amount to very approximately £30-60 million per year.

15. Health professionals and abortion providers have a duty to ensure that women and their partners are
informed of the potential risk that abortion carries for subsequent pregnancies.

(b) Have there been significant improvements in the chances of survival for extremely premature infants since
the amendment of the Abortion Act in 1990?

16. Although mortality and morbidity remains relatively high, there is consistent evidence of a steady
improvement in survival year-on-year for extremely preterm infants born at 24 weeks gestation or less. In
1995 the EPICURE study undertaken in the entire of UK and Ireland showed that average survival to
discharge across the UK was 26% of live births at 24 weeks and 11% at 23 weeks.11 In 2004 Hoekstra and
colleagues12 published detailed outcome data for a cohort of infants born between 23 and 26 weeks of
gestation at a single tertiary neonatal centre in Minneapolis, USA, over a 15 year period (Hoekstra et al.
2004). These data show a consistent year-on-year improvement in survival and for the period 1996-2000
there was an overall survival rate following admission to NICU of 66% at 23 weeks of gestation and 81%
at 24 weeks of gestation. Similarly Doyle and colleagues,13 in a study of extremely premature babies
delivered in the State of Victoria in Australia found increased survival from 1991 to 1197 with recent data
providing an overall survival rate of 41% at both 23 and 24 weeks of gestation. Data from a prospectively-



3789251037 Page Type [E] 13-11-07 01:13:33 Pag Table: COENEW PPSysB Unit: PAG1

Ev 188 Science and Technology Committee: Evidence

defined long-term follow-up study at the Neonatal Intensive Care Unit at University College London
Hospital has shown survival rates in the period 1996 to 2000 of 42% at 23 weeks and 72% at 24 weeks.14

Survival at 22 weeks of gestation is unusual but has been observed in a number of major neonatal centres.
In long-term follow-up studies, a significant minority of extremely preterm survivors have had some form
of neurodevelopmental impairment with significant disability identified in 15–25% of survivors.

17. Obstetric and neonatal care are continuing to change and improve at an extraordinary pace. By their
very nature, long-term outcome studies represent the outcome following a standard of care which has
become outdated. Since the nationwide EPICURE study in 1995 there have been very significant and wide-
reaching improvements in the quality of care provided, in the frequency of in-utero transfer to major
perinatal centres, the level of training of neonatal and obstetric staV, the provision of specialist resources,
and the educational and behavioural care and therapeutic resources which are available to disabled children
following discharge from hospital. Hence historical data must be used with appropriate caution when
applied to children born in the present.

18. The data from recent studies indicate that there has been continuing improvement in the survival of
extremely preterm infants over the last 15–20 years with very substantial numbers of infants now surviving
at 23 and 24 weeks of gestation. Although major improvements in survival at these gestational ages seem
unlikely in the next few years, it is likely that continuing advances in neonatal and obstetric care will lead
to incremental improvements in survival and to reductions in long-term morbidity.
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Memorandum 38

Submission from Dr Alex Bunn

SCIENTIFIC DEVELOPMENTS RELATING TO THE ABORTION ACT 1967

Regarding Point 2:

“medical, scientific and social research relevant to the impact of suggested law reforms to first
trimester abortions, such as: (b) the role played by the requirement for two doctors’ signatures”.

Executive Summary

Abortion is an irreversible invasive procedure with known long term consequences for health. The very
least that a woman contemplating an abortion should expect is balanced quality information, and time for
reflection. This is unlikely to be provided by abortion providers, who have a vested interest in not deterring
a potential client, especially in the private sector. The requirement for two doctors’ signatures was originally
meant to protect women from such exploitation.

It is therefore a necessary safeguard that patients are counselled thoroughly by an impartial third party
to ensure informed consent, without coercion. It is also necessary in order to provide ongoing care in the
community for those patients with risk factors for adverse outcomes, which are likely to be neglected in
specialist centres. Both these functions are best provided in primary care, which is a valuable check against
consumerism in British healthcare.

The requirement for two signatures was enshrined in the 1967 legislation for good reason. The Act never
made abortion legal, but rather gave two independent doctors a defence against prosecution. Recognising
that abortion involves the taking of human life, the legislators intended that, with the greatest care, this
should not be taken lightly.

Currently there is no agreed standard for abortion counselling. This could be a great opportunity for
parliament to make a positive contribution by maximising the benefit of the requirement for two medical
consultations. A good parallel might be theFraser Guidelines, which governs how doctors ascertain whether
an underage girl can consent to family planning without parental involvement. The Upper House’s
deliberation has brought a minimum standard into medical practice which protects the vulnerable, whilst
retaining necessary freedoms for those who are in need. These guidelines might contain agreed risks and
benefits, a discussion of alternatives with sources of help provided, and a built in cooling oV period in
between consultations for reflection.

Contents

1. Evidence for the physical harm of abortion.

2. Evidence for the psychological harm of abortion.

3. The need for thorough counseling to ensure informed consent.

4. The need for the involvement of GPs in screening and ongoing care.

5. The case for requiring two doctors’ signatures.

6. Objections anticipated:
(a) The requirement for two doctors’ signatures only delays the acquisition of a termination of

pregnancy.
(b) Counselling and screening can be performed by specialist services.
(c) Many patients are obstructed from obtaining a termination due to conscientious objectors.

1. Evidence for the Physical Harm of Abortion

There is not space to cover fully the increasing evidence base for this observation but, I will mention a
couple of recent developments, as the case for close medical supervision rests partly on the harm to be
prevented.

Immediate post abortion complications, such as infection, uterine perforation and haemorrhage, are
thankfully rare. However despite minimal media coverage, there is a very real increased risk of miscarriages
in future pregnancies following abortions.233 There is a significant peer-reviewed literature suggesting a 30%
increased risk of breast cancer following abortion.234, 235

233 Previous induced abortions and the risk of very preterm delivery: results of the EPIPAGE study, BJOG: an International
Journal of Obstetrics and Gynaecology, DOI: 10.1111/j.1471–0528.2004.00478.x.

234 Brind J et al. Induced abortion as an independent factor for breast cancer—a comprehensive review and meta-analysis. J Epid
Comm Health 1996; 50:481–96.

235 Carroll P. Abortion and other pregnancy related risk factors in female breast cancer. London: Pension and Population
Research Institute, 2001.
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2. Evidence for the Psychological Harm of Abortion

There is now substantial research which suggests a significant risk of suicide,236 deliberate self-harm,237,

238 depression and low self esteem.239 The evidence is sometimes conflicting, which is why meta-analyses
(compilations and summaries of all the available data) are helpful in quantifying the harm robustly. The
aggregate data gives a figure for harmful outcomes at 10%.240 It has also demonstrated the need for well
constructed studies which can diVerentiate between a direct eVect of abortion and confounding factors such
as social class and previous mental health. One rare such study has recently clarified the issue.

Research published in The Journal of Child Psychology and Psychiatry in January241 has shown that even
women without past mental health problems are at risk of psychological ill-eVects after abortion. Women
who had had abortions had twice the level of mental health problems and three times the risk of major
depressive illness as those who had given birth or never been pregnant.

This research has prompted the American Psychological Association to withdraw an oYcial statement
denying a link between abortion and psychological harm.242

It also prompted eleven British consultants in psychiatry and obstetrics to call upon the Royal Colleges
of Psychiatry and Obstetricians and Gynaecologists to revise their guidelines,243 which have not been
updated since 1993 and 2004 respectively. This group included an Emeritus professor of obstetrics and a
previous president of the Royal College of Psychiatrists.

3. The Need for Thorough Counseling to Ensure Informed Consent

Anyone who conducts a medical procedure without informed consent commits battery. The report by the
Commission of Inquiry into the Operation and Consequences of the Abortion Act 1994 highlighted the fact
that many women, despite seeing two doctors, did not receive counselling that met the Department of Health
guidelines.244 Without adequate counselling, informed consent cannot be given. The decision to remove the
involvement of a second doctor can only make this deficit worse. (Page 12 para 66)

The Commission also found that a number of women who gave evidence stated that there was too much
time pressure already to make a rapid decision, even before a streamlined service was considered (Page 12
para 69). With the increasing time pressures of secondary and tertiary care, counselling in a non-directive
manner, ensuring all the alternative options are thoroughly explored, will be further compromised.
Secondary care (specialised abortion services) has diVerent priorities to primary care. The “bottom line” is
safe medical practice, and the avoidance of medical complications, rather than facilitating a woman in crisis
to make a diYcult and life changing decision.

For instance, the day case abortion service proforma for counselling from Tower Hamlets, presented as
best practice to the Commission of enquiry, starts simply with the words “You have decided to have an
abortion . . .” and goes on to detail procedural details about anaesthetics, nail varnish, valuables, clothing,
blood tests, contraceptive advice, when to return to work, discharge from hospital, follow up and minor
symptoms following the procedure such as pain, bleeding, dizziness, infection. “Mixed feelings” was added
to the check list only several years after it was conceived, which demonstrates that facilitating a choice
between various options was not a priority. This is the impression of many doctors, that secondary care is
an inappropriate environment to weigh up important options in pressurised time scale.

Currently, each woman considering termination of pregnancy first attends her own GP surgery, or a
community clinic. These places oVer a wide range of services which are not prejudiced to only one solution,
which might include, if she wishes mobilising the father or family, counselling services, adoption agencies,
housing options, and financial benefits. These are stock in trade for a GP, but rarely utilised by secondary
care. General Practitioners are patient advocates who have a long-term relationship with patients, often
from a young age. They understand the family background, subculture, previous choices and values,
financial situation, mental health profile and relationship status of their patients, and are ideally placed to
oVer patient centred counselling which takes into account the unique person sitting before them.

236 Elliot Institute. Suicide Rate Higher After Abortion, Study Shows. Elliot Institute presents new findings at International
Women’s Health Conference. 2002. http://www.afterabortion.org/PAR/V9/n2/suicide.html

237 Gissler M et al. Pregnancy—associated deaths in Finland 1987–94—definition problems and benefits of record linkage. Acta
Obs Gyn Scand 1997;76:651–657.

238 Morgan C et al.Mental health may deteriorate as a direct result of induced abortion. British Medical Journal
1997;314:902 (letter).

239 Major B et al.Psychological responses of women after first trimester abortion. Archives of General Psychiatry 2000;57
(8):777–784.

240 Rogers J et al. Psychological impact of abortion: methodological and outcome summary of empirical research between
1966–88. Health Care for Women International 1989;10:347–376

241 Fergusson DM, Horwood LJ, Ridder EM. Abortion in young women and subsequent mental health. Journal of Child
Psychology and Psychiatry 2006 January; 47 (1): 16–24.

242 http://www.apa.org/ppo/issues/womenabortfacts.html
243 http://www.timesonline.co.uk/tol/comment/debate/letters/article614555.ece
244 The Rawlinson Report: The Physical and Psycho-Social eVects of Abortion on Women: a report by the Commission of

Inquiry into the Operation and Consequences of the Abortion Act, June 1994. Chaired by Right Hon Lord Rawlinson of
Ewell PC QC.



3789251038 Page Type [O] 13-11-07 01:13:33 Pag Table: COENEW PPSysB Unit: PAG1

Science and Technology Committee: Evidence Ev 191

The Commission noted that abortion is irreversible with known long term consequences for health. They
therefore recommended a waiting period of at least one week before an abortion can be performed, as well
as a requirement to give advice on alternatives, and services such as social security benefits, housing,
information on adoption etc. These are rarely discussed in secondary care, and conceivably would obstruct
a streamlined “one-stop shop” approach. (Page 13 para 72)

A sample telephone survey conducted for the commission highlighted the fact that only 3 out of a sample
of 14 private clinics actually provided formal pre-abortion counselling. This is a scandal that is unlikely to
be remedied by the loosening of procedures designed to ensure that patients are given the opportunity to
reflect on the options, and consider the consequences of what is for many a momentous decision.

It may be that many doctors without psychiatric training justify a mild paternalism on the grounds that
an abortion is in the patient’s best interest if the pregnancy was unplanned. However, witnesses representing
the Royal College of Psychiatrists also stated that “although the majority of abortions are carried out on
the grounds of danger to the mother’s mental health there is no psychiatric justification for abortion. Thus
the commission believes that to perform abortions on this ground is not only questionable in terms of
compliance with the law, but also puts women at risk of suVering a psychiatric disturbance after abortion
without alleviating any psychiatric problems that already exist.” (Page 15)

It appears that according to psychiatric experts, the justification for abortion on mental health grounds
is a medical myth. Rather, they warn that these patients are actually vulnerable patients who may need
protection from harm.

4. The Need for the Involvement of GPs in Screening and Ongoing Care

Researchers from around the world found that women are more likely to suVer psychologically from
abortion if they have certain risk factors:245, 246, 247

— history of depression;

— poor emotional support;

— living alone;

— lack of counselling;

— perceived pressure to have an abortion;

— financial problems;

— underlying ambivalence, especially if the decision is delayed;

— relationship violence;

— a partner who desired the pregnancy;

— actively religious;

— previous miscarriage, stillbirth.

The psychiatrist who gave evidence to the commission stated that a psychiatric assessment before an
abortion was essential in the following circumstances:

— all mid-trimester abortions.

— all women with a history of psychiatric illness.

— women who felt coerced, or were ambivalent about the decision to abort.

As these subtle factors about a patient’s social, psychological, spiritual and financial situations are far
more likely to be known by a patient’s GP than by a specialist working in secondary care, who has no long-
term relationship with the patient or their family. From many years of work in the NHS in primary and
secondary care, it is clear to me that the only knowledge a specialist will have of a patient is that which the
patient volunteers when the clinician “takes a history”.

In fact the only factors of the 11 above that might be routinely covered by a standard clerking taught in
hospital practice are two: housing and formal psychiatric history. Housing is usually only asked about in
the elderly to ensure safe discharge home. A patient may be asked about any previous “psychiatric illness’,
but this is likely to signal that the doctor only wants to know about severe mental illness under the care of

245 Allanson S, Astbury J. The abortion decision: reasons and ambivalence. J Psychosom Obstet Gynaecol. 1995
Sep;16(3):123–36.
PMID: 8528379.
Emotional distress following induced abortion: a study of its incidence and determinants among abortees in Malmo, Sweden.
Eur J Obstet Gynecol Reprod Biol. 1998 Aug;79(2):173–8.
PMID: 9720837.

246 Soderberg H, Janzon L, Sjoberg N O. Emotional distress following induced abortion: a study of its incidence and
determinants among abortees in Malmo, Sweden.
Eur J Obstet Gynecol Reprod Biol. 1998 Aug;79(2):173–8.
PMID: 9720837.

247 Zolese G, Blacker C. The Psychological complications of therapeutic abortion. British Journal of Psychiatry
1992;160:742–749.
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a psychiatrist. This is normally enough information for the purpose of assessing a patient’s reliability in
giving a history, competence in giving consent, and interactions with any drugs, prescribed or recreational.
The focus is less on ascertaining whether a patient is vulnerable to the consequences of any medical
procedure, which is rarely as ethically and psychologically loaded as it is with abortion. And specialist
services are unable to provide the ongoing care and support for those who have negative emotions in the
years following termination.

As a GP, I have certainly seen many patients who have had terminations, who are still living with the
fallout, especially with secret sorrow and depression. These patients often feel that they have no-one to turn
to, but a GP is an advocate who will stand by her from the positive pregnancy test, counselling, referral and
for ongoing care and support.

5. The Case for Requiring Two Doctors’ Signatures

So far I have argued on the basis of protecting the patient’s best interest, from direct harm and
exploitation, and for ongoing care in the community.

But it is also in the interests of society to recognise that human life should not be taken lightly. A parallel
might be that two doctors currently are required to sign cremation forms, partly as after cremation there is
no body available upon which to check cause of death, a factor which Harold Shipman exploited. Even if
this safeguard fails in preventing misdemeanour, it does send a signal to doctors and society that we have
a weighty obligation to prevent unnecessary deaths. Likewise termination is not a service like any other. It
is not, in all good faith, usually oVered on medical grounds, except in the rarer cases of foetal abnormality,
which at present remains undefined. The requirement for two signatures is a reminder that human life is
being taken, quite unlike any other medical procedure. Society therefore demands some objective
verification that is transparent, consistent, and above reproach.

Currently there is no agreed standard for abortion counselling. This could be a great opportunity for
parliament to make a positive contribution by maximising the benefit of the requirement for two medical
consultations. A good parallel might be theFraser Guidelines, which governs how doctors ascertain whether
an underage girl can consent to family planning without parental involvement. The Upper House’s
deliberation has brought a minimum standard into medical practice which protects the vulnerable, whist
retaining necessary freedoms for those who are in need. These guidelines might contain agreed risks and
benefits, a discussion of alternatives with sources of help provided, and a built in cooling oV period in
between consultations for reflection.

6. Objections Anticipated

A. The requirement for 2 doctors’ signatures only delays the acquisition of a termination of pregnancy

In fact, yearly abortion figures have tripled since 1967 and continue to rise. The burden of proof should
be on those who wish to argue in the face of the evidence that abortion is diYcult to obtain. Women can
already get early abortion more easily than ever under the existing law and there is no reason to liberalise
further. In fact, much of the delay between conception and termination occurs precisely because many
women are ambivalent about have an abortion, all the more reason to provide better opportunities for
counselling and reflection, rather than a conveyer belt approach which precludes it.

Public opinion has also grown uneasy about the increasing availability and volume of abortion in the UK.
A recent public opinion poll found that 81% of those who expressed an opinion believe that ways should be
found of reducing the 200,000 abortions performed each year in Britain.248

It is encouraging to read that the Royal College of Obstetricians and Gynaecologists does not support
the removal of the two doctor’s requirement. Maggie Blott, of the RCOG, was quoted by BBC online saying
that scrapping the two-doctor rule would be wrong:

“Some of the late abortions that are done are not straightforward so having the built-in safety net
of two doctors is important, and you can’t have one rule for them and another for women who
have early abortions”.249

B. Counselling and screening can be performed by specialist services

As stated above, the research suggests that specialist services are not best placed to oVer non-directive
counselling, that respects the patient’s values, appreciates her medical and mental health history, and has the
time to allow reflection and a wide range of alternatives. Without a requirement for an independent referral,
patients are less likely to receive adequate counselling that ensures informed consent. Without informed
consent, patients are vulnerable to exploitation, battery, and the known long-term harms of abortion.

248 CommunicateResearch poll of 1005 GB adults, October 2005
249 Most “favour right to abortion”, 28/11/06, BBC News Online, http://news.bbc.co.uk/1/hi/health/6188890.stm
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C. Many patients are obstructed from obtaining a termination due to conscientious objectors

Given that GPs usually provide one of the two doctors signatures required before any abortion can legally
proceed, they are crucial to the smooth operation of the 1967 Abortion Act. In mid June, Marie Stopes
International published the results of its survey into GP attitudes to abortion. The survey was the first major
investigation into the views GPs hold on abortion for 26 years. Over 7,000 GPs were surveyed, a sample big
enough to make the results reliable. 82% of GPs describe themselves as “pro-choice”. Hence, there seems
little reason to doubt that patients requiring a first signature in the community would be able to find a doctor
to sign their form. In fact, in practice it is not necessary to have a signed form from a GP, although a GP
is better placed to oVer counselling and ongoing continuity of care.

D. In practice, it is already the case that only one doctor actually assesses the patient, the other signature is a
mere formality

This might be true, in which case all the more reason to ensure that the current legislation is implemented
in a way that satisfies society that human life is not taken casually, and that women in crisis get the support
they need. One consultation is not enough for such a momentous decision, and does not provide suYcient
guarantee of good practice for such a massive decision. A time of reflection between consultations was
recommended by the previous Commission, and currently unenforced.

E. Requiring 2 signatures adds to the stress a woman would have to endure in seeking an abortion

It is certainly a very distressing to decide on whether to have an abortion. However, the recent medical
evidence shows that having a termination can cause more psychological pathology in the long term,
especially for women who are initially ambivalent. Therefore it is even more incumbent on the medical
profession to ensure it is a decision that is informed, uncoerced and persistent over time.

September 2007

Memorandum 39

Submission from the Maranatha Community

“We must courageously face the fact—finally—that human life of a special order is being taken.

The fierce militants of the Women’s Liberation evade this issue and assert that the woman’s right to bear or not
to bear children is her absolute right.

On the other hand the ferocious Right-to life legions proclaim no rights for the women and absolute rights for
the fetus.

Somewhere in the vast philosophic plateau between the two implacably opposed camps—past the slogans, past
the pamphlets, past even the demonstrations and the legislative threats—lies the infinitely agonizing truth.

We are taking life, and the deliberate taking of life, even of a special order and under special circumstances, is
an inexpressibly serious matter”.

Dr Bernard Nathanson. (Deeper into Abortion)
New England Journal of Medicine. 28 November 1974

1. Inescapable Scientific and Clinical Considerations

1.1 While we respect the intention of the Select Committee to look “only” at the scientific evidence
regarding abortion, there must be a recognition that abortion is not simply a medical or scientific issue. It
is above all a moral or ethical issue. It is, therefore, inappropriate to “hide” behind “science” when science
cannot give an answer as to whether one course of action is “right” or “wrong”.

1.2 There are two basic ethical positions regarding abortion. One is rooted in thousands of years of
Judaeo-Christian tradition, based on the principle that life itself is of inestimable value and that one should
not take life away. Associated with this is the concept of absolute moral values, ie that there are certain
principles that are necessary for a society to function such as to have respect for life, to respect the individual,
to seek truth etc. The other is rooted in a comparatively recent development of pragmatic morality, which
is based solely on utilitarian principles. This position maintains that whatever solves a problem on a
practical level must be considered as moral, that no action is inherently “right” or “wrong” in itself, and that
the ends justify the means. This leads to moral relativism, which depends on the extremely doubtful theory
that circumstances alone dictate what is right and what is wrong.
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1.3 We cannot settle this philosophical argument. We would however wish to point out that in terms of
scientific enquiry, moral relativism, where the end justify the means, becomes a very dangerous concept.
Through following this concept enormous cruelties have been justified in the very recent past. The
consequences of moral relativism are that a decision is being made that a certain type of life, for example
that one of a healthy or young person, is worthy of protection, whereas another types of life is not considered
worthy of protection. It raises the question of who decides whether the life of an old or terminally ill person,
of a disabled baby in the womb, the life of which can be terminated. This is the philosophical basis of
eugenics, a philosophy, which has led to the extermination of millions of people whose only “crime” it was
to have certain characteristics, such as disability, mental illness, or belonging to a certain ethnic/religious
group like the Jews. Scientific developments cannot be considered in isolation from ethical standards.

1.4 Fundamentally, the eugenics argument persists in the abortion debate. It is relevant to note that for
example Marie Stopes, who opened the first family planning clinic and after whose name one of the largest
abortion providers is named, was a eugenicist. In her Radiant Motherhood (1920) she called for the
“sterilization of those totally unfit for parenthood (to) be made an immediate possibility, indeed made
compulsory.” Her The Control of Parenthood (1920) declared that “utopia could be reached in my life time
had I the power to issue inviolable edicts . . . I would legislate compulsory sterilization of the insane,
feebleminded . . .”.

1.5 Similarly, Margaret Sanger, who was the driving force behind the establishment of the International
Planned Parenthood Federation (IPPF), the parent body to national family planning organisations, wrote
an article on “The Eugenic Value of Birth Control Propaganda” where she praised Eugenics as “the most
adequate and thorough avenue to the solution of racial, political and social problems”250 Today, the family
planning movement is at the forefront of calling for widespread access to abortion under the pretence of
“sexual and reproductive rights”.

1.6 Those in favour of easy access to abortion are often called “pro-choice”. Those opposed to abortion
may be called “pro-life”, however some may also call them “anti-choice”. Underlying this discussion is the
issue of choice—that a woman has, or has not—the choice to continue or terminate the pregnancy. However,
the word “pro-choice” is a euphemism, as the embryo/foetus has no choice in this matter whether his or her
life is being taken away. The terminology “pro-choice” therefore should be dropped.

1.7 No-one can disagree that abortion is the deliberate taking away of a life. While there may—or may
not be—“good” reasons given for an abortion (failed contraception, financial problems, unstable
relationship, overcrowded housing, emotional instability, foetal disability, rape, serious threat to maternal
health, etc) the fundamental question remains: can it ever be right to take a life away? If there is societal
consensus that it can be “right” to take a life away, under which circumstances do we agree that life can be
taken away? Is it acceptable to take a life away for financial reasons, for overcrowded housing, or not? Is it
acceptable to take away a life in the case of rape but not “just” for failed contraception? It would be helpful
if the committee could, at least, give consideration these questions, even though, perhaps, there may not be
a universally agreed answer.

In the following sections, we comment on some of the specific questions raised by the Select Committee.

2. The 24-week Upper Time Limit

2.1 We maintain that the 24 week upper limit is by far too high in view of medical developments over the
past decade. The upper limit needs to be lowered and brought into line with the limit of most European
countries, to around 12 weeks.

2.2 Since Parliament last revisited the issue of upper limit to abortion in 1990, there has been a steady
improvement in the survival of extremely premature babies so that the majority of 24-week-old premature
babies survive. In some centres, the majority of infants born at 23 weeks gestation survive. There has been
a recent report of an infant born after 21 weeks’ gestation surviving.251

2.3 A recently published study found a significant improvement in rates of survival and major
neurodevelopmental impairment in extremely low gestational age.252 Infants were born at 23 to 27 weeks of
gestation. Outcomes at one year adjusted age were compared for two epochs of birth: “epoch 1”, July 1990
to June 1995 and “epoch 2”, July 1995 to June 2000. The average survival of extremely low gestational
infants as a percentage of live births, was 67% in epoch 1 (1990-1995) and 71% in epoch 2 (1995–2000). Major
neurodevelopmental impairment was present in 20% of survivors in epoch 1 and 14% in epoch 2. In Epoch
1 11% of 23 weeks gestation infants survived. In Epoch 2 this had more than doubled to 25%; similarly in
Epoch 1 44% of 24 weeks gestational infants survived, whereas in Epoch 2 60% survived.

250 Margaret Sanger. The Eugenic Value of Birth Control Propaganda. Birth Control Review, October 1921.
251 Olga Craig. Amillia shows 24 weeks is too late to abort. Sunday Telegraph, 25/02/2007.
252 Washburn, LK et al. Survival and major neurodevelopmental impairment in extremely low gestational age newborns born

1990–2000: a retrospective cohort study. BMC Pediatr. 2007; 7: 20.
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2.4 A 15-year study of infants born between 23 and 26 weeks’ gestation at one US specialist neonatal
centre show a consistent improvement in outcome. Between 1986 and 1990, 40% of extreme premature
infants of 23 weeks survived, this increased to 66% in the period between 1996 and 2000. The improvements
in survival rates for infants born at 24 weeks were 49% for the earlier and 81% for the later period. Survival
rates for infants born at 25 and 26 weeks are now 85 and 93% respectively.253

2.5 A particularly distressing situation occurs if, after abortion, the baby is born alive. A recent survey
in the North West of England showed that there were 31 cases between 1996 and 2001. Some of the babies
surviving the abortion were at 18 weeks’ gestation and more than half under 22 weeks gestation. The babies
lived for between 5 minutes and four hours after the termination. Some of the babies started breathing and
gave an audible cry. The authors of the study recommended counselling women prior to the terminations
that their baby might be born alive.254

2.6 The current abortion limit, allowing abortions up to 24 weeks therefore needs to be brought down
significantly, as in some centres the majority of babies born after 23 weeks gestation survive.

2.7 We suggest that the upper limit be brought in line with the majority of European countries, which is
12 weeks.255 The following European countries, all of which have a lower abortion rate than the UK, have
12 week limits: Austria, Belgium, Denmark, France, Germany, Greece, Italy, Luxembourg and the
Netherlands (13 weeks). Portugal has a 16 weeks limit, Sweden 18 weeks, and Spain 22 weeks. The only
European country with the same high gestation limits as the UK is Finland (24 weeks).

3. Definition of “Serious Abnormality”

3.1 Abortion for “serious abnormality” is a problematic issue. This is fundamentally an ethical issue,
whether or not life is worthy of preservation, even though there is the chance of an abnormality. The
philosophical term which best describes this practice is eugenics, a rarely used term in view of its association
with the euthanasia programme initiated in Nazi Germany in the 1930s and 1940s.

3.2 There has been the widely reported case of Joanna Jepson, a curate in the Church of England, who
brought a legal challenge against the Police for failure to prosecute as illegal the late termination of a baby
with cleft lip. This has highlighted the issue that there is no universally acceptable definition of disability.

