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Abortion is an important issue that generates much debate and discussion and touches the 
lives, either directly or indirectly, of many thousands of people. This first Report of the 
private Commission of Inquiry, which I have had the privilege of chairing, has not set out 
to look at, or make a statement on, the ethics of abortion itself, but instead to investigate the 
effects of abortion on those directly involved - the women. Thus the Commission has invited 
written and oral evidence on this subject from a wide range of experts who have differing 
views and experiences of the abortion debate. This report is the summary of our findings 
from the past two years research. I very much hope that it will also highlight the urgent need 
for further comprehensive, balanced and long-term research to be carried out into this 
particular aspect of abortion. 

It has been a great privilege to Chair this Commission and to work alongside those who have 
served on it. My thanks and appreciation goes to each one for giving so generously of their 
time, wisdom and resources. I would also like to thank the Secretariat of the Commission, 
without. whose hard work the report could neither" have been researched or written. I am 
particularly grateful to Dr Stephanie Smith (nee Lewis) who began as Secretary and who 
spent nearly a year organising the hearing and collecting of evidence, and also to Mrs 
Philippa Taylor who continued with this research and organisation throughout the following 

year. 

inson of Ewell PC QC 
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INTRODUCTION 

I - The 1967 Abortion Act decriminalised abortion for a 

number of specified medical grounds. In the 27 years 

since then there have been over four million abortions 

performed in Great Britain on these grounds. Thus there 

has been ample opportunity to acquire data on the 

effects of abortion on the lives of individuals and on 

society as a whole. 

2. A number of individuals including MPs,

gynaecologists, general practitioners and others, have

been concerned to ensure that this evidence is not

neglected and that areas where research might provide

information that is lacking should be highlighted.

Accordingly, a private Commission was established in

November 1992 under the chairmanship of Lord

Rawlinson of Ewell to inquire into the operation and 

consequences of the Abortion Act.

3. A list of the members of this Commission is given in

Annex 1.

4. The Commission's remit is to act in a manner similar

to a Parliamentary Select Committee. Specifically, to

investigate various aspects of abortion by soliciting

evidence, written and oral, from experts representing a

wide spectrum of opinion. Reports, of which this is the

first, will be produced for each aspect considered.

5. The Commission chose as its initial task to investigate

the incidence of physical and psycho-social effects of

abortion on women. This report does not look at the

ethics of abortion itself, but limits itself to the effects of

abortion felc directly by women.

6. A number of experts and organisations were invited to

give wrirren and/or oral evidence. These are lisced in

Annex 2, cogether with those who acrually arcended. The

oral evidence was transcribed verbatim. Each expert

wimess has had an opportunity to see the transcript of

his/her evidence in order to confirm its accuracy and/or

to make corrections and additional comments. A

number of the witnesses also submitted wricten evidence

and/or references co published macerials. These
references are listed in Annex 3.

7. The Commission invited any women who had had an

abortion to write to the Commission. 1 They were then

offered the opportunity to complete a questionnaire (see

Annex 4) and/or to give oral evidence. In all nearly 200

women responded, requesting a questionnaire

and/or sending information. 136 women compleced the

questionnaire with 87 being willing to give oral

evidence. The summarised responses from the

questionnaires are contained in Annex 5. Nine women

were invited co give oral evidence of their experiences to

a sub-group of the Commission and their responses are

contained in Annex 6. The Commission wished to

ensure chat the evidence it received included as wide a

range of experience as possible, both good and bad. Thus

it deliberately avoided wording the invitation in a way

that might encourage only women who had had a bad

experience or alternatively only those who had had a

good experience from responding.

8. However, the group of women responding were

inevitably self-selected and therefore are more likely to

have had an experience significant enough to share it,

whether good or bad. Compared with similar self­

selected surveys the numbers responding were high,

particularly given the sensitivity of the subject. The

profile of respondents is similar to that of the abortion

population (for example, in terms of age, marital status,

period of gestation, NHS and private abortions) showing

no more than a I 0% difference from the equivalent

ores legal abortion figures for 1992. While this is noc

a fully represencative sample of all women who undergo

abortion, the anecdotal evidence obtained is of value

since it is che accual experience of this group of women.

9. After hearing from che majority of witnesses the

Commission also wrote to che Department of Health.

While the Department of Health did noc feel it

appropriate to give oral evidence ic did agree to respond

co specific questions which had arisen as a resulr of the

expert evidence to chat point.

1 An advcn w:u pba-d in rwo women's magazines in gencral circulation (SHE and Good Housckttping) stating that Lord Rawlinson was chairing a private 

Commission of Inquiry m look at the impact of abonion on individual women.11\e a_\lven invited anyone who had had an abortion, and was willing to 
share their c:xpcricna on a confidential basis, m contact the Secretary of the Com111ission. 
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OVERVIEW 

I 0. There is a growing divergence of opinion in che 
medical profession about the occurrence and incidence 
of adverse effects following abortion. Many 
gynaecologists, psychiatrists, and ocher experts assert chat 
there is no evidence co support che idea char chere is 
widespread suffering - either physically or mentally -
following abortion.2 However, ocher research has yielded 
evidence of boch physical and psychological adverse 
affects. 3 

PHYSICAL CONSEQUENCES 

OF ABORTION 

11. Mortality rates for women from abortion and post­
delivery are both small - 1/ I 00 ,000 and 3/100 ,000 

respectively, according co Dr Alan Rogers.4 Avoiding a
potential macernal death is, however, rarely the reason
for performing an abortion. In his paper\ Dr Michael
Jarmulowicz stated that of all the abortions which have
been performed in the UK since the introduction of the
1967 Abortion Act, only 151 (0.004%) of these were
done in order co save thelif� �f�he mocher.

. I"'- ::1- v' ·(: v� ,C v- (l <' ._., C '-
(_,

,

12. Or Rogers suggested chat in the last rwenty years the
ability of the profession co offer safe abortions has
improved greatly and that unsafe abortion is a thing of
the pasc. He quoted from an interim report by the Royal
College of Obstetricians and Gynaecologists in 1984 (see
para 21) which stared that even late abortions could be
considered safe as far as major hazards to life of che
mother were concerned.

13. Apart from life threacening circumstances, various
post-abortion physical complicacions are possible which
may have effects upon a woman's life chat could be far­
reaching and even permanent in some cases. Early

complicacions may include perforation of che uterus, 
cervical laceracion, haemorrhage and intrauterine sepsis 
and retained placenta in second trimester abortions. 
Complications which may manifest later include post­
abortion tuba! blockage or salpingi1is, cervical 
incompetence, rhesus isoimmunizarion, endomecriosis, 
choriocarcinoma and menstrual discurbances.(' 

14. Dr Rogers claimed that post-abortion physical
complications were extremely rare. None of the patients
for whom he had done repeat abortions had suffered
from cervical incompetence or uterus damage as a resulc
of the previous abortion(s). lr must be noted, however,
that Dr Rogers was unaware of the continuing
reproductive history of most of the patients on whom
he performed abortions (see para below, para 4 I and
para 79).

15. However, Mr Robert Balfour described a number of
recent cases which he had treated in which he had been
required to attempt to repair damage to the uterus or
cervix caused by the abortion procedure. It is evident
that complications do still occur as a result of surgical
errors.

16. Mr Balfour stated that the majority of complications
which he had seen had occurred more chan 7 days after
the abortion. Seven days is rhe rime given for remrning
information on complications using the statucory
'yellow' abortion notification form. Addicionally. a
woman may have an aborcion at a clinic outside her
home area and so will have recurned home by the time a
complication occurs unless it is very immediace. If she is
seen by her local GP and referred to che local hospical
the abortion clinic may not be nocified and so will not
lmow of any complication. Thus ir is likely char che
complicacion race is under-reporced. Mr Balfour
suggested that there might be up co I 0% more cases
which are recognised bur go un-reporred.

'eg. BREWER,,C. 1977 Incidence of pose-abortion psychosis: a prospective srudy Brirish Medical Jou ma/ I 476-1: ROMANS-CLARKSON, S. E. 1989 

Psychological sequclae of induced abortion Australian and New aalandJoumal of Pryd,iatry 23 555-65: Clinical Reviews - Psychia1ry: Mental health after 

abortion Medical Monitor ( 12 June 1992) 44-45,47 

'JARMULOWICZ, M. 1992 Physical and psyd1ological effects of abortion: A review of the medical literarurc (Written whmission to the Commission}, 

McCALL, K. & WTLSON, W. p J 987 Rirual mourning for unresolved grief after abortion Southern Medical Journal 80 (7) 817-21; NEY, PG. & 

WICK.EIT, A.O. 1989 Mental health and abortion: Review and analysis Psychiatric Journal oftlu University of Ottawa 14 (4) 506-16 

• We note actual figures of a total maternal mortality rare of 8/ l 00,000 in the UK (Guardian Fact File 23rd Srpumbrr 1993). 

'JARMULOWJCZ, M. 1992 Physical and psychological effects of abortion: A review of the medical literature (Writtr11 wbmissio11 to thr Commission) 

6 BRUDENELL, M 1980 Gynaecological scqudac of induced abortion The Prae1j1io11er 224 893-8 
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17. The Department of Health, in its response to the
Commission, stated that after 7 days only 51 % of
notification forms were returned and even after 28 days
the return rate was only 92%. This introduces another
possible source of·under-reporting of complications. The
Department stated tl · ·11 b · .

" · 1at it w, e rnvest1gat111g the poor 
return rate. 

18. It is also unlikely that women who have experienced
complications will return to the clinic at which they had
rhe abortion. Dr Blacker reported rhat the raw data from
a very recent study rhar he had performed showed rhar
che women in this study did not arrend their GP in rhe
follow-up period. He told the Commission char the
resulcs of this and Or Gabriella Zolese's7 rccenc study
(noc yet published) suggest chat mosc women stay away
from medical services after abortion. Conscquenrly, even
if there were more complications than Or Rogers
believes, ic is unlikely that he, and orhers in a similar
position will see them. Studies such as Or Blacker's and
Dr Zolese's are called prospective studies. Women are
recruited to the study before the abortion and followed
up afcer it. Thus the results are collected as rhey occur.
Many previous studies have been rerrospecrive, char is,
women are recruited after the abortion and asked to
recall rhe emotional and physical consequences of it. As
academic research, these studies are less reliable as they
depend on rhe memories of rhe experience, which may
be subjective, rather rhan recording rhe experiences as
chey occur.

19. Dr Jarmulowicz quoted a number of publications in
which the incidence of early and long term
complicacions was reported. Perforation of che uterus
was considered the most likely early complication with
figures of 0. 1-0.3% to 2% being quoted, with lacer

abortions having che highest races. Long term 
complications for which figures were quoted included 
effects on subsequent pregnancy such as an increased risk 
of miscarriage - 4% of the women in a UK study 
reported at a Ciba Foundation Symposium ( 1985)H were 
likely ro miscarry as a resulc of the effects of a previous 
abortion.9 Evidence was also received of post-abortion 
chlamydia associated pelvic inflammatory disease which 
leads to a further risk of spontaneous miscarriage, 
ectopic pregnancy, endometriosis, hysterectomy and 
other fertility related disorders. 10 

20. P ro fessor Wendy Savage reported that at the clinic 
which she runs women are informed before the aborrion 
of the complications which are possible. After the 
abortion they are told to return to their GP for a follow­
up visit in 2 weeks rime - although, it seems, a woman's 
GP will not be informed by the clinic of any 
complications or infections. Professor Savage remarked 
rhar follow-up visits were often missed. The Commission 
sought clarification of this subsequent to Professor 
Savage giving oral evidence and in reply she suggested 
chat, in an area such as rhe one in which she works, 
many of the women are poor and do not have access to 
travel facilities, ere. and may have considerable difficulty 
in being able to get to the doctor or clinic. If they are 
feeling well they may not sec any need co return for a 
follow-up visit. 

21. le was clear from a number of wirnesses 11 and from
the published surveys that follow-up rates are always low.
Even in rhe Royal College of General Practitioners
(RCGP)/Royal College of Obstetricians and
Gynaecologists (RCOG) survey 12 which Or Peter Frank
reported on to rhe Commission, more than 60% of all
rhe women surveyed were lost to follow-up. 11 This may

Dr /.olcsc (MRCl'sych) is a lcccurcr and honorary Senior Registrar in che Dcparrmen1 of Psychological Mcdic111c a1 Sc Bartholomew, Hospi1al in l.011do11 

'Ciba Foundacion Symposium 1985 115: Pi1man. London 

., Oral evidence and submiued paper JARMULOWlCZ. M. 1992 Physical and psychological dTeccs ofaborcion: A review ofchc medic al liccracure (Wlri//m 

wbm,rs,on 10· rhr Com minion) 

'" BUCHAN, H., VESSEY, M., GOLDACRE. M. & FAIRWEATHER. J. 1993 Morbidicy following pelvic inflarnmacory disease /Jritiih )oumal of 

Obuttnn and Gynatrology 100 558-62; BLACKWELL, A.I., THOMAS, P.O., WAREHAM. K. & EMERY. S.J. 1993 Hcalch gains from screening fo, 

infeccion of ,he lower gcnical rracc in women auending for term inacion of pregnancy Tht umrrt 342 206-10 

" Dr Jarmulowicz, Mr Balfour, Dr Blacker 

'' The Manchesccr Research Unic of ,he Royal allege of General l'raccicioncrs has co-ordinaced a large. long-cerrn, join, scudy wich chc Royal College of 

Obscecricians and Gynaecologiscs, on the dTeC!s of induced aborcion on women's healih. The Sllld)' was carried ouc hecwccn 1976 - 1987 and a number of 

papers have been published ·on ,he findings (sec Annex 3). 

"There :ire a number of ocher concerns abou1 che repre;cncacive nacurc of rhc RCGl'/RCOG survey (sec para 2')). 
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indicare that there is a more universal cause than poverry 
or lack of suirable facilities to ease rerurn visirs since by 
no means all women who have abortions have low 
incomes or live in areas with poor public facilities. 

22. Professor Roberr Winston, an experienced expert in
inferriliry rrearmenr, stared rhar rubal damage was one of
rhe main causes of ectopic pregnancy. His own practice
is heavily biased towards tubally damaged parienrs. He
admirred that in the past he had considered that
abortion played a significant part in the pathology of
infertiliry caused by rubal damage. I-k,wever, from other
published data he now feels less cenain t11at aoorrion
does cause any greater incidence of infertility than giving
birch which also carries a risk of intrauterine damage and
infecrion. Professor Winston did nor provide rhe
Commission wirh any data, for which he was asked a
number of rimes, on the rare of patients who receive
infertiliry rreatmenr following induced abortion as
opposed to posr-naral care. The recently published
results of rhe RCGP/RCOG prospective scudy on
abortion also failed to find rhat a previous abortion
significantly inhibited fertiliry.14

23. However, nor all cases of infertility resulting from
abortion may be reported. Dr Jarmulowicz related che
story of a wo�an he knew who, despite having for many
years suffered pain and being infertile following an
abortion, would nor attend an infertility clinic. Thus rhe
incidence of inferciliry following a previous abortion
may be under-reported if women suffering in rhis way
fail to attend an infertility clinic due to psychological or

emorional reasons. 

24. It was clear from rhe evidence received by rhe
Commission that chlamydia associated rubal infections
can be caused by abortions - especially where a low­
grade infection from chlamydia waf presenr previously.15
When an aborcion results in rubal infections rhar would
otherwise nor have occurred rhere must, by implication,
be an increased risk of inferriliry. This connecrion was
also made by rhe authors of a number of published
clinical srudies. 1

1, This will be significant for rhe
individual women concerned even if rhe surveys of large
numbers of women, as quored by Professor Winston,
indicate rhar for rhe popularion of women seeking
inferriliry rrearment as a whole, abortion is not a
sign i Gean r factor.

