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Abortion and Women’s Health 
This briefing note is for medical practitioners to assist them with the process of providing information for 

women considering abortion. 
 

All patients have a right to information about any medical procedure they are considering. Abortion is 
unlike any other medical procedure in significant ways. It is most often a procedure carried out on a healthy 
woman and a healthy foetus.1  Additionally, there are complex legal, social, ethical and personal questions 
relating to abortion that do not pertain to other procedures.  Moreover, because ambivalence about an 
abortion decision is common2, and ambivalence is related to post-abortion distress3,4, medical practitioners 
need to take special care to ensure that they are satisfied the information provided has been properly 
considered. 

Abortions have been conducted legally in many countries over the past few decades and considerable 
research has been undertaken on the physical and psychological impact on women, and also on the 
circumstances surrounding the decision-making process.  The information that follows comes from this 
large body of research.  It should be noted that abortion research suffers from particular obstacles, one of 
which is reporting bias.  In a prospective study of women aged 15 to 27, the reported rate of abortion was 
74% of what would be expected from national data sets.5  

This briefing note informs medical practitioners of the issues that need to be raised with patients seeking 
abortions and is intended for use in conjunction with the information sheet for patients. 

 

Motives Underlying an Abortion Decision 

It is important that medical practitioners are aware of the motivating factors underlying an abortion 
decision.  First, because there may be a need, related to a motivating factor, for referral to support 
services.  For example, since domestic violence is strongly correlated with abortion6, practitioners need to 
ascertain whether a woman is being coerced into an abortion and at risk of physical, emotional or 
psychological harm.  And second, because some of the motivating factors may have implications for post-
abortion effects, specifically mental health effects.  For example, if a woman is motivated to have an 
abortion because of foetal disability, her risk for psychological harm is higher than if motivated by other 
reasons, like not being able to cope or fear of jeopardising her future.7 

Deciding to have an abortion is far more complex than simply not intending to become pregnant.8  Whilst 
women are motivated to seek abortions because of incest, rape, fetal abnormality or maternal health, 
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no abnormality in the foetus and no pre-existent health issue in the mother.  See  
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Science and Medicine 58:2559-2569 
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8
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International Family Planning Perspectives 24(3) 
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these represent a small percentage of total abortions.9  In the majority of cases, no single factor motivates 
women to seek abortion.  Rather, a variety of factors are involved.  They include relationship problems, 
pressure from partners and family members, study and career aspirations, financial difficulties, lack of 
confidence as a mother, and lack of community support.10,11  In a recent Australian study, the most 
common reason cited was “wrong time” (54%), which encapsulated several responses: “does not want 
children now” (23.3%), “too young” (11.2%), “not the right time” (10.8%), and “has young baby” (8.7%).12  
Additionally, more than half of women may consider themselves too young or immature.13 

The primary reasons change somewhat when an abortion is sought in the second trimester, and include 
delay due to indecision, poor or absent relationship with a partner14, and lack of certainty about actually 
being pregnant.15 

Perceived public acceptance of abortion may also contribute to a decision to abort, even though the 
majority of the public are personally morally opposed to abortion for the overwhelming majority of 
reasons, at the same time as they continue to support legal access to abortion in the majority of 
circumstances.16 

The reasons why women find the decision to abort difficult include the humanity of the foetus, their 
perception of themselves and the impact of their decision upon others.17 

Medical practitioners need to be aware that abortion, and especially repeat abortion, is strongly associated 
with domestic violence and the abuse of women.18,19,20,21,22,23  Moreover, authors of these studies 
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 Allanson S & Astbury J (1995) The abortion decision: reasons and ambivalence.  Journal of Psychosomatic Obstetrics 
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See John Fleming, Analysis of new data on Australian attitudes to abortion, pregnancy counselling and alternative 
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Abortion and Sex Education. Eds. John Fleming and Nicholas Tonti-Filippini, St Pauls, Strathfield, NSW, 2007 
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use, abortions and miscarriages.  Acta Obstetricia et Gynecologica Scandinavica 79:625-630 
19 Taft AJ & Watson LF (2007) Termination of pregnancy: associations with partner violence and other factors in a 
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recommend that pregnant women accessing health care represents an ideal opportunity to enquire about 
any history of abuse.24,25  Furthermore, because depression and depressed mood are common in 
pregnancy, they may contribute to an abortion decision.26 