3.3 Conversely, as there is the possibility of having an abortion for a baby with disability, there is the
possibility of medical error, ie that a healthy baby may be aborted. It has been estimated recently, that if all
pregnant women underwent amniocentesis for Downs syndrome it could lead to the termination of 3,200
healthy babies a year. As all antenatal tests have a false positive rate (ie the test suggests that the baby has
Downs syndrome, while the baby is in fact healthy) there would be 160 healthy babies aborted for every 50
cases of Down’s or Edwards Syndrome detected.256

3.4 There is anecdotal evidence which ties in with our experience that if through antenatal tests the
possibility of a disability is raised, parents are being pressurised into having a termination, which some
parents find diYcult to resist.257 It appears that the “default” procedure after the diagnosis of a foetal
disability, however minor, is termination. We are aware of a recent case, where parents have been told that
their unborn child—at that time 30 weeks gestation—could have slightly shorter legs and may have
dwarfism. A termination was oVered, which the parents refused. They had a healthy baby some weeks later.

3.5 In this context we would like to draw attention to a statement made by the Disability Rights
Commission (DRC), a disability rights watchdog set up by the government. The DRC has labelled the
Abortion Act as discriminatory, as it allows for abortions to be carried out at any time during pregnancy
if there is a significant risk of the baby being born seriously disabled. The DRC stated:

The Abortion Act “reinforces negative stereotypes of disability and there is substantial support
for the view that to permit terminations at any point during a pregnancy on the ground of risk of
disability, while time limits apply to other grounds set out in the Abortion Act, is incompatible
with valuing disability and non-disability equally. In common with a wide range of disability and
other organisations, the DRC believes the context in which parents choose whether to have a child
should be one in which disability and non-disability are valued equally”.258

This statement is particularly relevant, as the Government are currently embarking on a major review of
anti-discrimination legislation.259

3.6 We therefore believe that there ought to be clear guidance on what constitutes “serious disability” in
the context of the Abortion Act.

253 HoekstraRE et al. Survival and long-termneurodevelopmental outcome of extremely premature infants born at 23–26weeks’
gestational age at a tertiary center. Pediatrics. 2004 Jan;113:e1-6.

254 Vadeyar S, et al. Neonatal death following termination of pregnancy. BJOG: 2005:112, 1159–1162.
255 http://news.bbc.co.uk/1/hi/world/europe/6235557.stm<top
256 Rebecca Smith. Down’s syndrome test “risk to healthy babies’. Telegraph 20.8.2007.
257 Should only healthy babies be born? BBC News. 19.3.03.
258 Abortion Act “discriminatory’. BBC News. 21.8.2001.
259 A Framework for Fairness: Proposals for a Single Equality Bill for Great Britain—A Consultation Paper. Department for

Communities and Local Government.
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4. Demographic Impact of Abortion

4.1 One area of the abortion debate is frequently not considered: After more than 6 million legal
abortions since 1967, what has been the demographic impact of abortion on the total population and what
are the projections for the next decade?

4.2 It is beyond doubt that the increase in the abortion rate has contributed to the decline in the birth
rate since 1968. For several years after 1968, the shortfall of fertility below replacement level was
approximately equal to the abortion rate. However in recent years the abortion rate has exceeded this.

4.3 Using a mathematical model in order to assess the demographic impact of abortion, “Lost
Generations” have been computed to illustrate what the population might have been had there not been
legalised abortion. The First Lost Generation is based on abortion numbers, assuming that 90% of abortions
could have been live births six months later. The Second Lost Generation is then the children of the First
Lost Generation whose fertility follows a birth rate augmented by 90% of the abortion rate. The Third Lost
Generation is the children of the Second and grandchildren of the First. The 10% of abortions assumed not
to have been possible live births are assumed to have been miscarriages or stillbirths, legal abortions on
limited grounds or illegal abortions under the old law had it been enforced after 1968.

4.4 The absence of the Lost Generations results in the working age population that is 6.07 million (or
6.7%) smaller than it would have been had 90% of the aborted foetuses become live births. As a result of
abortion, the working age population in 2017 is forecast to be 10.9% smaller (7.56 million in absolute
numbers) than it might have been. The projection for 2027 is a reduction of the working age population of
11.3% (or 9.54 million) than it might have been without abortion.260

5. The Risk of Early Abortion Versus Pregnancy and Delivery: Mortality

5.1 The Guidance issued by the Royal College of Obstetricians and Gynaecologists makes an astonishing
statement:.

“( . . . ) abortion is safer than continuing a pregnancy to term”.261

Taking into account the wording of Section C of the Abortion Act (by far the most common cause for
terminations is under Section C) which allows an abortion if:

“the continuance of the pregnancy would involve risk, greater than if the pregnancy were
terminated, of injury to the physical or mental health of the pregnant woman”.

5.2 If indeed, abortion is safer than continuing a pregnancy to term, then, according to the wording of
the Abortion Act, essentially every pregnancy could—or perhaps even should—be terminated as it would
be in the interest of the mother.

5.3 However, the statement that abortion is safer than continuing a pregnancy is based on abortion-
related mortality. based on the Confidential Enquiry into Maternal Deaths. However, we are not convinced
that oYcial data regarding the abortion-related mortality are accurate. Death certificates rarely mention
abortion and there is evidence that—if one relies on death certificates alone—abortion-related deaths are
not recognised.262

5.4 Better data can be achieve through record-linkage studies. A Finnish record-linkage study found that
the maternal death rate after abortion was nearly three times greater than the maternal death rate after child
birth.263 The all (natural) cause mortality rates for women who were pregnant or within 1 year of pregnancy
termination was compared among Finnish women for a 14-year period, 1987 to 2000. The age-adjusted
mortality rate for women during pregnancy and within 1 year of pregnancy termination was 36.7 deaths per
100,000 pregnancies. Maternal deaths within 12 months of end of pregnancy (per 100,000 women) in Finnish
population:

Births 28.2/100,000.

Miscarriage 51.9/100,000.

Induced abortions 83.1/100,000.

260 Dr Patrick S Carroll, PAPRI, (Pensions And Population Research Institute), personal communication; August 2007.
261 Royal College of Obstetricians and Gynaecologists; The Care of Women Requesting Induced Abortion. September 2004;

p 29.
262 Horon IL Underreporting of Maternal Deaths on Death Certificates and the Magnitude of the Problem of Maternal

Mortality. American Journal of Public Health; 2005, 95, 478V.
263 Gissler M, Berg C, Bouvier-Colle MH, Buekens P. Pregnancy-associated mortality after birth, spontaneous abortion, or

induced abortion in Finland, 1987–2000. Am J Obstet Gynecol. 2004 Feb;190(2):422–7.



3789251039 Page Type [O] 13-11-07 01:13:34 Pag Table: COENEW PPSysB Unit: PAG1

Science and Technology Committee: Evidence Ev 197

5.5 This study shows a nearly three-fold increase in total mortality after termination compared to
carrying a pregnancy to term. The increased number of deaths after abortion are due to an increased number
of violent deaths such as accidents, suicides and homicides but also an increase in overall mortality due to
medical causes.

5.6 Using record-linkage among low-income Californian women also found a significant increase in
mortality after abortion compared to pregnancy. This study noted that compared to women who delivered,
women who had an abortion had a 60% increased mortality due to all causes, a 150% increased risk of suicide
(after controlling for pre-existing psychiatric conditions) and an 80% increased risk of deaths from accidents
over an eight-year period.264

5.7 The Finnish and Californian studies show very clearly that abortion is not safer than continuing a
pregnancy to term. We therefore urge the Royal College of Obstetricians and Gynaecologists to revise their
guidance in the very near future.

6. The Risks of Early Abortion Versus Pregnancy and Delivery: Psychological and Psychiatric
Consequences After Abortion

Abortion is not such a harmless procedure. It has significant emotional consequences. In light of recent
evidence, the psychological harm done through abortions can no longer be ignored.

6.1 Increase in suicide after abortion

6.1.1 Suicide rate. Studies from three diVerent countries find a significant increase in suicide rate after
abortion which is up to six times higher than after childbirth.

6.1.2 Finnish data find a six-fold increase in suicide rate after abortion1:265

Maternal suicide rate within 12 months of end of pregnancy (per 100,000 women):

Births 5.9/100,000.

Miscarriage 18.1/100,000.

Induced abortions 34.7/100,000.

The authors state: “rather than being a relief, an abortion for them may be additional proof of their
worthlessness and might contribute to suicidality and to the decision to commit suicide.” The researchers
also noted that only 11% of the suicides following pregnancy had this connection reported in their death
certificate. Therefore there is a significant problem with underreporting of suicides following pregnancy
outcome, especially abortion.266

6.1.3 Data from Wales. A study examining the eVect of abortion on suicides was carried out in Wales
among a population of 408,000 women.267 Morgan and colleagues studied hospital admissions for
attempted suicide among women post abortion, post miscarriage and postnatal. Following induced
abortion, there was a doubling of suicide attempts compared to women who delivered normally.

6.1.4 A recent US study examining the medical records of over 173,000 low-income women who
underwent a state-funded delivery or induced abortion in 1989. 8 years later, the suicide rate among aborting
women was over 2.5 times the rate among women who had delivered:268

Deaths due to suicide in women who delivered a baby 23.9/100,000.

Deaths due to suicide in women who had an induced abortion 62.0/100,000.

Violent deaths in women who delivered a baby 233/100,000.

Violent deaths in women who had an abortion 428/100,000.

The mortality due to violent deaths (accidents, suicides and homicides) was 80% higher among women
who had an abortion compared to women who had given birth.

264 Reardon DC et al. Deaths associated with pregnancy outcome: a record linkage study of low income women. Southern
Medical Journal 2002: 95;834–41.

265 Gissler M, Hemminki E, Lonnqvist J. Suicides after pregnancy in Finland 1987–1994. British Medical Journal 1996; 313;
1431–4.

266 Gissler M, Hemminki E, Lonnqvist J. Letters section/Authors reply: Suicides after pregnancy in Finland 1987–1994. British
Medical Journal 1997; 314; 902–3.

267 Morgan C L et al. Suicides after Pregnancy. Mental health may deteriorate as a direct eVect of induced abortion. British
Medical Journal 1997; 314: 902–3.

268 Reardon DC et al. Deaths associated with pregnancy outcome. A record linkage study of low income women. Southern
Medical Journal 2002; 95: 834–41.
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6.2 Increase in violent deaths after abortion

The increase in violent deaths and deaths due to accidents after abortion was also observed in Finland,
where after abortion, there was a five-fold increase in mortality due to accidents and a ten-fold increase in
mortality due to homicide after induced abortion.269

PREGNANCY-ASSOCIATED MORTALITY PER 100,000 PREGNANCIES

Spontaneous abortion or
Pregnancy or birth ectopic pregnancy Induced abortion

All external causes 9.6 34.6 60.0
Unintentional injuries 3.9 14.3 (NS) 20.4
Suicide 5.0 16.0 (NS) 31.9
Homicide 0.7 4.2 (NS) 7.7

All data are statistically significant apart from (NS).

6.3 Increase in psychiatric hospitalisation after abortion

Other “hard” data showing an increase in psychiatric morbidity after terminations are shown due to
increased psychiatric hospitalisation after abortion. This study only included women with no previous
psychiatric history. After abortion, twice as many women had to be admitted to a psychiatric unit for
conditions such as adjustment disorder or single/recurrent depressive psychosis. The risk of admission for
bipolar disorder was increased threefold after abortion.270

6.4 Increase in substance misuse after abortion

There is an increased risk of substance misuse after termination compared to women who continued with
their pregnancies. A recent review of a large number of studies investigating this area found women who
had an abortion were two to six times as likely to develop substance and/or alcohol abuse following abortion
compared to women who continued with the pregnancy.271

6.5 Increase in psychiatric morbidity after abortion

Perhaps one of the most significant recent studies examining adverse psychological eVects after abortion
is a 25 year longitudinal study from New Zealand. This study followed 500 young women from birth up to
age 25 with regular measurements of mental health. After adjusting for confounding factors, those women
who had an abortion experienced twice the risk of anxiety disorder, three time the risk of major depression,
four times the risk of suicidal ideation and over six times the risk of illicit drug addition compared to those
who had given birth. The data analysis controlled for variables such as social background, education,
ethnicity, previous mental health and exposure to sexual abuse.272

In view of the above evidence, the RCOG statement that “( . . . ) abortion is safer than continuing a
pregnancy to term”.273 cannot be maintained and needs to be revised urgently.

7. Medical Abortions, Home Abortions and Nurse-led Abortions

7.1 Fundamental to the safety issues surrounding both home abortions and nurse-led abortions is the
safety of the medical abortion regime, based on the use of two drugs, mifepristone (RU-486) and a
prostaglandin, usually misoprostol. As mentioned in the previous section, abortions, whether carried out
at home or performed in a hospital setting, have serious adverse physical, emotional and spiritual
consequences.

7.2 Medical Abortion. Royal College of Obstetricians and Gynaecologist (RCOG) guidance (Royal
College of Obstetricians and Gynaecologists. The Care of Women Requesting Induced Abortion.
September 2004) recommends medical abortion using mifepristone plus prostaglandin as the “most eVective

269 Gissler M et al. Injury deaths, suicides and homicides associated with pregnancy, Finland 1987ı2000. European Journal of
Public Health, 2005:5, 459–463.

270 ReardonDC. et al. Psychiatric admissions of low-incomewomen following abortion and childbirth. CMAJ2003;168:1253–6.
271 Coleman P K. Induced Abortion and Increased Risk of Substance Abuse: A Review of the Evidence. Current Women’s

Health Reviews, 2005, 1, 21–34.
272 Fergusson, DM et al. Abortion in young women and subsequent mental health. Journal of Child Psychology and Psychiatry

47:1 (2006), 16–24.
273 Royal College of Obstetricians and Gynaecologists; The Care of Women Requesting Induced Abortion. September 2004;

p 29.
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method of abortion at gestations of less than 7 weeks” and describes medical abortion as “appropriate
method for women in the 7–9 week gestation band.” According to the RCOG guidance, this method,
however, can be used up to 24 weeks as it “has been shown to be safe and eVective.”

7.3 Safety and side eVects. In trials, almost all women using mifepristone for medical abortions
experienced abdominal pain or uterine cramping; and a significant number experienced nausea, vomiting,
diarrhoea. Vaginal bleeding or spotting lasts on average of nine to 16 days, while up to 8% of patients bleed
for 30 days or more. Pelvic inflammatory disease (PID), a serious complication, occurred in about 1% .
Between 4.5 and 7.9% of women required surgical intervention following medical termination for a variety
of reasons, including treatment of bleeding, incomplete expulsion of the pregnancy and ongoing pregnancy
after medical abortion. It is estimated that medical abortions are 5 to 10 times as likely to “fail” as surgical
ones, therefore requiring surgical intervention in a then advanced pregnancy.274

7.4 Mortality. By early 2006, at least 5 women had died in North America (5 in US and 1 in Canada) as
a result of taking Mifepristone followed by misoprostol. In the UK, there have been two possible cases of
death following medical termination.275

7.5 Four of the US fatalities and the Canadian fatality resulted from infections with an virulent bacterium
(Clostridium sordellii) The cases have been described as deaths due to endometritis and toxic shock
syndrome associated with this bacterium that occurred within one week after medically induced
abortions.276 The disturbing features were that all the women who died were young and healthy; they had
apparently successful terminations with no complications, the initial presentation of the toxic shock
syndrome were unspecific abdominal cramps, which commonly occur after medical termination, and all
women died within 5 days of administration of medication. All died less than 24 hours after hospital
admission. Of note is that all five women who died of infections had inserted misoprostol vaginally. It is
estimated that around half of medical abortions carried out in the UK use vaginally administered
misoprostol.

7.6 Medical abortion has ten times the mortality of surgical abortion. A recent review concludes that the
risk of death with medical termination, while low (1 in 100,000), is still 10 times greater than that with
surgical abortion.277 As a result about these safety concerns, a number of US doctors have been quoted as
expressing serious concerns about the safety of medical abortions and some have actually stopped providing
medical abortions altogether.278

7.7 There has been a case report of an adolescent girl dying following self-administration of misoprostol
in order to induce abortion.279

8. Conclusions

8.1 For the past 40 years there has been a steadily growing recognition of the immense social and clinical
significance of abortion and of its real dangers to society, which we believe ought to be considered by the
Select Committee on Science and Technology.

8.2 There is growing recognition that the physical, emotional, spiritual and social consequences of
abortion have been widely underestimated.

8.3 Many matters such as the reality of foetal memory and evidence that the unborn child appears to feel
pain and discomfort cannot continue to be ignored and are radically changing public attitudes to the value
and sanctity of life in the womb. We believe the Select Committee cannot ignore this.

8.4 We believe that it is crucial that the Committee should not divorce issues of ethics and morality from
their scientific inquiries.

8.5 There is now suYcient scientific and clinical evidence available to the members of the Committee to
warrant them pressing for a fundamental reconsideration of all policies, which have led to the unprecedented
level of abortion in our country today.

September 2007

274 FDA-approved Data sheet on Mifepristone [Mifeprex, Danco Laboratories], July 2005; www.fda.gov/cder/foi/label/2004/
020687lbl—Revised.pdf

275 Written Answer by Rosie Winterton, House of Commons, Hansard; 28 April 2004.
276 Fischer M, et al. Fatal toxic shock syndrome associated with Clostridium sordellii after medical abortion. N Engl J Med.

2005;353:2352–60; and: Sinave C, et al. Toxic shock syndrome due to Clostridium sordellii: a dramatic postpartum and
postabortion disease. Clin Infect Dis. 2002;35:1441-3.

277 Creinin M, et al. Mortality associated with mifepristone-misoprostol medical abortion. MedGenMed. 2006;8:26.
278 Some Doctors Voice Worry Over Abortion Pills” Safety. New York Times; April 1, 2006.
279 Henriques A, et al. Maternal death related to misoprostol overdose. Obstet Gynecol. 2007;109:489–90.
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Memorandum 40

Submission from Alive and Kicking

1. Introduction

1.1 Alive and Kicking (A&K) is an alliance of the following organisations:

— CARE;

— Christian Medical Fellowship;

— Comment on Reproductive Ethics;

— Evangelical Alliance;

— Guild of Catholic Doctors;

— Lawyers” Christian Fellowship;

— LIFE;

— ProLife Alliance;

— Real Choice; and

— Student LifeNet

1.2 A&K is seeking review of the abortion law in the light of new sociological, medical and scientific
information relating to the practice of abortion. We welcome the Committee’s inquiry and we are grateful
for the opportunity to contribute.

1.3 As most of the member organisations of A&K have made submissions to this inquiry, we will not
reiterate evidence that has been already submitted. Instead we will outline the terms of our campaign and
the evidence for support for a change in the law on abortion.

2. Aims and Objectives

2.1 A&K’s near-term objective is to halve the yearly abortions through the following measures:

— an immediate, substantial reduction in the upper age limit for abortion;

— eliminating the discriminatory abortion of disabled babies up to birth;

— proper enforcement of the abortion law as originally intended;

— a prohibition of abortions for social convenience;

— a Charter of Informed Consent drawn up to ensure women are made aware of medical and
psychological risks associated with abortion;

— a cooling-oV period between diagnosis of pregnancy and access to abortion;

— provision of compassionate alternatives to abortion;

— increasing support for families with disabled children; and

— guaranteed regular reviews of the abortion law.

3. Support for a Change in the Law on Abortion

3.1 63% of MPs support a reduction in the 24-week upper age limit.280

3.2 Nearly two-thirds of the public want the 24-week upper age limit reduced.281

3.3 More than three-quarters of women support a reduction in the 24-week upper age limit.282

3.4 76% of the public think that aborting a baby at six months is cruel.283

3.5 Nine out of ten MPs want the abortion law to be under continuous review in light of advances in
medical science.284

3.6 A public opinion poll found that 81% of those who expressed an opinion believe that ways should be
found of reducing the 200,000 abortions performed each year in Britain.285

3.7 A recent poll of medical professionals in Pulse magazine found that one quarter of doctors refused
to refer for abortion and one fifth said it should not be legal.286

280 Communicate Research survey of 154 MPs, June 2005.
281 YouGov/Daily Telegraph poll of 2432 GB adults, August 2005.
282 Ibid.
283 Communicate Research poll, May 2006.
284 Communicate Research survey of 154 MPs, June 2005.
285 Communicate Research poll of 1005 GB adults, October 2005.
286 Pulse magazine survey, May 2007.
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3.8 Even leaders in the pro-choice lobby accept that “Women can already get early abortion more easily
than ever under the existing law . . .”287 whilst others accept that change must happen.288

3.9 The desire to establish a joint committee to examine abortion legislation was supported by 158
members of Parliament who signed Early Day Motion 2379, which stated:

“. . . this House endorses Recommendation 77 of the Report of the Science and Technology
Committee, Human Reproductive Technologies and the Law; and calls on the Government to set
up a joint committee of both Houses to consider the scientific, medical and social changes in
relation to abortion that have taken place since 1967, with a view to presenting options for new
legislation.”

4. Concluding Remarks

4.1 Abortion law has not been reviewed for 17 years. Whilst there is certainly a growing Parliamentary
and public consensus that it should be revisited, we trust that any reform will only be undertaken after
extensive and in-depth research into the various issues at stake.

September 2007

Memorandum 41

Submission from the Society for the Protection of Unborn Children

Introductory Comments

1. The Society for the Protection of Unborn Children (SPUC) welcomes an evidence-based approach by
the Committee for its inquiry into “Scientific Developments Relating to the Abortion Act 1967” particularly
with regard to the eVect of abortion on women’s health and to new scientific evidence relating to the foetus.

2. SPUC notes that the Committee is choosing not to address the very substantial moral and ethical
questions associated with abortion time limits, but welcomes its consideration of important issues associated
with the scientific evidence in each of the other aspects of its inquiry.

Developments in Medical Interventions and Examination Techniques that may inform Definitions
of Foetal Viability—1(a)

3. If foetal viability determined the acceptability of abortion then the restoration of the pre-1990 situation
would be demanded so that the baby’s viability was a restraining factor. Well before 1990, some babies
survived prior to 24 weeks, and the eVect of specifying that time limit and eliminating viability as a
consideration was to ensure that viable babies up to 24 weeks could be killed in utero under any grounds in
the Abortion Act. However, any decision to permit or prohibit abortion based on time limits is
fundamentally a decision based on ethical considerations, not scientific or medical ones.

4. The question of foetal sentience has been considered by some to inform the choice of time limits for
abortion. While this is a much debated question, the probability that the foetus will experience pain during
an abortion has led the RCOG to recommend foetal anaesthesia at least for very late abortions. Such
guidance underlines the poor situation of the human foetus in comparison with say laboratory animals or
livestock.

Scientific or Medical Definition of Serious Abnormality—1(b)

5. Science and medicine are able to identify, define and categorise a wide range of disabilities, from those
that are minor to those that are life threatening. With advances in genetics over recent decades, it is more
rather than less diYcult to define the parameters of disability. For example, genes that confer predispositions
for serious illnesses that may occur early or late in life are making it possible to identify yet-to-be-expressed
disability. This knowledge will likely create more diYcult decision-making with regard to abortion. The
question of what constitutes a serious abnormality will always remain an ethical one, for a value judgement
of some type or another will have to be applied. And in the context of abortion this means a value judgement
about whether certain lives are worth living.

6. It is SPUC’s conviction that no human life, in utero or otherwise, should be judged inferior according
to the level of disability, or by comparison with what is considered “normal”. Judgements made about the
value of disabled human life in utero have serious implications for how other people with disabilities are

287 Article by Ellie Lee, Marie Stopes International lets women down, 3 April 2005. www.prochoiceforum.org.uk/ocr—abort—
serv3.asp

288 “We do feel that in light of medical developments the upper limit should come down.” Tim Black, Chief Exec., Marie Stopes
International, Sunday Times 3 April 2005.
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valued in our community. In any case, it is worth noting that the majority of people with disabilities acquired
them after birth as a result of accidents, so terminating the lives of disabled foetuses cannot address the
“problem” of disability.

7. If 1(b) is being raised as a result of perceived lack of access to abortion by parents of children with
disability, then SPUC would like to raise the equally significant matter of the social and financial pressures
on families caring for children with disabilities. It is extremely important to ensure that social services exist
such that there is no pressure for abortion placed on parents whose unborn child is diagnosed with a
disability.

Relative Risks of Early Abortion versus Pregnancy and Delivery—2(a)

8. SPUC is aware that a large body of literature exists with regard to 2(a). However, an important point
needs to be made about comparisons between surgical abortion and medical abortion using RU486.
Comparisons have been made that suggest equivalence between the risks of surgical and medical abortion;
however, an accurate comparison must correctly compare data at similar gestations, since abortions using
RU486 typically occur in the first trimester. When this is done, medical abortions are significantly riskier
than surgical ones. For example, quoted mortality figures suggest a 10-fold increase in mortality for RU-
486 medical abortion as compared with surgical abortion for similar gestational age.289

Role Played by the Requirement for Two Doctors Signatures—2(b)

9. If the reason for consideration of 2(b) is that there is widespread disregard for this requirement (that
is, pre-signed blank forms, or doctors willing to sign without assessing thewoman’s situation) then we would
argue that abuse of the law is not grounds, in and of itself, to relax the law. Reducing the already much-
abused curbs on abortion will lead to more abortions, including more abortions on women who choose
abortion because of adverse pressures or the hostility of other people to their pregnancy. Our impression is
that woman very rarely want abortions, but many have abortions because of such external constraints.

10. If the reason for 2(b) is that fewer doctors either want to carry out abortions or even want to
participate in any way, then it is inappropriate to relax the requirement for two doctors’ signatures to
circumvent the reality that abortion itself is problematic for many doctors. There have over many years been
attempts to make doctors act contrary to their conscience by requiring them to refer a patient to another
doctor who has no conscientious objection to abortion.290 For a medical practitioner who conscientiously
objects to a practice, the requirement to refer a patient to another practitioner who does not conscientiously
object was recently recognised by the Joint Committee on Human Rights (12th Report, 2003–04 session) as
constituting a breach of Article 9(1) of the European Convention on Human Rights.291 The Joint Committee
rightly recognises that referral that will lead to the provision of an abortion represents “participation in
abortion”. That is, such referral constitutes an unacceptable degree of cooperation in an abortion by making
an essential contribution in the chain of events culminating in the abortion.292 For those who conscientiously
object to abortion, demanding that they make a referral like this is unfair and unreasonable.

11. If another reason for 2(b) is that some feel it is oVensive and patronising for women to seek two
doctors’ signatures, it is important to note that this requirement reflects the distinct nature of abortion
among medical procedures—to begin with, it is most typically performed on healthy women and foetuses.
It has no proven therapeutic benefits. In addition, in the public conscience there is recognition of the unique
position held by abortion. For example, research in Britain in 2006 found that 65% of women said the
“woman’s right to choose” should always outweigh the rights of the unborn. However, 55% of women
thought that the overall number of abortions should be reduced. 85% felt that more support should be
directed to help women to keep their babies as opposed to 8% who wanted access to abortion made easier.293

Public misunderstanding of abortion practice was highlighted by the fact that more than two-thirds of
women (68%) thought that disability in the baby was one of the most common reasons for abortion.

289 Fischer M, et al Brief Report: Fatal Toxic Shock Syndrome Associated with Clostridium sordellii after Medical Abortion.
NEJM, 1 December 2005, Vol 353, No 22, p 2,352–60; see also Greene, M NEJM, 1 December 2005, Vol 353, No 22, p 2,318).

290 Ibid, See also, eg: National Health Service (General Medical Services Contracts) Regulations 2004, Schedule 2, Regulation
16, Contraceptive services 3(2)(e), which, despite the terms of the Abortion Act, demand: “where the contractor has a
conscientious objection to the termination of pregnancy, prompt referral to another provider of primary medical services who
does not have such conscientious objections.”

291 House of Lords House of Commons Joint Committee on Human Rights Scrutiny of Bills: Fifth Progress Report, Twelfth
Report of Session 2003–04, p 26, see http://www.publications.parliament.uk/pa/jt200304/jtselect/jtrights/93/93.pdf

292 Helen Watt, Cooperation Problems in Biomedical Research, The Linacre Centre for Healthcare Ethics. Available at http://
www.linacre.org/coop.html

293 Communicate Research, Choose Life poll, May 2006.
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The Practicalities and Safety of Allowing Nurses or Midwives to Carry Out Abortions or of
Allowing the Second Stage of Early Medical Abortions to be Carried Out at the Patient’s
Home—2(c)

12. SPUC is concerned that 2(c) may be more related to financial and time considerations (and
conscientious objection on the part of doctors) and, if implemented, act at the expense of women’s health
and wellbeing. Both on the grounds of medical competency and accountability, SPUC considers the
proposal to allow nurses or midwives to conduct abortions to constitute a risk to women’s health.

Evidence of Long-term or Acute Adverse Health Outcomes from Abortion or from the Restriction
of Access to Abortion—3

13. SPUC hopes that the Committee will take into account the distinction between early and later
abortion when considering the eVects on women’s health and wellbeing, as the research on women’s health
is quite distinctly divided according to gestational age, and the experiences of women diVer according to
gestational age—see below.

14. SPUC notes that no meaningful answer to point 3 is possible. It requires comparing women who
obtain an abortion with women who sought one but were unable to obtain it. Such research would be
unacceptable both to those who believe in “a woman’s right” and those who recognise abortion as a
homicide. In most countries where good data are available, most women are able to obtain abortions.
Historical comparisons are useful to a small degree, but the social, economic, cultural and health
circumstances will render data non-comparable.