25. There have been a number of recent surveys in
which the occurrence of chlamydia infection prior to an
abortion is clearly linked to subsequent pelvic
inflammatory disease. The authors' conclusions in each
case was rhar screening and/or prophylactic treatmenr
for chlamydia infection should be administered prior to
an abortion in order ro reduce rhe incidence of
chlamydia associated pelvic inflammatory disease and
such serious gynaecological consequences as ectopic
pregnancies and inferciliry. 17 In one srudy' 8 porenrial
shore rerm cost savings were calculated to be £6.50 per
parienr if chlamydia screening and prophylaxis were
introduced, which would borh reduce rhe cosrs of
treating an incident of pelvic inflammatory disease and,
conseq uenrly, che cost of aborcion co the NHS. 19

" FRANK, P., McNAMEE. R., HANNAFORD. P.C., KAY, C.R. a1id HIRSCH: S. ·199,3 The cffcc, of induced ahorrion on subsequent fcn i li,y Briwh 
)oumnl ofObstrtric, and Gynaecology JOO 575-80

'1 JARMULOWlCZ, M. 1992 Physical and psychological effec1s of aborrion: A review of rhc medical lirerarurc (Wnnm 111bmwion to tlu Commi11ion) 

"' SOUT HGATE.L.. TREHARNE. J. & WlLLIAMS R. 1989 Derection, trcarrnenr and follow up of women wi1h Chlamydia rrachoma, is infect ion 
seeking abonion in inner city general practices British Mtdical)o umal 299 I 137-8; WOOD, S.M. & MUSCAT. I. 1989 Screening and rrea11ne111 10 
prevent pos1-aborrion chlamydial pelvic infecrion Tiu u111cet 928; COHN, M. & STEWART, M. 1989 Pos1-aborrion chlarnydial pelvic infecrion Thr 
lanw I 2 I 9, CATES. W., ROLFS, R.T. & ARAL, S.O. 1990 Sexually 1ransmirred diseases, pelvic inOammarory disease, and infcrtiliry: an cpidemiolog ic 

update Epid,miological Review 12 199-220; BLACKWELL, A.I., THOMAS. P.D., WAREHAM. K. & EMERY, S.J. 1993 Hcalrl1 gains from screening for 
infecrion of rhe lower gcn iral tracr in women arrending for terminarion of pregnancy Thr !.Ancrt 342 206-10 

"DUTHIE, S.J .. HOBSON, D., TAIT. I.A.. PRATT. B.C., LOWE, N .. SEQUEIRA, l'J.L. & HARGREAVES.C. 1987 Morbidiry after 1erm inarion of 
pregnancy in first rrimcsrer Cmitourinary Mrdiciru 63 182-7; BUCHAN, H., VESSEY. M., GOLDACRE, M. & FAIRWEATHER, J. 1993 Morbidiry 
following pelvic inOammarory disease British Journal of Obstmics and Cynarcology 100 558--02; BLACKWELL, A.I., THOMAS, PD., WAREHAM, K. & 
EMERY, S.J. 1993 Heald, gains from screening for infection of ,he lower genital tract in women anending for rerminarion of pregnancy Thr La11crt 342 
206-10 

"BLACKWELL, A.I., THOMAS, P.O., WAREHAM, K. & EMERY, S.J. 1993 Healrl1 gains from screening for infection of 1he lower genital tract in 
women a1rcnding for rcrm inarion of pregnancy T/,r lancet 342 206-10 

"Anorher recent rcpor1 esrimared ,hat genital and a.ssociared chlamydial infect ions and rheir sequclac cost Britain ar leasr £50 million a year for diagnosis 
and managemen1. TAYLOR-ROBINSON, Prof. David 1994 Chlamyd ia trachomaris and sexually transmi1red d isease Briti1h Mrdira/Journa/308 150-1 
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26. Professor Wendy Savage agreed with a question from
the Commission chat it is good clinical practice to screen
women for chlamydia! infections and treat them prior to 
abortion - especially in the case of younger women. She
seated chat she thought screening of young.women prior
to abortion should be required by the Department of
Health as part of a good quality service.

PSYCHOLOGICAL CONSEQUENCES 

OF ABORTION 

27. There is a divergence of opinion amongst rhe
medical profession about the incidence and severity of
any psychological effects of abortion. The popular
consensus seems to be rhat abortions have few adverse
psychological consequences.20 However, there is
conflicting evidence from a number of surveys and
from anecdotal accounts of individual women's
experience that adverse effects do occur for at least some
women.21

28. This divergence of opinion may be the result of, or at
least compounded by, deficiencies in methodology,
insufficient length of follow-up of clinical studies22 and
bias in non-systematic literature reviews. 23

29. In the UK, the recent RCGP/RCOG prospective
study was probably the largest of rhis kind. However,
there are a number of limitations co it which are likely to
have affected the results obtained. The most significant

limitation is thar ir only included chose women who had 
obtained an abortion by GP referral. The other 30% of 
women in rhe UK who go directly to private clinics 
wirhout referral were not part of the study. The effect of 
this was rhar, for a nombcr of factors, the women in the 
study were nor representative of all women who have 
abortions. For instance, 73% of rhe women in rhe survey 
had an NHS abortion compared to 46% of all women 
who had an aborrion24 ; I 8.4% of the women in rhe 
study, 9.9% of the controls and I 5.2% of all aborting 
women were over 35 years old25 ; 47.4% of women in the 
study, 32.3% of controls were single compared to the 
national figure for all aborting women of 50.4%.26 Thus
it is unlikely that rhe results of this survey accurately 
ref1ect the situation for all women who have an abortion. 
On questioning, Dr Frank, from the RCGP, agreed that 
the experiences of women who went directly to clinics 
might have significantly altered the results of the study. 
In addition, a very limited number of parameters were 
monitored in this survey. Other physical consequences of 
abortion which have been reported elsewhere include the 
incidence of ectopic pregnancies, miscarriages, 
hysterectomies and maternal deaths. These were not 
studied. Neither were a number of psychological effects 
such as anger, child abuse and insomnia which have also 
been reported as a result of abortion. A further 
limitation of this study was the high drop-our rate (see 
para 47). 

30. According to a prospective study carried out by Dr
Colin Brewer in 1975 the incidence of serious mental
disturbance, necessitating hospitalisation, was low either

"' eg. BREWER, C. 1977 Incidence of post-abortion psychosis: a prospective siudy British Mrd,ml Jo,mwl I 476-7; GIBBONS, M. 1984 Psychiatric 

sequelae of induced abortion Journal of rhr Royal Collrgr of Gmrral l'ram//onm 34 146-50. ROMAN -CLARKSON. S.E. 1989 Psychological sequelae of 

induced abortion Austral1a11 and Nrw uaia11d Journal of f'syrluarry 23 555-565; ROSENFELD, J. 1992 Emo1ional responses to therapeu1 ic abonion 

Amrrican Family f'hyS1oa11 45 ( I) 137-40 

'' eg. McALL, K. & WILSON, WP 1987 Ri,ual mourning for unresolved grief after abortion So111hrm Mrdiral Jo11m11/ 80 (7) 817-2 I; NEY. PG. & 
WlCKEn·. A. 1989 Menral health and abortion: review and analysis l'sychiarric Jo11rn11I ofthr Univmity o/0//11wrt 14 506-16; SPECK HARD. A.C. & 
RUE, V.M. 1992 Post-abortion syndrome: An emerging public health concern Jo11m11I ofSorirtl Imm 48 (3) 95-I 19, JARMULOWICZ, M. 1992 Physical 

and psychological effects of aborrion: A review of the medical literature {Wri//m 111bmissio11 to rhr Commission}; REARDON, D.C. 1987 Aborted Women -
Silent no more Wrsrchnrrr, f/li11ois; Crosswrtys Books 

"GIBBONS, M. 1984 Psychiatric scqud,e of induced abortion )011mrtl ofthr Royal Collrgr of Cmrml f'ractitionm 34 146-50. ZOLESE, G. & BLACKER. 
C.Y.R. The psychological complications of therapeutic abortion British Journal of f'sychintry 162 742-49 

"LARIMORE, W.L., LARSON, O.B. & SHERRILL, K.A. 1992 Interpreting literature on abortion Amrrimn Frtmily !'hysicinn 46 (3) 666-7

"CRAFT, I., EVANS, D. & YOVICH. J. 1979 Consequences of induced abortion Tl1r lnnrrt 437 

11 KAY, C.R.& FRANK, P.I. 1981 Characteristics of women recruited to a long-term study of rhc sequclac of induced abortion Jou ma/ of 1hr Royrtl Collrgr of 

Gnural Pracritio11rn 31 473-77 

"' KAY. C.R.& FRANK, P l. 1981 Char>cteristics of women recruited 10 a long-term study of ,he sequclae of induced abortion Joumrtl of tl1r Royal Co/lrgr of 
Gmrral Prrtcri1io11m 31 473-77 
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T1blc I First psychiatric admissions and admission races among aborcing and ddiwring w , · l). . -k · I· I I ( :, 0111<..:11 II) <.lllll,ll WI[ )Ill ( llT� 11Hllll IS a ll'f" 

abortion or delivery in 1975 and among all Danish women for three monchs during 1974/75 by age groups 

Aborting women Dclivning women Other women aged 15 10 49' 

Age Total Psychiatric Rate per Ti)IJI Psych iac ric Rate per To,al" Psych i:11 ric Rate pc!" 
groups no. admissions 10000 no. :t<lmissions 10000 no. admissions 100()0 

-19 4375 5 II .4 4812 ., 6.2 180465 .'154 4 9 
20-24 5820 II 18.9 24808 26 10.5 184911 503 6.8 
25-29 6303 13 20.6 27150 31 11.4 207885 585 7 0 
30-34 5504 14 25.4 I 1452 19 16.6 166970 601 9.0 
35-39 3532 6 17.0 2675 7 26.2 145618 549 9.4 
40-44 1565 460 138.338 414 7.5 
45-49 135 74.1 21 145632 487 8.4 

Tm al 27234 50 18.4 71378 BC, 12.0 1169819 3493 7.5 

'Same age groups except none under age 15. 

" 13y I January 1975 (Sundhedss,yrclsen 1978). 
'Total annual admissions adjusted for 1hrec-111on1h period . 

DAVlD, H.P 1985 Post-abortion and post-partum psychiatric hospitali,.a,ion Ahortio11: Mrdiwl l'rogrm f/nd Sori11/ !111pl1rnt10111 l'itmnn, London (Cihn 

Foundation Symposium 115) 150-64 

post-abortion (0.3/ 1 OOO) or post-delivery ( 1.7 /1 OOO) .27 
The results of a Danish study performed over the same 
cime period of three months, although also showing a 
low incidence of hospitalisation, differed in chat 
hospicalisaciori was higher pose-abortion ( 1.84/J OOO) 
than pose-delivery (1.2/1000).28

31. Dr Brewer's srudy was the first of its kind in the UK
co attempt co srudy prospectively the effects of abortion
on a large sample of women. However, there were severe
limitations co the design of the study; eg. only 25% of
the consulrancs in the region were included, and some of
the consulcancs' catchment areas overlapped so that the
population covered could only be estimated and the
number of  abortions performed was not accurately
recorded but was calculated from the estimated figure for
the population covered and by reference to the regional
race at the cime.29 The design of the Danish study was
able co eliminate these difficulties and looked at a much 
larger sample - the total female population of Denmark. 
Since all women who underwent abortions were 
included, all bias, intentional and unintentional, was 
eliminated. Thus the results of the Danish study may be 
considered �ore reliable than those of the UK survey. 

32. Both surveys indicate that the rate of hospitalisation
within three months for mental disorder is low. However
this should not obscure the fact rhat, given rhe rate of
abortion in the UK at about 180,000 per year there will
be a predicted 4 5 - 325 (dependent on which sec of
tigures are used ro estimate the incidence) new cases of
post-abortion psychosis per year.

33. Other psychological effects of abortion, although
signiticant, may not be severe enough co necessitate
hospitalisation. Dr Blacker reported an incidence of
short to medium term psychiatric effects of
approximately I 0% both from his literature review30 and
from the raw data of a recently completed prospective
study (see para 18).

34. le would appear th,ll the most common initial
reaction co an abortion is one of relief The tinding char
high races of distress at presentation were followed by 3.
rapid improvement once abortion takes place was
described by Dr Blacker as common ro a number of
previous studies :is well as his own. This was also
reported by Dr Margaret Oates. Dr Blacker cold the
Commission, however, that in the recent prospective

17 BREWER. C. 1977 Incidence of post-abortion psychosis: a prospective study Britiih Mrdicnl)o11r11nl I 476-7 

" DAVl D. H.P. 1985 Posr-aborrion and post-partum psychiatric hospi1ali1.a1ion Abortion: Mrdirnl l'rogrm nnd Sorin/ lmpl1rn11om l'it111n11, /.011do11 (C,ht1 

Foundation Sympoiium 115) 150-64 

"BISHOP, S.1992 A study of pose abortion syndrome in the light of recent research 10 consider how social work might beuer respond 10 this area of need 

Dimrtation for Mmttr of Social \�ork, Univrriity of York 

JO ZOLESE. G. & BLACKER, C.V. R. 1992 The psychological complications of 1hcrapeu11c abortion lir111Jh Joumnl of l'ryd11nrry 160 742-9 
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study by Dr Zolese and himself (see para I 8), at 4 weeks 

after che abortion, of che 18% of women who were 

psychiacrically unwell 25% were new cases. In addition, 

Dr Blacker cold the Commission chat anecdotal evidence 

from clinical practice points cowards long-term adverse 

psychological sequelae following abortion developing 

some time after the abortion rather than straight away. 

Thus, che appearance of these new cases may be evidence 

of long-term sequelae developing. 

35. Ms Joanna Thompson, an experienced pose-abortion

counsellor from CCFL (Christians Caring For Life)

stated chat relief is often the predominant emotion

following an abortion until the time when the baby

should have been born. At this time regret, depression,

guile, etc. may occur. Dr Blacker reported that in the

prospective study conducted by Dr Zolese and himself

(see para I 8) the original intention was to follow-up at

che time the birch would have occurred. However, the

attrition rate was so high that the study was not

continued longer than 6 months after the abortion.

Thus, the incidence of adverse psychological effects at

the time at which the baby would have been born was

not assessed.

36. Dr Rogers· cold the Commission that it was his

opinion that the sadness that some women experience

following abortion is natural but that he saw

psychological complications following abortion very

rarely. He attributes the majoriry of distress seen

following abortion as being caused by sociery's attitude

co abortion and by the social circumstances the woman

is in, which may have been the reason she had an

abortion in the first place.

37. Both Dr Rogers and Dr Brewer suggested that

offering post-abortion counselling may create problems

for women by implying that they should be experiencing

some adverse emotional or psychological effects.

38. However, amongst the case histories collected from

individual women there were a number who were

performing normally within sociery prior to having an

abortion and had no expectation of experiencing adverse

consequences. Indeed, a number described their distress

at not having been warned that adverse effects such as

depression, etc. might occur. In addition, in some of the

11 eg Summary of wrinen and oral evidence from Alia (Annex 6) 

cases no difficulty was experienced until years after the 

abortion, when some event triggered a significant 

adverse reaction_.i, For them it was not an offer of 

counselling that created or precipitated rheir problems. 