With a major decision such as abortion, it is not surprising that ambivalence is common.27,28  What is of 
particular concern is the relationship between ambivalence and the potential development of long-term 
post-abortion psychological distress.29  This highlights the importance for medical professionals to provide 
adequate psychological support and guidance in decision-making “in order to avoid impulsive and not fully 
internalized decisions”.30 

There are two other risk factors for later psychological distress of which medical professionals need to be 
aware.  The first of these is moral opposition to abortion.  Women have abortions despite being morally 
opposed to them31, which might indicate the presence of coercive influences in favour of abortion.32  
Studies have identified more negative post-abortion effects when women are morally opposed to 
abortion.33  

The second risk factor is abortion for foetal disability or disease.  Abortions of this type lead to more severe 
consequences not only for the woman but also for her partner.  Numerous studies have identified a high 
incidence of negative emotions34, psychological distress35, post-traumatic symptoms36 and somatic 
complaints.37  Furthermore, women may not be fully aware of the role and consequences of screening for 
foetal disability.  For example, in relation to screening for Down’s Syndrome, researchers found that only 
37% of decisions were informed, 31% did not know that miscarriage was a potential consequence of 
amniocentesis, and only 62% knew that abortion would be offered if Down’s Syndrome were identified.38  

                                                                                                                                                                  
23 Silverman JG, Decker MR, McCauley HR, Gupta J, Miller E, Raj A & Goldberg AB (2010) Male perpetration of intimate 

partner violence and involvement in abortions and abortion-related conflict. American Journal of Public Health 100 (8) 
24 Taft AJ, Watson LF & Lee C (2004) Violence against young Australian women and association with reproductive 
events: a cross-sectional analysis of a national population sample.  Australian and New Zealand Journal of Public 
Health 28(4):324-9 
25 Woo J, Fine P & Goetzl L (2005) Abortion disclosure and the association with domestic violence.  Obstetrics and 
Gynecology 105:1329-34 
26

 Burgoine GA, Van Kirk SD, Romm J, Edelman AB, Jacobson SL and Jensen JT (2005) Comparison of perinatal grief 
after dilation and evacuation or labor induction in second trimester terminations for fetal anomalies.  American 
Journal of Obstetrics and Gynecology 192(6):1928-1932 
27

 Törnbom M, Ingelhammar E, Lilja H, Svanberg B & Möller A (1999) Decision-making about unwanted pregnancy.  
Acta Obstetricia et Gynecologica Scandinavica 78:636-641 
28

 Kirkman M et al. (2010) Op. Cit. 
29

 Söderberg H, Janzon L & Sjöberg NO (1998) Emotional distress following induced abortion. A study of its incidence 
and determinants among abortees in Malmö, Sweden. European Journal of Obstetrics & Gynecology and Reproductive 
Biology 79:173-8 
30

 Korenromp MJ, Christiaens GC, van den Bout J, Mulder EJ, Hunfeld JA, Bilardo CM, Offermans JP & Visser GHl (2005) 
Long-term psychological consequences of pregnancy termination for fetal abnormality: a cross-sectional study.  
Prenatal Diagnosis 25:253-260 
31

 Allanson S & Astbury J (1995) Op. Cit. 
32

 Adamczyk A (2008) The effects of religious contextual norms, structural constraints, and personal religiosity on 
abortion decisions. Social Science Research 37:657-672 
33

 Rue VM, Coleman PK, Rue JJ & Reardon DC (2004) Induced abortion and traumatic stress: a preliminary comparison 
of American and Russian women.  Medical Science Monitor 10(10):SR5-16 
34

 White-Van Mourik MCA et al. (1992) Op. Cit. 
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 Davies V, Gledhill J, McFadyen A, Whitlow B & Economides D (2005) Psychological outcome in women undergoing 
termination of pregnancy for ultrasound-detected fetal anomaly in the first and second trimesters: a pilot study.  
Ultrasound in Obstetrics & Gynecology 25:389-392 
36
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38 Rowe HJ, Fisher JRW & Quinlavin JA (2006) Are pregnant Australian women well informed about prenatal genetic 
screening? A systematic investigation using the Multidimensional Measure of Informed Choice. Australian and New 
Zealand Journal of Obstetrics and Gynaecology 46:433-439 
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Other risk factors for abortion include having poor emotional support, living alone, prior psychiatric illness, 
and not receiving counselling.39  Furthermore, given that not receiving counselling has been shown to be a 
risk factor for abortion, counselling that encourages abortion is likely to also be a risk factor for abortion. 

