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INTRODUCTION – NOTE FOR TEACHERS
This factual guide is intended for students as a learning aid when 
studying abortion in a range of contexts – including Relationships, Sex 
& Health Education, PSHE and Religious Education classes. It provides 
sound evidence-based information on the law relating to abortion,  
prenatal development, the different methods of abortion, and the 
effects of abortion on the health and well-being of the mother. All of the 
information presented here is derived from official, scientific, academic 
or otherwise authoritative sources, and is fully referenced. 

life-changing event
Pregnancy is a
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WHAT IS ‘ABORTION’?
The Oxford English Dictionary defines ‘abortion’ 
as “the expulsion or removal from the womb of a 
developing embryo or fetus, spec. (Medicine) in the 
period before it is capable of independent survival […] 
In modern general use the unmodified word generally 
refers to induced abortion, whether caused by drugs or 
performed surgically”. 

What we commonly term ‘abortion’ (otherwise known 
as ‘induced abortion’) is a deliberate act to end the 
life of the developing human embryo or foetus in the 
mother’s womb, including causing the child to be 
expelled or removed from the womb before he/she 
can survive outside of it. The intention of the process 
is normally to ensure the embryo or foetus does not 
survive. Abortions may be performed even after the 
stage when the baby could survive outside the womb 
— sometimes right up to birth.

The
Facts

Note, the medical term 
‘spontaneous abortion’ 

is sometimes used to refer to 
a ‘miscarriage’ (where something 

goes wrong with the pregnancy and 
the unborn baby dies as a result). 

However, this should not be 
confused with an ‘induced 

abortion’.  
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The
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IS IT RIGHT TO CALL THE ‘EMBRYO’ OR 
‘FOETUS’ A ‘BABY’?
‘Embryo’ is the medical term given to the baby at the 
earliest stages of his/her life. The embryo begins as a 
single cell and continues to develop (see next section). 
From about eight weeks, we refer in medical terms not 
to the ‘embryo’ but to the ‘foetus’ (or ‘fetus’). These 
are simply words to denote human life at different 
stages, in the same way as ‘neonate’, ‘infant’, ‘child’ 
and ‘adult’ denote the next stages. 

In practice, of course, pregnant mothers refer 
naturally to the ‘baby’ in their womb rather than to 
their ‘foetus’, just as they refer to their newborn ‘baby’ 
rather than to their ‘neonate’. It is entirely reasonable 
for a pregnant woman to say, for example, that she 
‘felt the baby kick’. It is also reasonable for society 
in general to refer to an ‘unborn baby’ or ‘unborn 
child’. In reality, there is no other term that is naturally 
used – outside a scientific context – to describe the 
developing human in the womb. Unfortunately the 
term ‘foetus’ is often used in a dehumanising way in 
the abortion debate to imply that the unborn child is 
just ‘a thing’ rather than a human being with rights. 

BUT ISN’T THE EMBRYO 
OR FOETUS JUST PART 
OF THE MOTHER DURING 
PREGNANCY? 
No. There are many ways in which 
mother and baby are distinct 
human individuals from the outset, 
but perhaps the clearest proof of 
this comes from our knowledge of 
genetics. The cells of the mother’s 
body have their own shared genetic 
code, and the cells in the baby’s 
body also have their own shared 
genetic code. But those two codes of 
mother and baby are different from 
one another. In biological terms, 
the baby is very definitely a distinct 
living human being from the time 
of conception onwards. Moreover, 
if a baby were merely a part of a 
pregnant woman we would have 
to say that the woman had, after a 
number of weeks, two hearts, four 
eyes, two noses, etc. This is clearly 
not the case.

Is it a
baby?!

?
‘Foetus’ 

(of ‘fetus’): 
a Latin word 

meaning ‘offspring’ 
or ‘young while still 

in the womb’ 
(OED)

FOETUS

‘Embryo’ 
comes from 

the Greek word 
‘embryon’, meaning 

‘a young one’ or 
‘that which 

grows’. 

EM
BRYO

έμβρυον
76
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HOW DO WE MEASURE 
THE TIMESCALE OF A 
‘PREGNANCY’?
What’s the difference between 
foetal age ‘from conception’, and 
‘gestational’ age?

Human life begins at ‘conception’, and 
‘pregnancy’ refers to the support given 
by the woman’s body to the embryo/
foetus she is carrying or ‘gestating’ 
and the changes to her body this 
involves. 

Due to the difficulty of determining 
when exactly conception has taken 
place, doctors and medical staff will 
usually count the length of ‘gestation’ 
or ‘pregnancy’ from the first day of the 
mother’s last menstrual period (LMP). 
However, in the context of embryology 
(the science of the developing 
embryo and foetus) we tend to time 
the development of the baby from 
conception, as we do below (unless 
otherwise stated as being from LMP).

HOW ‘DEVELOPED’ IS THE 
UNBORN CHILD AT THE TIME 
OF AN ABORTION? ISN’T IT 
JUST A CLUMP OF CELLS?
A unique human being comes 
into existence at the moment of 
conception, and then goes through 
an amazing journey of development 
during his/her first nine months of life. 
This is important when considering 
abortion, as each stage bears 
testimony to the humanity of the 
unborn child.

The first days of life
Fertilisation [or conception – as it is also known] is 
the precise moment when a sperm from the father 
penetrates an egg [or ovum] from the mother and a 
new unique human life begins.1

An egg is released from the ovary and travels 
along the fallopian tube where it is fertilised. Once 
fertilisation (or conception) has taken place the 
baby, known as an ‘embryo’ at this stage, travels 
slowly along the fallopian tube dividing rapidly 
3.  Around the 6th day the embryo begins 
to embed itself into the thick 
spongy lining of the womb 
— a process known as 
‘implantation’, which is 
complete by around the 12th 
day.4

Certain forms of birth control, including the 
Morning After Pill and Intrauterine Device (IUD, 
or ‘coil’), may interfere with this process of 
implantation resulting in the early death of the 
embryo.5 

Once implantation occurs, the embryo sends out 
a hormonal signal which prevents the mother’s 
period – usually her first indication of pregnancy.6 

The embryo begins as a single cell and continues 
to develop. After the 8th week, we normally refer 
not to the ‘embryo’, but to the ‘foetus’ (or ‘fetus’). 7

How 
babies 
develop SPERM

EGGHow 
babies 
develop

Amazing Fact! 
Incredibly around 

200-600 million sperm will 
have come from the father 

during intercourse and will be 
attempting the journey trying 

to penetrate the mother’s egg – 
which only ONE gets to do. Your 
conception was truly unique – 
one event out of hundreds of 

millions that could have 
occurred 2

AMAZING FACT! 