39. Although it is clear chat rhe women who responded

to rhe Commission are not necessarily a representative

sample of all women who have undergone an abortion

(see para 7 and 8), it was evident that at least some

women do experience long-term adverse emotional

consequences. An analysis of the questionnaires showed

chat 87% of the women experienced long-term

emotional consequences, and 20 women actually

requested counselling.

40. The Commission were surprised by Dr Rogers' claim

that in the twenty years in which he had been carrying

out aborrions, during which rime he has carried out in

excess of 100,000 abortions, he had never seen a woman

who had suffered ill-effects.

4 1. He acknowledged, however, that there is little 

follow-up of patients from his clinic thus it seems 

unlikely chat the clinic staf
f 

would see any adverse effects 

other than chose which were very immediate. Dr Rogers 

stated chat ic is expected char women will inform their 

own GP of rheir abortion. Indeed, a pre-requisite for 

performing abortions on a day-care basis is chat the 

women's GPs be informed. However, in order to respect 

the confidentiality of the parienr, Dr Rogers' clinic has 

no formal connection wirh a woman's GP. Thus there is 

no way of ensuring chat the woman contacts her GP 
before or after rhe abortion. 

42. A number of rhe witnesses, including Dr Blacker and

rhose representing CCf-L and RVA (Brirish Victims of

Abortion), srared rhat ir was very unlikely rhar women

who had experienced adverse psychological effects from

abortion would return to the clinic where rhey had had

the abortion or ro che GP rhac referred rhem. Indeed

both Dr Brewer and Dr Rogers also agreed rhat rhis

would not be surprising. In the RCGP/RCOG study a

larger number of women having abortions, 66%,

dropped out of the srndy than of those continuing to

term, 58%.31 This was amibuted co the group having

abortions being more mobile. Dr Frank agreed that it

would not be surprising if those women experiencing

"FRANK, P., McNAMEE. R., HANNAFORD, P.C., KAY, C.R. and HIRSCH. S. 1991 The cf
f

w of induced abortion on subscqucn , prcgn :111cy 

ou,comc Brirish Joumnl of Ob,urrics nT1d Gynnrrology 98 1015-24
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adverse effects afrer an a bore ion would change chei r GP 

in order ro avoid returning to rhe GP who referred chem. 

Furthermore, we note chat Dr Roger's clinic, in common 

with orher Marie Sropes clinics, currendy charges £25 
for posr-aborrion counselling, afrer the firsr session. Ir is 
also possible rhat a woman may go co her GP for a 

variety of unrelated minor illnesses and/or depression, 
which may have been precipitated by the abortion, but 
not realise the link.33

43. Dr Blacker reported rhar rhe results of his recent

srudy and of Dr Zolese's recenr prospective srudy suggest
rhat most women stay away from medical services afrer

abortion (see para 18). Thus the approximately 17 ,OOO
new cases of psychiatric disturbances which mighr be
expected per year from the conservative estimate of an
incidence of I 0%, given by Dr Brewer, musr either
resolve spontaneously, or through independent

counselling, or the women muse suffer in silence. In her
evidence, Ms Jane Airey from BVA seated chat many of

che women counselled by char organisation are indeed
suffering in silence because no-one has recognised char
rhey are suffering as a result of a previous abortion. She
stated chat there is a classic pattern of symptoms which is
seen in many women suffering following abortion.

44. le may be chat women are more likely to attend an

independent counselling organisation such as LIFE,
BVA or CCFL which would not be seen as associated

with che medical profession. LIFE received many

thousands of requests for help in 1992 - including
situations where pregnancy was the result of rape, incest
or abuse; where the child might have been handicapped
and where girls who were under 16 were pregnanr. lr was
clear from che evidence that Ms Thompson gave ro the
Commission that CCFL see an increasing number of

clients in this position. Although the numbers they and
BVA see in a year for pose abortion counselling are srill
small compared co the predicted number of cases, they

are increasing. 34

45. In contrast co Dr Rogers' experience, at the
beginning of-March 1976, a symposium was held at

Westminster Hospital on investigations into 1 ,OOO
attempted suicides which had occurred in the hospital

"e.g. Summary of wriuen and oral evidence from Beth and Alia {annex 6) 

attachment area during 12 months, mainly amongst 

young people.35 The researchers reported char che only
common factor rhey found was char " ... seven times as 
many women who arcempred suicide had had abortions 
as there were in rhe control group ... " and the figure rose 
to nine times as many women as in rhe general 
population. In rhe survey, noc one women who 
attempted suicide was pregnant. Although these figures 
are small rhe Commission was concerned co learn from 
Dr Kumar, who was representing the Royal College of 
Psychiatrists, chat ir would nor be routine or even likely 
chat someone being treated for attempted suicide would 
be asked about any history of previous abortion. 
Furthermore, no further invescigacions into this link 
have been instigated by the psychiatric profession. 

46. Long-term psychiatric sequelae seem co be less well
understood than shore-term. This is, in the mosr part,
because of the very high attrition race in studies afrer
more than a few months. Thus, any estimates of the

incidence of sequelae must be made on the evidence of
the few women that remain in the study. However, this
is a self-selecting group. Those who are experiencing
adverse.affects are likely co drop out of the study since
when these occur women will probably wish to avoid
anything which would remind them of the abortion.

Thus che complication race may be underescimared.
Additionally, the Commission heard from several
witnesses36 chat women may use 'denial' (ie. denying,
even to themselves, chat they have experienced any
adverse effects) as a means cif coping with the effects of
the abortion. W hether or not rhis is considered to be a
'good' or 'bad' adaptive mechanism - it clearly will
dispose the woman co avoid any reminder of the event
such as follow-up questionnaires, interviews, etc.

47. Thus in most cases rhe evidence of long-term

sequelae appears co be anecdotal wirh lirde indication of
incidence. Evidence submitted by BVA indicated char
women may not experience any effects umil several years
lacer. For example, there has even been a case of a client
recencly referred co BVA by The Samaritans who had
had an abortion 35 years ago. Ms Thompson of CCFL
reported rhac they had counselled women who had had
an abortion up to seven years earlier. Some of the

" Oral evidence from Ms Margarc, Curhill and wrinen evidence from Ms Joanna Thompson. 

" FARM ER Dr & O'BRIAN S, 1975 Evidence submit1ed 10 ,he Seleci Com mince of ,he House of Commons on Abonion 

.1< Dr Blacker, Dr Brewer, Ms Joanna Thompson, Ms Margaret Cu,hill 

9 



.. 

individual women who corresponded with the 

Commission had experienced adverse effects more than 

twelve years after the abortion. Only the RCGP/RCOG 

study has attempted to do long-term follow-up after 

abortion. In this study women were followed up for 

I J years, by which time more than 60% had dropped 

out.·l7 

4 8. Although che rate of incidence of long-term adverse 

psychological effects may not be known the Commission 

received evidence chat such effects do occur. One 

witness, Dr McAJI, gave evidence of his personal 

experience in a private psychiatric practice. Many of his 

paticms who had had a previous abortion suffered from 

apparently unrelated physical and psychological 

disorders, eg. arrhricis, gastrointestinal problems, 

alcoholism, anorexia nervosa and bulimia, etc. As many 

as 74% of his cases resolve when treatment directed at 

resolving the emotional trauma of abortion is received 

(see para 44). 

49. We note chat an RCOG/RCGP Study on abortion

and self-harm has not yet been published, although a

report on it detailed chat women who obtained an

abortion had a 10 per cent increased chance of 

non-psychotic problems compared with other groups. 

The report suggested chat GPs should warn patients 

considering an abortion chat it was associated with 
non-psychotic events like anxiety and neurosis.38

50. The Commission received eviden�e indicating chat

there are a number of factors that will predispose an

individual woman co suffer psychologically and

emotionally following an abortion.

These may include: 

rhe age of the woman - younger women are more 

likely to suffer .l9 40

if there have been previous pregnancies 41 

a previous history of depressive or psychiatric illness 
(sec para 5 1) 42 43

ambivalence toward abortion 44 45

i I the abortion was done for feral handicap or genetic 

reasons 46 47 48

socio-cul rural disapproval and/or a religious 

background 49 50

51. The results of the RCGP/RCOG study failed to

show that a history of previous depressive or psychiatric

illness increased the risk of adverse psychological and

17 FRANK, P.. McNAMEE. R .. HANNAFORD. P.C., KAY. C.R. and HIRSCH. S. 1991 The efTecr of induced abortion on subsequent pregnancy 

ourcome British journal of Obuurics and Gyna,rology 98 1015-24 

" Self-harm follows aborrion requesr. f'ulse. Nov.1990. 

"SPECKHARD A.C. & RUE. V.M. 1992 Posrabonion Syndrome: An emerging public health concern }01m11,I of Sorin/ /mw 48 (3) 95-I 19 

"'Oral evidence from Al,x. one of rhe women who gave evidence ro rhe Commission and who had experienced an aborrion at 13 years of age (See Annex 6). 

" BISHOI'. S.1992 A srudy of post aborrion syndrome in 1he light of recenr research 10 consider how social work might bcrrer respond 10 rhis area of need 

Disurtatio11 for Mnsm of Sona/ Work, U111i,miry ofVork-. ZOLESF., G. & BLACK ER. C.V.R. The psychological complications of therapeutic abortion British 

Journal of J>syrhiatr)' 160 742-9. Menral health af ter abor tion M,dirnl Mon11or; C/11,iml R,vi,ws (/ 216/92) 

" Oral evidence from Dr Oares 

"Mental health after abonion M,dical Mo111tor; Cl1111cal rrviruJS ( 1216192) 

" Oral evidence from Dr Brewer and Dr Oa,es 

41 Oral evidence from a number of rhe women who had undergone an abortion and gave evidence ro rhe Commission (Sec Annex 6) 

•• Oral evidence from Dr Brewer and Dr Oares 

"Wriiren evidence submirred by Dr Blacker; also ZOLESE, G. & BLACKER. C.V. R. 1992 The Psychological complications of rhcrapcuric aborrions 

British Journnl of f'ryrhiatry 160 742-9; Mental health afrer abortion Medical Mo11iror;C/i11icnl R,11i,ws ( 1216/92) 

"Support for women undergoing abortion for such reasons is essenrial. The organisation Support Afrer lcrminaiion for Foeral Abnormali ty (SAT FA) exis t s 

ro 1ry and suppon such women. 

•·1 Oral evidence from Dr Casey. Dr 'Blacker, Ms Thompson 

�· Sec foo11101c 47 
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emotional consequences after rhe aborrion." However, 
this was contradicted by the evidence given to the 
Commission by the Royal College of Psychiatrists, who 
clearly stated that experience had shown that previous 
psychiatric disorders predisposed individuals ro similar 
problems after the abortion. This may be an indication 
that the RCOG/RCGP study was not truly 
representative of the majority of women who undergo 
abortion (see para 29). 

52. The Commission heard evidence that further
research into the predisposing factors was necessary if
women were to be adequately informed of the porcntial
consequences of an abortion. The Commission urges
rhc Department of Health to fund much needed 
independent research as well as research into the 
consequences of abortion for women who attend
private clinics without GP referral, since this substantial
group of women (30% of abortions in the UK) have 
been neglected in previous studies.

PSYCHOLOGICAL CONSEQUENCES 

OF PREGNANCY 

53. Some witnesses suggested that the Commission 
should look at the related problem of adverse 
psychological consequences as a result of continued 
pregnancy. For instance, Dr Brewer referred to his own 
study (see para 30) which showed that aborrion results
in less risk of psychological consequences than does 
pregnancy; Dr Rogers claimed char in his experience
very few, if any, women. suffered serious emotional or
psychological consequences; and Dr Oates, in her 
evidence, stared that she considered childbirrh to be the
biggest risk to the mental health of a woman and char
psychological problems resulting from abortion were few

in comparison.

54. However, Dr Oates provided little published
evidence to support her opinion and Dr Brewer's
study was flawed in a number of ways which make 
rhe results les� reliable than might at first be apparent 
(see para 31 ). A Danish study carried out at the same 
rime which can be considered more reliable (see 
para 31) showed the opposite effect, with more cases of
psychosis following abortion than childbirth (see para

30).

55. Dr Rogers told the Commission that there was linle
follow-up of patients from his clinic (see para 41 ). It is
nor surprising therefore that he encounters few women
who have experienced adverse psychological
consequences since these are unlikely to be apparent
immediately after the abortion.

56. Dr Oates agreed during questioning that there has
been no adequate research in to the long-term seq uelae of
induced abortion since there arc major methodological
difficulties in following up women who have had
abortions. This difficulry in long-term follow-up was
mentioned a number of rimes by different witnesses (see
para 18, 21, 35 and 46).

57. Thus there must clearly be considerable doubt about
the validity of any claims, based on such limited and
flawed evidence, that pregnancy results in more
psychological distress than does aborrion. Since
long-term studies have not been very successful at
following-up women after aborrion (see above) it is nor
possible to know if the pattern of development of
psychological problems following delivery and abortion
are the same. Extrapolation from short-term studies
may be unreliable. A number of alternative hypotheses
can be proposed which also fir the limited evidence
available.

58. For instance, ir may be chat, following delivery, the
majority of psychological problems occur shortly after
the event with a subsequent railing off whereas for
abortion there may be fewer ·problems occurring in the
short term with more occurring over the long term.
Since psychological problems following pregnancy are
more socially recognised than post-abortion problems,
the denial mechanisms described earlier (see para 46)
may promote delayed pose-abortion responses. The
anecdotal evidence received from individual women
revealed that a number of women make the connection
between feelings of depression and the abortion
experience only after some years. Dr McAll reported
instances where adverse affects were only recognised as
being linked to a previous abortion many years lacer.

59. Alternatively, it may be that more acute
psychological problems occur following delivery, which
thus are more likely to come to the attention of a
medical practitioner. Following abortion there may be
fewer acute problems bur a larger number of chronic

" FRANK, P.I., KAY, C.R., SCOTT. L.M .. HANNAFORD.P.C. and HARAN, D. I 987 l'rcgnanc)' following induced abortion: maternal morbidiry. 

congenital abnormalities and neonatal death /Jritiih Journal ofOb,urrm and Gy111ucology 94 836-42 
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problems which significan dy change the character and 
behaviour of individual women without necessarily ever 
coming to the attention of a docror and therefore never 
receiving proper treatment and attention. The anecdotal 
evidence from some of the case histories of women and 
many of che letters received by che Commission 
indicated chat this does reflect at lease some women's 
expenence. 

60. Clearly, any conclusions chat are drawn from che
scanty evidence muse be treated as theories, none of
which has yet been proven. There is obviously more than
one way of interpreting chis information and there is no
evidence to say that post-delivery effects are more
frequent than post-abortion effects - even although they
may appear more quickly and debacably are more acute.

61. Given the lack of concrete evidence that a continued
pregnancy poses a greater risk to the mental health of a
woman than does an abortion (see above) the
Commission were very concerned by some of the
evidence given by Or Oates and Or Kumar, representing
the Royal College of Psychiatrists. They stated chat
although most abortions are carried out on the grounds
of danger to the mother's mental health52, it is their
expert opinion as_ psychiatrists chat there is, in fact, no

psychiatric justification for abortion.

62. The Commission urges caution in any assumption
that the comparison of adverse post-abortion and post­
delivery psychological problems is truly comparing like

events. Pregnancy and subsequent delivery, wanted or
otherwise, is the natural result of unprotected sexual
intercourse whereas abortion is a surgical or medical
intervention to terminate prematurely a state which
would otherwise naturally result in the birth of a baby. 
Thus abortion and pregnancy are clearly not identical
events - even if both are related to the conception and
development of a fetus in the womb.