 

Methods of Abortion 

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

It is possible that some women may ask for information about foetal sentience and foetal pain.  Whilst this 
is a controversial issue and not well understood, it is possible, depending upon developmental age, that the 
foetus will experience pain.40  The presence of the nervous system, even at an early stage, is sufficient for 
this possibility to be seriously considered. 

 

Physical Effects of Abortion 

There have been many studies aimed at determining the risks, both physical and psychological, associated 
with abortion.  Some published research begins and ends with the assertion that abortion, both medical 
and surgical, is ‘safe’.  However, risk and safety are subjective notions and simple assertions are not 
necessarily helpful.  With regard to an abortion procedure, it is the woman herself who will interpret what 
the risks are, and whether she considers abortion ‘safe’ or not.  Importantly, given the ongoing nature of 
much abortion research, definitive statements about safety may be inappropriate. 
 

 Risk of death resulting directly from complications during abortion is rare, but increases with 
each week of gestation.41 When deaths from all causes are examined in the first year following 
an abortion, several studies have identified an increased risk compared either to giving birth or 
never being pregnant, although causality has not been confirmed.42,43,44  There are several 
possible explanations for this.  Women who have abortions may already take more risks or care 
less for their health.  Alternatively, they may experience stress after an abortion that is linked to 
it, or abortion itself may produce psychological stresses that increase the risk of death.45 

 Medical abortion confers a small but specific risk of death resulting from infection with 
Clostridium sordellii.46,47,48  This can be decreased with infection control measures.49,50 
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 Söderberg H et al. (1998) Op. Cit. 
40

 McCullagh P (1996) Foetal Sentience, London, All-Party Parliamentary Pro-Life Group 
41 Diedrich J & Steinauer J (2009) Complications of surgical abortion. Clinical Obstetrics and Gynecology 52(2):205-212 
42

 Reardon DC, Strahan TW, Thorp JM Jr & Shuping MW (2002) Deaths associated with pregnancy outcome: a record 
linkage study of low income women.  Southern Medical Journal 95(8):834-841 
43

 Gissler M, Berg C, Bouvier-Colle MH & Buekens P (2004) Pregnancy-associated mortality after birth, spontaneous 
abortion, or induced abortion in Finland, 1987-2000. American Journal of Obstetrics and Gynecology 190(2):422-7 
44

 Gissler M, Hemminki E & Lönnqvist J (1996) Suicides after pregnancy in Finland, 1987-94: register linkage study. 
British Medical Journal 313:1431-4 
45

 Reardon DC et al. (2002) Op. Cit. 
46

 Hamoda H & Templeton A (2010) Medical and surgical options for induced abortion in first trimester, Best Practice 

and Research Clinical Obstetrics and Gynaecology 24(4):503-516 
47

 Kaponis, A, Papatheodorou, S. & Makrydimas G (2010) Septic shock due to Klebsiella pneumonia after medical 

abortion with misoprostol-only regimen. Fertility and Sterility 94(4):1529.e3-e5 
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 Many studies have identified an increased risk of premature delivery51,52,53,54,55 and very 
premature delivery56 in future pregnancies among women who have had abortions.  However, 
others have not found any association.57,58  Recent work has raised the possibility that repeat 
abortions may have a cumulative effect on subsequent preterm births.59,60 Two recent reviews 
confirm the relationship between abortion and subsequent preterm births.61,62  The risk of 
subsequent preterm and very preterm deliveries following medical abortion remains unclear, 
although at least one recent study suggests there may be a link.63 

 Infection can result from abortion, leading to an increased risk of infertility.64  This risk is 
particularly relevant where there is a pre-existing genital infection.65 Abortion complicated by 
infection has also been associated with an increased risk of stillbirth.66 

 Although the risk is slight, abortion increases the risk of uterine perforation during subsequent 
abortions.67 