How 
babies 
develop

WHAT ABOUT TWINS?
Twins and other ‘multiples’ (triplets, 
quadruplets, etc) come about in several 
different ways: 

 ▷ Sometimes a fertilized egg (or “em-
bryo”) will divide into two (or more) 
embryos who  then continue to develop 
separately. This results in what’s known 
as ‘identical twins (multiples)’ since 
each embryo shares the same set of 
original genes.

 ▷ Sometimes a woman or girl may release 
more than one egg during her monthly 
ovulation. If this happens each egg 
may be fertilized by a different sperm, 
resulting in what is known as ‘fraternal 
twins (multiples)’, whose original gene 
set is not exactly identical, but related 
in the same way as that of any other 
siblings with the same parents.
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Image: Single sperm fertilising a human egg
Coloured light micrograph
Credit: Richard Rawlins / Custom Medical Stock Photo / Science Photo Library
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First Trimester
1-3 months; 0-13 weeks

At just 17 days from 
conception, the future sex 

cells that will later produce 
this person’s sperm or eggs, 

helping them in turn conceive their 
own children, have already started 

to form and group together. Just 
think, even at this early stage this 

human life is already getting 
ready to reproduce the next 

generation! 13 

AM
AZ

ING
 FACT! 

The baby 
has his/her own 

blood supply, and often 
has a different blood type to 
that of the mother. That just 

goes to show how mother and 
baby (though they have a very 

special relationship) are 
two unique and different 

individuals.  

AMAZING FACT! 

Second month of life (4-8 weeks)
Over the second month, the embryo grows fast, from just 6mm 
at 4 weeks to around 4cm at 8 weeks (measured from top of the 
head to bottom of the spine). Other vital developments take 
place:

 ▷ 5th week - The lung buds begin movements as if they are 
practising for breathing.14 

 ▷ 6th week - Brain waves can be detected on an EEG ma-
chine;15  cartilage, skeleton and reflexes are present; baby 
begins to move and is responsive to touch.16  Nose, tongue, 
fingers and toes start to form.17  Milk teeth buds appear.18  
99% of muscles are present, each with its own nerve 
supply.19 

 ▷ 8th week - All major organs are now established in early 
form; the liver is making blood. Eyelids, ears, genitalia, 
skull, elbows and knees are forming. 4,000 of the 4,500 des-
ignated structures in the adult body are already present.20 

 

First month of life (1st - 4th weeks) 
Following implantation, the baby continues to develop 
dramatically over the next few weeks. Although the embryo 
is still tiny, the complexity of that early life is already 
extraordinary:

 ▷ 2 weeks (17 days) Blood vessels begins to form;8  (18-20 
days) brain, spinal cord and nervous system start to form.9 

 ▷ 3 - 4 weeks (21 days) Baby’s heart begins to beat.10 

 ▷ The body is rapidly developing. The lungs have begun 
to form, as well as the baby’s arms and legs; eyes, nose, 
mouth and tongue, with the face now beginning to take 
shape.11  The baby’s blood (distinct from that of the moth-
er) begins to flow in his/her arteries and veins.12 

 

Third month of life (9-13 weeks)
Baby develops a whole range of new actions 
and movements, including hiccupping, 
frowning, squinting, furrowing the brow, 
pursing the lips, moving individual arms 
and legs, head turning, touching the face, 
breathing movements, stretching, opening 
the mouth, yawning, and sucking.21 

 ▷ 9th week - Genitalia are now visible 
outwardly indicating sex of baby.22

 ▷ 10th week - Fingerprints begin to 
form.23 The baby’s skeleton starts its 
formation into hard bone from soft 
cartilage.24 

 ▷ 11th week - Vocal chords and taste buds 
form.25 

 ▷ 12th week – Baby can swallow, urinate 
and has bowel movements.26 

By 10 weeks the baby is fully formed in 
that all the body parts and organs are now 
present that you would find in a full-term 
baby. All the baby has to do from this stage 
on is to grow and mature, with everything 
developing in functionality.

1110

Image: Human foetus 7-8 weeks old
 Credit: Dr G. Moscoso / Science Photo Library
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ABORTION  LIMIT: 24 WEEKS
Abortion is legal up to the 24th week (LMP) of 
pregnancy (when the baby would normally be 
22 weeks from conception) for ‘social reasons’, 
but legal right up to birth on certain grounds 
including that of suspected disability (see below 
for explanation of the Abortion Act). Babies 
born prematurely at this stage, and many even 
earlier, can survive with the appropriate medical 
treatment and care. At present, approximately 
one third of babies born at 22 weeks (LMP) in the 
UK will survive with active care, and this rises to 
an average 82% survival rate for those born at 26 
weeks (LMP). 33

Fourth Month (14-17 weeks)
The baby may suck his/her thumb, do somersaults, grip tightly and start to 
develop sleeping patterns. Eggs start to develop in the ovaries of baby girls.27  
The baby responds to light28 and may be starting to hear sound from as early as 
16 weeks, even being able to respond with facial expressions to different music.29 

Fifth Month (18-21 weeks) 
During this stage the mother may start to feel the baby turn, kick and hiccup, 
and sometimes notice the protruding elbow or head of the baby as he/she 
moves around.  A baby boy’s testes will descend.30 All organs are now functioning 
(except for the lungs); the skin develops sweat glands.31

Sixth Month (22-26 weeks) 
By 20 weeks the baby is 28cm (from crown to heel) and weighs 500g. He/she has 
finger and toe nails, head hair, eyelashes and eyebrows. Rapid Eye Movement 
(REM) can occur, indicating that the baby dreams when asleep.32 

Second Trimester 
4-6 months; 14-26 weeks

Image: Second trimester human foetus in the womb
Credit: mrallen - Adobe Stock

Figure 1 Lyla Stensrud shortly after birth
Photo courtesy of Courtney Stensrud hopefaithandrockstars.com

Figure 2 Lyla Stensrud at 4 years old
Photo courtesy of Courtney Stensrud hopefaithandrockstars.com

Lyla is attending preschool, and 
apart from a slight delay in speech 
has no other known medical issues 
or disabilities.