INFORMED CONSENT 

63. A necessary requirement of good medical practice is
adequate information about the possible consequences of
medical treatment prior to commencing chat creacmenc
in order to allow the patienr co make an informed

decision when consenting co it. The importance of 
counselling was noted in che Lane Committee report 
and Department of Health circular HC(77)26, which 
scare that women "should be told of che nature of the 
operation and the likelihood of complete recovery from 
it or the possible resultant morbidity". Responding to 
written questions the Department of Health seated chat 
information given prior to any medical treatment should 
be sufficient for a balanced judgement to be made. 
However, the Department does not consider it necessary 
co make the giving of any particular information 
mandatory but are content co leave ic to the discretion of 
the attending doctor. Information on alternative options 
need not be given although the Department of Heal eh 
guidelines on counselling suggest char ic be given at the 
time of counselling which is voluntary. 

64. Professor Savage described the information given to
the women who came co her clinic prior co abortion.
This included races of bleeding, infection, uterine
damage and the frequency with which this is serious
enough to need surgical repair. In addition they are
informed of the possibility of experiencing 'mixed
feelings' in the short or long cerm.53

65. We were unable co establish how much information
is actually given co the women at Dr Rogers' clinic prior
to abortion. Dr Rogers told the Commission that he was
confident that he could 'tell' from experience when a
women is ready for an abortion and understands the
consequences and could recognise when she had made
the right decision. However, Dr Rogers is only a
signatory co 15% of the patients at his clinic. Thus he
must rely on the orhcr doctors at his clinic to be equally
sensitive co the patient's awareness and preparedness.

66. It was clear from evidence submitted by LIFE, BVA
and CCFL and from the case histories of individual
women chat ar least for some women there is inadequate
information given co permit an informed decision and,
as a result, rhey experienced regret afterwards at having
made what they subsequently considered was a wrong
decision. In fact, the evidence from the case histories of
women suggests rhar many did nor receive counselling
that met the suggested Department of Heal eh guidelines.

67. In particular it seems char information about the

" For example, J 63.360 or the 179,522 aborrions carried out in 1991 wcr< done on the grounds of mental health. Offirr of l'op11l11io11 Cm,wri ,md S11rvrys. 

Mrdiral srriri AB No. /8, Tnblr 27 

"Sec Annex 7 ror guidance list for counsellor, at the Tower Hamlccs Pregnancy Counscll,ng and Abortion Service 
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stage of fecal development is omined as is che actual 

procedure by which che operarion will be performed. 

The Commission heard from rhe BVA representarives 

rhat it is ofren only during a second wanted pregnancy 

rhat a woman inadvertently receives informarion which 

causes her to realise che stage of development rhat rhe 

aborted ferus was at when the pregnancy was cerminared. 

This was clearly the case for one of the women who had 

had an abortion and gave oral evidence to che 

Commission (see Annex 6).54 

68. In order to ensure that women receive sufficienr

informarion prior to the abortion rhe Commission urges

che Department of Health to require abortion providers

to give essential information as to the risk of physical

and emotional consequences and che stages of feta!

development.

69. Most countries in Europe recognise rhat rhere needs

to be a waiting period between consultation for an

abortion and the operation. During this time 

counselling may be given, which muse include 

information about alternatives and the services available

to che woman to help her keep her child. Furthermore,

an ultrasound scan to confirm pregnancy and gestation

may be offered; including the opportunity for the

pregnant woman to see the scan. Ms Thompson from

CCFL told the Commission chat a wairing period would

be beneficial since che time pressure to make a decision

would be relieved and the woman would be able to

investigate further all of the options available to her and

to consider their consequences. A number of the women

who gave oral evidence to the Commission of their own

experiences of abortion also stated chat there was too

much time pressure on them to make a rapid decision.

70. Dr Brewer concurred char, in principle, ic might be

wise to have such a waiting period bur expressed concern

for women who discovered chat rhey were pregnant only

at a later stage of the pregnancy. However, Dr Brewer

himself indicated that in his experience women who

aborted lacer pregnancies, especially after they had felt

feral movement, were more likely to experience 

ambivalence and distress. It is all the more necessary in 

chose cases to allow adequate time for decision making.

71. The response of the DOH to the question of

whether such a waiting period should be considered in

" eg. Summary of wricren and oral evidence from Alier 

"o·ral evidence from Dr Frank 
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rhe UK was ro state rhar during none ol the 

Parliamemary debates about reform of the abortion law 

had such a waiting period been considered. 

72. Given the irreversibiliry of the decision to aborr_a

pregnancy and rhe potenrial to experience permanent

consequences as a result of ir, the Commission believes
rhat a wairing period of at least one week before an

abortion can be performed is essential and recommends

that it be made statutory along wirh a requirement to

give advice on alternatives and services such as social

security benefits, housing, information on adoption
agencies etc.

COUNSELLING 

73. The DOH stated char an opportunity for

counselling must be given and guidelines exist for such

counselling (Health Circular HC(77)26). However,

there is no mandatory requiremenr for counselling.

74. Both Dr Rogers and Professor Savage indicated that

counselling is offered prior to an abortion. Professor

Savage's Tower Hamlets Service has a "Counselling

Form" a copy of which was senr co the Commission (see

Annex 7). le was not clear, however, from Dr Rogers

evidence chat all che women char came ro his clinic had

been counselled before che operation since some did not

receive counselling at the clinic if they reported chat they

had been counselled elsewhere.

75. In her evidence Dr Oates scared char a psychiatric

assessment before an abortion as well as subsequent

psychological help and counselling afrer it, was clearly

indicated in rhe following circumstances -

all mid-trimester abortions; 

all women with a history, or current experience, of 

psychiatric illness; 

women who felr coerced or were ambivalent about 
rhe decision to abort. 

The Commission were unable to establish whether this 

actually happens in practice, and how widespread ic is. 

76. Evidence from the RCGP/RCOG srudy suggested

rhar women who requesred aborrion were ofren

emotionally unstable. 55 The Commission believe this is

all the more reason why counselling should be given ro



these women before an abortion and should be available 
to them after the operation. 

77. Dr Blacker told the Commission that, in his
opinion, there was evidence that better pre-abortion
counselling makes abortion less traumatic. However, a 

sample telephone survey of 14 private clinics which he
had conducted indicated that only 3 of these actually
offered pre-abortion counselling.

78. From the case histories of women who had
experienced abortion it was clear rhat at least some 
women do nor receive pre-abortion counselling and feel
resentful subsequently that rhey were not adequately 
prepared for the potential consequences. There appears 
to be little advertising about post-abortion counselling.
Women may hear about it by accident or in discussion
wi rh other women. 16

79. Dr Rogers indicated rhac post-abortion counselling
is offered at his clinic but only very rarely is that offer
taken up by women. However, he also told the
Commission that women leave his clinic shortly after
rhe abortion, often within 1-3 hours and after 2 days
ar rhe longest. At rhis stage they will probably still be
in rhe period where most women experience immediate
relief (see para 34). The Commission received other
evidence (see para 42) that women who equate the
experience of an abortion with current emotional
problems were unlikely co return co the clinic where
chey had the abortion if they subsequently feel they
need help. Thus it is hardly surprising rhac Dr Rogers
does not see many women returning to the clinic for
pose-abortion counselling. A number of the women
giving oral evidence co the Commission described the

"' cg. Summary of wrinen and oral evidence from Bnh and Lr,cy 
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at the clinic where they had their abortions as 
particularly unhelpful once the abortion was over. 

80. Professor Savage attributed rhe poor follow-up rates
in her area to low income, poor home conditions,
difficulty with travel and chus a reluctance to return for
follow-up visits especially if rhe wo�an is not
experiencing any adverse effects. Professor Savage had
been asked by the Commission to address the physical
consequences of abortion and so her comments on the
follow-up rates did nor specifically mention adverse
psychological consequences. However, for some women
rhe reluctance to return co rhe clinic for any follow-up
may be a result of experiencing adverse emotional
effects.

81. In support of this interpretation for the lack of
demand for post-abortion counselling services from
clinics, the Commission received information from
organisations such as LI FE, BVA and CCFL that they
were seeing an increasing number of womeri who needed
such counselling (see para 44).

82. It was also clear from rhe case histo�ies of women
who had undergone abortion that there were many who
had not found that post-abortion counselling was
adequately made available to them and who, in many
cases, felt abandoned.

83. The Commission would like co see the issue of both
pre- and post-abortion counselling urgently addressed in
order to minimise the distress experienced by women
who have undergone abortion without adequate
opportunity to address the emotional turmoil they are
often experiencing.
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CONCLUSIONS 

84. The Commission concludes from the evidence
received char adverse physical consequences of abortion
do occur. In particular, rubal infection may result from
abortion and tuba! infection is the most common cause
of infertility. Starisrically rhc frequency with which a
previous abortion is a factor in the pathology of
infertility is uncertain. However, it would be prudent,
as a matter of course, ro screen and give prophylactic
crcarmenr for all pelvic infections and in particular
chlamydia, which is notoriously difficult ro diagnose,
prior to an abortion in order ro reduce the risk of
postoperative pelvic inOammatory disease and
consequem infertility. In addition, this would decrease
the per paticm cosr ro the NHS by reducing rhe
necessity for hospitalisation and treatment of
postoperative pelvic inOammarory disease, as well as
any long-term effects such as ectopic pregnancy or
infertility.

85. Psychological effects may be short-term or long­
term. Acute short-term effects requiring hospiralisarion
are low but, given the large numbers of abortions carried
out annually, do result in significam numbers of new
cases every year. Less acute effects are underesrimared
due ro very" high attrition rates in surveys attempting ro
investigate the effects of abortion ar periods of longer
than a few momhs after the event.

86. Relief appears ro be the over-riding emotion
experienced immediately following rhe abortion.
However, the Commission received evidence char
feelings of regret can occur later, such as ar rhe rime rhe
child should have been born or at a lacer event such as a
subsequent pregnancy, the birch of a child ro another
member of rhe family or ro a friend or even ar
menopause.�7 An accurate assessment of the incidence of
long-rerm psychological effects is difficult ro estimate
due ro the high arrririon rares of surveys. Also,

psychological effects have been reported many years after
the abortion and no surveys have arrcmpred to follow-up
women rhjs long after the event. However, the case
histories of women who have undergone an abortion
which were submirred to rhe Commission demonstrated
that such effects do indeed occur for some women and
may have a significant adverse effect on rhe lives and
relationships of che individual women suffering in chis
way. Unless this is berrer recognised such women may
never receive the treatment they need.

87. The Commission heard char certain factors arc
believed ro increase rhc possibility char a woman will
experience adverse emotional effects following an
abortion, such as the age of rhe woman, previous
pregnancies, ambivalence cowards abortion, feral
handicap or previous history of depressive or psychiatric
illness. These 'at-risk' women should be advised of this
prior to rhe abortion so char this knowledge may inform
the decision they make. The Commission received
evidence that chis did not happen for all such women,
which may be partly because General Practitioners are
not aware of these factors.

88. Pregnancy itself may result in adverse physical and
psychological consequences. There is conOicting
evidence as to whether induced abortion or normal
delivery results in a greater incidence of acute psychiatric
disorder although the results of the Danish study (see
para 30) indicate char hospiralisarion is greater following
abortion than following delivery. However, rhe evidence
received by che Commission indicates char rhe validity of
comparing the effects of delivery and abortion muse be
questioned. The comparison is not of two like events
and there is insufficient evidence ro conclude rhac the
general parrern of effects is similar.

89. The Commission heard from witnesses representing
rhe Royal College of Psychiatrists who scared char
although the majority of abortions are carried our on the
grounds of danger co rhe mother 's mental health, there is
no psychiatric juscificarion for abortion. Thus rhe
Commission believes char to perform abortions on this
ground is nor only questionable in terms of compliance
wirh the law bur also puts women at risk of suffering a
psychiatric disturbance after abortion without alleviating
any psychiatric problems rh:ir already exist.

90. The issue of abortion is often presented as one of
:i woman's choice even although in legislative terms it is
a medical decision which requires doctors to apply
certain criteria. The philosophy of choice is, however,
Oawed where all the options arc weighted in favour of
abortion. Women who now regret a previous abortion
might have taken another option if alrernarives, and the
necessary support ro cake one of chose alrernacives, had
been offered. The Commission received evidence from
many of rhc witnesses and from rhe case histories of
individual women indicating chat far from being a
choice of several alrernarives, the decision to have an
abortion often appeared to be rhc only "choice" available

17 Eg. Summaries of evidence from Brth, Al,a and Smn11 (A1111cx 6) and evidt'l1cc from 13VA and CCFI. 

15 



-

co chem. Such a decision does not represent a free 
choice. 

91. From the evidence received the Commission
concludes chat the amount of information given to
women prior co abortion varies greatly. Pre-abortion
counselling may be offered at some clinics - but by
no means all. Since there is no information chat it is
mandatory to give, information on alternatives is
often not offered or is perfunctorily given. The
Commission was very concerned to discover from the
case histories of the women who gave evidence chat
many did not receive counselling chat met the
Department of Heal eh suggested guidelines. Thus, this
irreversible act may be chosen without sufficient
knowledge to adequately inform the choice, with
minimal or no counselling and with insufficient time to
truly consider all the alternatives. The Commission
believes chat this is particularly relevant with the wider
availability of medical abortions through the use of
RU486.

92. Independent �rganisations which offer counselling
111 cnsis pregnancies and post-abortion are seeing an
mcreas111g demand for their services by women who are
experiencing adverse emotional effects as a result of an
abortion which occurred sometimes years earlier.
Women may feel less threatened by such organisations_
especially as some of the counsellors may themselves
have experienced similar circumstances. Ac lease some of
the women who have experienced adverse effects appear
to be reluctant to return to anyone in the medical service
for help.

93. There is some published evidence58 and the
Commission heard evidence from rv,io of the expert
wirnesses, Dr McAll and Mrs Scarisbrick (represeming
LI FE) indicating that other individuals, e.g. the father,
the woman's parents, other children, medical staff ecc,
may also suffer adversely. However, the Commission
limited itself to the effects felt directly by the women
who had had an abortion.

"GOLDBERG, J.R. The medical debate: Abonion - regret or relief) Orrgo11i Mngnz11tr 011 W'omm n11d Hrnltlr, NEY, P.G. 1979 Relationship between 

abonion and child abuse Canadian Joumnl of f>ryrhiatry 24 610-20. NEY. PG. A consideration of abonion survivors Child l'ryrl,intry n11d /-/,111lft11 

Dr11rlopmm1 13 (3) 168-77) 
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RECOMMENDATIONS 

94. In 1976, following the Select Comminee on
Abortion, the Department of Health introduced a
number of provisions and made a number of changes in
procedure, \�irhout changes in the law. With rhis in
mind, the Commission makes rhe following
recommendations.

95. The Commission recommends rhat rhe Department
of Health make screening for vaginal infecrions,
including chlamydia! infection, and rhe administration
of prophylactic antibioric treatment prior to an abortion
a standard part of rhe procedure, in order to reduce rhe
incidence of post-abortion chlamydia associated pelvic
inflammarory disease and consequent risk of inferriliry. 

96. The Commission recommends the Department of
Health should fund urgenrly needed prospective studies
giving serious consideration to reducing the anrition rate
and ensuring that they include women who have had
their abortions at clinics without GP referral. The
Commission agreed with the suggestion from one
witness, Dr Blacker, chat if follow-up interviews with
individuals in the study were seen as part of some
ongoing therapeutic offer, the fall-out might be lower.
With such divergence in opinion amongst medical
professionals, counsellors and others involved in the
issue of abortion, the Commission believes that it is
essential char further good qualiry research with a fully
representative sample, be carried out to determine the
extent of physical and, especially, psychological
consequences of abortion.