15. Comparisons of developed nations where abortion is widely available with developing nations where
abortion is not widely available are unreliable, particularly because of significant diVerences in general
healthcare, sanitation and living standards. Claims are often made that restricting abortion results in poorer
maternal health outcomes, higher maternal and child mortality and so forth. These outcomes are
confounded by the non-comparable contexts in terms of social, medical and financial resources available to
families. These claims also tend to rest on the assumptions that abortion can be performed with similar
mortality and morbidity rates in the developing world as in western clinics and hospitals, and that women
with poor outcomes, large families, poor finances and poor health would have sought abortion if available.
The evidence for these assumptions is lacking, and the latter assumption is likely in itself to be deeply
oVensive to these women.

The Importance of Pre-abortion Factors in Long-term or Acute Adverse Health Outcomes of
Abortion for Women—3

16. Motivating factors underlying abortion decisions are important because they sometimes increase the
risk of certain post-abortion outcomes, specifically mental health ones. For example, if a woman is
motivated to have an abortion because of foetal disability, her risk of psychological harm is heightened.294

17. A decision to have an abortion is more complex than simply not intending to become pregnant.295

Whilst some women are motivated to seek abortions because of incest, rape, fetal abnormality or maternal
health, these represent a small percentage of total abortions.296 In the majority of cases the factors that
motivate women to consider abortion include relationship problems, pressure from partners and family
members, study and career aspirations, financial diYculties, lack of confidence as a mother, and lack of
community support.297 It is also possible that the perceived public acceptance of abortion could contribute
to a decision to abort. An equally potent idea is a perceived public disapproval of some women becoming
mothers (eg young, poor, or disabled women)—this may influence a woman’s decision, especially if she has
little support from family and friends to continue with her pregnancy, even if she wants to.

18. Adverse health outcomes for women may also result from the known strong association between
abortion and domestic violence and the abuse of women.298 Furthermore, because depression and depressed
mood are common in pregnancy, they may contribute to an abortion decision.299

19. With a major decision such as abortion, it is not surprising that ambivalence is common.300 What is of
particular concern is the relationship between ambivalence and the development of long-term post-abortion
psychological distress.301

294 White-Van Mourik MCA, Connor JM and Ferguson-Smith MA (1992) The psychosocial sequelae of a second-trimester
termination of pregnancy for fetal abnormality. Prenatal diagnosis 12: 189–204.

295 Bankole A, Singh S and Taylor H (1998) Reasons why women have induced abortions: evidence from 27 countries.
International Family Planning Perspectives 24(3).

296 In England and Wales, 97% of abortions are performed on grounds C or D, which are open to broad interpretation, and
widely claimed to permit abortion on demand. Department of Health, Abortion Statistics, England and Wales (various years).

297 Allanson S & Astbury J (1995) The abortion decision: reasons and ambivalence. J Psychosom Obstet Gynecol 16: 123–136.
298 Hedin LW & Janson PO (2000) Domestic violence during pregnancy: the prevalence of physical injuries, substance use,

abortions and miscarriages. Acta Obstet Gynecol Scand 79: 625–630.
299 Burgoine GA et al (2005) Comparison of perinatal grief after dilation and evacuation or labor induction in second trimester

terminations for fetal anomalies. Am J Obstet Gynecol 192(6): 1,928–1,932.
300 Trnbom M et al (1999) Decision-making about unwanted pregnancy. Acta Obstet Gynecol Scand 78: 636–641.
301 Sderberg H, Janzon L and Sjberg NO (1998) Emotional distress following induced abortion. A study of its incidence and

determinants among abortees in Malm, Sweden. Europ J Obstet Gynecol Reprod Biol 79: 173–8.
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20. Two other risk factors for later psychological distress are moral opposition to abortion and abortion
for foetal disability. Women sometimes have abortions despite being morally opposed to them,302 which
suggests the presence of strong coercive influences towards abortion. There are more negative post-abortion
eVects when women are morally opposed to abortion.303 Abortions for foetal disability or disease lead to
more severe consequences not only for the woman but also for her partner. Numerous studies have identified
a high incidence of negative emotions,304 psychological distress,305 post-traumatic symptoms306 and somatic
complaints.307

Physical Effects of Abortion

21. Risk of death resulting directly from complications during abortion is rare; however, when deaths
from all causes are examined in the first year following an abortion, several studies have identified an
increased risk compared either to giving birth or never being pregnant. Causality has not been confirmed,308,

309, 310 but various explanations may be considered. Women who have abortions may already take more risks
or care less for their health. Alternatively, they may experience stress after an abortion that is linked to it.311

22. There is an increased risk of premature delivery312 and very premature delivery313 in future
pregnancies among women who have had abortions.

23. Infection can result from abortion, leading to an increased risk of infertility.314 This risk is particularly
relevant where there is a pre-existing genital infection.315 This is often dismissed as being unrelated to the
abortion procedure, but clearly the procedure can facilitate the spread of infection in the reproductive
system.

24. Abortion is a risk factor for later miscarriage.316, 317

25. Although the risk is slight, abortion increases the risk of uterine perforation during subsequent
abortions.318

26. Previous abortion is a risk factor for placenta praevia,319 although not when the method used is
vacuum aspiration.320

27. Abortion may confer a risk for low birth weight in later pregnancies,321 although this association may
be weak.322

302 Allanson S & Astbury J (1995) Op Cit.
303 Rue VM, Coleman PK, Rue JJ and Reardon DC (2004) Induced abortion and traumatic stress: a preliminary comparison

of American and Russian women. Medical Science Monitor 10(10): SR5-16.
304 White-Van Mourik MCA, Connor JM & Ferguson-Smith MA (1992) Op Cit.
305 Davies V et al (2005) Psychological outcome in women undergoing termination of pregnancy for ultrasound-detected fetal

anomaly in the first and second trimesters: a pilot study. Ultrasound Obstet Gynecol 25: 389–392.
306 Korenromp MJ et al (2005) Op Cit.
307 White-Van Mourik MCA, Connor JM & Ferguson-Smith MA (1992) Op Cit.
308 Reardon DC et al (2002) Deaths associated with pregnancy outcome: a record linkage study of low income women. Southern

Medical Journal 95(8): 834–841.
309 Gissler M et al (2004) Pregnancy-associated mortality after birth, spontaneous abortion, or induced abortion in Finland,

1987–2000. Am J Obstet Gynecol 190(2): 422–7.
310 Gissler M, Hemminki E and Lnnqvist J (1996) Suicides after pregnancy in Finland, 1987–1994: register linkage study. Brit

Med J 313: 1,431–4.
311 Reardon DC et al (2002) Op Cit.
312 Ancel PY et al (2004) History of induced abortion as a risk factor for preterm birth in European countries: results of the

EUROPOP study. Human Reproduction 19(3): 734–40.
313 Moreau C et al (2005) Previous induced abortions and the risk of very preterm delivery: results of the EPIPAGE study. Brit

J Obstet Gynecol 112(4): 430–7.
314 Wallach EE (1990) Fertility after contraception or abortion. Fertility and Sterility 54(4): 559–573.
315 Smith CD et al (2001) Genital infection and termination of pregnancy: are patients still at risk? J Family Planning and

Reproductive Health Care 27(2): 81–84.
316 Infante-Rivard C and Gauthier R (1996) Induced abortion as a risk factor for subsequent fetal loss. Epidemiology 7: 540–542.
317 Sun Y et al (2003) Induced abortion and risk of subsequent miscarriage. Int J Epidemiol 32(3): 449–54.
318 Pridmore BR & Chambers DG (1999) Uterine perforation during surgical abortion: a review of diagnosis, management and

prevention. Aust N Z J Obstet Gynaecol 39(3): 349–53.
319 Faiz AS and Ananth CV (2003) Etiology and risk factors for placenta previa: an overview and meta-analysis of observational

studies. J Matern Fetal Neonatal Med March 13(3): 175–90.
320 Johnson LG, Mueller BA and Daling JR (2003) The relationship of placenta previa and history of induced abortion. Int J

Gynecol Obstet 81: 191–198.
321 Zhou W, Srensen HT and Olsen J (2000) Induced abortion and low birthweight in the following pregnancy. Int J Epidemiol

29: 100–106.
322 Henriet L and Kaminski M (2001) Impact of induced abortions on subsequent pregnancy outcome: the 1995 French national

perinatal survey. Brit J Obstet Gynecol 108(10): 1,036–42.
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28. Whether breast cancer risk is elevated by abortion is a controversial question that has been the subject
of numerous studies, several showing increased risk35,323, 324, 325 and some showing none.326 However, it is
well established that carrying a first pregnancy to birth is protective against breast cancer.327

29. Abortion using RU486 is associated with specific contraindications as well as physical risks including
haemorrhage, pain, insomnia, vaginal bleeding, abdominal cramping, nausea, vomiting, diarrhoea,
headache, muscle weakness, dizziness, fatigue, viral infections, fever, chills, backache, diYculty in breathing,
rise in temperature and fall in blood pressure.328

Psychological effects of Abortion

30. Mild, moderate or severe psychological harm can result from abortion. A general consensus among
researchers about post-abortion eVects is that between 10% and 20% of women will experience severe
negative psychological complications.329 Women not falling within this category may nevertheless
experience emotional distress even after having experienced the relief that is a common short-term response
to abortion.330

31. Results from a 2006 New Zealand study331 on mental health and abortion confirm other work
showing a link between the two.332 The New Zealand study revealed that 42% of women who had an
abortion also experienced major depression in the last four years. This is nearly twice the rate of those who
had never been pregnant and 35% higher than those who had continued their pregnancy. This study also
showed that abortion increased the risk of anxiety disorders.

32. A small proportion of women develop post-traumatic stress disorder following abortion,333, 334

Studies indicate that this may be related to cultural factors.335

33. Several studies have identified other psychiatric complications following abortion, and therefore
women who have an abortion are at higher risk of psychiatric admission compared with women who carried
to term.336 In a major Californian study, women who had an abortion were over-represented in treatment
categories that included bipolar disorder, neurotic depression and schizophrenic disorders.337 Nevertheless,
a major UK study did not identify a diVerence in total psychiatric disorders between aborting women and
those who carried to term.338

34. The same study did however identify an increase in deliberate self-harm, which includes substance
abuse.339 Among women whose first pregnancy was unintended, those who had an abortion were at greater
risk of substance abuse compared with those who carried their unintended pregnancy to term.340 When
pregnancy was assessed in relation to past perinatal loss—that included abortion, stillbirth and
miscarriage—only abortion was found to be associated with an increased risk of substance abuse during
that pregnancy.341

323 Brind J, Chinchilli VM, Severs WB & Summy-Long J (1996) Induced abortion as an independent risk factor for breast cancer:
a comprehensive review and meta-analysis. J Epidemiol Comm Health 50:481–96.

324 Daling JR, Malone KE, Voigt LF, White E & Weiss NS (1994) Risk of breast cancer among young women: relationship to
induced abortion. J Nat Cancer Inst 86(21):1584–92.

325 Daling JR et al (1996) Risk of breast cancer among white women following induced abortion. Am J Epidemiol Aug 15,
144(4):373–80.

326 (2004) Collaborative Group on Hormonal Factors in Breast Cancer. Breast cancer and abortion: collaborative reanalysis of
data from 53 epidemiological studies, including 83,000 women with breast cancer from 16 countries. Lancet 363:1,007–16.

327 Verlinden I et al (2005) Parity-induced changes in global gene expression in the human mammary gland. Eur J Cancer Prev
Apr, 14(2):129–37.

328 See US FDA site about RU486 http://www.fda.gov/cder/drug/infopage/mifepristone/default.htm
329 Coleman PK, Reardon DC, Strahan T & Cougle JR (2005) The psychology of abortion: a review and suggestions for future

research. Psychology and Health 20(2):237–271.
330 Major B et al (2000) Psychological responses of women after first-trimester abortion. Arch Gen Psychiatry 57:777–784.
331 Fergusson et al (2006) Abortion in young women and subsequent mental health. J Child Psychol Psychiatry Jan, 47(1):16–24.
332 Reardon DC & Cougle JR (2002) Depression and unintended pregnancy in the National Longitudinal Survey of Youth: a

cohort study. Brit Med J 324:151–2.
333 Rue VM, Coleman PK, Rue JJ & Reardon DC (2004) Op Cit.
334 Broen AN et al (2004) Psychological impact on women of miscarriage versus induced abortion: a 2-year follow-up study.

Psychosomatic Medicine 66:265–271.
335 Rue VM, Coleman PK, Rue JJ & Reardon DC (2004) Op Cit.
336 Reardon DC et al (2003) Psychiatric admissions of low-income women following abortion and childbirth. Canadian Med

Assoc J 168(10):1253–6.
337 Coleman PK, Reardon DC, Rue V & Cougle J (2002) State-funded abortions vs deliveries: a comparison of outpatient mental

health claims over four years. Am J Orthopsychiatry 72:141–152.
338 Gilchrist AC et al (1995) Termination of pregnancy and psychiatric morbidity. Brit J Psychiatry 167:243–8.
339 Gilchrist AC et al (1995) Op Cit.
340 Reardon DC, Coleman PK & Cougle JR (2004) Substance use associated with unintended pregnancy outcomes in the

National Longitudinal Survey of Youth. Am J Drug Alcohol Abuse May 30(2):369–83.
341 Coleman PK, Reardon DC & Cougle JR (2005) Substance use among pregnant women in the context of previous

reproductive loss and desire for current pregnancy. Brit J Health Psychol 10:255–268.
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35. A range of other negative emotional responses have been identified following abortion. These include
sadness, loneliness, shame, guilt, grief, doubt and regret.342, 343, 344 Among US college students—women who
had an abortion and men whose partners had an abortion—one third of women and one third of men were
uncomfortable and expressed regret about the abortion decision.345 A third of men and women also
experienced a sense of longing for the aborted foetus. Moreover, they often use terms like “child” or “baby”
to describe their loss.

36. Some evidence exists for a “replacement pregnancy” phenomenon, where a subsequent pregnancy
may be seen as a way of resolving grief and stress about an abortion.346

The Special Case of Abortion for Foetal Abnormality

37. There is a solid body of evidence showing that when an abortion is undertaken for reasons of foetal
abnormality the after eVects can be particularly traumatic. Strong and persisting grief is likely, similar to
that experienced for a stillbirth, but with the additional factor that the abortion was chosen.347, 348, 349 In a
major Scottish study, a majority of men and women experienced negative emotional responses and somatic
complaints, including problems in their sexual relationships.350 Among women, 40% experienced coping
problems lasting more than 12 months. The eVects can last much longer. For example, Dutch researchers
found that grief and post-traumatic symptoms remained between two and seven years after the event.351

Other researchers found that, contrary to expectations, traumatic stress at 4 years was not significantly
diVerent to that experienced at 14 days.352

38. The assumption that early detection and termination for foetal anomaly leads to better psychological
outcomes for women is being questioned.353

The Terms of This Inqury

39. SPUC is concerned that the terms of this inquiry attempt an unsatisfactory separation of ethical and
moral issues from scientific and medical evidence. For example, there is a contradiction between the
committee statement that it “will not be looking at the ethical or moral issues associated with abortion time
limits”, yet requesting information on “whether a scientific or medical definition of serious abnormality is
required or desirable in respect of abortion allowed beyond 24 weeks”. The latter is a question about ethics.

September 2007

Memorandum 42

Submission from Marie Stopes International

Marie Stopes International (MSI) is the UK’s largest provider of abortion services outside the NHS,
seeing over one third of all cases in England and Wales each year. The organisation operates on a not-for-
profit basis and supports a Global Partnership currently working in 39 countries across the developing world
to provide sexual and reproductive healthcare services to approximately 4.5 million people every year.

1. The 24-week Upper Time Limit

Key points:

— Many women seeking abortion close to 24 weeks find themselves in exceptionally diYcult
circumstances and almost half are teenagers,

342 Kero A et al (2004) Wellbeing and mental growth—long-term eVects of legal abortion. Social Science and Medicine
58:2,559–69.

343 Kero A et al (2001) Legal abortion: a painful necessity. Social Science and Medicine 53:1481–90.
344 Broen AN et al (2004) Op Cit.
345 Coleman PK & Nelson ES (1998) The quality of abortion decisions and college students” reports of post-abortion emotional

sequelae and abortion attitudes. J Soc Clin Psychol 17(4):425–442.
346 Coleman PK, Reardon DC, Rue V & Cougle J (2002) Op Cit.
347 Elder SH & Laurence KM (1991) The impact of supportive intervention after second trimester termination of pregnancy for

fetal abnormality. Prenatal Diagnosis 11:47–54.
348 Zeanah C et al (1993) Do women grieve after terminating pregnancies because of fetal anomalies? A controlled investigation.

Obstet Gynecol 82:270–5.
349 Salvesen KA et al (1997) Comparison of long-term psychological responses of women after pregnancy termination due to

fetal anomalies and after perinatal loss. Ultrasound Obstet Gynecol Feb, 9(2):80–5.
350 White-Van Mourik MCA, Connor JM & Ferguson-Smith MA (1992) Op Cit.
351 Korenromp MJ et al (2005) Op Cit.
352 Kersting A et al (2005) Trauma and grief two to seven years after termination of pregnancy because of fetal anomalies—a

pilot study. J Psychosomatic Obstet Gynecol March, 26(1):9-15.
353 Davies V et al (2005) Op Cit.
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— Further reduction of the upper time limit would constitute a huge source of distress for thousands
of women every year and risk creating demand for illegal abortion,

— A significant reduction in the number of late second-trimester abortions could be achieved by
improving the referral process and information for women including teenagers.

Many women who come to Marie Stopes clinics at 20–24 weeks gestation have been aVected by extreme
personal circumstances and are determined not to continue their pregnancy. We perceive this to be an
indication that reducing the time limit below 24 weeks would create demand for illegal and self-induced
abortions.

A reduction in the gestational time limit would aVect many hundreds of British women every year: 3,000
abortions were induced between 19 and 24 weeks gestation in 2006. But the fact that these represent only
1.5% of the total 201,173 induced abortions in 2006 reflects MSI research findings that women who seek
abortions late in the second trimester are often aVected by extreme personal circumstances: 40% of the late
procedures are accounted for by teenagers and a significant number of women appear to be aVected by
delays and ineYciencies in the referral procedure.354

MSI has conducted interview-based research into the reasons why women seek late abortion.355 The
findings reveal that many such women feel themselves to be emotionally or physically unable to complete
pregnancy. A vast majority of interviewees felt that the 24 week limit should be left intact and spoke of the
emotional trauma and despair they would face had they been unable to access services. Some explained that
the desperation might even have driven them to suicide. The study found that the situations that lead to late
abortion usually fall into the following categories, with many women being influenced by more than one:

— Some women—often teenagers—went into denial about their pregnancy, leading to late
presentation,

— A major change in personal circumstances, for example domestic violence,

— Delays in the referral process,

— Financial implications including for the ability to raise existing children,

— The signs or symptoms of pregnancy were not recognised until very late, making late abortion an
inevitability rather than a conscious choice.

Having reduced the time limit on abortion from 28 to 24 weeks, the HFE Act of 1990 has already placed
considerable pressure upon women who do not realise they need an abortion until the second trimester. For
women who are not diagnosed until late in the second trimester, the existing 24-week limit can mean they
must decide whether or not to have a baby within days. Not only can this be a cause of great distress it can
also lead to the “knee-jerk reaction” of seeking an abortion where, had more time been available, a woman
may have decided she was in fact willing and able to have a child. The pressure is felt because:

(a) Women tend to need longer to decide whether to have an abortion in the second trimester because
it is perceived as a more diYcult decision to make;

(b) It usually takes longer to arrange an abortion procedure for a women in the second trimester.

Many women will simply be unaware of their pregnancy until the second trimester. The earliest stage at
which a woman can “feel” a pregnancy in the womb is 16 weeks. This means that some women will attribute
the symptoms of pregnancy—mainly the lack of menses—to other causes such as contraceptives,
breastfeeding, menopause or stress, or may not know the symptoms of pregnancy. Some—particularly
teenagers—may go into denial about their pregnancy, hoping it will go away or refusing to believe the
symptoms. Teenagers are also more likely to want to hide the pregnancy from their parents or simply take
no action due to uncertainty about what to do.

The time it takes to arrange an abortion in the second trimester means that any further reduction below
24 weeks would create situations for women where they request an abortion prior to the limit, but find that
a procedure cannot be arranged within the time remaining. A recent University of Southampton study of
women who had obtained an abortion in the second-trimester found that confusion among GPs about the
referral process was a common source of delay, aVecting 23% of the women sampled.356 “GPs making it
diYcult” was another reason reported. These delays were found to be responsible for postponing the date
of the abortion procedure by up to four weeks, pushing a number of women close to the 24 week limit. This
makes the gestation later and hence the procedure is more diYcult, with higher risk of complication and
fewer providers available who can provide it.

These ineYciencies point to a need for improving the referral service. The key methods of doing so are;
promoting greater clarity among GPs of the referral process and removing the need for two doctors”
signatures. Tightening the RCOG minimum standard for time between initial referral and the procedure
from three weeks to two weeks would also have an impact. Such measures would create pressure for
improvements in the provision of second trimester abortion services, which would in turn lead to a
significant reduction in the need for late second trimester abortion.

354 Figures from Department of Health (2007) Statistical Bulletin; Abortion statistics, England and Wales: 2006.
355 Late Abortion; a research study of women undergoing abortion between 19 and 24 weeks gestation MSI 2006.
356 Roger Ingham et al (2007) Second Trimester Abortions in England and Wales University of Southampton.
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The attempt to make foetal viability an issue relating to the 24-week limit is misleading and misguided.
The EPICURE study, which followed the outcome of 241 babies born at 23 weeks, found only 11% (26
babies) survived and only 3% survived with either no disability or only a minor disability.357 Positive
outcomes for premature births at this stage of gestation are extremely rare and should not jeopardise access
to abortion. Given the continuing need for safe abortion services right up to 24 weeks, it is inappropriate
to use such a contentious definition of foetal viability as a proxy for determining the time limit on abortions.

Our position

MSI insists that the 24 week limit must be maintained. Lowering the upper time limit would not reduce
the need for late abortion and therefore risks creating demand for unlicensed and unsafe abortion.

The best means of reducing the incidence of 20–24 week abortions include:

— Improving access to information, for women and teenagers, on the signs and symptoms of
pregnancy, on the side eVects of diVerent contraceptive methods and on the return to fertility;

— Improving access to earlier abortion, particularly in the second trimester, by reducing delays in
referral. Means of doing so include:

— Improving information for GPs on the referral system and local abortion providers,

— Removing the need for two doctors” signatures and guideline for those who object to abortion
(see below),

— A tightening of the RCOG minimum standards so that no woman has to wait longer than two
weeks between the time of her initial referral and the abortion procedure.

2. The Requirement for Two Doctors’ Signatures

Key points:

— The requirement for two doctors’ signatures is perfunctory and sometimes impedes access to
abortion,

— The personal beliefs of some GPs can jeopardise access to abortion,

— Removing the need for two signatures, improving awareness among GPs of the referral system and
clear rules for GPs who conscientiously object, would all contribute to reducing gestation lengths
of induced abortion.

The UK Abortion Act permits abortion where the continuance of pregnancy constitutes a greater health
risk than if pregnancy were terminated. The fact that this is true of all pregnancies means that the Act
legitimises abortion in all cases up to the 24 weeks ceiling. The greater health risk of pregnancy is illustrated
here by UK figures where the proportion of maternal deaths in the 2000-2002 triennium vastly exceeds the
proportion of deaths from legal abortion:358

— The maternal mortality rate was 13.1 deaths per 100,000 maternities.

— We calculate a “legal-abortion mortality rate” of 0.5 deaths per 100,000 legal abortions—three
women died from the 568,800 legal abortions performed in the triennium.

Yet the stipulation that a woman must acquire two doctors’ signatures means that Great Britain is now
one of the few countries in Europe where legislation grants doctors the power to determine whether a woman
can have an abortion in her first trimester. Necessary in 1967 to make what was then seen as a controversial
bill appear less radical, there is no longer a need for the two signatures. It places UK legislation behind
countries including Italy, Germany and the Czech Republic in terms of recognising a woman’s right to
choose. It can also impede access to abortion.

The legal requirement for two signatures eVectively means that a woman’s ability to access abortion is
contingent upon her GP’s own moral opinion. An MSI survey of 8,000 GPs found that 18%—almost one
in five—were morally opposed to abortion.359 Furthermore, 5% were both anti-abortion and also of the
opinion that that a GP has no duty to inform a woman seeking abortion of their moral opposition. This
implies that, of the UK’s 35,000 registered GPs, 1,680 may be willing to obstruct a woman’s access to safe
abortion due to their own personal beliefs. The inequality this creates, where some women have more
diYculty accessing abortion services than the more fortunate majority of women in the UK, is unjustified
and unacceptable. Clear rules are needed for GPs to declare their conscientious objection and to refer a
woman on to an appropriate source of professional help.

357 Marlow, Neil et al (2006) “Neurologic and Developmental Disability at Six Years of Age after Extremely Preterm Birth” in
The New England Journal of Medicine January 2006 Vol 352 No 1.

358 Data from the Confidential Enquiry into Maternal and Child Health Why Mothers Die 2000–02 RCOG Press 2004—
calculation our own.

359 MSI (1999) General Practitioners: Attitudes to abortion.
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The opposition of some GPs to abortion compounds ineYciencies in the referral procedure discussed in
the previous section. Removing the need for doctors’ signatures, together with other improvements in the
referral procedure, would significantly reduce the number and proportion of abortions late in the second
trimester.

Our Position

MSI recommends:

— Removing the need for doctors’ signatures,

— Clear rules for GPs who oppose abortion to declare their conscientious objection and refer women
on to an appropriate source of professional help.

3. The Potential Role of Nurses and Midwives

Key points:

— MSI supports the principle of paramedical abortion but we note a number of important
qualifications,

— Nurses or midwives providing abortion should do so only under supervision of a doctor,

— Providing choice over abortion procedure is a key component of quality service,

— Providing telephone support services is also an integral part of the abortion service

MSI perceives neither surgical nor medical abortion procedure to be too complex for nurses to perform
if given appropriate training and supports the principle of paramedical abortion. Trials by MSI in South
Africa and Vietnam of almost 3,000 manual vacuum aspiration (MVA) procedures found that first trimester
abortions performed by appropriately trained health professionals who are not doctors do not suVer from
increased incidence of complication.360 MVA is a simple procedure, comparable in its level of complexity
to the insertion of IUD and to endoscopy. We note that the introduction of nurse endoscopy specialists is
widely held to have improved eYciency and recognise the contribution nurses now make in delivering family
planning services.

However, abortion procedures diVer from IUD insertion and endoscopy in the potential consequences
when things go wrong. Given the paramount importance of minimising deaths from abortion, nurses
providing surgical abortion should do so only under the supervision of a fully qualified doctor.

Furthermore, MSI stresses the need to continue oVering women choice over abortion procedure. The fact
that many women choose surgical abortion means that any introduction of sites oVering only medical
abortion would constitute an unnecessary decline in the existing quality of service. It is important that any
move to paramedicalise abortion should ensure that nurses are trained and able to provide both medical
and surgical abortion in order to protect women’s choice of procedure.

Finally, symptoms of bleeding and cramping can be alarming for many women and, in rare cases,
treatment for prolonged bleeding or haemorrhage may be required. Access to professional medical advice
is therefore an integral part of the abortion service. It is essential that the provision of abortion procedures—
medical or surgical—should be accompanied by requisite helpline services. MSI finds that just over half of
our clients will contact the clinic by telephone for advice and reassurance.

The importance of this consideration is further intensified by the potential to enable women to complete
medical abortion at home. Given the low level of risk involved in medical abortion, MSI does not perceive
a need for women to be present at a clinic or hospital when taking misoprostol. Nevertheless, for the reasons
mentioned above, women taking misoprostol at home require access to support services by telephone.
About 75% of clients who choose medical abortion from MSI subsequently phone for support from our
call centre.

Our Position

There are likely to be eYciency gains from enabling nurses and midwives to perform abortions. But the
NHS would also need to ensure that it can provide:

(a) Choice of procedure to clients,

(b) Requisite helpline support,

(c) Doctor supervision for all surgical abortions.

360 Warriner et al “Rates of complication in first-trimester manual vacuum aspiration abortion done by doctors and mid-level
providers in South Africa and Vietnam: a randomised controlled equivalence trial” in The Lancet 29 November 2006.
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4. The Adverse Health Outcomes of Restricted Access to Abortion

One of the findings from the MSI research into GPs’ attitudes to abortion is that a greater proportion of
younger doctors oppose abortion than the proportion of those with experience of life prior to the 1967
Abortion Act.361 It is not hard to deduce that it is the experience of treating patients for the consequences
of unsafe abortion—or lack thereof—that lies behind this outcome.