LYLA’S
STORY

At 24 weeks (LMP) 
the average baby 

weighs about 0.6kg (1¼ 
Ib) and measures about 30 

centimetres (12 inches) from 
head to heel. This is likely to 
be the same length as your 

school ruler!

24
 WEEKS 

The youngest a premature 
baby has survived is from 
approximately 19 weeks 
after conception (21 weeks 
pregnancy LMP). In 2014, the 
current record holder, Lyla 
Stensrud, born in San Antonio, 
Texas, U.S was born at 21 weeks 
4 days (LMP) and weighed 410 
grams (less than a pound). 

1312
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Seventh Month  
(27-31 weeks)
The baby’s eyelids reopen, as he/
she prepares to see the world 
outside the womb;34 the eyes can 
also produce tears35 and the pupils 
react to light.36 The baby’s sense 
of smell starts to function during 
this stage.37 The lungs continue to 
prepare by producing a substance 
called ‘surfactant’, necessary for 
breathing after birth. 38 

Eighth Month  
(32-36 weeks)
Head hair is growing by this 
stage and the baby’s skin, which 
had been red and wrinkled in 
appearance, is now changing to 
the familiar look of the baby at 
birth. The digestive system further 
develops with the baby’s main 
valve leading to the stomach 
beginning to function.39 By week 35 
the baby has also developed a firm 
hand grasp! 40

Third Trimester
7-9 months; 27-40 weeks

As the organs and body parts 
are all present and generally 
fully functioning, the third 
trimester of the pregnancy 
is above all a period where 
the baby grows and matures, 
with the chances of survival 
outside the womb increasing 
day by day. 

Ninth Month (36-40 weeks)
In the last four weeks before birth, the lungs will 
continue to mature and the baby is gaining antibodies 
from his/her mother. The fingernails and toenails may 
grow quite long, and will be ready for cutting soon 
after birth.

By the time the baby reaches full term (38 weeks from 
conception, or 40 weeks of pregnancy LMP), he/she 
will typically weigh between 3 - 4kg (6 - 9 lb). At this 
stage, the baby is not very reliable – only about one in 
20 will be born on the official due date!

 Although birth is a momentous event for both baby 
and mother (not to mention the father and all the 
other anxious parties) the baby is fundamentally just 
the same before and after the birth. He/she obviously 
has to adapt very rapidly to the new environment – 
noisy, bright, dry and oxygen-filled – but is the same 
distinctive individual the day before his/her birth and 
the day after.

Newborn baby

1514
Image: Unborn baby 20 weeks from conception 
Credit: © Life Issues Institute
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Abortion
HOW ARE ABORTIONS  

CARRIED OUT?
Broadly, the methods used to carry out 
abortions fall into two main categories: 

What are called ‘medical abortions’ 
are mainly carried out by means of 

abortion-causing drugs; whereas ‘surgical 
abortions’ mainly involve some form 
of invasive surgical procedure. Some 

abortions may involve elements of both, 
although they will be recorded as one 
or the other. In 2019, 73% of abortions 

carried out on residents of England 
and Wales were registered as ‘medical 
abortions’ and 27% were registered as 
‘surgical abortions’ (88% ‘medical’ and 

12% ‘surgical’ in Scotland). 41

Abortion

17
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has taken both drugs, then a 
further surgical abortion to 
remove the baby or his/her 
remains may be undertaken.  
Between 3-13% of medical 
abortions may be incomplete 
depending on the stage of 
the baby’s development and 
the timing and regimen of the 
drugs taken.44 

Later abortions

Medical abortions can be 
undertaken for later term 
abortions after 14 weeks, 
but this would be a riskier 
procedure for the mother, 
involving higher and/or 
additional doses of the drugs 
and would normally involve a 
stay in the hospital or clinic. 
The cervix (neck of the womb) 
will also require additional 
preparation to ensure it is 
sufficiently dilated (opened 
up) to aid delivery of the larger 
(in most cases, dead) baby. 45 
This is done either using the 
drug Misoprostol (inserted 
into the vagina or orally), or 
by other methods such as 
the use of hydrogel dilation 
sticks (Dilapan), which are 
inserted into the cervix and 

expand as they absorb its 
moisture, forcing the cervix to 
prematurely open up. 

For later medical abortions, 
beyond 21 weeks and 6 days 
of pregnancy (around 20 
weeks from conception), 
guidelines from the Royal 
College of Obstetricians 
and Gynaecologists (RCOG) 
advise that the life of the baby 
should be ended deliberately 
before forced delivery by the 
prostaglandin drug begins. It is 
recommended that this is most 
effectively done by inserting 
a needle into the womb, and, 
with the abortionist directed 
by an ultrasound image, 
injecting a poison, potassium 
chloride, directly into the 
baby’s heart. If no sufficiently 
‘skilled’ personnel are available 
to perform this very precise 
‘intracardiac’ procedure, 
the guidelines recommend 
the baby may otherwise be 
killed by injecting other toxic 
substances (‘dixogen’ or 
‘lidocaine’) into their umbilical 
cord, thorax (upper body) or 
amniotic sac. 46

‘MEDICAL ABORTIONS’

RU486

Tablets

‘Medical abortions’ commonly 
involve the use of two different 
drugs. The first, taken in tablet 
form at a hospital or clinic (and 
from March 2020 it has been 
allowed to be taken at home) 
is ‘RU486’, normally marketed 
under the name ‘Mifepristone’ 
(also ‘Mifegyne’ or ‘Mifeprex’). 
This powerful drug, a synthetic 
steroid, is designed to block 
the natural hormone called 
‘progesterone’ which is 
required to maintain the lining 
of the uterus during pregnancy. 
The womb lining, starved of 
progesterone, breaks down, 
normally ending the life of the 
baby as it does so. 