97. Patients who default at follow-up may be the most
distressed. Thus the Commission recommends char
special efforrs should be made to keep such women in
rouch wirh personnel who could proffer appropriate
treatment. For instance, abortion centres (both NHS
and Private) should be required ro initiate independent

and long-term follow-up on those of their clients
considered most at risk of experiencing distress.

98. In the light of evidence from the Psychiatrists
representing the Royal College of Psychiatrists, that there
are no psychiatric indications for abortion, the 
Commission recommends that the Departmem of 
Heald1 should ensure compliance with rhe Abortion Act
(I 967) and Human Fertilisation Act (I 990) by regular
inspections, or spor checks, of the grounds given for
abortions, in order ro ascertain wherher mental health
grounds (see para 6 I) are genuine and can be

17 

substantiared, or do not comply with rhe legislation and 
should be challenged. 

99. The Commission disagrees with the tendency ro
compare the effects of pregnancy and abortion since
these are not two like evenrs. Information on the
occurrence of immediate and delayed psychological
sequclae following both events is limited (see paras
53-62) and thus comparisons between them are
inappropriare at best and likely ro be inaccurate.

100. While it is in principle undesirable ro conceive
children when there is no commitmem to accept and
rear rhcm, once a child is conceived it is important that
practical and financial support should be available to the
mother. In the absence of such support it may appear to
many women that they have no realistic alternative to
abortion.

101. The Commission recommends that women
contemplating abortion should be given information
about the risk of adverse effects, the stages of feral
development, alternative options and aid available both
from public funds and from private organisations such as
LIFE, BVA, CCFL, etc. The Commission also
recommends that further studies be undertaken which
will help clarify the situation with regard ro risk factors
for adverse psychological consequences.

102. The Commission recommends that the
Government instructs NHS hospitals to ensure that
women have a waiting period of I week between the
first visit to a doctor at which an abortion is considered
and the actual operation. The Government should also
make it clear that the same requirement applies to
private abortion clinics. Any failure to follow such a
policy should result in a clinic losing it's licence. Advice
should also be given on alrernarive options and services
available to help the woman ro keep her child. Such
measures nor only provides time to consider all the
consequences and alternatives of the proposed action bur
also alleviates some of rhe immediate time pressure on
the decision. Decisions taken under pressure are
notorious for being regretted later when the pressure is
removed.

103. The Commission urges the Department of
Health to investigate how its guidelines on counselling
are actually applied in practice and seek ways to
improve compliance, particularly because it seems
that many of the clinics fail to offer pre-abortion
counselling.



J 04. In view of rhe apparent reluctance that women 

experience to return to the clinic where they had the 

abortion if they have problems, the Commission urges 

char clinics be required to make information available 

about local and national independent counsellors and 

counselling agencies who offer pose-abortion 

counselling. 
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I 05. Independent organisations which offer post­

aborrion counselling appear to attract those women who 

migh t nor return to medical services. Thus, the 

Commission recommends that such organisations be 

encouraged and official grants be provided for training 

courses to be made available to lay post-abortion 

counsellors to cope wirh the increasing demand. 
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ANNEX 4 

QUESTIONNAIRE ISSUED BY THE COMMISSION 

As you know, we are carrying out a survey to find out the impact of abortion on the lives of individual women. We 

would be very grateful if you would fill in the following questionnaire. Do not worry if you are unable to answer all 

the questions. Answer as many as you can and return the completed form t0: 

The Secretary to the Commission 

53 Romney Street 

London 

SWIP 3RF by3lst March 1993 

All information given will be kept in the strictest confidence. Any reference to the results of the survey will not include 

any details which might lead to the identification of any individual. 

Would you be willing to be questioned about your experience by a small group of members of the 

Commission, who will all be women? Yes/No 

(If you have answered "yes", the Commission will be in tOuch with you in the near future.) 

Unless instructed differently, please circle only one answer to each question. 

SECTION 1 

Details of your situation at the time of the abortion 

I. 

2. 

3. 

Had you had an aborrion before? 

If so, how many? p/.ease specifj 

When was your (most recent) abortion? 

1993 1992 1991 

Other please specifj 

Ac che cime of your abortion, were you: 

Married Single Divorced 

1990 

Separated Widowed Living with partner 

4. Did you have any children at the time of your

abortion? If so, how many?

5. 

0 2 3 4 5+

Was your physical health good at the time of the

abortion?

Yes No

24 

6. Were you caking any medication at the time of

the abortion?

Yes 

No 

If you have circh•d rhis, go to qumion 7 

If you have circled this, go to q1wrio11 8 

7. What medication were you caking?

8. 

Please wrire in rhe spflce provided _______ _

Was your emotional heal eh good) 

Yes No 

If not, and you are able to, please explain why not 

Please write in the spaa pro1Jided --------

9. Were you receiving any social security benefits at

the time?

Yes please specifj No



10. Into which of rhe following bands did your

income fall into ar rhe rime of your abortion,

Up ro £5,000 per year 

£6,000 - £10,000 per year 

£11,000 - £15,000 per year 

£ I 6,000 - £20,000 per year 

£20,000 - £30,000 per year 

Over £30,000 

I I. Were you working full-rime or part-rime, 

12. 

13. 

14. 

15. 

Full-rime !fyou have circlt'd this, go to qumion 12 

Part-rime Jfyou ha11r circled this, go to question I 2 

Nor working !fyo11 ha11e circled this, go 10 question I 3 

Whar was your occupation ar che time of your 

abortion ) 

Please write in the space provided --------

At what stage in your pregnancy did you discover 

chat you were pregnant? Please write in weeks 

Ac weeks 

How long after this discovery did you decide ro 

have the abortion? Please write in weeks 

Ac weeks 

Why did you decide ro have che abortion? 

Please write in the space provid.ed --------

SECTION 2 

Details of.counselling/advice received 

16. Did anyone else recommend you have an

abortion?

Yes No 

If yes, please specify who -------­

if you have answered yes, please go to qu.estion I 7 

if you have answered no, please go to q11estion I 8 
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17. 

18. 

19. 

20. 

21. 

22. 

What reasons did rhis person/rhese people give 

for che recommendation? 

Please write in the space providrd --------

Did you receive any other advice or counselling 

about whether or nor to have an abortion? 

Yes Jf yo11 ha11e circled this, go 10 question I 9 

No Jfyou ha11e circled this, go 10 q11estio11 23 

Who counselled or advised you before your 

abortion? 

Please circle all relevant answas 

G.r

Abortion Counsellor 

Orher Please specifj ------------

Were you given any information on any of the 

following: 

Please circle all relevant amwers 

The nacure of the operation itself? 

Yes No 

The stage of development of che foetus? 

Yes No 

Any potential health risks to you, 

Yes No 

How helpful was che information you were given? 

Very helpful 

Not very helpful 

Quire helpful 

Nor ar all helpful 

How would you describe your counsellor, 

Very strongly in favour of your abortion 

Quite strongly in favour of your abortion 

Unbiased 

Quite opposed to your abortion 

Very opposed to your abortion 

SECTION 3 

Details of the operation 

23. Was your abortion

Self referred GP referred 



24. 

25. 

26. 

Ar what stage of rhe pregnancy was che operation 

performed) 

Under J"2 weeks 

16-25 weeks

31-32 weeks

Did you have a scan? 

12-15 weeks

26-30 weeks

After 32 wee·ks

Yes No 

Did you have any other rests, eg co find out if rhe 

foetus was handicapped? 

Yes l'letue specify -------------­

No 

27. Was the operation performed:

28. 

29. 

Privately On rhe NHS 

What method of abortion was employed? 

Suction evacuation 

Dilation and evacuation 

Induced early labour/extra or 

intra amniotic prosriglandins 

Hyster-0tomy 

Don'r know 

How long did you stay in the hospital/clinic) 

Less than 1/2 day 

Overnight 

Less than 1 day 

More than one night 

30. Was rhe operation more or less painful than· you

expected) 

31. 

32. 

More painful 

As I expected 

Less painful 

Were there any physical complications during rhe 

operation) 

Yes. If you havr circled this, go to questio11 32 

No If you have circled rhis, go to question 34 

W hat were rhese physical complications? 

!'Lease write in rhe space provided ________ _ 
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33. 

34. 

35. 

What medical treatment have you had for these 

problems) 

Please write i11 the space pro11ided 

If 

11othi11g, write 'Norhi11g done' 

Did the operation itself have any effect on you 

emotionally? 

Yes If you have circled this, go to question 35 

No If you have circled this, go to q11esrio11 36 

What effect(s) did it have? 

f'h:ase write i11 1he space provided ________ _ 

SECTION 4 

Details about your experiences following the abortion 

36. 

37. 

38. 

39. 

After your abortion, were you given any of the 

following? 

lmrnediate bedrest at rhe place of abortion 

Yes No 

Advice and/or counselling Yes No 

Information on who to contact in an emergency 

Yes No 

If you received advice and/or counselling, from 

whom did you receive it) 

Please wriu in the space provided ________ _ 

Were you in any physical pain after the abortion ) 

Yes If yo11 have circled this, go to questio11 39 

No Ifyo11 have circled this, go to question 40 

For how long after the operation were you in 

pain? 

Up to one hour 

Other please specifj, 

1-2 hours 3-8 hours

40. Did you suffer any emotional consequences from

che abortion?

Yes If you have circled this, go to q1iestio11 41

No Ifyo11 ha11e circled this, go to question 42 



41. Have you felt the need ro express feelings arising

from the aborrion?

Yes No

42. Have you actually been able ro express your

feelings adequately since your aborrion?

43. 

44. 

45. 

46. 

Yes No

Has anyone encouraged you ro expres your

feelings?

Yes No

Did the aborrion have any effect on your

relationship wirh the father) 

Yes If you have circled 1hi1, go to qzwtzon 45

No If you have circled 1hi1, go to question 46 

What effect has your abortion had on your

relationship wirh the father) 

PlenJe wrfte in the 1pace provided --------

Did you have any children of your own living 

with you at the rime of your aborrion? 

Yes If you have circled 1hi1, go to question 47 

No !fyo11 have circled this, go 10 question 49 

47. Did you tell them about the aborrion ar any time

before or afcer i r?

48. 

49. 

Yes If you have circled this, go to question 48 

No !fyou have circl�d thi1, go to question 49 

Did telling them affect your relationship with

them in any way?

If no, wn·re 'No: if yes pleaJe write in the 1pace provided

Did you receive treatment for any emotional 

consequences of rhe abortion? 

Yes If you have circled thiJ. go to qumion 50 

No !fyou ha11e circled rhiJ, go to qumion 51
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50. Whar treatment did you receive)

/>/,·flJe write in the 1parc providul ---------

SECTION 5 

Derails of any longer-term consequences 

51. Have you had any children since the abortion) 

Yes l{yo11 ha111· cirrlcd 1hi1, go to q11mio11 52 

No lfyo11 have circled rhiJ, go to q11estion 54

52. Was any conception and pregnan y. had since the

abortion, trouble-free?

53. 

Yes !fyo11 have circled 1hi1, go to q11mio11 53

No !fyo11 have circled 1hi1, go to q11mion 54

What problems occurred, and whyi

Please write in the 1pace provided ---------

SECTION 6 

Additional personal information 

54. What is your present marital status:

55. 

56. 

57. 

Married 

Separated 

Single 

Widowed 

Divorced 

Living with partner 

IF you have one, is your current partner the 

same as ar the rime of the abortion) 

Yes No 

If you have one, is your current partner the father 

of rhe aborted baby? 

Yes No 

How many children do you now have? 

2 3 4 5+ 

58. How many children are living with you?

2 3 4 5+ 



.. 

Addre ss------------------------------------------

Postcode-------------------­

Telephone n umber ----------------------------------------

Date of birth ________________ _ A.ge __________________ _

Would you like to re ce ive a summary of th e results from this survey? Yes No 

If you h ave discovered th at dwelling on your abortion experience has left you with any sense of unresolved pain, 

we can put you in touch with a trained counsellor who would be very pleased to give you confidential support. 

Thank you very much for taking the time and trouble to complete this question naire . 
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ANNEX 5 

SUMMARY PROFILE OF QUESTIONAIRE RESPONDENTS 

Total 

In rotal, 136 women completed and returned their 

questionnaires. Of these, 87 (64%) were willing to be 

interviewed orally. 

Age of respondents at abortion * 

The majoriry of respondents were between 20-34 years 

at the time of their abortion (59%). The next largest 

category was the 35--44 age group (20%), followed by 

15% who were between 16-19 years. 5 respondents were 

under 16 years. 

Marital status at abortion • 

The most likely group ro have a termination were chose 

who were single at the time of their pregnancy - 42% of 

respondents. Just over a quarter bf respondents (27%) 

were married at the time of their abortion and 19% were 

living with a partner. 

Income at time of abortion 

These figures should be treated with a degree of caution 

as although the majoriry of women detailed just their 

own income some included the income of their partner. 

Also, it should be noted, the wife's income may not be 

an accurate reflection of the standard of living in che 

household, as this is more likely ro be dictated by her 

partner's income. 

Nearly half the respondents (46%) were in the lowest 

income band of under £5,000 per annum. The rest of 

the respondents were split almost equally between 

£5,000 - £10,000 and over £10,000. 

Gestation period 

Two-thirds of the respondents had their abortion in the 

first twelve weeks of pregnancy. 21 % had their abortion 

between 12-15 weeks and 13% between 16--25 weeks of 

the pregnancy. No-one said they had their abortion after 

25 weeks. 

NHS/private • 

Slightly under half of respondents (43%) had their 

termination on the NHS. The remainder went to a 

private clinic. 

Number of abortions 

Mose respondents had only had one abortion 

(121 women) however this question was misunderstood 

by some people so the results are not totally accurate 

and should be taken with care. 

Partner 

Following rhe :1borcion almost half che women who 

responded were now with a different partner (46%). 

40% have remained with the same partner while 13% 

have no current partner. 

Marital status now 

As we would expect, more women are now married than 

at the time of their abortion - 46%, compared co 27% 

ar the time. There is therefore a corresponding drop in 

the numbers who are now single, from 42% co 21 % and 

in those living with a parmer, from 19% ro 13%. Again, 

not surprisingly, there is an increase in the number of 

women who are divorced, separated or widowed, from 

12% to 19%. 

FURTHER INFORMATION 

Complications arising from abortion 

A relatively small number of women suffered from 

physical complications at the rime of the abortion (13%) 

but of women who have later had children two-thirds 

(67%) had some sore of physical complications with 

either conception or pregnancy (in particular, 

miscarriages). 

Three-quarters of women who replied said they 

experienced emotional consequences arising from the 

abortion (103 women, 76%). This figure includes 

approximately 12 women who seated relief was the 

consequence of the termination. There is a higher 

number of women, however, who say they have had 

long-term emotional problems following the abortion 

(114 women, 87%). For some women this has lasted for 

years (up to 12 or more in a few cases), and for some it is 

still unresolved. Approximately 20 women requested 

counselling. (These figures only include rhe affirmatives 

'The percentages here show a differena of less thm I 0% from the equivalent figures in OPCS Monitor AB 94/ I, which details all Legal Abortions for 1992. 
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at Q40 which has therefore excluded a smaJl proportion 

of women who say 'No' here but who in the following 

question say they have felt the need to express feelings 

arising from the abortion). 

When decided on the abortion 

Half of the respondents decided on having an abortion 

either immediately or within the first week of 

discovering their pregnancy, followed by 24% deciding 

in the second week, 12% in the third week and 16% 

deciding after the third week. 