MSI operates in 39 developing countries where access to abortion is often limited and even illegal under
many circumstances. As providers of post-abortion care, we are acutely aware of the dangerous lengths that
women in desperate circumstances will go to in order to end their pregnancy. Methods of self-induced
abortion include drinking poisonous substances or dangerous quantities of alcohol, pushing substances (eg
soap or bleach) into the uterus, inserting sticks, coat hangars and other sharp objects into the uterus, and
severe pelvic pummelling. Women who abort in this way are likely to suVer incomplete abortion leading to
septicaemia, infection, severe bleeding, infertility, psychological damage and death. Worldwide, one woman
dies every eight minutes from an unsafe abortion and some 5.3 million women suVer temporary or
permanent disability every year.362 Prior to 1967, British women added to these figures.

We reiterate the importance of upholding the 24-week time limit and of removing unnecessary obstacles
to abortion, which include the need for doctors” signatures, lack of clarity among GPs as to the referral
process, and the moral objections of a possibly growing minority of GPs.

5. Summary Recommendations

1. The 24 week time limit should not be further reduced. Reductions would; jeopardise women in the
often exceptional circumstances that lead to late abortion; put undue pressure on women to decide; and risk
creating demand for illegal abortion.

2. Existing abortion legislation should be reviewed and brought up to date with other European
countries, many of which provide termination of pregnancies at the woman’s request in the first trimester.

3. The referral procedure for obtaining abortions in the second trimester needs to be improved and
simplified; removing the need for doctors’ signatures and ensuring that all GPs are fully informed on the
referral procedure.

4. GPs opposed to abortion should be required to declare their conscientious objection when approached
by someone seeking abortion and to follow clear rules on referring a woman to someone who can help.

5. While nurses and midwives are capable of being trained to provide abortions, the NHS would need to
ensure that capacity exists to provide:

(a) Choice of surgical or medical procedure to clients;

(b) Requisite helpline support services;.

(c) Doctor supervision for all surgical abortions.

September 2007

Memorandum 43

Submission from the British Association of Perinatal Medicine

Scientific Developments Relating to the Abortion Act 1967

Further to our telephone conversation, I would like to thank you for contacting the British Association
of Perinatal Medicine (BAPM) to give an opinion on the Terms of Reference of the Select Committee’s
Review of the Scientific Developments Relating to the Abortion Act 1967. I apologise that this letter is not
on our oYcial BAPM headed note-paper. Our administrator is away on holiday and I have recently taken
over as Honorary Secretary.

You will appreciate that the time frame given to BAPM to produce a reply has been rather short and I
note that you did admit that the Select Committee had failed to identify that the view of BAPM would be
of value. As such I have not been able to consult with the wider membership on this issue. It is worth noting
that BAPM has over 800 members from the neonatal and obstetric community and would, I am sure have
a number of views on this issue. BAPM assumes that you have consulted with the Royal College of
Obstetricians (RCOG) to whom the Abortion Act has most relevance in clinical practice.

BAPM is also delighted to hear that you would like a representative of BAPM to attend a workshop on
10 October 2007 to assist the Committee in its deliberations. Professor Neil Marlow is the President of
BAPM and at the present time is on holiday, but returns on 25 September. He is a leading expert on the

361 MSI (1999) General Practitioners: Attitudes to abortion.
362 Population Issues in the 21st Century; the role of the World Bank World Bank 2007.
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outcome of babies born preterm especially at the limits of viability. Clearly, from your Terms of Reference,
it would be this group of infants to whom BAPM would have a significant opinion about their outcome. I
have emailed Professor Marlow to try to ensure that he is made aware of the Workshop and I hope that he
is able to attend.

BAPM would wish the Select Committee to be cognisant of the fact that there is a growing body of
research reporting on the outcome of the pre-term infant below 24 weeks of gestation (“limits of viability”).
This pivotal research, on UK Infants, is beginning to give us a much clearer view on not only the prospects
for survival, but more importantly the prospects for quality survival for this vulnerable group of infants. I
have enclosed with this letter the conclusions and recommendations of the recently published NuYeld
Council for Bioethics Report into the management of babies at the limits of viability. Whilst the NuYeld
Council for Bioethics focus was on the management of the extreme preterm infant, the information
contained in the full report including relevant references would give a clear steer to the deliberations of the
Select Committee.

Your Committee should note from this review that they have relied heavily on the comprehensive follow
up of a cohort of babies born in 1995 (Epicure), below 26 weeks of gestation, who have now been followed
to the age of 12 years.

Interestingly, BAPM has recently completed a further survey of the outcome for babies under 26 weeks
of gestation in 2006 and the results of this work are just becoming available (Epicure 2). I will not be able
to quote the exact outcomes for babies in Epicure 2 as the data is being analysed. However early indications
are that, for infants below 24 weeks of gestation, the survival to discharge home was very similar between
the cohort of 1995 and that of 2006. Headline figures of approximately 10–15% survival were found. This
is important for those working in perinatal care, who in general, do not believe that the survival for babies
born below 24 weeks of gestation has improved to such an extent that they would see any value in redefining
the lower limit of viability. Naturally a small number of these infants below 24 weeks of gestation do survive
but BAPM would be concerned that a lowering of the legal definition of viability would imply that quality
survival has improved for infants below the present limit of 24 weeks. The evidence for the UK population,
to date does not support this.

Clearly, there are many social, moral and ethical issues around abortion, some of which your Committee
will be discussing. In the Perinatal community, we have developed a number of guidance notes to all
clinicians managing the pre-term infant which has made it clear that the survival rates for babies below 24
weeks continues to be poor without any obvious evidence that advances in medical science and diagnostic
tests are likely to change this for the foreseeable future.

It is also worth noting that it is accepted practice in neonatal care on agreement with parents and the
clinical team, to not provide full intensive care for all babies who are born below 24 weeks of gestation, and
on occasion for those born in poor condition above this gestation. As our understanding of the outcomes
has become clearer, many parents are choosing to not subject their baby to full intensive care support and
would prefer a palliative care approach to their management.

Our conclusions to the limits of viability debate is that, if the Select Committee is basing assumptions on
the need to lower the limit of viability on improvements to outcome for babies born below 24 weeks, then
the present evidence in the UK does not support this. If, however, the Committee did conclude that it wished
to lower the limits because it believes that there was evidence to justify this, then it is hard to see the limit
being lowered much further than a move from 24 to 23 weeks. BAPM is unlikely to support this approach
for the reasons outlined above.

The issue of complex congenital abnormality is a diVerent debate and should probably be separated with
respect to the work of the Committee. We are, undoubtedly able to assess babies in the antenatal period
using improved scanning and the advent of fetal MRI scanning. The latter technique has allowed us to
investigate the fetus before birth with respect to serious, suspected, brain abnormalities. This has then
allowed us to inform parents about the likely outcome for their baby. A Fetal Medicine specialist would
wish to consider the options with the family in the face of a complex and serious congenital abnormality for
either a late termination or the alternative of delivery with neonatal palliative care. Our ability to provide
palliative care to babies and support for their family is improving all the time. BAPM is about to embark
on a working group to produce a framework for such practice. This framework is expected to report by April
2008. BAPM would value some guidance for its members in the perinatal community on what constituted
a serious congenital abnormality, for which the option of late termination would be considered acceptable.
The recent media interest in this subject has made the perinatal community very nervous about its actions
and, whilst we would clearly not comment on any individual cases, BAPM would value some clearer
guidance on this issue.

The final issue which BAPM would wish to draw to your attention is the present legal position linked
to the late termination. It is BAPM’s understanding that following the institution of a late termination of
pregnancy beyond 23 weeks of gestation, if the baby is born alive and subsequently dies from the eVects of
prematurity, rather than the reason for which the termination was being performed, it is our understanding
from my obstetric colleagues that there could be the serious accusation of attempted manslaughter. It would
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appear that Coroners are taking a varying view on this issue. It would, therefore, seem appropriate that this
clinical situation is addressed in a more formal sense within any central guidance. BAPM would have
expected the RCOG to have given views on this issue.

BAPM hopes the information enclosed in this letter gives the Select Committee some useful pointers to
the issues. BAPM fully understands that this is a complex social, moral, ethical and legal issue and we will
be delighted to provide further opinion on the issues being covered in the Terms of Reference if considered
appropriate.

October 2007

Memorandum 44

Submission from Abortion Rights

Introductory Comments

Access to safe, legal abortion is a crucial issue for women—fundamental to women’s equality, autonomy
and freedom. No means of contraception is 100% eVective and women will always need to be able to control
if, when and how many children they have.

Abortion Rights is concerned that current reviews, including by the Science and Technology Committee,
have been initiated in a climate dominated by the misleading narrative of an increasingly vocal anti-abortion
lobby. This lobby has sought to win support for incremental restrictions in abortion rights as a tactical step
on the road to their ultimate goal of criminalising all abortion. We are particularly worried that women’s
needs and real experiences have been largely eclipsed from the debate and are disappointed that the terms
of the Science and Technology Committee’s review specifically excludes such social evidence from its scope
in considering later abortion.

40 years ago parliament decided it was no longer acceptable for women to suVer unsafe backstreet
abortion in Britain. Today we are concerned that women’s current abortion rights should not be chipped
away as a result of pressure from the minority anti-choice lobby. Instead, we believe it is time that some of
the remaining unfair, sometimes distressing, barriers to accessing abortion are removed to allow women to
make the abortion decision.

1. The scientific and medical evidence in relation to the 24-week upper time limit on most legal abortions.

Research on later abortion published by Marie Stopes International in 2005i corroborates substantial
anecdotal evidence collated by Abortion Rights (formerly Abortion Law Reform Association and National
Abortion Campaign) in the last 17 years.

We hope that the Committee will consider this important evidence. We have spoken to a great number
of women who have had later abortions since 1990, revealing a continuing need for legal and accessible
abortion up to 24 weeks. Others we have spoken to have needed abortion beyond 24 weeks and had travelled
abroad to access services.

Key Findings

Late diagnosis of pregnancy

Some women simply do not know they are pregnant until later into their pregnancy. The signs of
pregnancy can vary widely between women and between pregnancies. Some women do not experience a stop
in their periods or weight gain. Others attribute physical symptoms to other medical conditions. Others are
misled by failed pregnancy tests. This is a particular issue for women who are very young or nearing the
menopause and for those consistently using contraception and even for some women who are breast-
feeding. For some women, the reduction in legal abortion time limit from 28 to 24 weeks in 1990 has forced
them to travel abroad for a later abortion or continue an intolerable pregnancy to term.

Denial of pregnancy signs

Some, often vulnerable, women enter into a profound psychological state of denial that is maintained
until the physical manifestations of the pregnancy can no longer be ignored. This is often associated with
trauma at conception such as rape or with very young women ill equipped to cope with their situation.
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Late identification of problems in wanted pregnancies

The principle scans for fetal anomalies are still only conducted at around 20 weeks. Identification of a
problem at this scan will almost always mean further tests are required. This leaves little time for women to
consider whether or not to continue with an often much-wanted pregnancy and leads to a need for some
abortions up to 23 weeks and six days into the pregnancy.

Poor service provision and limited rights

Abortion Rights frequently hears from women who contact us in desperation when they are told that the
earliest appointment for an abortion is six or eight weeks away. This adds unnecessary delay to the process
and pushes some women into having a later abortion if they cannot aVord hundreds of pounds in
independent sector service fees. We have been contacted by representatives of international students and
traYcked sex workers who have no rights to NHS care. These are women who are in desperate situations
and whose access to an abortion is delayed until they can raise money through money lenders, prostitution
or other means. Other women have diYculty accessing services because of a failure to facilitate their
language or cultural needs or because of a lack of knowledge of NHS entitlements and legal rights in Britain.

Some women from Northern Ireland, where reproductive rights are particularly restricted and ill defined
(the 1967 Act was never extended to Northern Ireland), are forced to have later terminations in Britain
because of the enormous legal, practical and financial barriers that that system creates for women traveling
to Britain for the procedure.

DiYcult social circumstances

For some women, catastrophic changes in their personal circumstances mean that they no longer feel able
to continue with a pregnancy. This can include the death or loss of a partner, domestic violence or the needs
of an existing child or family member. Other women experience enormous pressure from partners or
relatives not to have an abortion which delays their decision-making.

There have been no significant changes since 1990 in women’s experience of any of these key issues that
delay abortion procedures. Reducing the abortion time limit as proposed by some would lead to women
being forced to endure a pregnancy to term against their will and interests; travel aboard at great cost and
distress; or resort to a self induced or back street abortion, risking their health and perhaps life.

“I had always been very conscientious about contraception and had been taking the pill throughout
my relationship. When I had a missed period, I went straight to my doctor to have a pregnancy test.
It came back negative. I was still missing periods. I returned to my doctor who said I had nothing to
worry about explaining that hormonal changes due to my contraceptive pill were responsible. A short
while later I met someone who had had a child after finding out too late that she was pregnant to have
an abortion. I did another pregnancy test, which came back positive. It took a further two and a half
weeks before I could have an abortion by which time I was 21 weeks along. I have always known it
was the right thing for me to have done and have never regretted it.”

Zoe, 17, 21 weeks

(a) developments, both in the UK and internationally since 1990, in medical interventions and examination
techniques that may inform definitions of fetal viability

As far as we are aware, the viability of fetuses before 24 weeks has not significantly changed since the last
legal review in 1990, when legislation was passed to reduce the upper time limit for abortion from 28 to 24
weeks. Survival rates are currently 0% at 21 weeks, 1% at 22 weeks and 11% at 23 weeks.ii Very severe
disabilities are often associated with those babies that survive at the threshold of viability and may be as
high as 67% at 23 weeks. Recent scientific enquiries, such as that conducted by the NuYeld Council of
Bioethics, have not found any significant change in outcomes at the borderline of viability.iii

(b) whether a scientific or medical definition of serious abnormality is required or desirable in respect of
abortion allowed beyond 24 weeks

Abortion Rights believes that a scientific or medical definition of “serious abnormality” is not necessary
or desirable to ensure good decision-making on abortion.

Contrary to the impression cultivated by the anti-abortion lobby and sensationalist media headlines, there
is no evidence to suggest that women are commonly seeking abortions after 24 weeks for frivolous or
cosmetic reasons. High-profile stories about fetuses aborted in the third trimester because of a “cleft lip”,
for example, have often distorted reality and failed to reflect the seriousness of the cases concerned. They
are often promoted by those with a political interest in restricting abortion access.

Our extensive contact with women who have had an abortion demonstrates to us that women make
decisions about abortion very carefully, particularly when considering a later abortion. Women who need
later abortion because of serious fetal impairment often have much-wanted pregnancies and go to great
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lengths to find medical information and research the possibility of continuing with the pregnancy. Abortion
Rights believes that a woman herself, in consultation with her doctors, is in the best position to make a
judgement about whether or not to continue with a pregnancy. To impose proscriptive definitions of
“serious abnormality” would only restrict the options of such women in very diYcult circumstances and
impose motherhood on a small number of women against their will.

Abortion Rights fully supports the rights of disabled people, and supports the work of the disability rights
movement to bring about recognition of their dignity and human rights and to change society so that the
social barriers to equality are removed and to thereby ensure the fullest participation of disabled people. We
recognise that we live in a society that discriminates against and devalues disabled people.

We believe that defining particular fetal impairments would not be helpful to advancing the status of
people with impairments. It would be a blunt instrument, insensitive to the diVering impact of impairments
on diVerent people and society’s contribution to disabling or enabling people to live full and dignified lives.
We believe women, with advice and support from medical professionals and social and welfare
organisations, are best placed to make their own judgements about whether or not to continue their
pregnancy.

2. Medical, scientific and social research relevant to the impact of suggested law reforms to first trimester
abortions, such as:

(a) the relative risks of early abortion versus pregnancy and delivery;

Early abortion is the most common gynaecological procedure and is extremely safe, especially in the first
12 weeks. Pregnancy is not without risk, carrying a pregnancy to term and giving birth can cause
complications and subsequent health problems or even death. Even if a woman is in good physical health
continuing with a pregnancy is more risky than an abortion.

In 2002, four women died from abortion related complications versus 36 from pregnancy related
complications.iv

(b) the role played by the requirement for two doctors’ signatures.

The requirement for doctors to sign agreement for a woman to have an abortion is in reality allowing
some doctors, who oppose abortion to unfairly delay, make diYcult or even veto women’s decisions.

The Marie Stopes’ study “General Practitioners attitudes to abortion”v found 10 percent of doctors
oppose all abortion. Doctors who conscientiously object to abortion are required by the General Medical
Council (GMC) to refer women to another doctor. All doctors are required to ensure personal beliefs do
not prejudice patient care and to respect patients’ right to reach decisions about their treatment and care
within the law.vi Unfortunately this guidance is not policed and Abortion Rights has encountered countless
examples of women who have been humiliated, delayed or refused treatment by doctors opposed to
abortion.

Quotes from women

My GP was against it. I had to apply to Marie Stopes. Joy, 1975, London, nine weeks.
Everything he did was obstructive until eventually he just told me to go away and think about it. Kat,
23, Warwick
My doctor was very rude and gave me no information. I had to look in the phone book for a clinic.
Kerry, 2004, Manchester, eight weeks.

The family planning doctor who told me I was pregnant didn’t inform me of my options, simply told
me to “keep baby” or “adoption”. Allison, 1994, North East, 11 weeks.
My doctor was very anti-abortion, which he made clear by the way he treated me. I first went to him
when I was two weeks pregnant, but because of his delaying tactics I had to wait another 10 weeks
before I got the abortion. And then it turned out that my local hospital didn’t perform abortions, so
I had to travel miles to a BPAS clinic. Cath, 1997, Norwich, 12 weeks.
The appointment she oVered me for an NHS consultation was three weeks away, never mind the
procedure. I approached the doctor at eight weeks—if I’d have waited for the NHS it could have been
over 15 weeks before I was oVered an abortion. Lynne, 2004, London, 10 weeks.

Abortion is the only healthcare procedure in Britain excluded from the principle of patient autonomy and
informed consent. With the exception of some mental health care, it is the only procedure where the patient’s
decisions are subject to the approval or disapproval of two doctors. This is unnecessary and is discriminatory
against women.

Opinion polls consistently show an overwhelming two-thirds majority support for women being able to
make their own abortion decision.vii Many countries including most European countries, the United States
of America and Canada allow women abortion on request at least in the first three months of pregnancy.viii

An overwhelming majority (67%) of doctors at the British Medical Association Conference in 2007 voted
in favour of removing the need for two doctors” signatures in the first 13 weeks and upholding the 24-week
time limit (73%).ix In this respect, the 1967 Act is outdated and should be brought into line with women’s
needs, public and medical opinion.
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Abortion is a straightforward, common, low risk procedure which is often now not even surgical but
medical. One third of British women will have had an abortion by the time they are 45.x Across the world,
an estimated one third of all pregnancies end in abortion. Ending the requirement of doctor’s permission
would help reduce the current unacceptable delays in service provision and the abuse of women’s current
legal rights by some doctors with a conscientious objection. It would not end doctor’s role of providing
information, access to counselling and medical advice to women to help them make an informed decision—
one that no woman takes lightly. Given the complexity of this decision, the only person equipped to make
it is the pregnant woman herself. At the beginning of the 21st century, it is essential that women in Britain
have this legal right.

3. Evidence of long-term or acute adverse health outcomes from abortion or from the restriction of access
to abortion.

The consensus of all authoritative psychiatric and medical opinion is that, for the vast majority of women,
the eVects on psychological health of having an abortion are neither major nor long lasting.

Most women report feeling a sense of relief. They suggest that the most stressful thing is deliberating and
coming to a decision, particularly when the circumstances are diYcult. Some women may experience feeling
of sadness and loss: this is not mental illness; it is just a normal reaction to what can be an undesirable set
of circumstances.

Anti-choice organisations claim that abortion causes women to suVer severe psychological eVects which
they call “Post-abortion Syndrome” (PAS). They liken PAS to post traumatic stress disorder, a real
syndrome sometimes experienced by people who have suVered a terrible trauma. However, research in the
UK and the USA shows that there is no evidence of such a mental illness. To describe the possible emotional
problems that women may experience after an abortion in this way is a distortion of the facts.

Very few women suVer prolonged emotional distress following an abortion. However, distress may be
triggered if the circumstances surrounding the abortion were especially stressful, eg if it had been illegal and
was frightening or degrading; if secrecy had been essential due to family, cultural, or religious disapproval;
if the woman had been unsure about her decision to have an abortion; if she had wanted to continue the
pregnancy, but, for medical reasons, had had to have an abortion.

“Only a small minority of women experience any long term, adverse psychological after-eVects
following an abortion. . . . [Risk factors are ambivalence before the abortion, lack of a supportive
partner, a psychiatric history or membership of a cultural group that considers abortion
wrong.] . . . Early distress, although common, is usually a continuation of symptoms present
before abortion.”xi

Safe, legal abortion rarely has negative psychological eVects. The denial of access to abortion can have
serious consequences for the woman and for the resultant child.xii

Several research studies have compared the eVects on women and their children of those granted abortion
and those forced to continue with their pregnancy. The evidence shows that the psychological and social
consequences of refused abortion are frequently more serious than the consequences of abortion.

Overwhelming evidence from across the world shows that when women’s access to safe legal abortion is
unfairly restricted, women find other ways to terminate unwanted pregnancies—often at great cost to their
health, well being and sometimes life. Every year, 68,000 die due to unsafe abortion procedures, countless
more are permanently injured.xiii

The mental health eVects of forcing women to become mothers are not well documented largely because
of the social pressure on women not to report that they are unwilling mothers. Abortion Rights has however
spoken to several such women who have been in desperate mental distress.

“With my son, I wanted an abortion and I was refused by my GP several times and I could not aVord
to go private. This is an awful thing to say as he has now been born and is two and a half years old
but I was forced to do something I did not want to and it ruined my life.

It is my body. My life. My choice. Why should I have a baby I had not planned for? Why ruin my life?
In fact, why ruin the child’s life by having it born to a mother and a father that did not want it? Anyone
who wants an abortion should be able to have one. Time is of the essence with abortion and it should
be done ASAP”. Charlotte, Nottingham.
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Memorandum 45

Submission from the Independent Advisory Group on Sexual Health and HIV

The Independent Advisory Group on Sexual Health and HIV would like to submit the following response
to the Science and Technology Committee enquiry into scientific developments relating to the Abortion
Act 1967.

1. The Scientific and Medical Evidence Relating to the 24-week Upper Time Limit on most Legal
Abortions, Including:

(a) developments, both in the UK and internationally since 1990, in medical interventions and examination
techniques that may inform definitions of foetal viability; and

Ultrasound scans early in pregnancy are much more accurate at diagnosing intrauterine pregnancy and
confirming gestation and viability. Technological advances in Obstetrics and Neonatal Paediatrics, in
ultrasound and cytogenetics for prenatal diagnosis and in-utero surgery for fetal treatments are ongoing. A
wider range of foetal abnormalities can be detected, or refuted, and there is increased capacity for treatment
of the foetus in utero and baby post delivery. It is argued that abortions should not be performed in
pregnancies where the fetus may survive. Data is available on the survival and subsequent disability (or lack
of disability) of the very premature eg the Epicure Study1 in which infants born before 26 weeks were
followed up till six years of age. However, in births up to 23 weeks gestation, only 7% survived to discharge.
Of these 24 children, 63% suVered moderate or severe disability at the age of six. However, the conclusive
diagnosis of serious foetal abnormality may still take late into the second trimester or later (for example,
awaiting the outcome of amniocentesis for genetic abnormality or the outcome of an anomaly scan), and
for those women who feel they cannot continue with such a pregnancy, we believe the need for later abortion
procedures continues. A 1987 paper produced jointly by the BMA, Royal College of Obstetricians and
Gynaecologists (RCOG), Royal College of General Practitioners (RCGP), Royal College of Midwives
(RCM), British Paediatric Association and the Clinical Genetics Society considering the advantages and
disadvantages of imposing an 18 week gestational age limit on legal abortion stated that late diagnosis of
malformation was inevitable in some pregnancies. It went on to say “it would be inhumane to these mothers,
their babies and families to insist on the continuation of a pregnancy when the fetus was known to be
seriously abnormal”2
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These technical advances have also brought into question the foetus’ ability to experience pain, foetal
movements and expressions being attributed to “feeling”. Some believe this is dictated by biological
development, other that it also requires cognitive faculties, not developed until much later in pregnancy or
even in post natal life. The evidence to date is limited but a thorough review of the scientific evidence
published in the Journal of the American Medical Association in 2005 concluded that the perception of pain
is unlikely below 24 weeks gestation (22 weeks from conception); for example cutaneous withdrawal reflexes
and hormonal stress responses present earlier in development not being explicit or suYcient evidence of pain
perception and giving evidence for this statement.3

(b) whether a scientific or medical definition of serious abnormality is required or desirable in respect of
abortion allowed beyond 24 weeks;

We believe it is desirable to define a serious abnormality but accept it may not always achievable ie to
absolutely confirm whether there is or is not a serious abnormality, as follows;

(i) precisely defining the abnormality will not always be possible; diagnostic techniques are not
suYciently advanced to be able to absolutely precisely define the abnormality and therefore
consequently predict the “seriousness” of the outcome;

(ii) definition of the word “serious” as it can be to the fetus who becomes the child (if surviving)
intellectually, physically or socially, or to the child’s family; a family rejecting of a child unwanted
due to disability can result in poor outcomes in both the mother20 and the child and for society (ref
Czech study).22

An exhaustive list of “serious abnormality” is therefore unachievable for the reasons given. Having a
fetus/child with the absolute diagnosis of a known abnormality eg Down’s syndrome is still an unknown
quantity, from how much one/other/both parents can love the child and give the life every child deserves to
how severely aVected the fetus/ child will be physically, emotionally and socially.

We believe you cannot put a scientific definition on “serious abnormality” but can a medical one based
on what is agreed between the mother of the pregnancy and the clinicians in charge of her case, taking into
account all clinical information available (obstetric and with information from other pertinent specialists
eg paediatrician) and the wishes of the mother (ideally parents but ultimately the decision lies with the
mother). The Act does not give any guidance about how “serious handicap” should be defined and nor have
the courts given any guidance as to how this phrase should be interpreted. The RCOG has listed a number
of factors that should be taken into consideration when assessing individual cases,4 as has the BMA.5

Adequate and unbiased information to enable decision-making is critical. This situation would benefit
from having national clinical guidelines/standards set, laying out what information should be available and
what staV is involved.

2. Medical, Scientific and Social Research Relevant to the Impact of Suggested Law Reforms to
First Trimester Abortions, such as:

(a) the relative risks of early abortion versus pregnancy and delivery;

there are many references (scientific evidence) in the literature as to the relative physical safety of first
trimester abortion as compared to term delivery given both are undertaken in safe conditions.6 A paper this
year in the New England Journal of Medicine7 reported lack of evidence for early medical abortions
increasing the risk of spontaneous abortion, ectopic pregnancy, preterm birth, or low birth weight in
subsequent pregnancy compared to surgical abortions, given previous research had shown the safety of
surgical abortion. There is the defined condition “post natal depression” accepted by psychiatrists but,
psychiatrists have yet to define a “post abortion syndrome”. The US House of Representatives Committee
on Government Operations (1989) under Surgeon General Koop failed to find evidence for this syndrome.8
No overall increase in psychiatric morbidity was found in an English study.9 Research proposes that severe
negative reactions are rare and can best be understood in the framework of coping with a normal life stress.10

(b) the role played by the requirement for two doctors’ signatures; and

two signatures were put into the 1967 Abortion Act to show the seriousness of the decision to terminate.
Clinical standards are maintained through informed consent and the adherence to Good Practice Guidelines
such as those of the Royal College of Obstetricians and Gynaecologists.6 We would argue that if the issue is
the maintenance of standards, then that is addressed by commissionable and performance managed national
clinical guidelines. There is an argument to wish the involvement of two appropriately trained and
experienced clinicians in more complex cases eg fetal abnormality, the very young and the vulnerable to
evidence the case has been given the clinical involvement it merits which we support. If this were to be the
case, good practice may suggest there are professionals as appropriate as doctors to fulfil this role. However,
this is a separate issue from signing the HSA1 which is not just one but two persons having the right to have
ultimate say what is or is not in the interest of another consenting person (who by definition has been judged
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competent to weigh all pros and cons and reach a conclusion herself ie is fit to give informed consent). We
know of no scientific or medical evidence supporting the need for two signatures and question the right of
any person to veto the rights of a competent other to make decisions about their own health and wellbeing.

The current use of the Abortion Act by the population and the profession (98% are done under clause C
or D, though this is all gestations) and the ability to sign the HSA1 without seeing or examining the woman
is on its own evidence that the two signatures are anachronistic. Overall, polls show women support the right
to abortion.11 The GMC Guidance that if a doctor cannot support a request for abortion, alternative
provision must be oVered is also evidence for the belief in a woman’s autonomy to seek help. The refusal to
sign HSA1 does not prevent a woman from going to another provider for a signature.