A second drug, Misopristol is 
normally provided (in either 
tablet or vaginal pessary form) 
and is often now taken at 
home. This is what’s known 
as a ‘prostaglandin’ drug, 
which will cause powerful 
contractions in order to expel 
the baby, accompanied by 
cramps and bleeding. The 
mother is involved in the whole 

process, and is fully aware of 
the effects the drugs are having 
on her body as they happen. If 
the baby is aborted at home, 
this can be very traumatic for 
the mother, particularly as 
she may have to deal with the 
identifiable body of her baby.

Second thoughts

If the mother changes her 
mind after taking the first 
pill, and the abortion is not 
complete, it is possible in 
some cases to reverse the 
effects of Mifepristone and 
save the baby if she is provided 
with a specially formulated 
Progesterone supplement to 
help counter what has been 
blocked by Mifepristone. 42 
This is known as ‘abortion pill 
reversal’ (APR). Babies may 
also sometimes survive even 
without APR after the first, or 
even both, abortion pills have 
been taken. 43  

Incomplete abortion

If the medical abortion is still 
incomplete after the mother 

1918
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Vacuum Aspiration 
The majority of surgical abortions are performed up to 14 weeks 
of pregnancy (and sometimes up to 16 weeks) by a method known 
as ‘vacuum aspiration’ or suction abortion, which involves the 
dismemberment of the unborn child with a vacuum device. To perform 
this operation, the mother’s cervix must first be dilated (stretched open) 
using surgical instruments. The abortionist will then insert a plastic tube 
into the womb. Sharp-edged openings near the tip of the tube help to 
dismember the baby so the parts are small enough to be sucked through 
it. The baby, alive at the start of the process, is torn apart and extracted 
through the tube into a container — the contents of which are then 
checked to ensure the abortion is complete. Forceps may also be used 
to empty the uterus. If any parts of the baby or placenta remained in the 
womb this could otherwise result in serious infection. 47 

Vacuum aspiration is mostly used for earlier abortions; when it is used 
for later abortions, it is often necessary to use other instruments to 
remove or crush parts of the baby – such as his or her leg bones – that 
are too large to pass through the tube.

Dilation and Evacuation (D & E)
Surgical abortions after 14 weeks LMP are usually carried out by means of a procedure 
known as ‘dilation and evacuation’ (D & E). Due to the size of the baby at this stage 
(typically 9-10cm/4 inch from crown to heel by 14 weeks LMP) he/she can no longer be 
so easily sucked apart through the tube. The cervix must also be specially prepared the 
day before (using the methods described above) so it can be more widely dilated (forced 
open). The abortionist would insert a suction tube to drain the amniotic fluid surrounding 
the baby, and would then typically use Sopher forceps (surgical metal tongs with jagged 
oval jaws) to grasp and pull the baby apart, extracting all the body pieces possible. The 
suction tube or a curette (loop shaped knife to scrape the lining of the womb) would then 
be used to ensure the uterus is free of any remaining baby parts, placenta or other tissue.  
All these extracted parts would then be reassembled in order to see that the abortion is 
complete, as otherwise serious complications for the mother may result. 48 For all later 
term abortions beyond 21 weeks 6 days gestation, RCOG guidelines recommend that the 
baby is killed (feticide) before attempted extraction wherever there is any possibility that 
they might otherwise be born alive. 49

Hysterotomy
This involves making an incision in the womb 
and removing the baby as with a caesarean 
section, except that the baby’s life would 
be deliberately ended before or during the 
procedure (feticide), either by lethal injection 
or clamping of the umbilical cord. Although 
rare, this is still a method recommended in 
certain cases where they may be problems 
extracting or passing the baby, dead or alive, 
though the normal cervical-vaginal route.50

Intact Dilation and Extraction  
(‘Partial Birth Abortion’) 
Some countries permit this later term surgical method. After 
preparation and dilation (opening up) of the cervix, the baby is 
pulled out from the womb feet- or buttocks-first, and then, in 
order for the baby to more easily fit through the birth canal, the 
abortionist punctures or crushes the base of the baby’s skull 
before using a powerful vacuum device to extract their brain, 
imploding the head. The baby may or may not be deliberately 
killed before delivery (‘feticide’).51

This procedure was the subject of considerable political debate 
in the United States. The Partial-Birth Abortion Ban Act of 2003 
was passed by Congress — the process (during which the baby 
is still alive) already having been outlawed in more than half of 
the individual States. The process is not specifically banned in 
Britain, where ‘medical’ as opposed to surgical abortions are 
common late in pregnancy and where abortion right up to term 
is allowed in certain circumstances. 

SURGICAL ABORTIONS

Image: Forceps used during an abortion 
Credit: © The Graham Collection
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In the United Kingdom obtaining, 
performing or supplying the means to 
perform an abortion is still technically 
a criminal offence under the terms of 
the Offences Against the Person Act 
1861 (sections 58 and 59). However, 
in the case of England, Wales and 
Scotland the Abortion Act 1967 states 
that no prosecution will take place if 
two doctors ‘are of the opinion’ that the 
pregnancy would involve a greater risk 
to the mother’s life, or physical and/
or mental health (or that of her other 
children) than having an abortion, or 
that there is a ‘substantial risk’ that 
the child might be born ‘seriously 
handicapped’ [disabled]. The Abortion 
Act does not take into account the 
rights or welfare of the unborn child and 
leaves ‘substantial risk’ and ‘seriously 
handicapped’ open to interpretation. 