Reasons for the abortion 

The most common reason listed, and mentioned by 

nearly half (45%) of women, was either partner pressure 

or an unstable relationship with the partner. 26% of 

women mentioned their financial problems or situation 

as the cause, or one of the causes, while family 

pressures/ situation, career/ studies and age were each 

mentioned by 15% of respondents. 40% gave some 
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other reason for their abortion which included the 

following (in approximate order of priority): 

Unplanned/did not wane children 

Emotionally unstable 

Health reasons/illness/previous problems with pregnancy 

Seemed no alternative 

Lack of counselling 

Deformed/mongol baby 

On drugs/taken 'morning after' pill/rape 

Relationship 

88 women (65%) said that their relationship with the 

father of the aborted baby had been affected in some 

way. For the majority the relationship was adversely 

affected, and in some cases resulted in a break-up, 

however 7 women said their relationship had actually 

been strengthened as a result. 35% said the abortion had 

had no affect on their relationship with the father. 



.. 

ANNEX 6 

SUMMARY OF WRITTEN AND ORAL EVIDENCE- SUSAN 

I. Background
Susan is 30 years old and is married ro the father of the
aborted baby. She now has a baby of 6 months. Her
abortion was in 1990 at a private clinic when she was 26
years old and working as a Community Occupational
Therapist. 

2. Events leading to the abortion

Susan had been on the pill but stopped when she began
getting headaches. She then became pregnant which
shocked her enormously. She went ro her GP who was
"helpful" and "sensible" and asked her if she would be
able ro really love the child in the light of all her
circumstances. He told her he would not write it on her
notes in case she had a Catholic GP in the future, so in
her second pregnancy no-one knew about her abortion.

As she was trying to buy a flat at the time, she was living 
with her father and did not think that her relationship 
with her boyfriend would survive ha�ing a child, and it 
was unfair for him to support a child as well as her. He 
said it was her decision. 

Ac the time she had been very concerned she would not 
be allowed ro have an abortion as it was just for 
"convenience" and so not a good enough reason - she 
later says she was just ignorant. 

3. The abortion
This rook place under 12 weeks into che pregnancy.
"I was shocked by the hardness I felt as I went up ro che
clinic but I was determined to do it". After it ,  Susan's
boyfriend picked her up and took her home. She
remembers feeling very angry because he wanted ro 
watch a film on TV and not talk with her. She returned
ro work soon after because she did not want anyone to 
know about it. 

4. After the abortion
Susan had a check-up several months later because her
periods did not return, which she saw as punishment at
first. She adds: "And then imagine how I felt when I
miscarried later. But I did try very hard not to get stuck
into the 'see how I 've been punished' mode". Her
miscarriage was at 12 weeks. She says: "I explained to the
Doctor that I'd had an abortion and I was upset because
I thought I would be judged for it. He told me not to 
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worry, but I felt ashamed and felt 'how can he think I 
want this baby when I aborted a baby?' ... (cries here) ... I 
was trying ro face losing a child that I'd really wanted, 
with dignity, and I really cried a lot about everything at 
that point. I went to pieces after the miscarriage and 
rook three weeks off work and lapped up all the 
sympathy I 'd wanted the first time ... (cries here) ... ! 
wasn't given the chance to grieve after the abortion". 

"J don't regret the abortion but I wish it had never 

happened". "I couldn't say the word 'abortion' for a year 

after I'd had it." 

"J felt very much that I had ro get married after the 
abor tion - it was incredibly important". However Susan 
later said the two of them have never really been able ro 
talk about it properly and she finds this a stumbling 
block, because she is unable to talk about it wichout 
crying. She does not get on with her sister-in-law at all, 
which began with her sister-in-law's pregnancy. Susan 
admits it is an irrational anger and puts it down co "a 
transfer or projection of che anger I feel inside about my 
abortion." 

Susan constantly swings from day to day and in her 

conversation between two conflicting feelings, which she 
struggles to reconcile. For instance, at the beginning she 
says "I don't regret my decision" and later says "Why I 
get so cross and defensive and sensitive about the 

abortion is because I thought I rook the most socially 
responsible decision." However she writes "I have been 
terrified of what else I could do. A sense of self loathing 
has been hard to overcome." and in conversation she 
talks about "killing her baby". 

5. Counselling

She has used the questionnaire and speaking ro the
Commission co her own ends and to think things
through herself, and move on from it, as she has never
had the opportunity to do so before. At the clinic Susan
was offered counselling but said, speaking as a medically
trained person, that "the lady there obviously had no 

training, and all she wanted to ascertain was that I wasn't
being.forced into it". Neither did Susan have counselling
afterwards nor was she told of possible psychological
problems: "It didn't even occur to me. I think if I 'd have
known how much I think about it now I might have
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prepared myself better in the first place". "Counselling 

at the time would have made this process a lot easier". 

6. Conclusion

"] talk about it all now and I 'm fine. I can see it was the

sensible way because I would have ended up as a single

mother. That's on a practical, sensible, responsible level,

and then I chink 'how could you? How could you have

done chat?' It sounds exacrly like a convenience, because

it doesn't suit you to have a child at chat point. .. (cries

here) ... How could you have got rid of a child

because ... (cries) ... you felt it wasn't right timing - how

could I? I don't ever manage to resolve it."

"I hear myself talking and saying 'Oh yes, it was right -

but chat's all very well if you're talking about money, but 

this is a Life ... (cries) ... and then my argument swings 

again and I chink about my life and I wouldn't be able co 

manage a child in a responsible way because it is hard 

work. Then I know it was the right rhing. Bur then again 

- I killed my baby."

"The ability to choose is very important, but I can't 

argue logically and this is where I'm stuck. I gee stuck all 

the time. What can I do, where can I go? Most of the 

time it's all right, but ... this is ridiculous, I'm still stuck 

in the grieving process after three and a half years. I'm 

crying all the time now, even with a husband and child. 

Bue what's still important is chat I was able to have one. I 

do have a right to have it. Yet it's three and a half years 

later and I haven't been able co brush it under the 

carpet." 

SUMMARY OF WRJTTEN AND ORAL EVIDENCE - BETH 

1. Background

Beth is 33 years old, married to the husband of the

aborted baby and has three children. She had the

abortion when she was 19 and working as an animal

technician. The pregnancy was an accident, resulting

from "mucking around with the pill".

2. Events leading to the abortion

Bech visited the doctor once she began feeling different

but says the doctor was convinced she was not pregnant

and so did not do the test properly. As a result Beth put

it out of her mind, convincing herself she wasn't. Only

after a visit to another doctor at about 20 weeks was rhe

pregnancy confirmed.

She went straight off on a pre-booked holiday co 

Amsterdam with her boyfriend. While there she visited a 

counsellor whose number had been given co her on a 

leaflet at the airport. The counsellor was very helpful 

and although appeared to be against Bech having an 

abortion, as she was at 23 weeks, she said there was a 

doccor in London who would do it for her. "That was 

che first time I'd been told I could have a termination. 

Up until then I thought I was going to have the 

baby ... le then seemed the easy option - the other side 

seemed to have so many problems.". 

"le seemed so unreal ... I can't explain ... I was in an 

unreal state. There were times for example ... when I was 

so excited and I wanted everyone co know I was 

pregnant ... but we were both on our own in the middle 
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of a crisis and none of us was sane. We just wanted co get 

out of this mess". 

3. The abortion

Bech went to a London private clinic bur remembers

licrle about rhe abortion itself. She does remember

feeling euphoria after it for a while" ... thank goodness

for chat - no more problems".

She was nor given any info.rmacion at the clinic about 

possible consequences, even che producing of milk 

afterwards - about which she was very worried at che 
time. 

4. After the abortion

"I don't remember when, maybe a few months,

depression then set in. I scarred going to che docror quite

frequenrly for silly things". She began ro smoke and

drink more and recalls telling her doctor rhar she was

really upset about her abortion, however he did not help

in any way, celling her co 'buck up'.

She says she realises now rhac she's counselled and never 

goes to the doctor any more that the visits were due 10 

the abortion: "I was going so frequenrly, with this 

wrong, and chat wrong and, looking back, they weren't 

tangible, they were just made up and I was crying for 

help chat there was something wrong". 

When asked about her relationship with her husband 

she says: "It was very rocky. Afterwards I became frigid 
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and I think that actually wem into my marriage. It was 

very difficult and I don't think most people would have 

been able to stay together, but once I latch on I don't let 

gol We went through really hard times." She writes "I 

could not understand why he carried on as normal, and 

my life was shattered". 

5. Counselling

When asked what she would have liked most in the way

of help during her depression she said: "Someone to cell

me I was wrong I think ... everyone kept telling me I

could not have done anything else and I did what was

right. .. bur ir wasn't what I felt".

Talking about ounselling before rhc abortion Beth says: 

"I can't say this in blame, but if there had been 

counselling when someone could have come to my 

mother with me, to tell her, or had given me the 

confidence and said 'look you can do this"' then it might 

have been differenc. "If someone had said 'don't rush' 

because everyone said you've only got 24 hours to think 

about it. .. Morally it wouldn't make much difference 

whether the baby was 6 or 10 weeks". Beth said she 

wanted someone to lee her chink about it for longer, to 

suggest other options or offer a home, and to help in 

celling her mother. 

"It is a hard decision, but you don't have to do it - there 

is another option and actually, life without my 

baby ... (she cries here) ... is worse than with". 

"People I have spoken to since seem to have as much 

rrauma even at six weeks - they still feel they have lost 

their baby". 

When asked what she would want co say to another girl 

on her way to Amsterdam in the same situation Bech 

replied: "I'd like to cake her to counsellors - I couldn't 

help on my own but I 'd like to take her to somewhere 

where professional people could counsel - not just 

verbally but maybe physically help, i.e. meet the parents, 

talk co the boyfriend ere". 

Beth eventually found help from a church chat she 

started going to. They counselled her for a while, and 

then she went to Care in Crisis for further counselling. 

6. Conclusion

Of her husband, who has nor been counselled, Bech says:

"He can't talk about it, so it's not only me chat's been

affected", adding lacer that "He can never cope with me

being pregnant or when the children have been very

young".

Bech is now a Christian and says of her feelings: "I have 

handed the baby over to the Lord now, but there is still 

pain obviously. I have been forgiven. I can actually say I 

did wrong. Jc was wrong". 

SUMMARY OF WRJTTEN AND ORAL EVIDENCE - FIONA 

I. Background

Fiona is 28 years old and is married to the father of the

aborted baby. She has had one child since the abortion.

Her abortion took place in 1988, at a private clinic, 

when she was 23 years old. She was single at the time, 

but in a relationship with her now husband, who was 

married to s6meone else but initiating divorce. She 

worked as a Fraud Investigator for the Employment 

Service at the time. 

The pregnancy was unplanned - she had come off the 

pill and was just using condoms. Initially, on discovering 

her pregnancy at 8-9 weeks, she was happy about it. 

2. Events leading to the abortion

Fiona visited her GP to request an abortion. She had
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been advised by everyone else to have it "due to living on 

my own, my job and my financial situation. Also my 

emotional well-being". The official reason seated was 

"the well-being of the child and mother". Lacer, however, 

Fiona states "I don't see why they have to categorise 

reasons for the abortion. Why do you have to have a 

reason for having an abortion?" She decided to have the 

abortion at 10 weeks. 

Regarding this decision she told the Commission " ... you 

haven't got time, that's the problem, to think about it. 

You are also numbed by the face that you are pregnant". 

3. The abortion

She was referred by her GP, who had told her a bit about

the operation itself, and had the operation at 12-15

weeks. There was no scan and no counselling at the

., 



clinic even though when she went she was crying and 

crying. "Nobody really spoke to me at all. .. nobody 

offered me any counselling before. It was almost 

compulsory to have the abortion. It was horrid." 

"I cried for an hour up to going into the theatre, and 

when I came 'round I was crying ... I felt as though I 'd 

lost part of myself, and part of my life and future". 

Fiona wrote char she found the operation more painful 

than expected bur had no physical complications during 

or after. However, "nobody either explained what would 

happen to my body ... ! was bleeding and didn't know if 

it was normal". 

4. After the abortion

After the abortion Fiona felt numb. She suffered

emotionaJly for two years, saying" ... it was awful -

really, really bad". She adds "March 26th every year was

very sharp in my mind, and also the time it was due to

be born."

W11en asked about the effect on her relationship she 

replied: "It didn't help because I used to use it in 

arguments ... He had regrets as well, and used to get 

quite upset apout it at times." 

Since the birth of her daughter, however, " ... a lot of it 

has gone, and I don't mind so much ... I got through rhe 

two years and things have been much easier since." "It 

was five years ago. I hardly think about it now". 

5. Counselling

When asked about this, Fiona said she would have liked:

"Somebody who could almost put it in black and white 

- what it would be like if you had a baby on your own.

And then what it would feel like when you've got rid

of it".

"Its like anything, you can chink and think about it, in 

circles and end up chinking, 'get me out of this'!". 

"There just wasn't proper help." 

She would have liked counselling to include her partner 

" ... he's che father, he's part of it. I'd have rather had him 

there too". 

G. Conclusion

"I think that if there hadn't been an option of abortion

available then I'd have stuck in and got on with it. It's

che option that threw me - chat I could get rid of ir."

"If I fell pregnant now, by misrake, I'd probably have the 

child. Bur chat's with hindsight". 

SUMMARY OF WRITTEN AND ORAL EVIDENCE - JANE 

1. Background

Jane is 46 years old and is single, with no children. Her

abortion took place in 1975, at a private clinic, when she

was 28 years old and working as assistant editor of a

small magazine.

She was living on her own, wirh no friends, having 

newly arrived in England as an illegal immigrant. She 

became involved with someone for two months, whilst 

using pessaries as contraception, which she assumed were 

fully effective. Her pregnancy was unplanned and only 

discovered (at 9-10 weeks) after she missed two periods . 

2. Events leading to the abortion

"I didn't know what to do. I had no money and no

friends ... there was no-one here that I was close to. I was

just in such a mess."

She also felt it may be her only chance to have a child

and perhaps she 'should' , however" ... then I thoughr
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char was just ridiculous, so I went to an advisory centre 

at Kings Cross. They were very good and helpful." 

3. The abortion

Jane recalled saying, when at the centre, 'maybe I

shouldn't have ir' but she writes that the girl there was

'quire helpful', and 'quite strongly in favour of the

abortion'. The operation was explained to her, and what

would happen. It rook place on 23rd December, when

she was under 12 weeks into the pregnancy.

"I was terribly freaked out before rhe abortion, so as 

soon as I woke up I rhought 'rhank God, it's over"'. 

4. After the abortion

Jane spent Chrisrmas at her cousin's Aar and says "I

remember sitting there listening to Radio 4. I did have a

couple of cries bur on rhe whole I was glad it was all

over. Occasionally I'd think maybe it was murder, as I
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listened to carols, ceremonies ere. All things considered 

though, I came through pretty well." 

The father was "well gone by then" and she had no 

contact with him after the abonion . 

5. Counselling

She writes "While extremely relieved, I still felt very

guilty and needed reassurance".

At the clinic she had been given a list of psychotherapists 

she could contact afterwards, so she did so, although she 

said chis was also parcly co cry and avoid deportation! 

She says she no longer feels guilty about it, nor has 

regrets, simply feeling it is sad char it had to happen at 

all. Al_chough lacer she did say "Every now and then you 

do chink 'what would they be like now, growing up?' But 

only as a fleecing thing." 

6. Conclusion

"I had no job, no support, no family. What would I do 

with a child? 1 had no viable alternative ... I did do che 

right thing." 