We know of no research in this area ie the role played by the Doctor re HSA1 but there are surveys re
women’s attitudes, opinions and wants.

one signature is unlikely to cause delay as the HSA1 is usually signed by the doctor doing the medical
aspects of the pre-assessment: the need for two signatures has the potential to cause delay. However, it is
diYcult to tease out how much delay is related to signatures. Delay increases clinical risk and may prevent
access to early medical abortion (as opposed to surgical). Women commonly have to find a doctor who will
refer; few NHS provided services have self referral. The referring doctor may or may not provide a signature.
Nurse ıled services by definition cannot provide signed HSA1s with referral. Time can be spent while the
signature is sought (good services eg Liverpool, Hull, ensure signatures as part of the service but this does
not have to be the case). Also, some services send women back to their GPs for the second signaturewhen the
abortion has been granted by the provider service; the woman is then put in the diYcult position of finding a
signatory if her GP will not sign. Finding two signatures have the potential for causing further stress/distress
to the woman who is already distressed. She goes to someone to ask for referral and risks being made to feel
bad about herself/turned away and told to go elsewhere, a cause of short-term distress.12 It could be argued
this is about service provider attitude and nothing to do with HSA1s but right now most women access
abortions through their GPs or Family Planning clinics (women will guess access is available via the GP but
many are not aware of access through their FP service)13 and do not know the GP/FPs’ clinicians stance on
the topic14 (this alone is stressful).15 It therefore does not make sense, in the absence of any evidence
otherwise, for the system per se to be a source of distress and possible delay unless it is shown there is the
need for two signatures.

(c) the practicalities and safety of allowing nurses or midwives to carry out abortions or of allowing the second
stage of early medical abortions to be carried out at the patient’s home; and

Nurses and midwives in the UK already take part in many aspects of abortion care; many early medical
abortion services are increasingly nurse led and nurses and midwives undertake patient care in late medical
abortion. What nurses are allowed to do vary from State to State in the USA. As of January 2004, trained
advanced practice clinicians were providing medical, and in some cases, early surgical abortion in 14 states.16

Nurses and midwives run services in South Africa with excellent safety profiles.17 Nurses already undertake
highly skilled surgical services in gynaecology and other surgical specialties. Given the evidence, we consider
enabling trained, competent nurses/midwives to carry out early surgical procedures should be both safe and
practical.

The evidence is that it is perfectly safe for the second stage of early medical abortion to be carried out at
home within the structure of properly organised services.18

3. Evidence of Long-term or Acute Adverse Health Outcomes from Abortion or from the
Restriction of Access to Abortion

There are many publications on the physical risks of abortion in the short and long term (infection/
haemorrhage, injury in the short term, infertility secondary to infection and rarely injury in the long term;
debate is ongoing on increased risk of miscarriage and pre-term delivery. There is no evidence for an
increased risk of breast cancer, placenta praevia or ectopic pregnancy.) These are well quantified and
presented, along with actions to minimise risk, in the RCOG Guidelines on Abortion6 and subsequent
research.

There is much published on the adverse long-term psychological outcomes but many of he studies are of
poor scientific quality eg the samples are not representative of the population.

The American Psychological Association and American Psychiatric Association do not recognise “Post
Abortion Syndrome” through lack of evidence.

Adler has given evidence to US House of Representatives (March 16, 1989)19 in which she summarises
studies by saying the predominant feeling following abortion is relief and happiness, the incidence of severe
negative reaction is low and factors are known which put women at greater risk (eg planned pregnancy,
second trimester procedures, partly due to the nature of women accessing later abortions, poor support) and
she published on the emotional responses following abortion, positive and negative.12 The Koop Report
could find no conclusive evidence for mental health problem.8
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There is not a lot of clinical study on restriction to access. A paper from the UK on a large cohort study
(13,000 women)by GPs reporting psychiatric morbidity showed psychiatric disorder no higher after
abortion than pregnancy Pre-existing psychiatric illness was a risk for both groups. The abortion group
showed more deliberate self harm but greater in those refused an abortion, indicating confounding variables
such as adverse social factors.9 A Swedish survey showed significant emotional disturbance in 24% of women
at follow-up with one third of these mothers judged to be providing a poor environment for their children.20

The evidence is children of unwanted pregnancies forced to continue do less well than controls ie wanted
children. A rigorously control matched study published in 1980 showed teenagers whose mothers had been
denied abortion had poorer school performance, more adverse psychological symptoms and more
likelihood of registration with social services.21 A long term follow up study from Prague22 (Born Unwanted,
35 years later) with long-term follow up showed the adverse eVect on the children of women denied abortion
compared to controls; poorer school performance and more behavioural problems as children and more
criminality, job dissatisfaction and poorer socialising as young adults .
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Memorandum 46

Submission from LIFE

Executive Summary—(Numbers Refer to Paragraphs)

1. LIFE is one of the UK’s leading provider of crisis pregnancy and post-abortion counselling and
supported accommodation for pregnant women and mothers of small children.
2. Our charitable work gives us some unique insights into women’s experiences both pre and post abortion.
3–4. We are concerned, however, by the limited scope of the inquiry. A consideration of abortion cannot
solely be based upon scientific evidence.
5: In discussions of survival rates following premature delivery, the 1995 EPICURE study is quoted as
authoritative; however, more recent research indicates that the results of this study are outdated.

6–7. Although there is a disproportionate incidence of certain disabilities among those born prematurely,
LIFE believes that this should not influence discussion of the significance of survival rates.
8. The proposal to scrap the two doctors’ signatures requirement ignores the intention of the original Act.
UK abortion law does not sanction a right to abortion but permits the practice in specific circumstances.

9. The proposal to allow medical abortions to take place outside of the clinic is one which trades expediency
with the needs of women.
10. Regarding psychological problems, the weight of such evidence has led the American Psychological
Association to remove and review their guidance on the subject.

11. Considering that the majority of abortions in the UK are performed on women aged 18–25, we would
suggest that the link with premature delivery should be of great concern to parliament and the committee
should give it serious consideration in this inquiry.

12. There is evidence to suggest that the rise in breast cancer rates may be associated with a corresponding
increase in abortions being performed on nulliparous women.

13. Even if, as some have argued, abortion in the first trimester has fewer health implications, we do not
feel that this is the way to tackle the existing problems around crisis pregnancy and sexual health.
14. In conclusion, LIFE welcomes the opportunity to submit evidence on this topic and hope that the
deliberations of the committee will result in a report that is of assistance to MPs and the general public.

LIFE: Our Professional Experience

1. LIFE is one of the UK’s leading provider of crisis pregnancy and post-abortion counselling and
supported accommodation for pregnant women and mothers of small children. We oVer counselling,
information and support on abortion and pregnancy related issues via our free phone national helpline or
our nationwide network of pregnancy care centres. We also run a supported housing programme for
pregnant women and mothers of small children.

2. Our charitable work gives us some unique insights into women’s experiences both pre and post
abortion. From our work with women, it is evident that abortion is often not freely chosen but regarded as
the only option. The professional support that LIFE oVers to women in crisis pregnancy and those who
experience psychological problems related to abortion is provided in diVerent areas of the UK. Our
counsellors’ experience of the eVects that abortion can have on diVerent aspects of women’s health is wide-
ranging and they are willing to appear before the Committee to give oral evidence if invited.

Concerns about the Inquiry

3. LIFE welcomes the Committee’s decision to reconsider this issue. We are concerned, however, by the
limited scope of the inquiry. The decision to exclude any ethical debate on abortion seems curious, to say
the least, when figures from every side of the debate on abortion have been calling for a vigorous and
exhaustive public debate. In areas of legislation like abortion and embryo research, public confidence is vital.
Abortion remains a contentious issue and there are a great number of people with important things to say
on the topic. The exclusion of ethical debate might easily be construed as the Committee seeking to avoid
a proper debate.
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4. A consideration of abortion cannot solely be based upon scientific evidence. The interpretation of
evidence is influenced by ethical principles and in failing to discuss these principles the committee’s
conclusions will be limited in scope and far from comprehensive.

Premature Delivery and Viability

5. In discussions of survival rates following premature delivery, the 1995 EPICURE study363 is quoted
as authoritative; however, more recent research indicates that the results of this study are outdated. The
research published in the journal Paediatrics by Hoekstra et al364 demonstrates a marked year on year
improvement in survival rates. The data gathered was the result of a 15 year study at a single neonatal
intensive care unit in the United States. In contrast to the EPICURE study which found that the average
survival rate was 11% for babies born at 23 weeks, the more recent findings revealed a survival rate of 66%;
a significant increase. At 24 weeks, the EPICURE study showed that 26% survived; however, a 2004 study
conducted at University College Hospital365, London, produced a survival rate of 72%.

Disability

6. Although there is a disproportionate incidence of certain disabilities among those born prematurely,
LIFE believes that this should not influence discussion of the significance of survival rates. Such a position
is shared by many disability rights groups who rightly argue that abortion on the ground of disability is
prejudiced and creates negative stereotypes of the disabled in society. The support that LIFE oVers pregnant
women extends to providing them with information about the services they can access for assistance in
bringing up a disabled son or daughter.

7. On these grounds, LIFE would recommend both that there is a substantial reduction in the upper time
limit for abortions and that abortion on the ground of disability should be outlawed.

Two Doctors’ Signatures

8. In considering scientific developments relevant to abortion the committee acknowledges the original
intentions behind the Abortion Act 1967 (as amended) that foetal viability determines the law. In contrast,
the proposal to scrap the two doctors’ signatures requirement ignores the intention of the original Act. UK
abortion law does not sanction a right to abortion but permits the practice in specific circumstances. The
removal of the two doctors’ requirement would allow for easier access to early abortion and undermine the
significance of the procedure. This would be a contradiction of the law as originally intended and arguably
encourage an increase in abortions; we would oppose such a move for this reason.

Unsupervised Medical Abortion

9. The proposal to allow medical abortions to take place outside of the clinic is one which trades
expediency with the needs of women. A recent review366 has shown that complications requiring hospital
treatment are twice as likely to occur with a medical abortion as with a surgical abortion. It is instructive
to note that the BMA has opposed the proposal for at-home abortions. Abortion is a particularly traumatic
procedure to go through and can be a very isolating experience. LIFE counsellors have been contacted by
many women whose abortions have occurred outside of the clinic. The psychological eVects of having to
undergo an abortion without any immediate medical or personal support can be harrowing and harmful
and should be rejected as a proposal.

Women’s Health—Psychological Effects

10. There is a growing body of rigorous peer reviewed, academic evidence on the consequences of
abortion for women’s long term health. Regarding psychological problems, the weight of such evidence has
led the American Psychological Association to remove and review their guidance on the subject. Studies
have documented increased death rates from injury, suicide and homicide367 and, most significantly, a study
referred to in a letter by 15 senior obstetricians and psychiatrists to The Times newspaper,368 suggests these
problems are not related to a patient’s psychiatric history.369 The recent paper from Fergusson et al. in New

363 Wood NS et al. Neurological and developmental disability after extremely preterm birth. EPICure Study Group: New
England Journal of Medicine. 2000; 343: 378–384.

364 Hoekstra RE et al. Survival and long-term neurodevelopmental outcome of extremely premature infants born at 23–26 weeks
gestational age at a tertiary centre. Pediatrics. 2004; 113: e1–e6.

365 Riley K et al. Changes in survival and neurodevelopmental outcome in 22–25 weeks gestation infants over a 20 year period
(abstract). European Society for Pediatric Research, Annual Scientific Meeting. 2004.

366 Goodyear-Smith F. First trimester medical termination of pregnancy: an alternative for New Zealand women. Aust N Z J
Obstet Gynaecol. 2006; 46(3):193–8.

367 Gissler M et al. European Journal of Public Health. 2005; 15, 5: 459–463.
368 “Risks of abortion”,TheTimes 27October 2006: http://www.timesonline.co.uk/tol/comment/debate/letters/article614555.ece
369 Fergusson D et al. Journal of Child Psychology and Psychiatry. 2006; 47(1): 16–24.
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Zealand370 showed that there were serious repercussions for many post-abortive women’s mental health.
This research was written and conducted by a largely pro-abortion research team and was not originally
focused on abortion. However, the conclusions about abortion reached by the team encouraged them to
investigate further.

Women’s Health—Physical Effects

11. While it is accepted that minor physical complications can arise as a result of surgical abortion, the
evidence for more serious physical eVects has only recently come to light. Rooney and Calhoun’s 2003
review371 of 49 studies relating abortion and pre-term delivery revealed that 41 of these demonstrated an
increased risk and none showed that abortion had any protective eVect. Such a connection is strengthened
by the evidence from the EPIPAGE372 and EUROPOP373 studies which highlights the economic cost of pre-
term delivery in terms of care for the children born who are more likely to suVer from permanent brain
damage. Considering that the majority of abortions in the UK are performed on women aged 18–25, we
would suggest that the link with premature delivery should be of great concern to parliament and the
committee should give it serious consideration in this inquiry.

12. There is evidence to suggest that the rise in breast cancer rates may be associated with a corresponding
increase in abortions being performed on nulliparous women. It is impossible to explain this evidence in such
a short submission, however, the meta-analysis conducted by Joel Brind374 is deserving of serious attention.
A review of the recent scientific evidence would seem appropriate to this inquiry and a matter of great
importance because of the potential impact on cancer death rates worldwide. At the very least, women
should be made aware that there is no consensus on the subject and not that such a link does not exist as
some would claim.

Final Concerns

13. Even if, as some have argued, abortion in the first trimester has fewer health implications, we do not
feel that this is the way to tackle the existing problems around crisis pregnancy and sexual health. We are
concerned by any proposals that trivialise the procedure of abortion. Whatever position an individual might
take on the issue, it is undeniably a momentous procedure.

Conclusion

14. In conclusion, LIFE welcomes the opportunity to submit evidence on this topic and hope that the
deliberations of the committee will result in a report that is of assistance to MPs and the general public. We
would be keen to give evidence in view of our involvement with women who are considering abortion or
have experienced abortion and trust that our evidence will be given due consideration.

October 2006

Memorandum 47

Submission from BPAS (the British Pregnancy Advisory Service)

Executive Summary

The charity BPAS (the British Pregnancy Advisory Service) is the largest single provider of early medical
abortion in Europe (the “abortion pill” method, used at under nine weeks’ gestation) having been largely
responsible for introducing this non-invasive method to the UK in 1992.

BPAS is also a specialist provider for women presenting late in pregnancy for abortion, which involves
relatively small numbers of patients, but which tend to be women in especially complex and sensitive
circumstances. Annually BPAS undertakes 80% of the abortions taking place between 20 weeks gestation
and 23 weeks and five days’ gestation in England and Wales.

370 See Fergusson D et al. Journal of Child Psychology and Psychiatry. 2006; 47(1): 16–24.
371 Rooney B, Calhoun BC. Induced abortion and risk of later premature births. Journal of American Physicians & Surgeons.

2003; 8: 46–49.
372 Moreau C et al. Previous induced abortion and the risk of very preterm delivery: results of the EPIPAGE study. BJOG. 2005;

112: 430–437.
373 Ancel PY et al. History of induced abortion as a risk factor for preterm birth in European countries: results of the EUROPOP

survey. Human Reproduction. 2004; 19: 734–740.
374 Brind J et al. Induced abortion as an independent risk factor for breast cancer: a comprehensive review and meta-analysis.

J. Epidemiology and Community Health. 1997; 50: 465–467.
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BPAS will limit our response to our experience of issues concerned with the safe delivery of an up-to-date,
client-focused abortion service. BPAS’ view, shared by the medical community internationally, is that
abortion is a safe procedure, and an essential provision to be oVered in response to the serious public health
problem posed by unintended pregnancy. Approximately 55,000 women each year have treatment to
terminate a pregnancy at BPAS, after attending for non-directive pregnancy counselling and information.
Over 85% of BPAS’ not-for-profit services are performed under contract on behalf of the NHS.

This submission states that:

— The requirement for two doctors’ signatures to certify that a woman meets the legal grounds for
an abortion is not clinically relevant, and undermines the provision of an eYcient service. This
requirement should be removed entirely so that abortion can be provided with one signature on
the basis of informed consent.

— The law should be amended to allow other members of the clinical team aside from “registered
medical practitioners” to confirm the legal grounds on which an abortion is to be undertaken. It
is entirely appropriate for nurses and midwives to carry out abortions in the first trimester and we
believe this would improve the quality of care.

— It should be made possible for women to self-administer the second part of the early medical
abortion medication in privacy and comfort at home, instead requiring administration in a
hospital or clinic.

— If abortion becomes illegal or more diYcult to obtain, British women will travel to other countries
for treatment, or obtain unsupervised and unregulated treatment via the internet.

1. Response to call for evidence relating to: (2) medical, scientific and social research relevant to the impact
of suggested law reforms to first trimester abortions such as: (a) the relative risks of early abortion versus
pregnancy and delivery

1.0 The risk of maternal death from legal abortion is associated with the lowest risk of adverse outcome
resulting from pregnancy. Of the alternatives to abortion, live birth poses an intermediate risk and ectopic
pregnancy and fetal death pose the highest risk. This holds true well beyond the “early” stages of abortion
in the first 12 weeks’ gestation. Even at the latest stages of legally-available abortion, abortion is not more
risky than birth.

1.1 Of the 106 maternal deaths directly associated with pregnancy, as reported by the Confidential
Enquiry into Maternal and Child Health (CEMACH) in their most recent report (2000–02), three deaths
were associated with legal termination of pregnancy. The majority were associated with complications of
late pregnancy and delivery including thrombosis and thromboembolism, hypertensive disorders and
haemorrhage.

1.2 Early abortion has been shown to have no adverse eVect on future pregnancies.

2. (2) medical, scientific and social research relevant to the impact of suggested law reforms to first trimester
abortions such as: (b) the role played by the requirement for two doctors’ signatures

2.0 It is important to note that the legal requirements for two doctors’ signatures to confirm that the
woman meets the legal grounds for abortion is a separate legal exercise to a clinical assessment of the patient
to determine the most appropriate treatment.

The requirement for a second referral doctor’s signature to confirm that the woman meets the legal
grounds for abortion conflicts with established medical ethical principles of the autonomy of competent
patients and is redundant in medical terms. No medical benefit is conferred to the woman by its retention,
as it only serves to confirm that the abortion is being undertaken within the terms of the 1967 Abortion Act.

2.1 Currently, the requirement for two doctors to certify that a woman meets the legal grounds for
abortion has the potential to delay treatment. It may be diYcult for a woman who is concerned about
confidentiality to find two doctors to approve her abortion request. There is no central monitoring of delays
to treatment of this type, but recently, Tony Calland, the Medical Ethics Committee Chair of the British
Medical Association (BMA) said that “some women waited up to 13 weeks [gestation] to have their abortion
approved by two doctors and removing this requirement would reduce such a wait and the associated risks”.
The requirement for two signatures for solely legal purposes also increases treatment costs by introducing
unnecessary bureaucracy.

2.2 The Department of Health’s documentation form (HSA1 form) for the recording of each abortion
that takes place, provides for both the first and second signatory doctors to “sign unseen” that the woman
meets the legal grounds, on the recommendation of other members of the clinical team. This has been
discussed with, and confirmed as lawful practice by, the Department of Health. (In terms of clinical
assessment however, at BPAS it is considered good practice under the current law, for at least one of the
doctors to have seen the woman before treatment.)
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2.3 The Committee will be aware that a majority of BMA doctors voted for the removal of this
requirement in 2007, arguing that abortion (in the first trimester) should be provided on the basis of
informed consent as other medical treatments are.

BPAS would support this position being adopted up until the current legal time limits.

A woman’s clinical assessment for treatment and confirmation that she meets the legal grounds for
abortion does not require more doctors in the second trimester, than in the first. There is no reason why the
confirmation of the legal grounds for abortion requires more doctors in the second trimester than in the first.

2.4 As two doctors can already confirm at all gestations within the current legal limits that a woman meets
the legal requirements on the recommendation of a nurse, it would seem logical for nurses to be able to sign
in their own right if such a form is required. This would be sensible especially where pertaining to what are
currently already virtually nurse-led methods, such as early medical abortions (EMA), or the abortion pill,
which is oVered up to nine weeks’ gestation.

3. (2) medical, scientific and social research relevant to the impact of suggested law reforms to first trimester
abortions such as: (c) the practicalities and safety of allowing nurses or midwives to carry out abortions

3.0 The wording of the 1967 Act enables abortions to be conducted lawfully only by “registered medical
practitioners”. This is interpreted as meaning only doctors registered by the General Medical Council, and
to exclude nurses and midwives. This definition is now out-dated because today’s modern, less invasive early
abortion methods are suitable to be performed by nurses and midwives. Forty years ago when the Abortion
Act was drafted, these methods were not available and the nursing role was much more restricted.

We believe it would be appropriate for suitably trained nurses and midwives to be permitted to perform
early abortions in Britain as they do in other countries, such as the United States and South Africa.

3.1 Early medical abortion (EMA) is available up to nine weeks’ or 63 days’ gestation. This increasingly
popular non-invasive method relies on the administration of two sets of prescribed medication. During the
16 years that BPAS has provided EMA, we have developed a nurse-led service which has minimised the role
of the doctor. This development was in response to observations that nurses are better able to deliver this
service as they can often develop a greater rapport with clients. The EMA method requires particularly open
and clear communication as the patient is central to the participation in, and management of her treatment.
The legal requirements are met by the doctor signing the prescription for the medication, after it has been
confirmed by two doctors that the legal grounds for abortion have been met.

3.2 If nurses became legally able to perform some methods of abortions, it would then be possible to
develop a nurse-prescribing protocol or a “Patient Group Direction” that would allow an abortion nurse
to take full responsibility for treatment, as nurses do in other areas of medicine. In BPAS’ view, reducing
the involvement of doctors would enable them to use their time in the clinic most eYciently and would reduce
costs of the procedure without compromising the quality of care.

3.3 Manual vacuum aspiration (MVA) is a method of early surgical abortion (oVered from four weeks’
to 12 weeks’ gestation), which involves the removal of the contents of the uterus using a gentle hand-
operated suction pump. The level of technical skill required to do this is of a similar level to fitting a
contraceptive “coil” (IUD/IUS) which BPAS’ and NHS family-planning trained nurses already routinely
do. In some regions of the United States, South Africa and commonly in the developing world, nurses
provide MVA treatment. In the UK, the phrasing of the law means that only a doctor can provide this
treatment.

3.4 In other areas of more technically-skilled NHS practice, such as gastro-enterology and dermatology,
trained nurses have for several years been permitted, for example, to pass investigation camera equipment
(endoscopes) into the body and to take skin biopsies. In sexual and reproductive healthcare, nurse
hysteroscopists are able to examine the uterus with a camera and nurse colposcopists can examine the cervix
with a camera and also take tissue biopsies. It seems anomalous for the law to prevent appropriately-trained
nurses in abortion care from developing their roles similarly.

3.5 Greater involvement of nurses in early abortion care would also increase national capacity at early
gestations and so reduce treatment delays.

3.6 Later gestation medical induction abortion is a method where the woman has chosen to go through
induced labour rather than undergo a surgical termination of pregnancy. This is often chosen in situations of
termination for fetal abnormality. Midwives are particularly appropriate to carry out this procedure, which
involves oVering the woman ongoing emotional support as well as professional technical expertise in labour
care. BPAS’ view is that it is not justifiable to legally permit midwives to take responsibility for births at
term, but not abortions, which take place at an earlier gestation and are safer than labour and delivery of
a full-term pregnancy.
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4. (2) medical, scientific and social research relevant to the impact of suggested law reforms to first trimester
abortions such as [ . . .] allowing the second stage of early medical abortions to be carried out at the
patient’s home

4.0 At present, the early medical abortion (EMA) or “abortion pill” method, which is used up to nine
weeks’ or 63 days’ gestation, involves the woman swallowing a mifepristone (RU 486) tablet at a BPAS
clinic, after which she may either return home or can occupy herself for a few hours nearby to the clinic.
This medication blocks the pregnancy hormones so that the pregnancy ceases to be viable. At least six to
eight hours later, or on the following day, she is required to return to the clinic, where the second part of the
treatment, a dosage of the drug misoprostol, is then administered vaginally with a tampon, or is swallowed.
Misoprostol causes the uterus to contract and to expel the pregnancy much like a miscarriage. Women go
straight home from the clinic after taking misoprostol, in order to make themselves comfortable before this
process starts.

4.1 Women are obliged to make a second journey back to the clinic to take the second medication
(misoprostol) solely because the law specifies that an abortion may only be carried out in hospitals or a
specially approved location. Currently the Department of Health interprets this as meaning that both
administrations of the two-stage drug regimen must be administered within an approved location. There is
no clinical justification for two separate visits to a clinic.

4.2 In Norway, which has a law similar to the UK, only the mifepristone must be taken in a clinic, as this
is regarded as the abortifacient. Misoprostol is viewed as a supporting medication, because it is taken to
enable the safe and prompt expulsion of the products of conception. The requirement for two clinic visits
can be burdensome for women with caring or other responsibilities to manage at home and can mean that
women without a local EMA service near their homes are not able to choose EMA at all. The requirement
to administer the misoprostol at a second appointment in a registered place adds unnecessary cost to the
procedure. The removal of this requirement could increase national capacity for early abortions, helping to
reduce treatment delays.

4.3 Self-administration of misoprostol at home is common in most countries where EMA is available.
From a clinical perspective, arguably it would be more appropriate for women to administer the misoprostol
at home, as the time from treatment to the expulsion of the pregnancy can be variable and unpredictable.
There is no evidence that self-administration of tablets is unsafe, or that home-use is unacceptable to
patients.

4.4 UK women in other medical situations can already self-administer misoprostol at home. For example
women who have experienced a spontaneous miscarriage are given a dose of misoprostol to take home and
insert vaginally themselves, in order to ensure the prompt and safe expulsion of the miscarried pregnancy.
BPAS sees no reason why abortion patients should continue to be excepted from this provision.

5. (3) Evidence of long-term or acute adverse health outcomes from abortion

5.0 BPAS is not aware of long-term or acute adverse health outcomes arising specifically from abortion,
although as with any medical treatment, complications can result. Abortion is a very safe procedure
compared to many other medical interventions and earlier abortion is particularly safe.

5.1 Abortion has not been shown definitively to be associated with adverse psychological health
outcomes. The British Royal College of Obstetricians and Gynaecologists (RCOG) considers published
studies on this issue, when drawing up its evidence-based guidance on abortion. The RCOG states, on the
basis of the available evidence: “Some studies suggest that women who have had an abortion may be more
likely to have psychiatric illness or to self-harm than other women who give birth or are of a similar age.
However, there is no evidence that these problems are actually caused by the abortion; they are often a
continuation of problems a woman has experienced before”.

5.2 As an abortion provider since 1968, BPAS has had little experience of women undergoing long term
negative psychological consequences from abortion. We provide a post-abortion counselling service and our
staV see a small number of women each year experiencing feelings of regret. These feelings are usually
focused on regret about the circumstances of the unplanned pregnancy. Sometimes women report that they
regret the abortion, while still believing it was the right decision for them at the time. Some women continue
to hold the belief that abortion is morally wrong, while continuing to believe it was right for them, and that
choosing abortion was the “least worst” option available to them.

5.3 BPAS believes it is essential that women continue to have access to pre- and post-abortion
counselling, to enable informed decision-making and support whatever the woman has decided.
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6. “(3) Evidence of long-term or acute adverse health outcomes . . . from the restriction of access to abortion”

6.0 Unintended pregnancy continues to be a serious public health problem. Restriction of access to
abortion would impact adversely on the health of large numbers of women experiencing unintended
pregnancy.

6.1 Compelling evidence on adverse health outcomes from restriction of access to abortion in the UK can
be found in a review of maternal mortality associated with abortion prior to the 1967 Abortion Act,
published by the Confidential Enquiry into Maternal and Child Health (CEMACH).

This stated that: “the most striking change during the first 50 years of this report has been the
disappearance of illegal, unsafe abortion as a cause of early pregnancy direct deaths which followed the
passage of the Abortion Act in 1967. The first CEMACH Enquiry Report, covering the years 1952–54,
described 153 deaths from ‘abortion’, of which 108 at the least had been procured illegally. [ . . .] Around
30 deaths per year from illegal abortion continued through the 1950s and 1960s. The first full working year
of the Abortion Act was 1969 and the number of deaths ‘clearly due to illegal abortion’, fell, that year to 17.”

Worldwide, death and ill health are reported where there is a lack of access to safe and legal abortion.

6.2 In the 2000–02 CEMACH enquiry report, out of 15 deaths attributed directly to early pregnancy
complications (out of 106 maternal deaths directly associated with pregnancy as a whole), three were
attributed to termination of pregnancy.

6.3 In BPAS’ experience, the denial of abortion causes deep distress to women. We are concerned for the
well-being of women who present to us seeking abortion, but who are unable to access treatment as they are
beyond the legal gestational limit. We ensure that these women are promptly referred into antenatal care
and are concerned about their needs for appropriate emotional support to cope with this.