                                                                                                                                                                  
48 Meites E, Zane S & Gould C (2010)  Fatal Clostridium sordellii infections after medical abortions. New England 

Journal of Medicine 363(14):1382-3 
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 Fjerstad M, Trussell J, Lichtenberg ES, Sivin I & Cullins V (2011) Severity of infection following the introduction of 

new infection control measures for medical abortion. Contraception 83:330-335 
50

 Fjerstad M , Trussell J, Sivin I, Lichtenberg ES & Cullins V (2009) Rates of serious infection after changes in regimens 

for medical abortion. New England Journal of Medicine 361(2):145-151 
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systematic review with meta-analysis. The Journal of Reproductive Medicine  54:95-108 
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60 Voigt M, Henrich W, Zygmunt M, Friese K, Straube S &  Briese V (2009) Is induced abortion a risk factor in 

subsequent pregnancy? Journal of Perinatal Medicine 37:144-149 
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15(4):409-421 
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 Previous abortion is a risk factor for placenta praevia68, although not when the method used is 
vacuum aspiration.69 

 Studies have identified abortion as a risk factor for later miscarriage.70,71  Furthermore, women 
with a history of foetal loss, either miscarriage or abortion, appear more likely to experience an 
unexplained foetal death in later pregnancies.72 

 Abortion may confer a risk for low birth weight in later pregnancies73,74, although this 
association may be weak.75 

 Abortion may influence later fecundity.  While it appears that women who have had abortions 
have an above average fecundity, there may be a “genuine reduction in the formerly high 
fecundity of those who undergo TOP [termination of pregnancy]”.76  

 Whether breast cancer risk is elevated by abortion is a controversial question that has been the 
subject of numerous studies, several showing increased risk77,78,79,80 and some showing 
none.81,82,83  The field remains in dispute84,85, partly due to problems in some studies where 
research design has been poor.   Problems include failure to ensure adequate follow-up time, 
use of inaccurate abortion registers, choosing inappropriate study populations and not 
adequately dealing with under-reporting of abortion.  At the very least, women presenting for 
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 Pridmore BR & Chambers DG (1999) Uterine perforation during surgical abortion: a review of diagnosis, 
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observational studies.  Journal of Maternal-Fetal and Neonatal Medicine March 13(3):175-90 
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 Johnson LG, Mueller BA & Daling JR (2003) The relationship of placenta previa and history of induced abortion. 
International Journal of Gynecology and Obstetrics 81:191-198 
70

 Infante-Rivard C & Gauthier R (1996) Induced abortion as a risk factor for subsequent fetal loss.  Epidemiology 
7:540-542 
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 Sun Y, Che Y, Gao E, Olsen J & Zhou W (2003) Induced abortion and risk of subsequent miscarriage. International 
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73
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International Journal of Epidemiology 29:100-106 
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January 96(1):12-15 
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fecundity?  Human Reproduction March 20(3):657-664 
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78
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cancer among white women following induced abortion. American Journal of Epidemiology Aug 15, 144(4):373-80 
80 Ozmen V, Ozcinar B, Karanlik H, Cabioglu N, Tukenmez M, Disci R, Ozmen T, Igci A, Muslumanoglu M, Kecer M & 
Soran A (2009) Breast cancer risk factors in Turkish women – a University Hospital based nested case control study, 
World Journal of Surgical Oncology 7:37  Available from http://www.wjso.com/content/7/1/37  
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83 Beral V et al. (2004) Op. Cit. 
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abortion need to be made aware of the intense research interest in this matter, and the 
divergent views of researchers.  However, what is of direct relevance to women considering 
abortion is the well established fact that carrying a first pregnancy to birth is protective against 
breast cancer.86,87  In terms that are of direct relevance to a woman considering abortion, this 
means that a woman will have higher breast cancer risk if she undergoes an abortion compared 
to carrying to term.  It is a requirement of being properly informed that a woman be provided 
with this piece of information. 