SUMMARY OF WRITTEN AND ORAL EVIDENCE - ALISON 

I. Background

Alison is 31 years old and separated from her husband,

who was the father of the aborted baby. She has no

children. Her abortion rook place in 1987, at a private

clinic, when she was 25 years old. le was just 4 days

before she got married to the father. At rhe time Alison

was working as a Scientific Officer. Her pregnancy was

an accident but she knew very quickly that she was

pregnant, and ·did a home rest to confirm chis.

2. Events leading to the abortion

Alison was very keen to have the abortion as quickly as

possible. "I just knew if I went down che aisle pregnant

I'd have to have it ... there's chat psychological switch chat

meant being single and having a termination was alrighr

but being married wasn't". Other facrors in play were rhe

small studio flat she lived in with her fiance, her

'immacuriry', a volatile relationship and lack of support,

particularly from her fiance:

"He said it was my decision alone ... he wouldn't say, he 

just would not say, whether he wanted ir or not. .. I did 

wonder if I could carry it through therefore". "I felt 

dreadfully isolated and after that probably any feeling of 

wanting co keep che baby was lost in che feeling of 

carrying the responsibility of childbearing .. .l would 

always be responsible ... I felt it would be unfair on the 

child ... I wouldn't have been a good mother". 

However she does also say" ... there was a bit of me that 

thought I would quire like to go through with it", and 

later on she also said "I chink if he had told me not to do 

it, then l wouldn't have gone ahead wich it". 

Alison didn't know what to do so spoke to a friend, who 
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recommended she have a termination. She did not cell 

her family, except her sister. 

3. The abortion

She decided to have a termination in London, as she did

not want co go anywhere local, and she did not visit her

GP in case he either 'forced' her to have che baby, or it

took too long to arrange. She saw a counsellor and gave

her her reasons for the termination, although she does

admit lying a bit because she was scared she would not

gee the abortion. However Alison said she was not

pressurised, although the lady was 'quite strongly in

favour of the abortion' and agreed a termination was

best. She does not recollect any alternatives being offered

and said the whole process was very quick.

When Alison came around from the anaesthetic she was 

very weepy, and was created very unsympathetically by 

che staff. She was given printed information about the 

operation, and counsellors she could contact, but never 

felt she needed it. 

4. After the abortion

"Emotionally I didn't think about it ... I was just glad it

was over and I could go home, to my wedding, knowing

that was it. It was over and done with". She continues:

"I've often thought about the way I felt about this, and

the way I feel now, and I don't feel an awful lot different.

I did ic for very practical reasons, and l often feel that l

should feel more guilt ... I don't have any unresolved

feelings about it." Later on in the conversation, however,

she said chat when her husband left she realised there

were not going to be any children " ... almost like, I

suppose, I'm not going to be able co absolve my guilt by

having a child".
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Her husband refused ro ever talk about it and never 

expected her co be emotional about it. Lacer she says 

" ... because he had cut himself off from the decision that 

was probably the end of the relationship. I found it hard 

to feel close to him sexually ever again ... it got so bad I 

couldn't connect with his heart again". 

"It's worse now because I 'm 31 and I think am I ever 

going to have children? And I regret it more now than I 

ever did then because looking back I did it chinking 

there would be children". 

"This conversation is very useful for me because I've 

never fully rationalised the way I feel about it. It's 

obviously because I 've completely cut it off". 

5. Counselling

"Faced with somebody who just would not talk about it

you have no emotional contact. Maybe in char respect if

I had had contact with someone who could counsel me

before I reached the decision to have the abortion maybe

I 'd have felt able to have the baby".

By the end of the conversation she says: ''I've never 

personally solved my emotions about it. I can't 

understand che way I feel, and I don't believe chat I don't 

really feel anything about it, bur I just don't lrnow how 

to get at the way I really feel about it. I cry ro justify ir 

in terms of practicalities." 

6. Conclusion

"I've probably never realised aJI the emotional impact

char ir's had because when my friends are getting

pregnant, in stable relationships, I just chink 'wouldn't it

be nice ... ' bur not many people know how I feel."

"People said to me about the termination chat I did the 

right thing and I couldn't cope with a child, and I chink 

'no, no, that doesn't justify it, char just doesn't justify it' .  

And when he left I thought I wish I 'd had it, I wish there 

was something to show for our marriage". 

Alison feels able to cope now, having gone through a 

separation and associated Relate counselling, and she felt 

our conversation to be opportune and useful in "laying 

the past to resr". However, she says she would not have a 

termination again, if she became pregnant and she 

concluded by saying: "It's at the back of my mind and 

hasn't gone away. For practical terms I can cut it off but 

there is an emotional pare of me that chinks I shouldn't 

have done it. .. I don't wane to gee old without children". 

SUMMARY OF WRJTTEN AND ORAL EVIDENCE -ALICE 

1. Background

Alice is 33 years old, married to the father of the aborted

baby and they have 3 children. Her abortion cook place

when she was 18 years old and employed as an office

worker.

2. Events leading to the abortion

She remembers the pregnancy being unplanned and

being very shocked by it. Alice visited her doctor bur rhe

initial results were negative, then he wrote and asked her

back again, and told her she was pregnant. He offered

her an abortion there and then, and she signed the form

immediately. She was not cold how many weeks

pregnant she was, and comments "I was very shy and 

shocked and didn't really wane chis co be happening ... I

chink I just blocked it all our".

An appointment came through and Alice went to the 

hospital for a blood test and pre-medical. She was nor 

given any information about rhe abortion procedure nor 

possible consequences. 
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Lacer she says "I hadn't made up my mind at all but wa 

just being influenced by others. Looking back, I would 

have liked more time. I regret not being able to make up 

my own mind ... Ar rhe rime we borh blocked ir all our". 

She also said later char she felt she wasn't making an 

informed decision, and she let rhe doctor cell her what to 

do because she thought he would know besr, especially 

as she was only 18 years old. "You can't even think 

straight when you have an unplanned pregnancy". 

3. The abortion

Ir did nor cake long for rhe appointment to come 

through from rhe hospital. She does not remember 

much about the operation, except rhar just before the 

injection she cold them she didn't want to have it done, 

but they carried on and didn't say anything. 

Her immediate feeling when she woke was 'I wish I 

hadn't done ir'. he says"! woke to a room full of 

screaming women. It was horrendous. I ·thought rhey 

must be feeling how I was, because it was so immediate. 



When I woke I knew I'd done something terrible". She 
was not offered anything after the operation except 
bedrest. 

4. After the abortion
The first few years after the abortion were- tine, with no
real physical nor psychological problems at all, other
than the immediate reaction. "Then when I had my first
baby I went into shock. It suddenly hit me thac this was
a baby". She describes the years berween her first baby
and the abortion counselling:

"I had panic attacks and five years of really bad illness 
and thinking I would die ... I went to che Doctor every 
month and although the abortion was on my records he 
didn't see it was the cause." Alice did not realise the 
cause either, and just thought she was ill. It was her 
mother who eventually suggested the illness and attacks 
might be due to the abortion. 

She also had rwo miscarriages during the time when she 
was ill. 

5. Counselling
"In the last few years I've had counselling (for the
abortion), which finished about rwo years ago and since
then, for the first time, I've lived a normal life".

Talking about her husband's feelings, Alice said "My 
husband feels very similar to me - he wishes we'd had 

more counselling. Like me, the minute he saw me in the 
hospital he knew we'd done the wrong thing ... He hasn't 
had counselling since". However she says that "he does 
feel better about it because of me and my counselling 
sessions - we'd talk about them". She does feels that it 
has affected her relationship with her husband. 

"I think you need someone to talk to you about it to tell 
you exactly what's going to happen and what's going to 
happen to you in later life." 

6. Conclusion

"I felt sick about myself, how weak I was. If only I'd 
opened my mouth at the time and said I want to keep it 
then there would have been no problems". 

Alice also spoke about her sister in law. "She'd got rwo 
children and didn't want a third and she got pregnant 
and she was saying about going and having an abortion, 
and I talked her out of it. She's had a little boy and she's 
pleased as punch that she's got him". 

"If I was advising a girl in the same situation I would tell 
chem to have lots of counselling and not to go ahead 
with it either. .. It will sort itself out a few years later but 
abortion doesn't, does it? It goes on affecting you". She 
added at the end "lc's hard to bring all this back again". 

(Following this incerview, Alice was ill for a week as a resulc 
of having to chink through all her experiences again) 

SUMMARY OF WRITTEN AND ORAL EVIDENCE - LUCY 

1. Background
Lucy had her abortion in 1992 when she was 35 years
old, married, wich 2 children. The father of che baby
was not her husband.

2. Events leading to the abortion
Lucy said there was no prospect of a long-term
relationship .with the father (who was in no doubt it had
to go) and her husband "wasn't too keen on sticking
around". She was not sure what to do and wanted to
really think about the decision. All chose close to her
were telling her she had to have an abortion, however
she_ says "I thought no, I won't be pushed, I'll think
about this". She says about the decision "You're really
pressurised - there's this clock ticking away against you.
It's got to go and it's got to go quickly ... having had rwo
children I knew how quickly it was developing".
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She decided to have an abortion. "Jc felt to me that I had 
no option, even if I'd wanced to keep it. I felt that it 
would upset so many ocher people by keeping it. I'd 
never want to make the choice again, never. Having got 
rwo children already chat made it even harder, because 
you know what you're doing. _I thought 'it's going to be
another one of these rwo', so I had co chink of chose 
rwo". Later she said "I came around co the decision, I 
felt, in my own way. I didn't feel pressured". 

3. The abortion

Lucy said her doctor was very helpful, putting no 
pressure on her either way. However it took a while for 
an abortion to be arranged on the NHS and "I was 
hysterical because once I'd decided, I wanted it done 
quick. The NHS wheels were going to move so slowly so 
I went private". 
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She had an examination at BPAS, whom she said were 

very good, and was offered counselling beforehand, 

which she didn't feel the need to take. Lucy was told 

there would be a minor risk of retained products but 

said "they gave the impression it would all go 

swimmingly ... like a tooth extraction ... nothing was said 

about psychological consequences but they said I might 

need counselling". 

Describing the place where she had the operation, Lucy 

said "It was just awful. .. they were dreadful, it was like a 

factory farm". She said she came around crying but no­

one rook any notice and she was given one hour before 

she had to leave. "I can't believe people can treat 

someone like that when that's what they go through. I 

mean, you're killing your child1" She adds "I can

imagine for some people ... going through that would 

live with you for the rest of your life. I don't choose to 

chink or talk about it..! won't get over it, I won't ever get 

over it". She put it down to being " ... all time and 

money" and would have liked some sympathy. "I was 

killing my third child and it was awful". 

4. After the abortion

Her immediate feeling after the abortion was

"Desolation, �ot really regret or relief, because I didn't

like it either way. A touch of relief. .. and a touch of

regret". She says she has probably forced herself to be

matter of fact about it. "The situation arose, I wish it

had never been there, and you just have to shut it up. It's

easier to turn the anger outwards rather than inwards." 

She writes in the questionnaire: "I was distressed but

also relieved. Angry and shocked. Lonely and have since

had nightmares. Guilry and sad about the baby." 

Lucy had trouble for weeks afterwards with retained 

products and infection. She visited her GP and hospital 

and cold BPAS. "I was passing huge lumps of liver and 

things. There was definitely something wrong - but I 

never had anything done. Everyone wanted to pass the 

buck". She said that it eventually cleared up, several 

months later. 

Lucy writes that the abortion had affected the 

relationship with the father and they have since parted. 

5. Counselling

Lucy never felt she needed to return to BPAS, although

she stressed they were there for her. She did, however,

find help because she was on a counselling (training)

course so in "all the beginning months of the counselling

the subject that I chose to key into was the abortion".

She certainly felt there were some issues that had come

up from the abortion and suggested there is a n.eed for

counselling for women afterwards because "killing my

third baby is something I 'll never really reconcile and we

did a lot through the counselling around that".

6. Conclusion

When abortion is mentioned in public Lucy cells of her 

reaction: "I always react - a twinge of sadness is not a 

strong enough word - a twinge of pain, something you 

know you've got to carry around with you ... for the rest 

of your life ... Even flicking through a magazine ... I 

choose not to look ar the back pages of listings clinics. 

There'll always be a rvvinge, always". 

SUMMARY OF WRITTEN AND ORAL EVIDENCE - JULIE 

l. Background

Julie had her abortion in 1991 when she was 41 years

old, married, and mother to two girls aged 3 and 4

years. She was a housewife at the time.

2. Events leading to the abortion

"I didn't dream I 'd get pregnant". She took the morning

after pill but that did not work and she knew almost

immediately that she was pregnant, even before missing

her first period.

With her husband's poor health record (he had had a 

heart by-pass operation) and her age she said "I was 

99.9% certain that I didn't want another baby". "I didn't 
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want a baby really because I have got two wonderful 

children, whom I absolutely adore too much, and I didn't 

feel I could be a good mother rn three. I thought I could 

be a good mother to two. Also, I had to bear in mind I 

could be on my own in 10 years rime possibly ... so I will 

almost certainly be a single mother of teenage children". 

Her husband was not sympathcri at all and "he said to 

me 'no, of course, we couldn't possibly afford another 

one ... of course, if we knew it was going ro be a boy ... ' 

He wasn't really interested in it. It was my problem". 

3. The abortion

Julie went immediately to the doctor who "luckily sent

.. 



me straight co a gynaecologist who I'd actually been 

through a pregnancy with, and who was terribly 

sympathetic, made sure it was whar I wanted and went 

ahead with it and I had it within 10 days". She was 

sterilised at the same time. 

Her doctor fully supported Julie's decision and said he'd 

try co get it on her medical insurance, saying he thought 

it was almost a medical case. "I did get half the cost on 

my medical insurance, which was rather lucky". 

The nurse at the clinic cold Julie a bit about the 

procedure, but nor about the development of the foetus 

or possible physical or psychological complications 

following the abortion. The gynaecologist said she could 

go back co him if she had any problems, although later 

she said she never returned to either the doctor or clinic. 

4. Af-ter the abortion

"Every so often I think 'gosh, that baby would have been

so and so months by now'. Bur chat's all". She said she

has suffered from no adverse feelings at all since the

abortion and has had no complications since. "] don't

chink you'll gee anyone more positive than me'"

She did say that having an abortion could be very 

emotional for some people. "I chink my sister-in-law 

had an abortion and sterilisation and then went back 

and had it reversed and had a child. I chink she found it 

horrendous. Bur she knows I've had mine and we've 

never discussed it". 

Julie said her husband could have been more 

sympathetic and supportive and said she did feel a little 

isolated, but could cope with ic. "] like him less for his 

disinterest" she writes. "He was very unfeeling and yes, 

he was horrible" she said. 

5. Counselling

Julie had no need for any counselling afterwards and also

said it would have been no help if her husband had seen

the doctor with her, although she did say that probably

in a lot of cases it would be helpful for the father co be

involved more in the decision.

"Another girlfriend of mine, of a similar age, has just had 

an abortion ... but she didn't have any counselling and 

that does concern me. I chink a Joe of people do slip 

through the nee and don't have any counselling". She 

thought chat counselling should be sraturory before che 

abortion. 

6. Conclusion

"The reason I answered che advert and agreed co come

was because I've had this experience. I wanted ro cell you

it's been ... a very positive thing".

Giving the reason why the whole procedure has been 

easy for her she said "] chink it's because I love my two 

children so much, they're so important ro me. If I didn't 

have children I wouldn't have had an abortion, because 

without children I wouldn't have known how important 

they are co me, how much I care for children. So I only 

wane absolutely the best for them. Certainly when I first 

fell pregnant I never dreamt I'd love that child so much, 

that she'd mean so much ro me. I think if I'd had an 

abortion without having children I'd have thought it was 

a dreadful thing ro do. Now I feel I would only want a 

baby if I could give it as perfect a life as possible". 