6.4 BPAS sees several hundred clients each year who have travelled to Britain because abortion is illegal
in their own country. Typically, these women present at later gestations, often into the second trimester
because of the increased costs and other problems associated with accessing information and travelling. Our
experience of collaboration with the Irish Family Planning Association and the Crisis Pregnancy Agency in
Ireland suggests that women who travel may also have diYculty accessing post-abortion advice and care
and experience addition psychological burdens because of the need to conceal the abortion.

6.5 BPAS is aware that young people aged under 24, who are especially in need of quality sexual health
services, would be particularly at risk if greater restriction was placed on abortion. The Brook Advisory
Service has shown that that confidentiality is key to young people’s willingness to access sexual health
services. It is BPAS’ experience that the great majority of young people voluntarily involve their families
when accessing services in any case, and where they are not able to do so, they report compelling reasons
for this.

6.6 In a survey conducted on adolescent BPAS clients in 2007, responding centres found that no client
aged under 16 had attended her abortion consultation or treatment appointment alone. The most frequent
accompanying person in any category was one or both parents, with 56% of clients attending with their
mother, whether or not accompanied by additional escorts.

6.7 As a further potential source of delay for women who seek to terminate a pregnancy, BPAS is
concerned that unlicensed, unregulated “Crisis Pregnancy Counselling” networks (which often have a
political or religious bias against abortion) operate widely in the UK, outside the standards of the
Department of Health’s Register of Pregnancy Advice Bureaux.

There is no central collection of the numbers of these networks, which do not refer women for abortion
or adhere to any minimum standard of information-giving. A quick glance at the websites of some “Crisis
Pregnancy Counselling” organisations shows that some poor quality information and advice is oVered
about abortion or the health risks associated with abortion by some of them.

6.8 BPAS is concerned that in some local areas, unregulated services appear to have received funding
support from local NHS Primary Care Trusts and also to be permitted to “train” doctors in local NHS
hospitals.

6.9 BPAS would like to see “Crisis Pregnancy Counselling” services required by law to be registered and
to adhere to minimum standards of non-directive, accurate information-giving about pregnancy options
and abortion and emergency contraception. Where services will not refer a woman for abortion, we believe
that such services should be required by law to clearly state this fact on their literature and publicity, as is
required in other countries.

There is no central collection of data on the delays to treatment experienced by women seeking abortion
after attending unregulated “Crisis Pregnancy Counselling” services. BPAS believes that the law should
ensure that all women with unintended pregnancies should be able to access clearly signposted, non-directive
advice and information meeting minimum quality standards, to enable them to make an informed decision,
and to facilitate prompt referral for antenatal care, or abortion treatment as appropriate.
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About BPAS

Approximately 55,000 women each year have treatment for termination of pregnancy at BPAS after
attending for non-directive pregnancy counselling and information, which is monitored by and registered
with the Department of Health. BPAS is the largest provider of early medical abortion in Europe (the
“abortion pill” method, used at under nine weeks’ gestation) having been largely responsible for introducing
this non-invasive method to the UK in 1992.

BPAS is also a specialist provider for women presenting late in pregnancy for abortion, which involves
relatively small numbers of patients, but which tend to be women in especially complex and sensitive
circumstances. BPAS undertakes 80% of the abortions taking place between 20 weeks’ gestation and 23
weeks and five days’ gestation in the England and Wales each year, under contract to the NHS. Beyond 24
weeks’ gestation, all terminations in the UK take place in NHS premises.

BPAS is regulated by the Healthcare Commission in England, Healthcare Inspectorate Wales, NHS
Quality Improvement Scotland and the Department of Health. BPAS works closely on policy and training
issues with the Royal College of Nursing, Royal College of Obstetricians and Gynaecologists, and the
Faculty of Family Planning and Reproductive Health Care. BPAS is a research-led organisation and
facilitates academic and Department of Health research projects under the scrutiny of its independently-
constituted Research Ethics Committee.

The British Pregnancy Advisory Service (registered charity number 289145) was set up in 1968 after the
implementation of the 1967 Abortion Act in order to provide services, train doctors and provide premises
for safe legal abortion, at a time when the NHS not always able or prepared to provide abortion services.

BPAS’ abortion treatments, comprehensive counselling services, male and female contraceptive and
sterilisation services and sexually transmitted infection testing and treatment are all not-for-profit. All of
the charity’s services are conducted according to the relevant professional guidance under the scrutiny of
BPAS’ independently-constituted Clinical Governance Committee. For further information about the
charity or its services, please see www.bpas.org.

This submission compiles evidence from:

Ann Furedi, Chief Executive of the British Pregnancy Advisory Service (BPAS),
Dr Patricia A. Lohr MD, MPH, Medical Director of BPAS, and
Mandy Myers RGN, MPhil, Director of Nursing at BPAS.
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Annex

APPENDIX OF EVIDENCE CITATIONS

In support of the Response from BPAS (the British Pregnancy Advisory Service) submitted to the Science
and Technology Committee’s Inquiry: “Scientific Developments relating to the Abortion Act 1967”*

This Appendix oVers an evidence basis in support of the Response, grouped by the paragraph numbers
that are used in the Response.)

1. “(2) medical, scientific and social research relevant to the impact of suggested law reforms to first
trimester abortions such as:
(a) the relative risks of early abortion versus pregnancy and delivery;”
(1)
“Despite impressive gains in safety in recent decades, pregnancy Grimes DA.
remains risky. [. . .] From early in pregnancy until some weeks “The morbidity and mortality of
after its conclusion, pregnant women are at increased risk of pregnancy: still risky business”
morbidity and mortality compared with women who are not American Journal of Obstetrics
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pregnant. This review summarizes recent national data from the and Gynecology, 1994 May; 170 (5
US Centers for Disease Control and Prevention, including vital Pt 2): 1489–94.)
statistics from the National Center for Health Statistics.
Ectopic pregnancy is substantially more dangerous (38 deaths/
100,000 events) than either childbirth (nine) or legal abortion
(less than one). The three leading causes of maternal death today
are pregnancy-induced hypertension, hemorrhage, and
pulmonary embolism.
Although comprehensive data on pregnancy-related morbidity
are lacking, about 22% of all pregnant women are hospitalized
before delivery because of complications.
Women of minority races have much higher risks of death than
do white women, and the same holds true for older women and
those with limited education.
For most women, fertility regulation by contraception,
sterilization, or legal abortion is substantially safer than
childbirth.’
(1) Grimes DA.
“The comparative safety of pregnancy outcomes has clinical and “Estimation of pregnancy-related
public health importance. Using national statistics for 1991 to mortality risk by pregnancy
1999, I estimated the risk of maternal death associated with outcome, United States, 1991 to
various outcomes. Abortion (legal and spontaneous) was 1999”
associated with the lowest risk, live birth intermediate risk, and American Journal of Obstetrics
ectopic pregnancy and fetal death the highest risk.” and Gynecology (2006) 194, 92–4)
(1.1)
Of 758 maternal deaths directly related to pregnancy in the UK “Table 1.4, Number of maternal
between 1985–2002, 15 deaths (1.97%) were directly related to deaths reported to the Enquiry by
termination of pregnancy. Of 106 maternal deaths in the UK cause; United Kingdom
directly related to pregnancy in 2000–02, 3 were directly related 1985–2002”,
to termination of pregnancy. p 30, “Why Mothers Die 2000–02”,

CEMACH.

For more on this data, see Table 6.1 “Numbers of Direct Deaths p 103, “Why Mothers Die
in early pregnancy by cause, United Kingdom 1985–2002”, 2000–02”, CEMACH.
shows in 2000–02, 15 direct deaths attributed to early pregnancy http://www.cemach.org.uk/getdoc/
complications, 3 of which were attributed to termination of 28695c42-0a1e-4fd6-8601-
pregnancy. abd01ad6c162/Saving-Mothers-

Lives-Report- 2000-2002.aspx
(1.2)
“The long-term safety of surgical abortion in the first trimester is Jasveer Virk, Jun Zhang and Jrn
well established. Despite the increasing use of abortion by means Olsen,
of medication, limited information is available regarding the “Medical Abortion and the Risk of
eVects of this procedure on subsequent pregnancies. Subsequent Adverse Pregnancy
We identified all women living in Denmark who had undergone Outcomes”
an abortion for nonmedical reasons between 1999 and 2004 and New England Journal of Medicine
obtained information regarding subsequent pregnancies from August 16, 2007, Number 7,
national registries. Volume 357: 648–653,
Risks of ectopic pregnancy, spontaneous abortion, preterm birth http://content.nejm.org/cgi/content/
(at 37 weeks of gestation), and low birth weight ('2,500 g) in short/357/7/648??eaf
the first subsequent pregnancy in women who had had a first-
trimester medical abortion, were compared with risks in women
who had had a first-trimester surgical abortion.
Among 11,814 pregnancies in women who had had a previous
first-trimester medical abortion (2,710 women) or surgical
abortion (9,104 women). We found no evidence that a previous
medical abortion, as compared with a previous surgical abortion,
increases the risk of spontaneous abortion, ectopic pregnancy,
preterm birth, or low birth weight.
The gestational age at medical abortion was not significantly
associated with any of these adverse outcomes.”
2. (2) medical, scientific and social research relevant to the
impact of suggested law reforms to first trimester abortions such
as:
(b) the role played by the requirement for two doctors’
signatures;
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2. Competent pregnant women in medical situations (aside from E Jackson,
abortion) are legally permitted to make choices about their “Ethics and British Abortion Law”
medical treatment on the basis of informed consent, without a http://www.prochoiceforum.org.uk/
doctor scrutinising their reasons. This applies even if their choice al9.asp
threatens or could end the life of the fetus. Abortion is
exceptional in remaining legally contingent upon two doctors’
approval of the woman’s reasons for requesting medical
assistance to safely end her pregnancy. “In St. George’s
Healthcare NHS Trust v S [1998] 3 W.L.R. 936, The Court of
Appeal found that a competent adult woman was entitled to
refuse a caesarean section, even if her decision would lead to the
death of a 36 week old fetus. Judge LJ said: ‘The autonomy of
each individual requires continuing protection, particularly when
the motive for interfering is readily understandable, and indeed
to many would appear commendable”. He said “Pregnancy does
not diminish a woman’s entitlement to decide whether or not to
undergo medical treatment. Her right is not reduced or
diminished merely because her decision to exercise her right may
appear morally repugnant”. [. . .] If the law has established that a
woman’s decision should be respected, even if it will cause the
death of a 36 week old fetus, is there some inconsistency with the
Abortion Act’s requirement that a woman’s reasons for
terminating a pregnancy of much shorter gestation must be
judged acceptable by two medical practitioners?”
2.1, 2.3 “Early abortions should be available without the need “Call for end to two-signature rule
for two doctors’ approval, doctors at the [BMA] ARM agreed. in abortions”, “Updates from the
Doctors leaders said removing the requirement of two signatures Annual Meeting” BMA News,
on a termination form would speed up the procedure and reduce June 27 2007
risks. [. . .] Speaking outside of the meeting, MEC chair Tony http://www.bma.org.uk/ap.nsf/
Calland said some women waited up to 13 weeks [gestation] to Content/
have their abortion approved by two doctors and removing this BMAnewsarm2007weds?Open
requirement would reduce such a wait and the associated risks. Document&Highlight%2,signature,
Two doctors’ signatures should not be necessary for abortions abortion
within the first trimester, the Representative Body said.
3. “(2) medical, scientific and social research relevant to the
impact of suggested law reforms to first trimester abortions such
as:
(c) the practicalities and safety of allowing nurses or midwives to
carry out abortions
3.
The RCOG stated in 2007:
“The proposal . . . that present legislation would allow nurses to RCOG Statement on review article
perform surgical abortions should be further explored. “Can nurses legally perform
The Royal College of Obstetricians and Gynaecologists (RCOG) surgical induced abortion?”
believes that access to high quality family planning and Journal of Family Planning and
termination of pregnancy services are essential factors in the Reproductive Healthcare, April
provision of good health care for women. After appropriate 2007’
encompassing training, many nurses working in the NHS have http://www.rcog.org.uk/
already taken on extended responsibilities. index.asp?PageID%1901
If legislation allows, and only working closely as part of a
medical team, the option of fully trained nurses helping to
provide early surgical termination of pregnancy services merits
further evaluation.”
3 and 3.3
“South Africa’s Choice on Termination of Pregnancy Act, which
took eVect in 1997, legalized abortion and stipulated that Kim Dickson-Tetteh and Deborah
registered midwives can perform abortions for women with L Billings
pregnancies of no more than 12 weeks’ gestation. A program was “Abortion Care Services Provided
initiated to train registered midwives throughout South Africa to by Registered Midwives in South
provide abortion services at primary care facilities. From Africa”
October 1999 through January 2000, an evaluation was International Family Planning
conducted at 27 public health care facilities in South Africa’s Perspectives, 2002, 28(3):144-150
nine provinces to assess the quality of care provided by midwives http://www.guttmacher.org/pubs/
who had been trained and certified to provide abortion services. journals/2814402.html
Data were collected by observing abortion procedures and
counseling sessions, reviewing facility records and patients’
charts, and interviewing patients and certified midwives. Results:
Of 96 abortion procedures performed by 40 midwives, 85
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involved manual vacuum aspiration. Midwives’ clinical practice
was rated ‘good’ in 75% of the procedures. No complications
occurred during abortion procedures or as a result of the
procedures, and no abortion clients died. Midwives consistently
provided women with contraceptive counseling after the
abortion, and most clients (89%) received a contraceptive
method before leaving the facility. Conclusion: Midwives can
provide high-quality abortion services in the absence of
physicians. Training in abortion care should be systematically
integrated into midwives’ basic training. This training should use
postabortion counseling as an opportunity to inform women
about dual protection from unwanted pregnancy and sexually
transmitted infections.”
3 and 3.3
“A hopeful note in the contemporary abortion environment in Carole JoVe, Susan Yanow
the United States is the expanding role of advanced practice “Abortion Providers: Current
clinicians—nurse practitioners, physician assistants and nurse- Developments in the United
midwives—in first trimester abortion provision. Two national States”
symposia in 1990 and 1996 approved the expansion of early Volume 12, Issue 24, Pages
abortion care to non-physicians. As of January 2004, trained 198–206
advanced practice clinicians were providing medical, and in some (November 2004)
cases, early surgical abortion in 14 states. This has required not
only medical training but also political organising to achieve the
necessary legal and regulatory changes, state by state, by groups
such as Clinicians for Choice and the Abortion Access Project.
Recent surveys in three states show a substantial interest among
advanced practice clinicians in abortion training, leading to
cautious optimism about the possibility of increased abortion
access for women.”
3.2.
A literature review of research literature on prescribing both in J Harris and J Taylor, C Mackie,
the United Kingdom and in countries with comparable health “Research Literature Review on
care systems from 2000–03 found: Prescribing”
“broad support from patients and professionals for the use of Research Findings No 40/2004
diVerent models of prescribing and supply of medicines in which www.scotland.gov.uk/Resource/
health professionals adopted a wider prescribing role . . . Doc/17002/0029573.pdf
evidence of improved patient access to medicines and services as
a result of nurse prescribing, the use of patient group
directions . . . Patients and nurse prescribers in several studies
reported benefits of nurse prescribing, eg timeliness of treatment
and improvements in the quality of care.”
4. “2. medical, scientific and social research relevant to the
impact of suggested law reforms to first trimester abortions such
as [. . .] allowing the second stage of early medical abortions to
be carried out at the patient’s home;
4.1
A study seeking to provide evidence regarding the safety, Shannon C S, WinikoV B,
eYcacy, and acceptability of 200 mg mifepristone followed by Hausknecht R, SchaV E,
home administration of 400 mg oral misoprostol enrolled 376 Blumenthal PD, Oyer D, Sankey
women in a prospective, open-label, multicenter trial. Women H, WolV J, and Goldberg R.
were administered mifepristone in the clinic and were given two “Multicenter Trial of a Simplified
tablets of misoprostol to swallow at home 48 hours later. On day Mifepristone Medical Abortion
15, women returned to the clinic for a gynecologic examination. Regimen”
Success was defined as a complete termination without surgical Obstetrics and Gynecology,
intervention or additional misoprostol by day 21. All 2005; 105: 345–51.
participants completed an exit interview before discharge from
the study.
Results: Of the women enrolled, 58.8% had gestations of
between 43 and 49 days, 54.7% had had a previous abortion, and
76% had had a previous pregnancy. Of the 354 women included
in the eYcacy analysis, 324 (91.5%) had a successful termination.
The most common adverse eVects reported by patients were pain
or cramps (93.2%) and nausea (66.6%), followed by weakness
(54.7%), headache (46.2%), and dizziness (44.4%).
Overall acceptability of the regimen was high, with 63.3% of
women reporting that it was very satisfactory and an additional
23% reporting that it was satisfactory.



3789251048 Page Type [O] 13-11-07 01:13:34 Pag Table: COENEW PPSysB Unit: PAG1

Science and Technology Committee: Evidence Ev 231

Conclusion: mifepristone followed in 48 hours by home
administration of . . . misoprostol is eVective, associated with
rare severe adverse eVects or adverse events, and acceptable for
women seeking medical abortion of pregnancies of up to 49 days
duration . . ”.

4.1
“Studies from the USA have suggested the feasibility and Hamoda H, Ashok PW, Flett GM,
acceptability of home medical abortion, however the issue has Templeton A.
not been addressed in the UK. This study aimed to assess the “Home self-administration of
feasibility, eYcacy and acceptability of home self-administration misoprostol for medical abortion
of misoprostol for medical abortion up to 56 days’ gestation. up to 56 days’ gestation”.
Methods: Mifepristone 200 mg was given orally in hospital Journal of Family Planning and
under nursing supervision. Women were provided with Reproductive Health Care.
misoprostol tablets 600 microg and advised to take them 2005 Jul; 31(3): 189–92.
sublingually 36–48 hours later. The main outcome measures were
(1) feasibility, assessed through successful completion of
abortion at home without the need for hospital admission, (2)
eYcacy, assessed through complete uterine evacuation without
the need for further medical or surgical intervention and (3)
women’s acceptability of the procedure as assessed by
questionnaire.
Results: A total of 49 women participated in this study. Of these,
48 women aborted at home while one opted to be admitted to
hospital after receiving misoprostol at home. One woman
underwent surgical evacuation five weeks following abortion for
excessive bleeding and retained products of conception. A total
of 43–44 (98%) women were satisfied with having the abortion at
home.
Side eVects experienced by women included nausea [80%],
vomiting [42%], diarrhoea [42%], shivering [65%], tiredness
[80%], headache [31%], hot flushes [35%], dizziness [62%] and
unpleasant mouth taste [50%].
Conclusions: This study suggests the feasibility and acceptability
of home self-administration of misoprostol for medical abortion
up to 56 days’ gestation. These findings need to be assessed in
the context of a randomised trial”.

4.2
“There are important issues to do with the provision and place RCOG Statement on the BMA
of services, including medical (non-surgical) methods. Medical Medical Ethics Committee Briefing
methods of abortion are carried out in only 24% of women on First Trimester Abortions
seeking an abortion in England, when evidence suggests that 5 June 2007
where a choice is available, the uptake would be 60–70% of http://www.rcog.org.uk/
women”. index.asp?PageID%2009

4.3
A study assessed the acceptability of home medical abortion to Hamoda H, Critchley HO,
women in UK settings, based in four NHS gynaecology units in Paterson K, Guthrie K, Rodger M,
England and Scotland, where women underwent conventional, Penney GC.
hospital-based, medical abortion up to nine weeks of gestation. “The acceptability of home medical
Using a self-completed questionnaire, researchers explored the abortion to women in UK settings”
acceptability of abortion in hospital (including pain and bleeding British Journal of Obstetrics and
experienced) and at home. Comparisons were made between Gynaecology.
centres (English and Scottish). 2005 Jun; 112 (6): 781–5.
Results: 66% (366/553) of the questionnaires were returned. 228/
320 said there was nothing that happened during abortion in the
hospital that they would have been unable to cope with at home;
123/342 said they would have opted to have home abortion, had
that choice been available. However, 219/342 indicated that they
would prefer to have abortion in the hospital.
The majority of women said they would have coped at home
with bleeding (280/355, 79%) and with pain if given analgesia
(203/268, 76%)
Conclusion: This study suggests that most women would
welcome being oVered the choice of having medical abortion at
home or in hospital. The development of home abortion must be
seen as complementary, not an alternative, to hospital services.



3789251048 Page Type [E] 13-11-07 01:13:34 Pag Table: COENEW PPSysB Unit: PAG1

Ev 232 Science and Technology Committee: Evidence

4.4
A US study looked at the eVectiveness, safety, time to bleeding,
and acceptability of misoprostol administered by vagina at home
and repeated, if needed, after mifepristone was administered for
abortion in women up to eight weeks’ pregnant.
A prospective trial was conducted with women up to eight weeks SchaV E A, Stadalius L S, Eisinger
pregnant wanting an abortion. S H, Franks P.
After receiving mifepristone orally, subjects self-administered “Vaginal misoprostol administered
vaginal misoprostol at home two days later. Subjects returned at home after mifepristone
within seven days, and if the gestational sac was still present on (RU486) for abortion”.
ultrasound, a repeat dose of misoprostol was administered in the Journal of Family Practice. 1997
oYce. Apr; 44 (4): 353–60.
Subjects completed a daily symptom log and a questionnaire on
the acceptability of the procedures.
Results: Of the 166 subjects, 163 (98%) had a complete medical
abortion. Three subjects presented with persistent bleeding and
an incomplete abortion from 27 to 35 days after taking
mifepristone and required surgical intervention. Vaginal spotting
or bleeding occurred in 104 (62%) subjects before taking
misoprostol, and 18 (11%) did not use misoprostol.
Bleeding occurred on average 3.5 hours (SD, 3.2) after taking
misoprostol.
Six (4%) subjects required a second dose of misoprostol.
Gastrointestinal side eVects were common, mild, and brief.
159 (96%) subjects agreed that the procedure went well, and 146
(90%) agreed that home administration of misoprostol was
acceptable.
Conclusion: Two days after taking mifepristone, misoprostol
administered by vagina was found to be safe, highly eVective,
and acceptable to women. Since only six subjects needed a
second dose of misoprostol, conclusions about repeat doses are
not possible. This procedure is a promising alternative to
surgical abortion.

5. “3. Evidence of long-term or acute adverse health outcomes
from abortion”

5.
Advice on abortion risks from the RCOG is that:
“16.1 The risk of haemorrhage at the time of abortion is low. “The Care of Women Requesting
It complicates around 1 in 1,000 abortions overall. The risk is Induced Abortion: Evidence-based
lower for early abortions (0.88 in 1,000 at less than 13 weeks; Clinical Guideline Number 7”,
4.0 in 1,000 at more than 20 weeks). p 8–9, RCOG September 2004
16.2 The risk of uterine perforation at the time of surgical http://www.rcog.org.uk/
abortion is moderate. index.asp?PageID%662
The incidence is of the order of 1–4 in 1,000. The risk is lower for
abortions performed early in pregnancy and those performed by
experienced clinicians.
16.3 Uterine rupture has been reported in association with mid-
trimester medical abortion.
However, the risk is very low, at well under 1 in 1,000.
16.4 Cervical trauma:
the risk of damage to the external cervical os at the time of
surgical abortion is moderate (no greater than 1 in 100). The risk
is lower when abortion is performed early in pregnancy and
when it is performed by an experienced clinician.
16.5 Failed abortion and continuing pregnancy:
all methods of first-trimester abortion carry a small risk of
failure to terminate the pregnancy, thus necessitating a further
procedure. The risk for surgical abortion is around 2.3 in 1,000
and for medical abortion between 1 and 14 in 1,000 (depending
on the regimen used and the experience of the centre).
16.6 Post-abortion infection:
genital tract infection, including pelvic inflammatory disease of
varying degrees of severity, occurs in up to 10% of cases. The
risk is reduced when prophylactic antibiotics are given or when
lower genital tract infection has been excluded by bacteriological
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screening.
16.7 Breast cancer:
induced abortion is not associated with an increase in breast
cancer risk.
16.8 Future reproductive outcome:
there are no proven associations between induced abortion and
subsequent ectopic pregnancy, placenta praevia or infertility.
Abortion may be associated with a small increase in the risk of
subsequent miscarriage or preterm delivery.”

The RCOG advises with respect to abortion and mental health:
“16.9. Psychological sequelae: some studies suggest that rates of “The Care of Women Requesting
psychiatric illness or self-harm are higher among women who Induced Abortion: Evidence-based
have had an abortion compared with women who give birth and Clinical Guideline Number 7”,
to nonpregnant women of similar age. It must be borne in mind p 8–9, RCOG September 2004
that these findings do not imply a causal association and may http://www.rcog.org.uk/
reflect continuation of pre-existing conditions”. index.asp?PageID%662

5.1 Fergusson DM, Horwood LJ,
A recent study in New Zealand of women aged 15–25 who Ridder EM
experienced a pregnancy, has been cited in political debate as “Abortion in young women and
definitive evidence that abortion and the development of subsequent mental health”
psychiatric conditions are causally linked. However this view has Journal of Child Psychology and
no support from the authors of the paper, who acknowledge Psychiatry. 2006 Jan; 47(1): 16–24.
confounding factors that their research may not have accounted
for. Under-reporting of abortion is a well-known problem with
this type of research. In this study, the authors note a statistically
significant diVerence between the rate of abortion in their sample
and that of the general population.
There are other contextual factors associated with abortion-
seeking to which the study could not be sensitive. The authors
note: “It is clear the decision to seek (or not seek) an abortion
following pregnancy is likely to involve a complex process” and
that as a result, “it could be proposed that our results reflect the
eVects of unwanted pregnancy on mental health, rather than the
eVects of abortion per se, on mental health”.
The comparator groups to participants who had an unintended
pregnancy and then an abortion in this study, were women who
stated that they had not experienced pregnancy and those who
continued a pregnancy and became mothers. As the study was
conducted in a context where abortion is legal, and available, it
may be that the only group among these three groups of women
who had experienced a pregnancy that was truly and consistently
unwanted, were those who went on to have an abortion.
To properly attempt to explore the net impact of abortion in and
of itself on psychological morbidity, the most valid comparator
group to women who experience unwanted pregnancy and then
abortion, is neither women who have not been pregnant, nor
willing mothers, but instead women with an unwanted pregnancy
who are denied abortion and then give birth. Such women,
because legal abortion is available, were not able to be included
in this study.

5.1
To explore social outcome data on young women and abortion, David M Fergusson, Joseph M
492 women participating in a 25-year longitudinal study of a Boden and L. John Horwood,
New Zealand birth cohort were used in regression models that “Abortion among Young Women
examined the relationship between pregnancy and abortion and subsequent life outcomes”.
history prior to age 21 and selected social and economic Perspectives on Sexual and
outcomes at ages 21–25. Reproductive Health, March 2007,
Results: Compared with young women who became pregnant 39 (1): 6–12
before age 21 but did not seek an abortion, young women who http://www.guttmacher.org/pubs/
had an abortion had significantly better outcomes on six out of journals/3900607.html
10 measures spanning education, income, welfare dependence
and domestic violence. Adjustment for confounding factors
indicated that most of these diVerences were explained by family,
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social and educational characteristics that were present prior to
pregnancy. Nonetheless, even after adjustment for confounding
factors, young women who had abortions had higher levels of
subsequent educational achievement than those who became
pregnant but did not have abortions.
Conclusions: Abortion may mitigate some eVects of early
unplanned pregnancy. However, further study of its potential
risks and benefits is needed so that women can make fully
informed decisions as to whether to terminate unintended
pregnancies.

6. “3. Evidence of long-term or acute adverse health
outcomes . . . from the restriction of access to abortion”

6. “Summary table of contraceptive
Unintended pregnancy remains a serious public health problem eYcacy: Percentage of women
in the UK. For some women, the right response when faced with experiencing an unintended
this common problem will be to seek to end the pregnancy. It is pregnancy during the first year of
important for the health of women to enable them to end a typical use and the first year of
pregnancy safely and legally. perfect use of contraception and
There are diVerent routes to unintended pregnancy, but the percentage continuing use at
contraceptive failure and couples’ imperfect use of contraceptives the end of the first year. United
are an important factor. Unintended pregnancy rates diVer States”.
between methods, and will depend both on how unforgiving of From Trussell J. “Contraceptive
imperfect use a particular method is, and on how hard it is to use eYcacy”.
that method perfectly. Recent research from the United States In Hatcher RA, Trussell J, Nelson
shows that unintended pregnancy rates remain comparatively AL, Cates W, Stewart FH, Kowal
high, for example with male condom use, when studied D.
according to “typical” use by couples. In this research, the “Contraceptive Technology:
“typical use” contraceptive failure rate has been explored as Nineteenth Revised Edition”. New
against the ‘perfect use’ of male condoms, and other York NY: Ardent Media, 2007.
contraceptive methods. http://
With “perfect” use of male condoms, 2% of women will www.contraceptivetechnology.com/
experience an unintended pregnancy within the first year of use. table.html
(eg Among couples who initiate use of this method (not
necessarily for the first time) and who use it perfectly (both
consistently and correctly), this will be the percentage who
experience an accidental pregnancy during the first year if they
do not stop use for any other reason. But with “typical” use of
male condoms, 15% of women will experience an unintended
pregnancy within the first year of use. (eg Among typical couples
who initiate use of a method (not necessarily for the first time),
the percentage who experience an accidental pregnancy during
the first year if they do not stop use for any other reason).

