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Summary and Comments 

Background 

The Women's Health Council commissioned this review of the literature to 
inform its deliberations on the forthcoming Twenty-fifth Amendment of the 
Constitution (Protection of Human Life in Pregnancy) Bill 2001. It includes a 
review of existing literature on the impact of gender, pregnancy and pregnancy 
outcomes on the mental health of the mother. A number of medical conditions 
are also examined from the viewpoint of the effect of pregnancy on the medical 
condition and the effect of the condition on the pregnancy. These reviews are 
placed in the context of the Irish and international legislative background. 

The Context 

The key milestones in constitutional and legislative change in Ireland are 
reviewed from the 1861 Offences Against the Person Act to the proposed wording 
for the Twenty-Fifth Amendment to the Constitution (Protection of Human Life 
in Pregnancy) Bill, 2001. Abortion legislation and the specific grounds upon 
which it is allowed in EU countries are also summarised. The statutory grounds 
under the 1967 Abortion Act in the United Kingdom are detailed and the limited 
data available on the profile of Irish women having abortions in the UK are 
examined. The variation in definitions of maternal mortality is addressed, with 
particular reference to its impact on the reporting of suicides in pregnancy and in 
the first postnatal year. 

While the grounds upon which abortion is available vary throughout Europe, it 
would appear that where abortion is available on a range of grounds, women seek 
abortion on the most easily accessible ground. Therefore the numbers of women 
Europe who seek abortions because of threat to life, rape/incest and fetal 
abnormality are relatively small, with the vast majority of abortion taking place 
on grounds of risk to the woman's physical or mental health or social/economic 
background. Irish women having UK abor tions conform to this profile . 

The Impact of Gender, Pregnancy and Pregnancy Outcome on 
Mental Health in Women 

There is an inherent gender difference in the manifest~tion of mental health 
disor ders, with women twice as likely to present depression and men more likely 
to present alcoholism, drug abuse and antisocial behaviour . Additionally, 
women's reproductive status also influences their mental health. 

Despite the greater recognition of postnatal depression, there is reliable evidence 
from recent studies that depression is commoner, although less recognised, in 
pregnancy than in the postnatal period. No specific hormonal cause has been 
identified for postnatal depression. Depressed mood in pregnancy is the best 
predictor. Spontaneous abortion (miscarriage) is a common outcome of 
pregnancy and is widely reported to be a significant cause of psychological 
morbidity. 
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Many studies show similar risk for psychological problems in women who have 
an abortion and in those who carry an unintended pregnancy to term and raise 
the child themselves. The literature on mental health outcomes in women who 
choose adoption is scanty but suggests that feelings of loss and sadness are 
common. 

Studies on the psychological consequences of abortion are controversial. A 
number of studies, largely published by independent publishers, suggest the 
existence of a post-abortion trauma syndrome. The very existence of this 
syndrome is challenged in many of the recognised medical journals and most 
reviews of empirical research conclude that freely chosen legal abortion does not . 
pose a substantial health risk and that severe psychological distress is rare. 
However, women who are advised to have an abortion for medical reasons or for 
fetal anomalies are more likely to experience long-term depression. 

Pregnancy and childbirth are generally regarded as protective against suicide. 
However, failure to r.omplete the pregnancy, for any reason, may not have such a 
protective effect. Women who have abortions, either spontaneous or induced, are 
at higher risk for suicide and attempted suicide. The higher risk of attempted 
suicide before abortion suggests that the unwanted pregnancy, and the 
psychological and social problems that frequently accompany it, are the common 
causes of abortion, suicide attempts and suicide. Abortion also appears to be 
more likely in cases where pregnancy is unwanted and abortion is not available, 
although the literat ure on this subject is scanty. Teenagers who are unh appy 
about being pregnant r epresent a high-risk group within the low risk popula tion 
of pregnant women and younger adolescents are more likely to attempt or 
commit suicide in a crisis pregnancy. 

Crisis pregnancies, whatever the outcome are associated with higher levels of 
distress, depression and anxiety, suicide and suicide attempts both dur ing the 
pregna ncy and after its termination, whether by delivery or abor tion, whether 
spontaneous or induced. Socio-economic differentials were consistentl;y found in 
differ ent cultural settings with depressive symptoms and suicidality in 
pregnancy and the first postnatal year more likely to occur in women of low socio
economic st a tus and those with inadequate social supports . A past psychiatric 
history is also commonly identified as a predisposing factor . 