The vast majority (98%) of the 207,314 
abortions performed in 2019 on 
residents of England and Wales (and 
13,583 performed in Scotland) were 
certified by doctors on the basis that 
having the abortion would be less of 
a risk for the mother’s mental (and/or 
physical) health than having the baby 
(ticking ‘ground C’ on the abortion 
authorisation form). 52  In practice, an 
abortion being requested is seen as 
reason enough in most cases to allow 
an abortion under ground C, which 
permits abortion up to the 24th week 
of pregnancy. Abortion is allowed right 
up to birth if there is a ‘substantial risk’ 
the baby is disabled, or if the doctor 
states it is necessary to save the life of 
the mother or prevent ‘grave permanent 
injury’. 53 

Th
e 

La
w

Doctors have the legal right to refuse to 
certify an abortion, either because the 
request for abortion does not meet the 
specified grounds of the Abortion Act or 
on grounds of ‘conscientious objection’. 
The Act states that the doctor only has a 
‘duty to participate in treatment which 
is necessary to save the life or to prevent 
grave permanent injury to the physical 
or mental health of a pregnant woman’. 
54  (Note that in some cases, life-saving 
treatment for a woman who is also 
pregnant will involve focusing on the 
woman’s body only and not that of her 
baby, but it may result in the death of her 
unborn baby.  This is not an abortion, 
and will often be morally as well as 
legally acceptable, even if the baby will 
die as an unintended side-effect.)  

The Abortion Act was never extended 
to Northern Ireland and most forms 
of abortion remained against the 
law there until the country’s law on 
abortion was overturned by the UK 
Parliament in October 2019. 55 The UK 
Government subsequently introduced 
new regulations on abortion for 
Northern Ireland in May 2020 which 
allow for abortion on demand (for no 
given reason) up to the 12th week of 
pregnancy; abortion up to the 24th week 
with the permission of two doctors on 
unspecified mental and physical health 
grounds (which can be interpreted very 
widely); and abortion up to birth if the 
baby is judged to be disabled, or on the 
grounds of safeguarding the life of the 
mother, or ‘to prevent grave permanent 
injury to the physical or mental health of 
the pregnant woman’. 56

WHAT IS THE LAW ON ABORTION IN THE UNITED KINGDOM? 
WHEN AND AT WHAT STAGE ARE ABORTIONS LEGALLY ALLOWED?

Since 1990, when the Abortion Act was 
amended, there have been no time limits to 
abortion, which effectively means it can be 
carried out right up to birth, in cases where 
‘there is a substantial risk that if the child 
were born it would suffer from such physical 
or mental abnormalities as to be seriously 
handicapped’. 57  In 2019, 3,183 abortions 
on residents of England and Wales (and 211 
in Scotland) took place on such grounds, 
including at least 598 late term abortions 
over 22 weeks.58  Aside from the inequality 
and injustice to the disabled child, what 
constitutes ‘seriously handicapped’ has 
been interpreted in a very wide sense.  For 
example, 656 babies with Down Syndrome 
were aborted in England and Wales (and 
34 more in Scotland) in 2019, even though 
the NHS states that most people with the 
condition ‘lead healthy and fulfilled lives’;59  
and 17 babies in England and Wales were 
aborted in the same year for cleft lip and 
cleft palate even though the NHS states that 
the majority of children with this condition 
‘grow up to have completely normal lives’ 
and that most treatment will resolve 
associated problems including physical 
appearance. 60 

ABORTION AND DISABILITY
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‘Informed consent’ is a very important principle 
of medical ethics and international human rights 
law. According to the NHS, a person must be 
able to make their own decision whether or not 
to accept any form of medical treatment offered 
to them, after being ‘given all of the information 
about what the treatment involves, including the 
benefits and risks, whether there are reasonable 
alternative treatments, and what will happen if 
treatment does not go ahead’. 61 Doctors are not 
legally required actually to meet a woman or 
girl before signing off her abortion (whether in 
person, or by video link or telephone), although 
Department of Health guidance says it is ‘good 
practice’ for at least one of the two doctors 
certifying the abortion to do so. Doctors should, 
however, be able to show they have signed off the 
abortion after forming an opinion ‘in good faith’ 
that the legal grounds for abortion have been met. 

The Government has acknowledged, however, 
that some practices ‘call into question whether 
doctors and abortion providers have acted in 
accordance with their legal obligations under the 
Abortion Act’. These include:

 ▷ doctors pre-signing blank abortion forms in 
advance (and even the photocopying of their 
signatures)

 ▷ doctors approving abortions based solely on 
information given by others (such as a mem-
ber of the clinic staff, or the other doctor), 
without having seen, studied the records of, 
or dealt in any way with, the patient seeking 
an abortion. 

 ▷ The Department of Health and Social Care 
has also reported that around 10% of paper 
abortion certification forms they receive are 
returned because of ‘missing, incomplete or 
invalid data’. 62

One recent investigation of Marie Stopes abortion 
clinics by a national newspaper found that 
women were being signed off for abortions after 
only a brief phone conversation with a call centre 
worker, and discussions could be as short as 22 
seconds. 63  A 2017 report by the Care Quality 
Commission (CQC) noted that staff at a Marie 
Stopes abortion clinic “were concerned that 
‘Did Not Proceed’, the term used when women 
decided not to proceed with treatment, was 
measured as a KPI [Key Performance Indicator] 
and linked to their performance bonus. They felt 
that this encouraged staff to ensure that patients 
underwent procedures”, and that “the pressurised 
environment and linking of KPIs to performance 
bonuses meant that there was a culture that 
worked against patient choice”. 64  

Pressuring or coercing someone into having an 
abortion is unethical and can be illegal. Pressure 
and coercion are also recognised risk factors for 
mental and emotional problems after abortion. 65   

Pressure on a women or girl to have an abortion 
can come from one or more sources — the partner, 
parents, doctors, nurses, friends, teachers, 
employers.  One U.S. study, in 2004, found 64% of 
women had felt pressurised into the decision to 
abort, and more recently (2017) 73.8% of post-
abortive women seeking counselling reported 
being pressured into abortion. 66  Those who 
pressure women or girls often think they are 
helping and that they know what is best, but 
they cannot know how that woman or girl will 
cope with an abortion, how it will affect her, and 
don’t realise they can be adding to the stress 
and ‘threat’ she already feels. The woman or girl 
herself may add pressure — worrying about how 
she will cope, what others will say, or how other 
people will be affected by her pregnancy, leading 
to a permanent ‘solution’ from fear of temporary 
problems. 