6.1 “Unsafe abortion: Global and
Worldwide, there is little relationship between abortion legality regional estimates of the incidence
and abortion incidence, but there is a strong correlation between of unsafe abortion and associated
abortion legality and abortion safety. 68,000 women die each mortality in 2000’ Fourth edition
year after unsafe abortion, of the 600,000 annual pregnancy- World Health Organization,
related deaths worldwide, according to the World Health Geneva, 2004.
Organisation. Many thousands of others are left with severe http://www.who.int/reproductive-
long-term health problems as a consequence. health/publications/

unsafe–abortion–estimates–04/
estimates.pdf

6.1
“An estimated 19 million unsafe abortions occur worldwide each
year, resulting in the deaths of about 70,000 women.
Legalization of abortion is a necessary but insuYcient step
toward improving women’s health. Without skilled providers, Grimes DA.
adequate facilities and easy access, the promise of safe, legal “Unsafe abortion: the silent
abortion will remain unfulfilled, as in India and Zambia. [ . . . ] scourge”
Timely and appropriate management of complications can British Medical Bulletin 2003; 67:
reduce morbidity and prevent mortality. Treatment delays are 99–113
dangerous, regardless of their origin. [ . . . ] While the debate
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over abortion will continue, the public health record is settled:
safe, legal, accessible abortion improves health”.

6.1
CEMACH’s report, “Why Mothers Die” (2000–02) states of James Neilson writing on behalf of
early pregnancy deaths that: the Editorial Board, CEMACH,
“the most striking change during the first 50 years of this report Chapter 6: Early Pregnancy
has been the disappearance of illegal, unsafe abortion as a cause Deaths, “50 years ago . . .”, in
of early pregnancy direct deaths which followed the passage of “Why Mothers Die 2000–2002 (Full
the Abortion Act in 1967. report) p 102, http://
The first Enquiry Report, covering the years 1952–54, described www.cemach.org.uk/getdoc/
153 deaths from ‘abortion’, of which 108 at the least had been 0dd34f16-5488-4c85-b9c8-
procured illegally. [ . . . ] Around 30 deaths per year from illegal 567d44208abe/Chapter6.aspx
abortion continued through the 1950s and 1960s. The first full Figure 6.1 “Maternal mortality
working year of the Abortion Act was 1969 and the number of rate from all maternal deaths from
deaths ‘clearly due to illegal abortion’, fell, that year to 17. [ . . . ] miscarriage (embryonic deaths)
It is quite possible that the number of deaths from illegal and terminations of pregnancy;
abortions was underestimated. England and Wales 1952–84,
The 1979–81 Report noted that the number of deaths attributed United Kingdom 1985–2002”, in
to spontaneous miscarriage had decreased from 1970, in parallel “Why Mothers Die 2000–2002 (Full
with those from illegal abortion.” report)” p 103,

http://www.cemach.org.uk/getdoc/
For data see Figure 6.1 “Maternal mortality rate from all 0dd34f16-5488-4c85-b9c8-
maternal deaths from miscarriage (embryonic deaths) and 567d44208abe/Chapter6.aspx
terminations of pregnancy; England and Wales 1952–84, and
United Kingdom 1985–2002” for data

6.1
In 2005, the Department of Health produced a partial regulatory Department of Health, “Summary
impact assessment of the “Prohibition of abortion (England and Costs and Benefits Table”, in
Wales) Bill”. This Bill had the main intention of prohibiting “Partial RIA: Prohibition of
abortion except where the woman’s life was at risk, or if the Abortion”, 2005.
pregnancy resulted from rape. The Department found that a http://www.dh.gov.uk/
restriction of this nature would be likely to bring about “a high prod–consum–dh/
risk of up to 15 deaths a year, 15,000 extra teenage mothers a idcplg?IdcService%GET–FILE&dID%

year, and 12,000 children a year neglected/abused”. 8905&Rendition%Web

6.5
53% of 729 respondents attending Brook Advisory Centre’s Brook Advisory Service, “Wise
sexual health services who were aged between 12 and 25 and Up” survey, 2005.
“who gave a single answer as requested, said that confidentiality http://www.brook.org.uk/content/
was the single most important thing for them when they were M6–3–wiseupsurvey.asp
seeking sexual health advice.
The next most popular answer was ‘not being judged by anyone’,
accounting for 19% of responses, closely followed by ‘that it is
free’, which was the answer chosen by 18% of respondents.
The findings suggest that confidentiality is particularly important
for young people under the age of 16. 62% of this age group said
that confidentiality was the single most important thing for
them. 18% said not being judged was the most important thing
for them, and 14% said that the fact the services were free was
most important”.

6.5
Restrictions on the right of Gillick-competent young people to Marie Stopes International,
receive abortion and contraceptive care after a confidential “Abortion and young women:
discussion with a healthcare professional would have an adverse issues of confidentiality” 2005.
eVect on their health. In fact most young people in any case http://www.mariestopes.org.uk/uk/
involve their parents, another adult and their partner (in many publications.htm]
cases all of the above) in discussions of this kind. The abortion
provider MSI surveyed 108 clients aged under 16 between 18
April and 17 July 2005. They found that 79% of clients “had
informed a parental figure”, and a further 21% had told a friend
or sister, (some of whom would be likely to be over 18)
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potentially adding to the 79% of informed adults. 94% of
respondents were accompanied to the centre of the day they
completed the questionnaire.

6.5
A small survey carried out by BPAS aimed to discover the extent “Snapshot survey of BPAS clients
to which young women aged under 16 were, or were not aged under 16 years old at
accompanied to BPAS for consultation on pregnancy options, Consultation and Treatment:
and were, or were not accompanied to BPAS for abortion Is the client accompanied by an
treatment. If accompanied, some details were given about their escort, and if so, by whom?”, 2007
escort(s).
Method: in a two week period in August 2007, BPAS
Consultation centre staV spoke confidentially and anonymously
to all BPAS clients aged under 16 and then completed a
questionnaire noting the presence of their escort(s), if any,
whether the escort(s) were aged under or over 18, and the
escort(s) relationship to the client. 51 escorts were surveyed.
Result: Responding centres found that no client aged under 16
had attended her appointment alone for consultation, or for
treatment. The most frequent escorts were the client’s parents,
55% of escorts at consultation being the client’s mother or
father, and 45% of escorts being the client’s mother or father at
treatment. 56% of clients overall attended their BPAS
appointments with their mother, whether or not also
accompanied by additional escorts.
At consultation appointments, 80% of the 20 surveyed clients’
escorts were adults aged over 18, and at treatment appointments
74% of the 31 surveyed escorts were adults aged over 18.
At consultation appointments, 3 out of 16 (20%) of clients were
solely escorted by someone aged under 18. At treatment
appointments, 2 out of 25 (8%) of clients were solely escorted by
a person aged under 18. “Women under 18”, in “Second-
It is diYcult to draw firm conclusions from a survey of this size, Trimester Abortions in England and
but these results accord with BPAS’ experience that when young Wales” by Roger Ingham, Ellie
women come for advice or treatment they are nearly always Lee, Steve Clements, and Nicole
supported by a family member or other adult, except where this Stone, 2007, (p.3)
is not possible usually due to the nature of relationships within http://www.soton.ac.uk/
the family. lateabortionstudy/
Note: As staV were recording all activity involving clients under late–abortion.pdf
16 years old, one case was submitted which does not fall within
in the survey parameters, but which is included here for interest.
An under 16-year-old attended a BPAS consultation centre for
counselling on pregnancy options but did not in fact receive this.
This was because the routine ultrasound scan at her visit showed
the pregnancy to be beyond 24 weeks’ gestation. She was
therefore referred into antenatal care, in accordance with the
law.
Empirical evidence from BPAS shows that for clients to present
close to the legal abortion limit for pregnancy counselling is rare,
but not unknown. Late presentation is comparatively more
common within the younger client age group. Recent research
from the University of Southampton supports this.

6.7 UK Department of Health,
The Department of Health’s advice to the public on unregistered “Register of Pregnancy Advice
counselling is: “There are a number of organisations advertised Bureaux”,
in phone directories and on the internet oVering free pregnancy 1 August 2007.
testing and counselling. Some of these organisations do not refer
women for termination of pregnancy. We would advise women http://www.dh.gov.uk/en/
to check this before making an appointment”. Policyandguidance/

Healthandsocialcaretopics/
Sexualhealth/
Sexualhealthgeneralinformation/
DH–4063860



3789251048 Page Type [O] 13-11-07 01:13:34 Pag Table: COENEW PPSysB Unit: PAG1

Science and Technology Committee: Evidence Ev 237

6.7
The practices of “Crisis pregnancy” centres (CPCs) and their
numbers have not been well-researched in the UK, and BPAS is
not aware of published evidence concerning them. However, a
body of evidence exists upon the need for patients to make free
and informed decisions about their medical care, and of
increased risks to women’s health posed by unnecessary delays to
abortion or antenatal care.

6.7
The websites of some of the UK’s “Crisis Pregnancy” Care Confidential (website):
organisations show a variety in the quality of information that is “What are the health risks?” in
provided by some on the risks posed by abortion. To give one “Your questions answered: What
example from one such organisation, the “Care Confidential” about abortion?”
website oVers information to the public on abortion. http://www.careconfidential.com/
In the section “What are the health risks?” “Care Confidential” WhatAboutAbortion.aspx
states: (accessed on 30 August 2007)
“[ . . . ] There have been suggestions that abortion is linked to
breast cancer”. RCOG Information for patients:

“Does abortion cause breast
While it is of course true to state that suggestions about this link cancer?”, within “How safe is
have been made in the past, this link has not been supported by abortion?” within “About abortion
evidence. The RCOG’s factsheet “About abortion care: what care: what you need to know”,
you need to know”, oVers patients clear and unequivocal http://www.rcog.org.uk/
information on this. index.asp?PageID%649£safe

(accessed on 30 August 2007)
Under the section “How safe is abortion?”, the RCOG has the
question “Does abortion cause breast cancer?” and it answers: RCOG information for
“Research evidence shows that having an abortion does not professionals:
increase your risk of developing breast cancer”. “2.2 Information for women”,

within “Summary of
The standard RCOG guidance to healthcare professionals states Recommendations, p 8, “RCOG
under recommendation Care of women requesting induced
“2.2: Information for women”, “Recommendation 16: Clinicians abortion”, 2004, http://
providing abortion services should possess accurate knowledge www.rcog.org.uk/resources/public/
about possible complications and sequelae of abortion. This will pdf/abortion–summary.pdf
permit them to provide women with the information they need in (accessed on 30 August 2007)
order to give valid consent”. http://www.careconfidential.com/
Some examples of relevant medical information for women are AboutUs.aspx
then given, including: http://www.care.org.uk/
“16.7 ‘Breast cancer: induced abortion is not associated with an
increase in breast cancer”.

“Care Confidential” is a department of CARE, a Christian
charity. “Care Confidential” oVers a national phoneline, web-
based counselling and refers women to local crisis pregnancy
centres for face-to-face advice. Care Confidential does not refer
women for abortion and is not on the Department of Health
Register of Pregnancy Advice Bureaux.

6.8
The quality of information given to women about mental health From the website of the “Norwich
and abortion by some of the “Crisis Pregnancy” Centres websites Pregnancy Crisis Centre”/
seems to vary. “Pregnancy Crisis—Norfolk”,
for example, the website of the “Norwich Pregnancy Crisis Under the section “Post-abortion
Centre” (“PC-N”) states that: stress”
“Post-abortion stress is an increasingly recognised condition http://www.pregnancy-
aVecting at least 10% of women who have had a termination. crisis.org.uk/
In Norfolk, current statistics suggest that around 180 women
each year are in need of support. [ . . . ] The eVects of post- (accessed 30 August 2007)
abortion stress can include depression, anger, emotional
numbness, eating disorders, relationship diYculties, remorse,
anxiety, or a sense of isolation. [ . . . ]
At present post-abortion stress often goes undiagnosed, so PC-N
also oVers training to health professionals to help them recognise
the signs of this condition. PC-N has recently secured funding
over three years through the [local NHS PCT] Health
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Development Fund to continue and develop this aspect of its
work”.

6.8
BPAS is concerned that in some local areas, unregulated Crisis Norwich PCT
Pregnancy centres appear to have received funding support from Health Development Fund
local NHS Primary Care Trusts and appear to be permitted to 2004–05—End of Year Report, p
“train” doctors in local NHS hospitals on conditions such as 12,
“Post Abortion Stress” which are not professionally recognised. http://www.
One example of this could be the Norwich Pregnancy Crisis norwichpct.nhs.uk/documents/
Centre (NPCC), which appears in Norwich PCT’s “Health Aug%202005%20Agenda%20Item%
Development Fund 2004–05—End of Year Report“. Under 2007%20Health%20Development
“Projects that have service level agreement commitments into %20Fund.pdf
2005–06”, they record under “Budget Position”, “First year
funding paid (£9,000) [to Norwich Pregnancy Crisis Centre]”
[ . . . ] also,
“As [NPCC] have trained four more counsellors they have spare
capacity and could see more clients, NPCC are actively Norwich Pregnancy Crisis Centre
approaching GPs and other health professionals in order to oVer website:
training courses on post-abortion stress. Often post-abortion http://www.pregnancy-
stress goes unrecognised and the training equips health crisis.org.uk/
professionals to more easily pick up those patients who could (accessed 30 August)
benefit from support. The Health Development Fund has
enabled NPCC to continue to oVer pregnancy loss counselling
within the Norwich area and to increase the understanding of
health professionals about post-abortion stress”.
Norwich PCT’s “Health Development Fund 2004–05—End of
Year Report” then goes on to record that NPCC has made a
“Presentation to 10 health professionals, including GPs and
practice nurses” and notes that: “A big boost has been made by
liasing with the medical school at UEA where arrangements have
been made to train Year 4 medical students on post-abortion
stress, which will no doubt be helpful regardless of where these
future doctors work”.

6.9
The Irish Family Planning Association has produced a paper “Legislation for RCPA’s”, (p 6), in
called “Rogue Crisis Pregnancy Agencies in Ireland”, which “Rogue Crisis Pregnancy Agencies
states: in Ireland”, published by the Irish
“The IFPA believe that the Government should bring forward Family Planning Association
statutory regulation for all pregnancy advice and counselling
services, prescribing minimum codes of practice and standards, http://www.ifpa.ie/
to ensure that they do not impart misleading and incorrect public.html<publications
advice. In addition, it should be mandatory for all services to
register with a recognised authority”.

6.9 From:
In the Republic of Ireland, the statutory Crisis Pregnancy “Introduction and Overview of
Agency was established in October 2001, with functions 2006 by the Director”, in the “2006
including : Annual Report of the Crisis
“. . . the promotion of state-funded crisis pregnancy counselling Pregnancy Agency Ireland”. (p 5)
services to tackle the problem of “rogue counselling agencies”.
The Agency developed a highly visible Positive Options press http://www.crisispregnancy.ie/
campaign, highlighting that the services promoted under Positive publications.php
Options were statefunded, non-judgemental and trustworthy.
The Manual of Good Practice for Crisis Pregnancy Counsellors
was completed in 2006.
The Agency began work with NUI Maynooth on the
development of a new, accredited course in crisis pregnancy
counselling skills. Our research shows that a woman with a crisis
pregnancy needs to be able to access support services in her local
area. The expansion of counselling services was thus a priority
for the Agency in 2006 and will continue to be a priority in the
years ahead”.
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6.9
The National Abortion Federation (USA) produced a report on National Abortion Federation,
American and Canadian Crisis Pregnancy Centres in 2006, which “Crisis Pregnancy Centers: An
provides documentation as to the barriers to healthcare that may AVront to Choice”, 2006
be experienced a result of unregulated services and the remedies www.prochoice.org/pubs–research/
in several states that have been taken to enforce the “clear publications/downloads/
labelling” of such services. public–policy/cpc–report.pdf

Memorandum 48

Submission from Sally Carson, Registered General Nurse

Please take time to note my comments, as a Registered General Nurse and trained midwife, on the inquiry
on Nurses performing surgical abortions.

Firstly, I do not think that the consultation should have been with a few Nurses who are working in
Women’s hospitals, or clinics.

The wider field of Nurses, through a questionnaire, after pros and cons had been circulated, would have
been a better estimate of our views.

There are, of course, ethical and moral considerations, and a need for the Nurse’s role to continue as a
supporting role, with a positive image. Terminating life has, and is, a negative image.

Surgical abortion is a dangerous procedure and should only be within a doctor’s remit. It does not have
the approval of the BMA or most doctors.

The extra training will take staV and money, from an already finically embarrassed NHS, leaving less
finance for the usual upgrading and expansion of nurse skills. (I know for a fact that many NHS post-
graduate faculties can not meet the request for even IV courses and Advanced Life Support courses).

For many this will be contrary to their personal code of practice, “To do no harm” and their years of
nurturing, caring and maintaining life.

This will have pyschological and/or emotional aVect, not only from the realisation that they have
terminated an innocent human life, but by the knowledge of the traumatic knock-on, long term aVect, on
their client. especiaaly if there are complications, which is one reason why many Doctors are refusing to
perform abortions.

September 2007

Memorandum 49

Submission from Madeleine Simms

Your No 1 (a) No doubt you have been in touch with Professor Val Beral FRS, Fellow of Green
College, Oxford.

(b) It is unlikely that any two people could agree on what constitutes a “serious” abnormality so seeking
a “definition” would be a waste of time.

Once the doctors have given their best possible medical advice to the prospective mother and her partner,
it must be up to them to decide whether they regard the condition as serious and whether they have the
emotional, financial and time resources to take on this possibly onerous responsibility.

It is important to understand that the local authorities who have to “statement” the child do this very
reluctantly because caring for handicapped children in specialist institutions is so expensive that they restrict
access to this service. Our local paper is full of angry letters from parents of such children. As you will know,
because it attracted so much public attention, even a Labour cabinet minister, Ruth Kelly, decided to send
her handcapped son to a private fee-paying institution as no adequate public provision was available in
her area.

Your No 2 (a) No one any longer doubts that early abortion is much safer than full term delivery.

(b) The requirement for two doctors was a device inserted into the 1967 Abortion Act in order to appease
the Pro-Life lobby. It did not succeed in this.

(c) Nurses and midwives already carry out more complicated procedures than early abortion.
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Your No 3: As aforesaid, Professor Beral could assist here.

Restricting access to abortion has serious long term social implications. We know now to a greater extent
than we understood in the l960s that our prisons are full of young people who were unwanted by their
mothers and fathers, were neglected, unloved and sometimes ill-treated.

The fact that it costs £40,000 a year to keep an adult in prison—and much more in a youth institution, is
a sobering thought for the taxpayer.

Executive Summary

As the late great Scottish gynaecologist Sir Dugald Baird pointed out 40 years ago, it is fruitless to try and
separate medical, scientific and social aspects in the field of abortion. They all have bearing on each other.

Women who need abortions need to have them as early, safely and cheaply as possible. By cutting out
time wasting bureaucracy the whole process can be speeded up, and with the money saved, birth control
services can be improved.

Submission from Madeleine Simms MA MSc now retired, formerly Senior Research OYcer Institute for
Social Studies in Medical Care, seconded to Department of Health Research Management Division
1988–91.

September 2007

Memorandum 50

Submission from Wendy Savage, Press OYcer and Co-ordinator, Doctors for a Woman’s Choice on
Abortion

Re: Late Abortions

My apologies for this late submission and thank you for circulating to the committee.

I have been Press OYcer and Co-ordinator of DWCA since 1976, soon after I returned from New Zealand
where I had started an abortion service with the help of the Medical Superintendent of Cook Hospital, the
public hospital in Gisborne, before the law was changed. I gave evidence about this work to the Royal
Commission on contraception, sterilisation and abortion in 1974.

Before I went to New Zealand I had worked for a year for Pregnancy Advisory Service both seeing women
pre-operatively and doing one list a week so that I saw over 1,000 women during that time. I was closely
involved with the late Professor Huntingford when he set up the Tower Hamlets Day Care Abortion Service
in 1977 and ran this after he resigned in 1981 until a Director of Well Women’s Services was appointed in
1985, a post I had created linking the abortion service with the contraceptive and cervical screening services.
I did the vast majority of second trimester abortions from 1985 until my retirement from practice in 2000.

I have attached a short personal account of my experience over 35 years of women presenting for late
abortions, which leads me to the position that it is unecesary to change the law. This view is endorsed by
the members of DWCA who include GPs, psychiatrists and public health doctors as well as gynaecologists.
If my evidence is thought to be relevant I would be prepared to give oral evidence to supplement the paper
which follows.

Should induced abortion be linked legally with fetal viability?

Background

In 1989 Professor Colin Francome and I carried out a postal survey of a random sample of practising
gynaecologists in the NHS in Great Britain. There was an 84% response rate after three mailings and follow
up telephone calls so the results seemed valid. We found a marked discrepancy between their support for a
legal time limit and their own personal time limit.(Table 1, ref 1). I would have fallen into the 8% who were
prepared to do an abortion at 25 weeks or later and therefore thought my experience may be useful to the
committee.
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Table 1

Gestation Legal limit Personal limit

0 2 (1%) 14 (5%)
'%12 7 (2%) 71 (22%)
13–19 15 (4%) 142 (43%)
20–23 42 (13%) 74 (22%)
24 203 (64%) 16 (5%)
(%25 40 (13%) 8 (2%)
Not stated 10 (4%) 3 (1%)

Ref 1 (1989) Numbers may not add up to 100 because of rounding
n!318

Personal experience leading to my view on abortion

My own experience of abortion predates the passage of the 1967 Act. As a student I saw a woman in her
mid-thirties die of renal failure in the Forest Gate Hospital in 1959 after she had syringed herself in an
attempt to abort at about 20 weeks. She was married and felt she could not cope with a fourth child. As a
pre-registration house oYcer in 1961 I only saw one woman who had attempted an illegal abortion with
potassium permanganate whilst I worked in the Receiving Room at the London Hospital as the ambulance
drivers took these women to Mile End Hospital, she was bleeding too heavily for them to make the extra
mile—the pregnancy was intact.

I then went abroad and saw several young women die from unsafe abortions procured with native
medicine or done by unskilled practitioners. One of these in Nigeria in 1966, was my own housemaid, a
beautiful and lively 17 year old. In Kenya in 1968, an 11 year old nearly died of sepsis and had probably
lost her chance of having children in the future. My housemaid had asked me to help and I had advised her
to go home and tell her parents and the mother of the 11 year old had asked us in the hospital to do an
abortion on her young daughter and was told it was illegal. My experience in Africa convinced me that
abortion should be legalised and done by doctors to prevent the loss of life and risk of ill-health from unsafe
abortion (Ref 2).

I returned to Britain in 1969 and got a post at the Royal Free Hospital where I learnt how to perform
abortions safely. When I went to New Zealand in 1973 where the law was the same as that in Britain before
1967, I found I could not refuse to perform abortions and with the help of the Medical Superintendent a
system was set up.

I gave evidence to the Royal Commission that was held in 1976 to look at Contraception, Sterilisation
and Abortion, which led to a change in the law. I then returned to Britain and worked with the late Professor
Peter Huntingford in Tower Hamlets where I assisted him with the Tower Hamlets Day Care Abortion
Service.

I ran this after he resigned in 1981 until 1985 when I was able to create a post of Director of Well Women’s
services which combined contraceptive, cervical screening and abortion services. I continued to do the
second trimester abortions until my retirement in 1990. I became the Press OYcer for Doctors for a
Woman’s Choice on Abortion in 1976 and co-ordinator in 2000.

Should induced abortion be linked to fetal viability?

My view is that the time limit for abortion should not be linked to fetal viability because if one is looking
at the woman’s health her needs are paramount. She is a live sentient human being with a nexus of
relationships and expressed hopes for the future.

The fetus has the potential to become a live baby but whilst in the womb is dependent on its mother and
is not a sentient human being. I believe that as pregnancy advances the rights of the fetus become greater
but never override the rights of the mother. The law already allows for exceptions to be made after 24 weeks
if there is a lethal or serious fetal abnormality.

I saw no need to change the law in 1990 as very few abortions were done after 24 weeks gestation and as
most doctors are reluctant to perform later abortions they were only done for compelling fetal or maternal
reasons. It laid the way open for the anti-abortion organisations, (who really want to outlaw all legal
abortion) to seize on this emotive topic and campaign for a lowering of the time limit by claiming that there
have been significant improvements in the survival of babies on the threshold of viability and yet there is
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little, if any evidence to support this claim (Ref 3). More importantly if an artificial womb were to become
a reality in the future and it became possible to keep a fetus alive at 12 weeks does that really mean that the
rights of a 12 week fetus should over-ride those of its’ mother?

Secondly, in practice is rare for women to present after 24 weeks and even rarer for them to present after
26 weeks. This was true when 28 weeks was taken as the time when a baby might survive even without neo-
natal intensive care.

I reviewed the case notes of all the women who had presented after 20 weeks in Tower Hamlets in 1983,
(one of the most deprived areas in the country). 12 or 1.5% of the requests were made after 20 weeks. No
abortions were done for fetal abnormality in that year. There were seven women and five girls aged 12, 13
and 14 respectively and two aged 15. The 14 year old was recently arrived from Bangladesh where she had
been raped on the way to collect water from the well. Her parents had sent her oV to her aunt and uncle but
not revealed that she was pregnant. She was 30 weeks pregnant and the only case that had presented over
28 weeks in that decade (Ref 4).

I have seen over 3,500 women presenting with an unwanted pregnancy in four diVerent countries and the
case above was one of only two over 28 weeks. The other young woman was referred to me by the Pregnancy
Advisory Service after the doctor had said they could not do an abortion so late and was concerned that
she might harm herself. After discussion I did not think she was suicidal but desperate because of her social
problems. She was not from Tower Hamlets either. She remained in the antenatal ward for 18 weeks until
she was re-housed and went home with her baby at six weeks. This was in the late 1970s. Nine months later
I met her by chance in the market and enquired after the baby. She told me he had died as a cot death at
five months. Interestingly, the Bengali baby had been placed for adoption and suVered a cot death at five
weeks whilst with experienced foster parents. Seven abortions were performed and of the five pregnancies
that continued only two babies were alive after a year.

In the decade before I retired when the limit had been lowered to 24 weeks I saw one English business
woman in her twenties and one Nigerian teenager in her late teens, both threatening suicide and neither from
Tower Hamlets and two Bengali girls, one aged 11 and one aged 12 whose mothers requested termination
of pregnancy. One had been abused by the Iman allegedly giving her lessons in the Koran in her bedroom.
I performed these abortions after 24 weeks under what is now ground B as I thought “it was necessary to
prevent grave permanent injury to the physical or mental health of the woman”.

For example when a woman threatens suicide because she cannot face continuing with a pregnancy, one
needs a psychiatric opinion to assess her mental state and what mental health care she needs. The Professor
of Psychiatry at the London Hospital in 1989, after a consultation with such a woman, estimated the risk
of her actually committing suicide was, in his opinion (based on experience which started before 1967), as
“only 1–2%”. Compared with the maternal mortality rate of 10 per 100,000 at that time I felt this was
suYcient to comply with the grounds in the Act and carried out an abortion at 26 weeks. He also stated that
in his experience, once the acute crisis had passed most of these young women’s mental health improved
miraculously and they rarely required ongoing psychiatric care.

In Conclusion

Firstly, if the woman’s health is taken as the most important factor when performing an induced abortion
then it is wrong be link it to viability.

Secondly, in practice, in my experience, women do not request induced abortion after 26 weeks gestation.
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Memorandum 51

Supplementary evidence from the British Medical Association

During the BMA’s appearance before the Science and Technology Select Committee’s oral evidence
session on 17 October 2007, the Committee asked for clarification on several issues. Dr Tony Calland has
asked me to send you the information below.

Two Doctors’ Signatures in the Second Trimester

As noted by Dr Tony Calland during the oral evidence session, the BMA has focused primarily on first
trimester abortion. The BMA has clear policy that two doctors’ signatures should not be required up to
around 13 weeks. This is based partly on the view that the risk of pregnancy and childbirth are invariably
higher than the risk of early abortion, but also that women should be able to access earlier safer abortions
without unnecessary barriers.

The BMA does not have specific policy on two doctors’ signatures during the second trimester, and
beyond when there will be an increasing risk associated with abortion.

The BMA’s general policy is that “the Abortion Act 1967 . . . is a practical and humane piece of
legislation”, and therefore considers the Act, as it stands, to be appropriate (which includes the two signature
policy for second trimester and beyond) except where the BMA has specific policy calling for aspects of the
Act to be changed (the recent policy about first trimester abortion).

The BMA’s Democratic Procedure for making BMA Policy

As this issue was raised during the BMA’s oral evidence session, I thought it would be helpful to the
Committee to explain the clear democratic procedures by which motions are submitted, debated and voted
on at the BMA’s Annual Representative Meeting (ARM).