SUMMARY OF WRITTEN AND ORAL EVIDENCE - ALEX 

1. Background

Alex had her abortion when she was 13 years old and

had been going out with a boy for 9 months. She was

still at school and using no contraception. She is now 17

years old.

2. Events leading to the abortion

Ac first Alex cried co ignore char she was pregnant, even

though she was missing periods, getting larger and her

clothes were righter. She did nor want co associate this

with being pregnant and said her boyfriend was also

denying it was happening.
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Her main fear at first was telling her mother who was, 

however, very supportive when rold and asked Alex what 

she wanted co do about it, saying she would support her 

whatever her decision. 

Alex writes"] wasn't sure, I was confused and panicky, 

the fear of keeping it and all the worries it would cause, 

the change in my young life and the face that the child 

would have a mother 13 years older than itself, made me 

decide co have an abortion. These things were all in my 

head and not talked about. I rold my mum the next 

morning tha5 I'd like an abortion". 

.. 
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Time was shore as she was quite lace in the pregnancy 

and was an 'urgent' case, so she went the same day for a 

scan. "Between the scan and operation I had one day co 

chink, but I didn't really". 

Her boyfriend also cold her to do what she wanted but 

said he thought she should gee rid of it. "We didn't talk 

about it much". 

3. The abortion

Alex was about 16-20 weeks pregnant. "Ac the time I

felt half relieved I'd got there in time". She was given no

information about the development of the foetus, the

procedure or any possible risks involved. She said that

maybe her mother was cold instead. "I would have liked

co have known what was going co happen ... I didn't

realise the seriousness of the whole thing ... I don't know

if I would have changed my mind but I had a right to

know. Even though I was only 13 it was still my body".

The abortion was done on the NHS in the maternity .

unit. She was wired to a drip for an induced labour. Alex 

writes about it: "I gave birch to a white sack, I glanced

down and saw a dark shadow on it, was it a leg? or an

arm? I was never to know and that was it. After a few

check-ups and some rest I was discharged ... wichouc any

counselling or even an advice contact". While at the

hospital she asked what would happen to the baby and

was cold it would go into medical waste. "That upset me

- I knew I couldn't expect it to be buried but co know it

had just gone into ... waste" she found very hard.

4. After the abortion

Alex said she first felt relieved chat it had gone. She had

asked the midwife the sex of rhe baby and when cold it 

was a boy named him Jamie Roben Lee.

Alex then slept with her boyfriend two days lacer. "I 
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wasn't really burring but I did wane some comfort and 

chat was the way it was easy to get the comfon". Also, 

she had not been cold not to sleep with him, although 

she was cold she should be using contraceptives. Her 

mother cold her off for this, but did not ask how she was 

feeling. 

5. Counselling

"] went co see a psychologist after a while because I

started to emotionally break down because everything

(the abortion and her parents divorce) was too much".

However Alex did not feel chat the advice she was given

was right, saying ir was nor from God, she was told long

words and she did not understand it. She felt it was

pushing it all further away.

Alex has now received counselling from a couple at her 

church. "We went through it all, prayed about ir. 

They've been very good". Yer she also says "I know it has 

not all been let our". Later she says "Sometimes ... I do 

ger tearful bur only around people I'm close co who 

know about ir". Otherwise she is careful not to show it. 

6. Conclusion

''I'd like to be able co ... offer someone rhe advice that 

you can't destroy this life. I probably would say you can't 

destroy rhis life, bur still with me .. . I chose it because of 

my circumstances, I chose it myself on rhe evidence that 

I had". She adds "!f ir happened now I wouldn't have 

another abortion, I'd have rhe baby". 

Alex writes "Until rhis very day I feel char I was treated 

unj usdy. Maybe if someone had told me all the many 

years of suffering char would follow and the emotional 

scar it would leave, who knows, maybe I'd have a 

beautiful bouncy 4 year old boy today". 

"I 



ANNEX 7 

The London Hospital (Mile End) 
275 Bancroft Ro�d 
London El 4DG 

Telephone 01 980 4855 Ext 283 

Director: Professor P J Huntingford 

INFORMATION BEFORE AN ABORTION

You have decided to have an abortion. As the pregnancy is early, it 
will not be necessary to admit you to hospital. Arrangements have 
been made for your operation as follows:-

1. IMPORTANT

On the morning fixed for your operation have nothing to eat or drink. 
For your health and the safety of the operation follow all advice 
given in this leaflet, otherwise we may not be able to operate as 
arranged. 

2. Please remove nail varnish and, if possible, have a bath before you
come. Bring a dressing gown and slippers with you and leave all. 
valuables at home. If you wear make-up, be prepared to remove it 
before the operation. 

3 • on . .- . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

at . ." ......................... . 
kindly go to: The Outpatient Department 

The London Hospital (Mile End) 
Bancroft Road 
London El 4DG 

4. You will be shown to a waiting area near the operating room, where
you will change into a gown. You will not be shaved or have an enema
before the operation. You will simply be asked to empty your _bladder.

5. After the operation you will wake up in a bed near the operating
room where you stay (usually two to three hours) until you are fully
awake and fit enough to leave. Be prepared to spend from 2 to 4 hours
from the time you arrive until the time you leave the hospital.

6. You may wish to bring a friend with you to the hospital. He or
she may wait with you until you are ready to leave, or may choose to
return at the time when it is likely you will be able to go home
(about 4.30 pm). You should be accompanied home. You should not
attempt to drive a car yourself, so do not drive yourself to the
hospital· unless there is someone else who will drive you home.

If you are not accompanied home it will be necessary to admit you to 
the hospital for the night. 

H.i 
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7. Small amounts of anaesthetic can remain in the body for several
hours, even after you feel fully awake. You are therefore advised to
stay at home until the day after treatment.

Until the next day do not go to work 
do not drink any beer, wine or spirits 
do not drive any vehicle or operate 
machinery 
do not walk or travel on public 
thoroughfares unaccompanied 
be careful when using domestic 
appliances at home, especially gas or 
electric cookers, kitchen utensils, 
heating systems etc. 

On arriving home you will probably wish to eat, preferably a not too 
heavy meal. There is no need to go to bed immediately, but you should 
rest quietly at home for the remainder of the day. Somebody should 
be with you overnight. 

You should be fit and able to resume your normal activities the day 
after the abortion. You will be provided with more detailed 
information on leaving the hospital. 

Further Information 

1. Your blood will have been tested before the operation. If you
belong to the Rhesus Negative blood group, you will be given an
injection immediately after the operation to prevent the formation of
antibodies that might otherwise cause problems later on if you have
a baby.

2. You may have already decided what contraceptive you wish to use
after the abortion. You will already have had the opportunity of
discussing contraception with us at your first visit. You may wish
to continue this discussion on the day of your operation either before
or afterwards.

If you wish to have an intra-uterine device fitted, this can be done 
under the anaesthetic immediately the abortion has been completed. 
If you wish to use an oral contraceptive, a supply of the pills for 
three months can be given to you before you leave the hospital. You 
can start using them the day after the operation. We shall be glad 
to discuss other methods of contraception, including male and female 
sterilisation, if you wish. 

3. Because of unforeseen complications, it is sometimes necessary to
keep people in hospital overnight following an abortion. Make
allowances for this.

4. Finally, if you wish to change your mind about having an abortion,
or wish to discuss the matter further, please do not hesitate to tell
us. Telephone 980 4855 ext 283.

H.ii
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Information Concerning Termination of Pregnancy by Prostaglandin 
Injection 

After 16 weeks of pregnancy, it is generally safer to carry out 
abortion by starting off a miniature labour. This is how it is done: 

�- You will be admitted to Spencer Ward. 

2. At a time to be arranged after you are admitted, the injection
will be made into the womb to start off the abortion. This is usually
done in Spencer Ward, occasionally for convenience it is done in the
operating theatre. You will be asked to lie flat. Your tummy will
be cleansed with an antiseptic solution. You will have an injection
of local anaesthetic solution to numb the skin and underlying tissues
of the tummy wall over the womb, about half way between your navel and
pubic hair. Through the numbed area another needle is put into the 
womb. We know that it is in the correct place when we can suck off 
some of the fluid in the pregnancy sac. A thin plastic tube is 
threaded through the needle which is then removed. These preparations 
take between 5 and 15 minutes. 

3. An injection of prostaglandin is then made through the plastic
tube into the inside of the womb (which make the muscle of the womb
contract like labour to open the cervix(= neck of the womb)) and also
urea which kills the fetus and the placenta.

4. Once the womb begins to contract you will feel pains like labour
in the lower part of your back and stomach. The pains come with 
increasing frequency and strength until the neck of the womb is -opened 
up enough to allow the fetus and the afterbirth to pass into the 
vagina so that it can be easily removed. The pains may last from 6.-
12 hours· before the abortion occurs, and they may not begin 
immediately after the injection; there is sometimes a quiet period for 
up to 12 hours before anything happens. It is occasionally necessary 
to give a second injection, but this is easily done through the 
plastic tube which is left in place until the abortion is complete. 

5. Sometimes not all of the afterbirth (placenta) comes away cleanly
and it is necessary to give, in between one-third and one-half of all
women, an anaesthetic to scrape the inside of the womb clean and
complete the abortion.

6. We advise that you stay with us for 24 hours after the abortion
is complete, which means that you should be prepared to be in hospital
for 3 -4 nights, including the night before the abortion is started.
You should be fit to return to work 2 days after the abortion is
completed.

7. Individual explanations and further instructions will be given to
meet your own particular circumstances.

November 77 PJ Huntingford 
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TOWER HAMLETS PREGNANCY COUNSELLING ANO ABORTION SERVICE 

The London Hospital 
4th Floor 

Tel No: 071 377 7044 
071 377 7000 
Bleep No. 1739 

Brenda Williams - Day Care
Fielden House 
Stepney Way, London El 
Director: Dr Fran Reader· 

INFORMATION BEFORE AN ABORTION 
You have decided to have an abortion. As the pregnancy is early, it will not be
necessary to admit you to hospital. Arrangements have been made for your operation 
as follows:-

1. 

2. 

On . . . . . . . . . . . . . . . . . . . . . . . . . . . . at ....................... . 
go to CAMBRIDGE WARD, ALEXANDER WING, LONDON HOSPITAL, WHITECHAPEL

INSTRUCTIONS FOR YOUR OWN SAFETY 

a) �O NOT EA� OR ��INK �NYTHl�G �FTrR MIDNIGHT ON ............ .
OU MUSI _01 E_ N HAE AG AS U WAIER. 

b) 

c) 

If you vomit while you are asleep under the anaesthetic you might
chol<e. 

MAKE SURE YOU HAVE ARRANGED FOR SOMEONE TO COME TO THE CLINIC TO
COLLECT YOU. Tell them to come at 12.00 to wait for you. They can
stay with you all morning at the clinic if you wish. 

PLEASE REMOVE ALL NAIL VARNISH AND IF POSSIBLE HAVE A BATH BEFORE YOU
COME. DO NOT BRING VALUABLES TO THE CLINIC. 

Bring a dressing gown and slippers with you and remove all make-up
before you come. 

FURTHER-INFORMATION 
1. 

2. 

3. 

4. 

5. 

Small amounts of anaesthetic can remain in the body for several hours. You are 
therefore advised to stay at home that evening and not to drink any alcohol.
Be careful when using domestic appliances at nome. 

Your blood will have been tested before the operation. If you belong to gr9up
Rhesus negative you will be given an injection immediately after the operation
to prevent the formation of antibodies that might otherwise cause problems
later on if you have a baby. 
�lease make sure that you know what form of contraception you will be usiog 
1n the f�ture. If you wish to use an oral contraceptive, a fhree month SUP.ply 
c�n be given to you before you leave the hospital. You should take the first
Pill the day after the operation. 

Please ring us on the above number if you change your mind about the 
abortion or wish to discuss it further. Also, please ring if you have a cold
or chest infection as we might need to change your appointment. 
Finally, please make allowances for the fact that if an unforeseen
complication arises we might have to keep you in the hospital overn1ght. 

H. iv

44 



• 

TOWER HAMLETS PREGNANCY COUNSELLING AND ABORTION SERVICE

4th Floor, Fielden House, Stepney Way Tel. No. 071 377 7044 

Director: Dr Fran Reader Administrator: Brenda Williams 

INFORMATION AFTER AN ABORTION 

You already know that you should be accompanied home on leaving hospital. Somebody 
shoulq be with you on the night of the operation who knows .that you have had an 
abortio� to keep yoy company and to help 1f need be. Following tne operation you 
may notice these things: 

1. You feel light headed or 'cut off' from the world because of the anaesthetic
drugs. Stay at home the evening of the operation and do not drink any alcohol
or drive a car. Make sure also that you are careful if using gas or electric
cookers or heaters.

2. Most women lose bright red blood from the vagina, and some clots after the
operation. A few do not bleed at all. After the first day the loss becomes
darker and no more clots are passed. In some women the blood loss comes and
goes and in most it has stopped by 10 days. You should use sanitary towels,
not tampons, until the loss has stopped.

3. Most women have some cramping lower abdominal pain after the operation for a
few hours, in some the pain may last longer. Take one or two Panadol tablets
to relieve the pain if necessary.

WHEN YOU SHOULD CONSULT A DOCTOR 

If any of the following problems occur in the first few days after the operation 
then -you should inform your doctor or the duty gynaecolo_gical registrar at the 
Lo�don Hosgital Whitechapel or report to the Accident and Emergency Department at 
Whitechape·1. 

1. If the bleeding becomes very heavy.
2. If you have severe lower abaomina·1 pain, either continuous or on and off.
3. If you feel feverish or have a raised temperature.
4. If the vaginal loss starts smelling offensive.
5. If you are worried or anxious in any way.

RETURN TO WORK 

You should not return to work the following day. 

FOLLOW-UP VISIT AND CONTRACEPTION 

It is very important to attend your check-UP. appointment with your doctor or family 
planning clinic two weeks after yout abortion. Remember that if you are going to 
take the pill you need to start the day after your abortton so as to prevent you 
from ovulating. 

Once the bleeding has stopped and you are using contraception you may have sexual 
int�rcourse and 1t is OK to use internal tampons the next time that you have your 
period. 

If you have any worries other than the above, then please ring Brenda on 071 377 
7044. 
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DAY CARE ABORTION SERVICE 

CHECK LIST FOR ABORTION COUNSELLING 

Name .................................. . 

Letters/phone calls to home Yes/No 

If ·no - method of contact ..................................... .
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

r==l 
Method of abortion/anaesthetic discussed 

Risk of the operation 

r==] 

r=J 

c==1 

Anaesthetic Risk 

Heavy Bleeding 

Damage to the womb 

Early Problems 

Heavy Bleeding 

Infection 
C = I 

CJ 

1==1 
Possibility of pregnancy continuing with early abortions (less 
than 8 weeks) 

c= = J 
Mixed feelings* 

Late problems 

Weakness of the neck of the womb 

Infertility (problems of getting pregnant again) 

Mixed feelings* 

Other Matters Discussed 

[-_-_] 
Nothing to eat or drink from 7am on day of operation or from 
midnignt the night before which ever is applicable. 

r==J 
Need for a responsible adult to collect her and take her home. 

I. .............................. have discussed the above with the counsellor. 
I aqree to having nothing to eat or drink after 7am on the day of my operation 
or from midnight the night before whichever is applicable, and that I will 
arrang� for a responsible adult to collect me and take me home after the 
operation. 

Signed ............................ Witnessed ............................ . 
Counsellor/Doctor 

Date ............................. . 

* Added in 1985 to original 1981 check list .
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