‘Informed Consent’ 
vs

‘Coercion’ 
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IS ABORTION SAFE?
By its very nature a ‘successful’ abortion 
will result in the deliberate loss of at least 
one human life — that of the unborn 
child. Having an abortion, however, may 
also involve risks to the health and well-
being of the mother. The risks are both 
physical and psychological. The immediate 
physical risks associated with abortion 
are statistically relatively small, but as the 
overwhelming majority of abortions are 
performed for ‘social’ rather than medical 
reasons, healthy women and girls are being 
unnecessarily exposed to these risks. 69  

Death of the mother directly as a result 
of an abortion is rare in the UK but does 
happen.  The Office of National Statistics 
has recorded at least 170 maternal deaths 
directly resulting from induced abortion 
since the Abortion Act came into force. 70 
When deaths from all causes are examined 
in the first year following an abortion, 
several large studies have identified an 
increased risk compared to either giving 
birth or never being pregnant.71

There are a range of possible physical 
complications resulting from abortion, 
which may depend on the type of 
procedure performed and at what stage 
in the pregnancy the abortion is carried 
out. Complications may be immediate 
and occur very close to the abortion, but 
other complications may occur months or 
even years afterwards. 72 For statistics and 
information concerning both short and 
longer term complications we must rely 
on whatever credible research has been 
published. Such complications can include 
infertility, premature birth and ectopic 
pregnancy.

Although medical abortion (i.e. abortion 
via drugs) is now promoted as a simple 
procedure which can be self-managed 
in a home setting, it can result in a range 
of recognised complications, including 
infection and haemorrhaging, which may 
require hospital admission, emergency 
treatment, blood transfusion and/or 
intravenously delivered antibiotics. 73 
Medical abortion sometimes fails to abort 
the pregnancy as intended, with the baby 
surviving but in certain cases experiencing 
harm or damage, particularly due to the 
effects of misoprostol (the second tablet 
used in the medical abortion). The most 
recent comprehensive research states that 
such adverse effects or method failure 
occur in 3-5 % of early (first trimester) 
medical abortions, with the risks rising 
significantly at later stages of pregnancy. 74

The immediate physical complications 
of surgical abortion can include 
haemorrhage, perforation of the uterus, 
laceration of the cervix (neck of the womb), 
retained tissue (incomplete abortion), 
infection and sepsis. 75

Both surgical and medical abortion can 
also result in longer term problems.  Risks 
may  include:

 ▷ Psychological and mental health 
issues

 ▷ Infertility

 ▷ Premature delivery in subsequent 
pregnancies

AT WHAT STAGE DOES THE UNBORN 
BABY FEEL PAIN DURING AN 
ABORTION?
As babies being aborted are not normally given 
an anaesthetic directly (although it is claimed 
that, if the mother has a general anaesthetic, 
this will also affect the baby), the question of 
the age from which an unborn baby can feel 
pain is all too real an issue.  The Royal College 
of Obstetricians and Gynaecologists (an 
organisation which strongly supports abortion) 
concluded in a report that the foetus can only 
experience pain (as we understand it) from a 
later stage of development such as 24 weeks 
gestation (LMP) when ‘higher functions’ of the 
brain have further developed. 67  However, one 
of the experts involved in this report, Professor 
Stuart Derbyshire, has since published an 
article with another author in the Journal of 
Medical Ethics suggesting that experience of 
pain may be possible between 13 and 24 weeks.  
Addressing the US Congress on a bill that sought 
to ban later term abortions, the neurobiologist 
Maureen Condic warned that unborn children 
have the capacity to feel pain from as early as 
eight weeks. 68

The fact is that we cannot know for sure, as the 
unborn child cannot communicate exactly what 
they are feeling and experiencing to us. We can 
only make a judgement based on observation 
of behaviour and what we know of the way 
the body and nervous system works at each 
developmental stage. In other areas, we take a 
sensible precautionary approach when there is 
any uncertainty whether pain will be inflicted 
upon a living individual. However, whether 
or not the baby feels pain is not necessarily 
relevant to whether or not it is right to end his or 
her life. 
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Infertility
Infertility is generally defined as an inability 
to conceive and become pregnant after 
12 months or more of trying, and may or 
may not be a permanent state following 
diagnosis and/or treatment. Certain of 
the known causes of infertility in women 
can be caused by abortion. These include 
damage to the cervix (neck of the womb),76  
damage to the endometrium (lining of the 
womb),77 infection and Pelvic Inflammatory 
Disease (PID),78  incomplete abortion (where 
parts of the baby or placenta are left in the 
womb),79 and Intrauterine Adhesions (IUAs, 
or Asherman Syndrome), in which scar tissue 
(‘adhesions’) forms in the base layer of the 
womb lining.80  Infertility as a result of certain 
of these conditions might only be detected 
when a woman is trying to have another 
baby.

Subsequent Pregnancies
Although this is a controversial field of 
research, numerous studies over the 
past decade have identified an increased 
risk of premature delivery in subsequent 
pregnancies following abortion, 81 and recent 
evidence strongly suggests that this is in 
large part due to instruments used during 
surgical abortion procedures, resulting in 
trauma to the cervix (neck of the womb), 
since medical abortion does not appear to 
have the same risk.82  

Further Questions re Breast Cancer  
Whether the risk of breast cancer is increased by abortion is a controversial 
question that has been the subject of numerous medical and academic 
studies, with a number showing increased risk83  and others showing no 
risk.84  At the very least, and on precautionary grounds, women and girls 
seeking abortion need to be made aware of the divergent research on the 
matter and how the subject is still in dispute. 