 There are a variety of regimens for medical abortion, making generalisations difficult.  Abortion 
using RU486 is associated with specific contraindications as well as physical risks including 
haemorrhage, pain, insomnia, vaginal bleeding, abdominal cramping, nausea, vomiting, 
diarrhoea, headache, muscle weakness, dizziness, fatigue, viral infections, fever, chills, 
backache, difficulty in breathing, rise in temperature and fall in blood pressure.88  The most 
frequent symptoms are abdominal pain (56%), nausea (54%), tiredness (50%), breast pain 
(28%), and heavy vaginal bleeding (10%).89  Medical abortion has a fourfold higher rate of 
adverse events compared with surgical abortion - haemorrhage 15.6% compared with 2.1%; 
incomplete abortion 6.7% compared with 1.6%; and, surgical re-evacuation 5.9% compared with 
1.8%90,91; and, women undergoing medical abortion in the early stages of pregnancy are 
hospitalised at a higher rate (5.4%) compared with surgical abortion (0.4%).92  Parous women 
and women with prior caesarean section are at higher risk of incomplete medical abortion.93  
For first trimester abortions, medical abortion did not increase the risks in future pregnancies of 
miscarriage, ectopic pregnancy, preterm birth, or low birth weight compared to surgical 
abortion.94  However, in the second trimester, medical abortions were associated with more 
adverse events than surgical abortions.95,96,97,98  Women should be informed that a medical 
abortion requires more patient participation than a surgical abortion, and that they will be more 
aware of the physical aspects of the process.99,100 
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Psychological Effects of Abortion 

The highly complex psychology of abortion has been examined by hundreds of researchers over previous 
decades, with a diversity of methodologies and interpretations.  In precise scientific terms the question of 
causality cannot be answered definitively as it is not possible to conduct a randomised controlled trial 
assigning some women to an abortion group and others to a birth group.  Therefore, most studies examine 
the association between abortion and mental health.  Reviews of the field have arrived at disparate 
conclusions.101,102,103,104  A potential weakness of some studies is the failure to follow psychological effects 
for long enough – a few months or even years may be too short a time frame.105 Phenomenological 
research suggests that women may cope well initially, but years later reappraise the event negatively.106,107 

Recently, some reviews have relied strongly upon a paper by Danish researchers claiming to show that 
abortion does not lead to mental health problems108, but instead prior poor mental health is followed after 
abortion by a similar level of poor mental health.  However, there are significant weaknesses with the study 
which limit its applicability, and quality follow up studies are urgently needed. 

Some researchers have also argued that poor mental health is associated with an unwanted pregnancy 
rather than abortion per se, but this interpretation relies upon “unwantedness” being a useful and readily 
definable term, which it is not.109,110,111,112,113 

Despite the controversy in the field, some women describe their own experiences of abortion as linked to 
mental harm.114,115,116,117 
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Aside from psychological conditions, numerous studies have identified emotional distress immediately after 
abortion and in the months following. Women experience a range of emotions after abortion, including 
sadness, loneliness, shame, guilt, grief, doubt and regret.118,119,120,121,122,123  However, some studies also 
identify positive reactions like relief, happiness and satisfaction.124  In the longer term, women exhibited 
cognitive dissonance, describing their abortions of 10 years or more ago in terms of negative emotions yet 
believing the correct choice was made.125  Specific strategies of avoidance were used to cope. 

Among US college students - women who had an abortion and men whose partners had an abortion – one 
third of women and one third of men were uncomfortable and expressed regret about the abortion 
decision.126  A third of men and women also experienced a sense of longing for the aborted foetus.  
Moreover, they often use terms like “child” or “baby” to describe their loss. 

 Results from a 2006 New Zealand study127 on mental health and abortion confirm other work 
showing a link between the two.128  The New Zealand study revealed that 42% of women who 
had an abortion experienced major depression in the four years prior to interview.  This is 
nearly twice the rate of those who had never been pregnant and 35 % higher than those who 
had continued their pregnancy.  This study also showed that abortion increased the risk of 
anxiety disorders.  The same research team undertook a more detailed follow up study 
correcting carefully for possible confounders, in which their earlier findings were confirmed.129  
In the more recent study, they concluded that women who had abortions experienced mental 
health disorders 30% more often compared to women who had not had an abortion.  The 
authors went further to suggest that there were good grounds for causality, but more work 
needs to be done before strong definitive statements about abortion causing mental health 
disorders can be made.  Another more recent paper from this group showed that the extent to 
which women reported an adverse reaction to abortion correlated with the extent of mental 
health disorders.130  Other researchers have also found a link between abortion and 
depression131,132,133, although some groups have not been able to confirm this.134,135  With regard 
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to post-abortion anxiety and possibly depression, others have found these mood disorders to be 
related to pre-abortion factors rather than to the abortion itself.136,137,138 