The annual conference agenda usually includes some 800 motions and it is therefore necessary to order
and prioritise issues to ensure that the meeting runs eVectively. This task is undertaken by the ARM Agenda
Committee which is democratically elected each year. The Chairman of Conference chairs the Agenda
Committee. At the June 2007 conference this was Dr Michael Wilks. The deputy conference chairman was
Dr Peter Bennie. Dr Wilks completed his term of oYce after the 2007 conference, and Dr Bennie is the
current chairman.

Many motions on the agenda are similar in wording and intent. They may reflect existing BMA policy;
or there may have been a substantial debate at a recent ARM. For example, the BMA had a substantial
debate on abortion time limits at its 2005 ARM, where a motion on the reduction of time limits was debated
and overwhelmingly rejected. The ARM had not, however, discussed the issue of first trimester abortions.
Therefore, priority was given to debating the issue of first trimester abortion.

The ARM agenda is published with the British Medical Journal and on the BMA website, and is mailed
to all ARM representatives (along with guidance on submitting alterations to the agenda), three weeks in
advance of the ARM. Representatives then have the opportunity to submit amendments to the agenda
before the beginning of the ARM. Therefore if a representative is unhappy with the order of the agenda,
and the motions which have been prioritised for debate, they have over three weeks to submit an amendment
for consideration. A further opportunity is available, in that if they feel that an important issue is missing
from agenda, they can submit an emergency motion. In addition there is a procedure by which any motion
on the agenda which is not prioritised can be voted as a “chosen motion” to which time is specifically
allocated.

The Term “Registered Medical Practitioner”

There was some discussion in the hearing of the term “registered medical practitioner”. This term is used
in legislation to relate to a medically-trained doctor who is on the General Medical Council’s register and
therefore holds a license to practise. It cannot be used to describe another health professional such as a nurse
or midwife.

The legal status of the term is found in the Interpretation Act 1978—“Registered medical practitioner”
means a fully registered person within the meaning of the Medical Act 1956—and subsequently Section 55
of the Medical Act 1983.

October 2007



3789251053 Page Type [E] 13-11-07 01:13:34 Pag Table: COENEW PPSysB Unit: PAG1

Ev 244 Science and Technology Committee: Evidence

Memorandum 52

Supplementary evidence from Dr Chris Richards

The Gilchrist Paper—A Reply to your Questions

1. Regarding the risk of deliberate self-harm in the abortion group compared to the post-partum women,
the risk of “almost three times” was an error and should read “1.7 times”. I apologize to the Committee for
this mistake and ask you to amend my report accordingly.

2. You question my selection of data from the Gilchrist paper. It is obviously important that the
Committee are presented with only the most reliable data. Reliability varies not only between studies but
sometimes within individual studies. In this study the authors give two reasons for doubting the reliability
of the data for the abortion-denied group which do not apply to the much more secure abortion and non-
abortion data to which I referred. Their concerns can be summarised as follows:

(a) The abortion-denied group size was much smaller. It covered only 1,587 woman years compared
to the abortion and non-abortion groups covering 28,046 and 21,778 woman years respectively.
The authors concluded that “the study had little power to detect important eVects” in the abortion-
denied group (page 3).

(b) There was uncertainty about the accuracy of group allocation. The authors comment that “it is
possible that the rate among women refused a termination was relatively high because some
women had actually obtained an abortion” (page 7). Their concern was aroused by the
extraordinarily high rates of reported miscarriage in the abortion-denied group, which may
actually have been concealed abortions. Wrong assignment to groups could obviously aVect the
observed risks of deliberate self-harm substantially especially for the much smaller “abortion-
denied” group. Considering the relative ease of access to abortion in the UK even at the time of
the study in the late 1970s, I am sure that the authors were correct to be so concerned that having
been denied an abortion by their GP, some women would have arranged one elsewhere without
their GP necessarily knowing.

The Committee will need to look elsewhere in the literature to draw any conclusion about the outcome
of abortion-denied women. The medical literature on the outcome of this group is very limited; with the
advent of easily available abortion in many Western countries this will remain so. The last review of the
literature appears to be in Canadian Medical Association Journal375 in 1984 which concludes that there is
“a comparable outcome of pregnancy, delivery and puerperium between women who were denied abortion
and controls (who did not seek abortion); no evidence that a continued unwanted pregnancy will endanger
the mother’s health; good acceptance of the infant by the mother, especially with the father’s support; and
minimal to moderate psychosocial disadvantages for the child”.
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Memorandum 53

Supplementary evidence from Professor John Wyatt

As requested I enclose the abstract referred to in my oral evidence. For the benefit of the Committee and
its advisors I have also presented summary data abstracted from our analysis. I have provided the numbers
and percentage of infants born alive at University College London Hospitals who survived to one year of
age. The period of study is 1996 to 2000. The data have been presented in the form most comparable to the
original EPICURE study. The denominator includes all infants who were born showing signs of life on
labour ward but who died before admission to the neonatal unit.

Gestational age Number survived Total born alive at Percentage
(completed weeks) to 1 year of age UCLH survivors

22 4 8 50
23 6 13 46
24 18 22 82
25 20 26 77

In the time period 1996 to 2000, 26% of survivors within this gestational age range had evidence of
disabling impairments when examined at one year of age.

375 Del Campo C. Can Med Assoc J 1984 130;361–366.
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A paper enclosing detailed description and analysis of these data will be submitted for publication in a
peer-reviewed scientific journal shortly.

October 2007

Abstract, European Society for Pediatric Research, Annual Scientific Meeting 2004

Changes in survival and neurodevelopmental outcome in 22 to 25 week gestation infants over
a 20 year period

K J Riley, S Roth, M Sellwood, J S Wyatt
Department of Paediatrics and Child Health, University College London

Background

Advances in neonatal care have resulted in the survival of increasing numbers of extremely preterm
infants. There have been concerns that the improved survival of infants born at the limit of viability has
resulted in infants surviving with significant disability who would have previously died.

Aims

To examine the change in survival over a 20 year period of infants born at less than 26 weeks gestation
at a single tertiary referral centre and to correlate this with neurodevelopmental outcome at age one year.

Method

All infants without major congenital abnormalities born at less than 26 weeks gestation and admitted to
University College London Hospitals neonatal unit between 1981 and 2000 were prospectively recruited for
long term follow-up. At one year of age corrected the infants were recalled. Each child underwent a GriYths
Developmental Assessment and an Amiel-Tison neurological examination. Neurological status was then
classified as normal, impairment without disability or impairment with disability. The data were divided into
five year blocks for analysis.

Results

A total of 353 infants fulfilled the recruitment criteria and were enrolled into the study. Of these 190 died
and 159 were recalled at one year of age. Data on four infants was not available. Survival to one year during
the time periods 1981–85, 1986–90, 1991–95 and 1996–2000 was 32%, 34%, 46% and 71% respectively. The
increased survival seen during the 1996–2000 period was statistically significant using Chi Squared analysis
(p % 0.002).

Statistical analysis of the GriYths results was limited by modification of the test which resulted in
restandardisation in 1996. This led to an overall reduction in the mean developmental quotient of 11 points
in the normal population. For the infants in our study the mean total developmental quotient (DQ) during
each of the time periods fell within the normal range. Values are shown in table 1. Analysis of the sub-scales
revealed similar findings. The incidence of neurodisability was unchanged over the time periods (p%0.18).
See table 1.

Table 1

GriYths Total Normal neurodevelopment Impairment without Impairment plus
Year DQ(SD) No (%) disability No (%) disability No (%)

1981–85 105.0 (16.6) 12 (46%) 9 (35%) 5 (19%)
1986–90 106.1 (17.6) 19 (55%) 7 (21%) 8 (24%)
1991–95 103.9 (19.2) 8 (29%) 9 (32%) 11 (39%)
1996–2000 94.9 (16.2) 30 (57%) 9 (17%) 14 (26%)

Conclusions

Our data show that despite a significant increase in the survival of infants born at less than 26 weeks
gestation over a 20 year period there has been no significant increase in the incidence of adverse
neurodevelopmental outcome in survivors.
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Memorandum 54

Supplementary memorandum from Professor John Wyatt

This further memorandum has been provided at the request of Dr Chris Tyler in order to clarify the data
presented in my earlier evidence.

In my original evidence to the Committee I quoted the figures which had been presented to the European
Society for Pediatric Research (Riley et al 2004).

In that analysis the denominator was all babies admitted to the neonatal intensive care unit at UCLH
within the relevant time period. Hence those figures included infants born at UCLH and infants born at
other hospitals and transferred to UCLH after birth. It is not possible to compare those figures directly with
the EPICURE data, because we did not have information on all other babies born alive at all the other
hospitals from whom we received babies.

Hence for the benefit of the Committee I reanalysed the data to look only at babies born at UCLH. The
denominator included all infants who were born at UCLH showing signs of life on labour ward but who
died before admission to the neonatal unit.

Hence the exact percentages are slightly diVerent from those quoted in my original evidence to the
committee, although the trend of the data is very similar. The fact the survival for inborn babies is, if
anything, slightly higher compared with the analysis involving all babies is not in my opinion surprising.
There is a body of evidence suggesting that extremely preterm babies who are born in major centres have a
better outcome compared with those who are transferred after birth from other hospitals, and our data are
consistent with this. In addition, the number who were born alive at UCLH but not admitted to the neonatal
unit was small, a total of 5 out of 69 babies within the time period. Hence their inclusion in the denominator
did not make a large diVerence to the overall percentages.
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Memorandum 55

Supplementary evidence from the Department of Health

Further information following the oral evidence session on 24 October 2007.

Annex A—A note on the definition of “registered medical practitioner” in the context of the Abortion
Act 1967 and what would be required to expand the definition to include nurses.

Annex B—A note on the numbers taking part in the pilot schemes involving the provision of early medical
abortion services in non-traditional settings.

Annex C—A note on the legal advice given to the Department on allowing women to take the second
medication in a medical abortion at home.

Annex D—A note on research commissioned by the Department into foetal pain.

Annex E—Annual statistics on abortions as a percentage of all conceptions since 1990.

Annex F—A note on the objectives of the pilot studies referred to above.
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Annex A

Registered Medical Practitioner

I agreed to let the Committee have a note on the need for a registered medical practitioner to complete
the certification required in relation to each termination of pregnancy.

In order for a pregnancy to be lawfully terminated it must be carried out in accordance with the Abortion
Act 1967. This requires that the pregnancy is terminated by a registered medical practitioner and that two
registered medical practitioners are of the opinion, formed in good faith, that one or more of the grounds
set out in section 1(1)(a) to (d) of the Act applies in relation to the particular pregnancy, (unless it is
considered to be immediately necessary to save a woman’s life or to prevent grave permanent injury to her
health, in which case the only opinion which is needed is that of the registered medical practitioner who is
performing the termination (section 1(4))).

The term “registered medical practitioner” is not defined in the Abortion Act. It is however defined in
Schedule 1 to the Interpretation Act 1978 to mean:

“A fully registered person within the meaning of the Medical Act 1983”.
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Section 2 of the Abortion Act enables the Minister of Health in respect of England and Wales and the
Secretary of State in respect of Scotland, to make regulations requiring any opinion that is required by the
Act “to be certified by the practitioners or practitioner concerned in such form and at such time as may be
prescribed by the regulations”.

The Abortion Regulations 1991 (S.I 1991/499) were made under section 2. Regulation 3 of the
Regulations requires that any opinion required by the Act is certified either in the forms set out in Schedule
1 to the Regulations, or in a certificate giving the details set out in the relevant sub-paragraph of regulation 3.

Both types of certificate—one in relation to terminations to be performed under section 1(1)(a) to (d), the
other in relation to terminations under section 1(4), require the signature of the registered medical
practitioner or practitioners concerned.

The Department considers that the Regulations could not be amended to enable a nurse to provide
certification in relation to the practitioner’s opinion, because this could not be regarded as having been
“certified by the practitioner or practitioners concerned”.

Section 48 of the Medical Act 1983 states that any certificate required by any enactment, from a medical
practitioner (or from certain specified types of medical practitioner eg surgeon) shall not be valid unless the
person signing it is fully registered.

In order to expand the definition of “registered medical practitioner” in the Abortion Act, so that it covers
nurses, it would be necessary to amend that Act, the Medical Act or the Interpretation Act 1978.

Annex B

Numbers Taking Part in the Pilot Schemes Involving the Provision of Early Medical Abortion
Services in Non-traditional Settings

The annual rate at St Mary’s Hospital over the past three years has been around 550 per year.

The annual rate at Gerrards Cross Hospital over the past three years has been around 200 per year.

This amounts to a total of around 750 early medical terminations per year over three years which totals
around 2,250 over the three year period.

The full evaluation report of the pilots is expected on the 31 January 2008.

The Department of Health will publish the findings from the evaluation when they are available.

Annex C

Treatment for the Termination of Pregnancy and Class of Place

I agreed to let the Committee have a note on the power of the Secretary of State to approve “a home” as
a class of place where the second stage of a medical termination of pregnancy may be carried out.

Section 1(3) and (3A) of the Abortion Act 1967 “the Act” provides as follows:

“(3) Except as provided by subsection (4) of this section, any treatment for the termination of
pregnancy must be carried out in a hospital vested in the Secretary of State for the purposes of his
functions under the National Health Service Act 2006 or the National Health Service (Scotland)
Act 1978 or in a hospital vested in a Primary Care Trust or a National Health Service trust or an
NHS foundation trust or in a place approved for the purposes of this section by the Secretary of
State.

(3A) The power under subsection (3) of this section to approve a place includes power, in relation
to treatment consisting primarily in the use of such medicines as may be specified in the approval
and carried out in such manner as may be so specified, to approve a class of places.”

The current method of medical abortion consists of two stages: first, a mifepristone (also known as
RU486) tablet taken orally (which blocks a hormone needed to make a fertilised egg cling to the womb
lining) followed 48 hours later by a prostaglandin pessary taken vaginally (which triggers contractions and
bleeding, and causes the fetus to be expelled).

The Committee has asked for the Department’s view as to the legality of the Secretary of State approving
“the home” as an approved place for the taking of prostaglandin.
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Three legal questions arise:

1. If a pregnancy is terminated by the self-administration of a pessary in the home, is it “terminated by a
registered medical practitioner” within section 1(1) of the Act?

2. Is self-administration a form of treatment covered by the Act?

3. Can a patient’s home be approved under section 1(3) of the Act?

Turning to each question in turn:

1. Termination by a registered medical practitioner

The House of Lords in Department of Health and Social Security v Royal College of Nursing (“the RCN
case”) considered the role of nurses in the provision of treatment for a medical abortion. The Department
considers that there is no diVerence in principle between a nurse administering a drug or instructing a patient
on how to administer a drug. The requirement of supervision set out in the case, can equally be exercised
where the patient self-administers at home, as where it is administered by a nurse.

2. Is self-administration “treatment” covered by the Act?

The Act does not include a definition of the word “treatment”. In the absence of relevant judicial or other
guidance on the matter, the expression “any treatment for the termination of pregnancy” must be given its
ordinary and natural meaning. The Department of Health considers that the expression covers any
treatment given with a view to terminating the pregnancy but does not necessarily cover those bodily
processes of the patient which follow in consequence of those acts—such as the expulsion of the fetus. The
Department considers that both active parts of an early medical abortion must be carried out in accordance
with section 1(3).

The Department considers that it makes no diVerence whether the drug is administered by a nurse or
doctor or where the patient self-administers.

3. Can a patient’s home be approved under section 1(3)

In the Department’s view “a home” can be approved as a class of place under section 1(3A). Section 1(3A)
is broadly worded.

Calculation of 24 Week Period

I would also like to take this opportunity to clarify the meaning of “the pregnancy has not exceeded its
twenty-fourth week”. In yesterday’s evidence session two diVerent figures were cited. A pregnancy has
exceeded it 24th week on the day that the 25th week commences—that is when it is over 168 days. [The
accepted view is that the period commences with the first day of the woman’s last period.]

Annex D

Research Commissioned by the Department into Fetal Pain

Following the publication of the MRC report in 2001 it was recognised that the recommendations from
the report were very clearly within the MRC’s research remit and that they would take this work forward.

The Department of Health provides funding to NHS organisations to meet the service support costs
associated with MRC funded research.

Since the 2001 study the MRC has not received many applications in this area; one reason for this may
be that such research, particularly involving humans, is very diYcult to undertake.

The MRC has funded, and continues to fund, studies on embryonic and fetal development which may
help inform discussions on abortion time limits.

Examples of MRC-funded Research in this area include:

— Mammalian neurogenesis—Dr V Episkopou at the MRC Clinical Sciences Centre in London.
Ongoing; £1.9 million expenditure to date (to 2005–06). This research aims to increase
understanding of the molecular events that underlie early embryonic patterning and central
nervous system development.

— Molecular embryology—Dr D P Norris at the MRC Mammalian Genetics Unit in Harwell.
Ongoing; £300,000 expenditure to date (to 2005–06). This work is focussed on understanding how
left-right (L-R) symmetry is broken in the early embryo.

— Generation of neuronal diversity in the developing telencephalon—Dr N Kessaris at University
College London. Ongoing; awarded £325,000. This research aims to increase understanding of
how the brain forms during normal embryonic development.
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— Two grants to the University College London Paediatric Pain Research Centre, although this is
work primarily on infant pain, not fetal pain.

— Infant Pain Mechanisms—short and long term eVects, Professor M Fitzgerald £1.1 million

— Cortical pain responses in human infants—towards a rational analgesic strategy, Professor M
Fitzgerald, £0.8 million.

Annex E

Annual Statistics on Abortions as a Percentage of all Conceptions (England and Wales) since
1990

Conceptions—all ages

Year Total Percentage ending
(1,000s) In abortion

1990 871.5 19.9
1991 853.6 19.3
1992 828.0 19.3
1993 819.0 19.2
1994 801.6 19.5
1995 790.3 19.7
1996 816.9 20.8
1997 800.4 21.3
1998 797.0 22.3
1999 774.0 22.6
2000 767.0 22.7
2001 763.7 23.2
2002 787.0 22.5
2003 806.8 22.5
2004 826.8 22.4
2005 837.4 22.3

Annex F

Objectives of the Evaluation

The main purpose of the pilot sites is to evaluate the two sites in order to formulate a protocol for the
provision of a safe, early medical abortion service in a non-traditional setting. This protocol will be used to
define a “class of place”.

1. The evaluation will address the following key outcome objectives:

— Safety—whether early medical abortions at the pilot sites are as safe as those undertaken in NHS
hospitals.

— EVectiveness—whether early medical abortions at the pilot sites are as eVective as those
undertaken in NHS hospitals in terms of achieving complete abortions without further surgical
or medical intervention.

— Acceptability—One of the key elements of the evaluation is to establish the level of acceptability
among women visiting the pilot sites for an early medical abortion, and how it compares with
acceptability levels for NHS hospital settings. In particular to assess the degree of satisfaction
with:

— overall service provided,

— physical environment of the non-traditional setting,

— staV conduct/attitude,

— comfort,

— privacy,

— confidentiality,

— pain management,

— counselling facilities,

— post-abortion contraception advice, and

— after care/follow-up.
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2. The evaluation will also encompass a facility-based assessment in order to provide DH with suYcient
information to formulate a protocol to define a “class of place”. We envisage key elements of the facility-
based assessment to include:

— Accessibility to services:
— types of services oVered—reproductive health and contraceptive services,
— whether services are available at appropriate times ie during the times of day and days of week

when women can and want to use them,
— likely waiting times,
— consideration of the population profile (women of childbearing age, adolescent pregnancy

rates) in service availability, and
— whether location of service is suitable/accessible.

— Physical environment/space (of pilot sites):
— whether the organisation of space is conducive to providing a high quality service,
— do the waiting, examination, treatment, recovery and counselling areas provide enough

privacy?
— are there suYcient toilets and wash areas?
— availability of other basic infrastructure such as clean water, reliable power supply,

ventilation and storage space, and
— whether any recreational facilities exist eg Television?

— Supplies and equipment:
— whether the necessary supplies, medications and equipment is in place to ensure the safety

and eYcacy of the abortion service,
— pregnancy tests, exam tables, ob/gyn instruments, ultrasound scanner, etc,
— mifepristone, prostaglandin, analgesics, antibiotics etc, and
— emergency equipment

— StaYng infrastructure, competencies and training:
— staYng infrastructure—number and type of staV involved at pilot site, and level to which staV

trained in reproductive health,
— what types of staV are involved in providing the various aspects of abortion care (within both

a clinical and legal context),
— staV awareness of which healthcare personnel can provide abortion care,
— determine staV’s level of skill in abortion-related care eg:
— knowledge of methods and clinical skills for evaluating a pregnant woman an performing an

early medical abortion;
— knowledge and practices for providing appropriate contraceptive counselling for clients after

abortion; and
— knowledge and practices of follow-up care including management of complications.
— assess site’s training capacity including current in-house training activities, and
— determine site administrators’ attitude and motivation to provide training and for whom.

— StaV perceptions and support for improving services:
— awareness of health issues surrounding abortion,
— awareness of social issues associated with abortion eg cultural barriers to contraception use

and domestic violence,

— understanding of legal and ethical mandate to provide abortions,

— staV attitudes towards abortion and informed consent,

— staV perceptions of women who seek abortions, and
— acceptability of early medical abortions.

— Local stakeholder perceptions and support:

— What was the level of support /opposition to an abortion service (in a non-traditional setting)
among local health oYcials, how was this gauged?

In addition to the above elements, the pilot sites will be assessed in terms of their current protocols/
activities for the following:

— Initial patient assessment ıincluding scanning process.

— Counselling—degree of privacy, use of visual aids, provision of information/brochures,
procedures for informed consent, how staV discuss options for dealing with an unwanted
pregnancy.
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— Management during abortive phase— heavy bleeding, nausea.

— Pain management—type of analgesia oVered, dosage and the support needed to help manage the
pain—more support equals less need for strong painkillers.

— Post-procedural treatment.

— Infection prevention practices.

— Arrangements for sensitive disposal of fetal remains.

— Contraception advice—types of contraceptive available /oVered to patients after abortion,
systems for referral to other contraceptive providers.

— Discharge and facilities for follow-up care—confirmation that abortion is completed.

— On-call arrangements.

— Emergency protocols.

— Laboratory support for blood tests—mechanism for obtaining supplies of anti D at relatively
short notice, especially if lab situated on diVerent site.

— Referral systems for management of clinical complications—mechanisms for monitoring patients
who are referred.

— Facilities for accepting referred patients.

— Record keeping—whether log books exist for recording abortion data and if so what type of
information is collected.

— Confidentiality and young person specific protocol—(under 16’s).

— Involvement of significant others—partners, parents, carers, guardians.

Memorandum 56

Supplementary evidence from Dr Sam Rowlands

Supplementary evidence on pre-term delivery, breast cancer and mental health in relation to abortion

Oral evidence having been completed and having had the chance to review the transcript of the session I
participated in on 15 October, I would request that members of the Committee take into account the
following points when preparing the report to Parliament.

Pre-term Delivery

First of all I would like to acknowledge that my literature search failed to pick up the EUROPOP study.1

So since the publication of the RCOG guideline, in addition to EPIPAGE, there is another case-control
study showing a significant but small association between abortion and pre-term birth. As we know, case-
control studies are the least reliable form of observational study.

My conclusion on abortion and pre-term delivery would be unchanged. It is still the case that the more
reliable cohort methodology has shown no association in some cases. And as I stated in my submission there
is the very large Finnish record linkage study published last year showing no association between previous
abortion and pre-term delivery.2 This study used a population-based database including 26,976 singleton
pregnancies.

The evidence is still contradictory, but women should be aware of the potential risk to future pregnancies.
In my opinion, the wording in the RCOG guideline (recommendation 16.8) does not need to be
strengthened.

I would like to point out to the Committee that the written evidence from Professor Wyatt contained
reference 309 by Rooney & Calhoun from the Journal of American Physicians & Surgeons. I was unable to
find this journal on either MEDLINE or PubMed databases. Looking at the journal’s website
(www.jpands.org) I see that there are many articles published on anti-vaccine and anti-water fluoridation
themes and several articles promoting the false link between abortion and breast cancer. I hope the
Committee would agree that evidence from this journal is inadmissible. Dr Evan Harris did raise the status
of this journal in the oral evidence session (Q137), but at that time I was not aware of it.

I have now looked at the written evidence again and find that the submission by Professor Calhoun refers
to his own co-authored paper in the Journal of American Physicians & Surgeons. I note that neither
Professor Wyatt or Professor Calhoun cite the 2006 Finnish study.

This paper in the Journal of American Physicians & Surgeons is again cited by Brind (his reference 16).
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Breast Cancer

Further to my oral evidence in which I noted the selective citations by Brind in response to Q134 and Dr
Gardner’s reference to the Breast Cancer Prevention Institute website (Q136) I would also invite the
Committee to look carefully at the written evidence from the Christian Medical Fellowship. They cite Dr
Gardner writing in the Triple Helix, the CMF’s in-house magazine, which needless to say is not listed in
MEDLINE or PubMed and in my view is inadmissible.

Mental Health

As I said in my written submission, I relied heavily on reviews by Thorp et al,3 Dagg4 and Zolese and
Blacker.5 There is a 1984 review by Del Campo6 but this fails to cite studies by Pare & Raven 1970, Beazley
1971, McCance 1973 and Blomberg 1980. So in terms of a review of abortion denied I would say the Committee
should prefer the much more comprehensive 1991 review by Dagg.

I would like to draw the Committee’s attention to the concluding remarks by Thorp et al. The authors
state “a major question remains unanswered because of the lack of a proper control group. Are the observed
phenomena (suicide, psychiatric admission, deliberate self harm etc) a correlate of the circumstance that
may lead to a crisis or unintended pregnancy regardless of a woman’s decision to choose abortion, or is this
a function of both? Until that question can be answered, it will be hard to inform women as to what, if any,
additional risk a decision to terminate will produce”. A separate supplementary written submission is
coming to you from Professor James Trussell et al which gives a clear exposition on why the methodology
of studies submitted by Professor Casey is fatally flawed.

A final point I would like to make is that there are some papers7; 8which deal with how wanted a pregnancy
is and subsequent maternal-child bonding and child development. I would not want the Committee to be
misled into thinking that these studies could be taken as representing the same order of magnitude of
unwantedness that pertains with women requesting abortion. The populations used in these studies are
women who continued their pregnancy to term and kept the baby. These women, even if expressing a degree
of unintendedness of their pregnancy, are not the same as women who request abortion.
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Memorandum 57

Supplementary evidence from Dr James Trussell, Dr Kate Guthrie and Dr Sam Rowlands

Re: Evidence on Scientific Developments Relating to the Abortion Act 1967 Submitted to the
Select Committee on Science and Technology

The evidence submitted to the Select Committee on Science and Technology by Professor Patricia Casey
cannot possibly inform anyone about the eVect of induced abortion on the subsequent mental health of the
woman. To understand why, it is helpful to consider the ideal research design to answer this question. In
that ideal research design, women wishing to terminate their pregnancies would be randomly assigned to
receive a termination or have their request denied without the possibility of their having a termination
elsewhere, as alluded to by Dr Rowlands in his oral evidence at Question 83. Of course, no study has
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employed this design; it is unlikely that such a trial will ever be undertaken. The research design that is
farthest from the ideal is one in which women obtaining terminations are compared with women who got
pregnant because they wanted to become mothers. These simply are not comparable groups because it is
not only the abortion itself that diVerentiates them. They are undoubtedly diVerent in many ways (since one
group wanted to have a baby whereas the other did not), only some of which are observable. So no matter
how many other factors are controlled in the statistical analysis (such as past mental health), this design
cannot be made to mimic random assignment. The design that is next farthest from the ideal would compare
women obtaining terminations with all women giving birth, some of whose births would be unintended; this
is the design of the New Zealand study by Fergusson et al so highly praised by Casey.

The design closest to the ideal would be to compare women obtaining terminations with women whose
request for a termination was denied. Note that women are not randomly assigned at all because some have
their request denied. Presumably their reasons for wanting a termination were not so compelling, so perhaps
they are “healthier” on average. The UK study by Gilchrist et al is the only study with this design, and it
found that the two groups had identical rates of subsequent psychiatric illness, psychotic illness, and
deliberate self harm. The design of the Gilchrist study is weakened by the fact that women in each of the
groups may have had prior induced abortions. The data were indirectly standardised for age, marital status,
smoking habit, age at leaving full-time education, gravidity and previous history of induced abortion at
recruitment, since the comparison groups diVered on those characteristics (data available from the authors).
The authors also acknowledge that the study had little power to detect important eVects occurring in the
denied abortion and changed-their-mind groups because there were too few women in these groups.

Casey cites only studies like the one from New Zealand, all of which have the fatally flawed research design
identified above. Even if past and subsequent mental health is measured perfectly, the flawed research design
means that the results cannot possibly be informative about whether induced abortion is causally related to
subsequent mental health. Casey’s evidence therefore does not answer this fundamental question and her
review of recent studies does not give the Committee any new insight.
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