During pregnancy, many dramatic changes occur in a woman’s body, 
including in her breasts, and abortion interrupts these changes as well as 
the pregnancy itself. The main theory behind the link is that one result of 
that interruption is that it leaves the mother with breast tissue cells that 
are unstable, immature and still in the process of transforming, and they 
are therefore vulnerable to cancer. 

What is an uncontroversial fact is that carrying a first pregnancy to birth 
is protective against breast cancer, which means that a woman will have 
a higher breast cancer risk if she aborts her first pregnancy compared to 
carrying to term.85

Psychological Effects of Abortion
In scientific terms, proving that abortion is the exact ‘cause’ of mental 
health issues will always be difficult due to the variety of factors that can 
influence mental health, as well as feelings towards a pregnancy outcome, 
and the difficulty of conducting randomised control trials where suitable 
groups need to be found to compare with one another. Most studies 
therefore examine the ‘association’ between abortion and mental health, 
which some researchers argue suggests a cause-and-effect relationship. 

At the very least, women and girls seeking an abortion should be made 
aware that there is a large body of research showing a link between 
abortion and psychological harm,86  even though a number of studies, 
including certain high-profile studies, conclude the opposite.87

Risks
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A more detailed 
survey of the impact 
of abortion on women’s 
health can be found in the 
free SPUC publication, 
Abortion and Women’s 
Health: An evidence-
based review for medical 
professionals of the 
impact of abortion on 
women’s physical and 
mental health, by Dr Greg 
Pike, Founding Director 
of Adelaide Centre for 
Bioethics and Culture, 
Australia (Society for the 
Protection on Unborn 
Children, 2020).

As well as the published 
research there are also 
many real-life testimonies 
from both women and 
men who have suffered 
as a result of an abortion 
experience.

Real-life testimonies can 
be found here:

Her Voice website
hervoice.org.uk 

Many women and 
men seek help from 
organisations like ARCH:

Abortion Recovery  
Care and Helpline 
archtrust.org.uk  

Women who have had an abortion have been 
shown in several large studies to have a higher 
risk of depression and other mental health 
disorders.91  A 2006 New Zealand study revealed 
that 42% of women who had an abortion 
experienced depression, which was nearly twice 
the rate of those who had never been pregnant 
and 35 % higher than that of those who had 
continued their pregnancy.92 This same study 
also showed that abortion increased the risk 
of anxiety disorders. A further 2016 American 
study also showed a 25% elevated risk of anxiety 
following an abortion, and that approximately 
10% of all mental health disorders are associated 
with an abortion experience.93 Abortion has also 
been linked to the development of post-traumatic 
stress disorder (PTSD) in some women.94

Studies have also shown that:

 ▷ There can be relationship problems arising 
after abortion, including sexual dysfunc-
tion.95

 ▷ Abortion has been linked to an increase in 
deliberate self-harm and substance abuse.96

 ▷ In subsequent pregnancies, post abortive 
women are more likely to experience 
depression, anxiety and PTSD and to abuse 
substances.97

 ▷ Women who have an abortion have been 
shown to be at higher risk of psychiatric ad-
mission compared with women who carried 
to term,98  and to have a higher incidence of 
bipolar disorder, neurotic depression and 
schizophrenic disorders.99

 ▷ Suicide risk increased post-abortion. For 
instance, a 2015 study from Finland found 
that women were six times more likely to 
commit suicide after an abortion than after 
giving birth.100

Mental 
Health

RECENT RESEARCH FINDINGS
Numerous studies have identified emotional distress both immediately after 
abortion and in the months following. Women may experience a range of 
emotions after abortion, including sadness, loneliness, shame, guilt, grief, doubt 
and regret.88 While some studies have also identified positive reactions like relief 
and satisfaction,89  even those women who believe they made the correct choice 
in their abortions of 10 years ago or more may still describe these abortions in 
terms of negative emotions.90  Until there is sufficient research which follows 
women to the end of their lives, we will not have the full picture of how women are 
affected emotionally and mentally by abortion.
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“By the time I was 14, I had lost my virginity. Once 
I was no longer a virgin, I thought it didn’t matter 
anymore. I thought I could keep giving myself 
away without consequences. In my final year of 
high school, just shy of turning 16, I discovered 
I was pregnant. I was in denial and went into 
auto-pilot. Before I knew it, I was sat in the 
sexual health clinic taking a pregnancy test. The 
counsellor and nurse encouraged me to agree for 
them to schedule an abortion. 

On Saturday the 15th of December 2007, after 
telling my parents I was going to a friend’s house, 
I took two buses to the Marie Stopes clinic to 
have a termination. I was 10 weeks pregnant. I 
knew that I would have a surgical abortion, but 
other than that, I waited to be guided. The first 
surprise was being taken to have an ultrasound 
scan. I remember thinking it was cruel to put 
someone through that who would never have the 
baby. They explained that they had to check the 
gestation, and that they would turn the screen 
away from me. It wasn’t the happy moment 

I’d imagined I’d have when having my first 
ultrasound. I went back to the waiting area with 
the other women.

I remember the tension in that room. Everyone 
was avoiding eye contact with each other. I 
was given a robe to change into and was really 
embarrassed when the nurse walked me down 
the corridor in it. I saw the bed and stirrups. That’s 
when I decided to switch off so I could just go 
through with it as I’d vowed to do. It would be 
over quickly, and I could just leave that afternoon 
without ever having to think about this experience 
again. So I thought. 