 A small proportion of women develop post traumatic stress disorder (PTSD) following 
abortion.139,140  This may be related to cultural factors.141  More recent studies have confirmed 
an elevated risk of PTSD after abortion which weakened but persisted after controlling for 
confounders.142,143  In one of these studies, abortions later in pregnancy were associated with 
higher PTSD scores.144  Incidence of first psychiatric contact for neurotic, stress-related or 
somatoform disorder was elevated 2-3 months after an abortion.145 

 Several studies have identified other psychiatric complications following abortion, and women 
who have an abortion are at higher risk of psychiatric admission compared with women who 
carried to term.146,147  In a Californian study, women who had an abortion were over-
represented in treatment categories that included bipolar disorder, neurotic depression and 
schizophrenic disorders.148  Nevertheless, a major UK study did not identify a difference in total 
psychiatric disorders between aborting women and those who carried to term.149  With regard 
to bipolar disorders, some researchers have found an association150, while others have not.151 

 The UK study referred to above did however identify an increase in deliberate self-harm, which 
includes substance abuse.152  Among women whose first pregnancy was unintended, those who 
had an abortion were at greater risk of substance abuse compared with those who carried their 
unintended pregnancy to term.153  When pregnancy was assessed in relation to past perinatal 
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loss - which included abortion, stillbirth and miscarriage - only abortion was found to be 
associated with an increased risk of substance abuse during that pregnancy.154 Other research 
has confirmed the relationship between abortion and substance abuse, perhaps as an attempt 
to cope with emotional loss.155,156,157  It may be that of all the mental health problems related to 
abortion, substance abuse might contribute most to the community mental health 
burden.158,159,160  

 Sleep disorders and disturbances are more common in women with a history of abortion.161 

 Several studies have identified relationship problems between couples where there has been a 
history of abortion, manifesting as sexual dysfunction.162,163,164,165 

 Some evidence exists for a ‘replacement pregnancy’ phenomenon, where a subsequent 
pregnancy may be seen as a way of resolving grief and stress about an abortion.166 

 

The Special Case of Abortion for Foetal Abnormality 

There is a solid body of evidence showing that when an abortion is undertaken for reasons of foetal 
abnormality the after effects can be particularly traumatic.  Health professionals need to be aware that 
strong and persisting grief is likely, similar to that experienced for a stillbirth, but with the additional factor 
that the abortion was chosen.167,168,169  In a major Scottish study, a majority of men and women 
experienced negative emotional responses and somatic complaints, including problems in their sexual 
relationships.170  Among women, 40% experienced coping problems lasting more than 12 months.  But the 
effects can last much longer.  For example, Dutch researchers found that grief and post-traumatic 
symptoms remained between 2 and 7 years after the event.171  In the same study, greater psychological 
distress was experienced by women when the foetus was at a more advanced gestational age.  Other 
researchers found that, contrary to expectations, traumatic stress at 4 years was not significantly different 
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to that experienced at 14 days.172  Recent research by the same group173 has shown, using functional MRI, 
that the neural activation pathways underlying grief in women who terminated their pregnancies because 
of foetal abnormality are the same as those involved in physical pain.   

The assumption that early detection and termination for foetal anomaly leads to better psychological 
outcomes for women is being questioned.174 

Recent prospective research identified adverse experiences following abortion for foetal anomaly.  At four 
months, 8.8% experienced grief, 45.8% showed symptoms of post traumatic stress, 12.2% exhibited 
psychological malfunctioning, and 27.9% had depression.175 These symptoms declined over the following 
year. 

 

Summary 

Abortion is associated with a wide range of adverse physical and psychological sequelae.  While research 
proving causality is limited, and much research in this field is yet to be conducted, there is already a large 
body of evidence describing the adverse outcomes.  Women are entitled to be made aware of all the 
associated risks.  Furthermore, because women who present for abortion are often ambivalent, and 
ambivalence is a known risk factor for later adverse effects, it is imperative that health professionals make 
it possible for women to consider all the relevant factors. 

The nature of abortion, with its complex medical, social, legal and ethical dimensions demands extra care 
on the part of health professionals to ensure that the needs of their patients are properly met. 
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