After the abortion, I had to wait for the anaesthetic 
to wear off before I could leave. My stomach was 
cramping and I was given a hot water bottle to put 
across it. After what felt like a lifetime, I lied about 
being picked up down the road so that I could 
leave alone. I walked to a friend’s house about 45 
minutes away. By the time I arrived, I was in so 
much pain that I said I needed to go for a nap. I 

True 
StoriesTrue 
Stories

was so determined to get on with my normal life 
that I wanted to go out that evening. The more 
I drank, the more pain I was in and the more I 
sobbed. I was frustrated at myself because I had 
promised to never think about it again. After the 
struggle of that night, I kept that promise for a few 
years. I didn’t think about the experience of that 
day, although I would always struggle around that 
time of year. 

However, the abortion was always under the 
surface, affecting me in ways I did not realise, and 
the grief and regret that was underneath finally 
broke through some years later, as I supported a 
friend who had gone through a similar experience. 
That was the beginning of a long, painful, and 
beautiful journey of healing. A big step forward 
on that journey came when I attended a Rachel’s 
Vineyard retreat. I experienced such comfort from 
knowing that I was no longer alone. I shared my 
story and was met with other women and men 
saying, ‘me too’. I began to piece together all the 
broken parts of my life. Somehow, they all traced 

back to the abortion that I’d had at 15. On that 
retreat, I allowed myself to acknowledge that 
when I conceived, I became a mother; abortion 
didn’t change that. This gave me permission to 
grieve; to be angry; to ask for forgiveness, healing 
and real joy again. For the first time, I honoured 
my baby that had died from my choice to have an 
abortion. His name is Joseph and he is a part of 
my family whom I ache to hold one day in Heaven.

It might seem like the easy option to have an 
abortion - a quick fix that it will take away a 
problem and allow you to get on with your life. 
The reality is, for many people, abortion creates 
new problems and life becomes different after this 
experience. It might be immediately or years later, 
but the consequences of this decision can be so 
painful.

One of my biggest regrets is not speaking to 
a parent or a teacher at the time. I now know 
that there’s so much support out there and that 
abortion isn’t the only option for young people 
who experience an unplanned pregnancy.”

Real name and identity have been changed on request.
For Isabel’s full testimony, along with that of other women, visit www.hervoice.org.uk

ISABEL’S STORY 
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and Italian. 
I ended up 
taking my 
daughter to 
live abroad in 
Italy for my 
third year of 
University. I 
was the first 

student the department had ever had to take a 
child abroad for a year. It was the best year of 
our lives. I would probably never even have got 
to University if it had not been for my daughter 
— never mind having had the experience to 
live abroad and become bilingual. She made 
me determined and realise that nothing is 
impossible. I wanted to be the best version of 
myself for her and her future. After University, 
I qualified as a teacher and absolutely love 
working with young people and supporting 
them to believe in themselves- much like the 
staff did at my own high school when I was 15. 

During this time, I also came back to my faith 
and met a fantastic man who I went on to marry. 
We now have a house, a cat called Bella and a 
Labrador called Lola. When I look back at my life 
so far, I can’t believe how things have worked 
out. It has not all been easy sailing. Life never is. 
But I’ve realised that life is really what you make 
of it and how you react to the challenges put in 
your path. 

When I first held her in my arms I realised how 
precious and vulnerable her life had been. She 
was and is a complete individual and has grown 
to be a source of great joy for all members of 
her family. She has recently turned 13 during 
lockdown and the years seem to have just flown 
by. She is quite stubborn but has a hilarious 
sense of humour. One of our favourite things 
to do is belt out songs in the car. Our favourites 
are anything Disney, Arianna Grande or Little 

Mix. (She’s obsessed). She enjoys baking, is an 
animal lover and such a kind person who always 
thinks of others. She got the chance to learn 
the cello at school for free and has become very 
good at it. She also has joined a synchronised 
swimming club and loves it. Aside from that, she 
hopes to become a vet or a doctor after school 
and is working really hard. 

What I would say to someone who finds 
themselves in a similar situation, and especially 
if they are considering abortion, is the first 
thing would be not to panic. There are so many 

organisations and people out there who want to 
help and who will help. A child is not the worst 
thing in the world, even if that is what you think 
at the time. People like to judge young mums 
and I have found that challenging at times, but 
my daughter has also been really lucky to have 
such a young fit mum. She always jokes now 
that we will end up in a care home together. 
Having my daughter so young, has certainly 
changed my life and presented me different 
challenges and experiences from many of my 
peers, but she has also made my life so much 
better and richer in many ways. 

MONICA’S STORY 

I was 15 when I found out I was pregnant. I 
came from a poor background and lived with 
my mum. I got free school meals and had 
ended up hanging about with a local gang. At 
first, I just went into denial, finding it hard to 
accept the fact that I was now responsible for 
another human life! I’d only ever had to worry 
about myself. Abortion was never an option 
for me — I just didn’t want to go there. If I 
could have wished away the ‘pregnancy,’ then 
I would have but I knew that abortion meant a 
medical procedure and that this life would be 
ended and I just couldn’t do that. I had to face 
up to this reality. Obviously being pregnant 
disrupted my studies – I hadn’t been the best 
of students before then, I hadn’t been going to 
school as often as I should. But when I found 

out I was pregnant I suddenly realised how 
important education was, and that it wasn’t just 
for my future anymore, it was for the future of 
someone else. It made me grow up really fast.

I was determined to continue in school and 
study as hard as I could, despite the often 
difficult physical and mental challenges of 
being pregnant.  Of course, some people were 
horrible to me and very judgemental, but most 
of my friends and the staff in the school were 
so supportive. It surprised and humbled me. It 
showed me what true friendship was and made 
me realise how important teachers were to help 
me reach my potential. Many of them bought 
my baby gifts when she was born. 

Fortunately, my efforts paid off and I did well in 
my standard grades and Highers (our Scottish 
equivalent of GCSEs and A-levels), which 
enabled me to go to university to study history 
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Where to 
get help?

CALL

0800 368 9296 
F R E E  •  C O N F I D E N T I A L

WEBSITE & TEXT CHAT
pregnancycrisishelpline.org.uk

Do you or someone you know 
need help with a crisis pregnancy, 
or are you suffering after an 
abortion experience? 

Call the Pregnancy Crisis Helpline 

Where to 
get help?
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