With regard to the impact of pregnancy on mental health, much of the literature 
is unhelpful in addressing the question. of whether denial of abor tion increases 
t he incidence of suicide as practically all reported studies from the developed 
world in the last thir ty years take place in the context of a society where abor t ion 
is lawful and accessible. Earlier studies which pre-date abor tion legislat ion are 
of limited relevance as societal conditions and medical knowledge are not 
comparable to present conditions. Similarly, up to date r epor ts from developing 
countries with limited access to cont raceptive and abor tion services are of limited 
relevance because of other societal, socio-economic and medical differences. 
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Medical Complications of Pregnancy 

An almost infinite number of medical conditions may pre-exist or develop during 
pregnancy and a fuller exploration of the issues involved would constitute a 
significantly bigger piece of work than this paper. 

High-risk pregnancy is defined as a pregnancy in which there is a risk of a 
serious adverse outcome in the mother and I or baby that is greater than the 
incidence of that outcome in the general population. Age is one of the key 
determinants of high-r isk pregnancy. Morbidity and mortality are significantly 
worse for both mother and baby in older women. Younger teenagers also have 
poorer outcomes and these are frequently related to other measures of social 
deprivation. The presence of a chronic medical condition also determines a 
pregnancy to be high risk. 

While there is general agreement about the management of some potentially life
threatening conditions in pregnancy, such as ectopic pregnancy, there is much 
less consensus on the management of other, r are conditions, such as complicated 
heart disease, the severe variants of hypertensive disease in pregnancy and 
cancer. The contrasting views regarding optimal management are discussed in 
section 3. 

Other chronic niedical conditions are discussed as examples to demonst rate the 
var iability of physiological response to the challenges of pregnancy in women 
with chronic medical conditions; the changes in management approaches 
resulting from advances in medical knowledge and skill; and the lack of 
consensus amongst the medical profession on the optimal management of some 
conditions . The psychological consequences of pregnancy, whether planned or 
unplanned, in women with underlying medical problems are not explored. 

This review demonstrates that the medical liter ature reflects the divisive debate 
that is ongoing in almost every society on the subject of abortion. The individual 
viewpoints of the authors may influence their interpretation of the findings of 
s tudies. This par tisanship is particularly evident in the correspondence to the 
jour nals prompted by the publication of many of the studies discussed in this 
paper . 

5 



11 

L 

Section I The Context 

1.1 The Irish constitutional and legislative background 
1.2 Comparative international abortion law 
1.3 Abortion law in the United Kingdom 
1.4 Experiences of Irish women who have had abor tions 
1.5 Maternal mortality 

1.1 The Irish Constitutional and Legislative Background 

Abortion is a reality, practiced throughout history, in every area of the world, 
regardless of religious and cultural belief and whether legal or outlawed 
(Devereux, 1958). It has been the subject of intense and, indeed, divisive debate 
in practically every society. The heat of the conflict tends to melt boundaries 
between medicine and philosophy, between church and state, between 
demonstrated fact and personal belief (Stotland, 1992). The legislative and 
judicial outcome of this debate may profoundly affect both the physical and 
psychological health of the population as well as the practice of medicine. 

1.1.1 Key milestones in abortion legislation in Ireland 

1861 Offen1 es against the Person Act 

1983 Eighth Amendment to the Constitution (Article 40.3.3) 

1986 SPUC v Grogan (Dublin Well Woman Centre, Open Door Counselling 
a nd Students' Unions) 

1992 The X Case 

1992 Twelfth, Thir teenth & Fourt eenth Amendments to t he Constitution 

1992 Protocol N° 17 to the Maast richt Treaty & the Solemn Declar ation 

1995 Regulation of Infor mation (Services outside the State for Termination 
of P regnancies) Act 

1996 Constitution Review Group repor t 

1997 The C Case 

1999 Green Paper on Abortion 

2000 Fifth Progress Repor t of the All-Par ty Oireachtas Committee on the 
Constitution (Abor tion) 

2001 Proposal for the 25th Amendment to the Constitution (Protection of 
Human Life in Pregnancy) Bill 

6 



1.1.2 1861 Offences against the Person Act 

Abortion in Ireland is illegal under Articles 58 and 59 of the 1861 Offences 
against the Person Act. Under this Act, a woman attempting to abort herself 
("to procure a miscarriage") faces life imprisonment, and anyone who helps her 
procure an abortion could face three years in prison. These provisions were 
confirmed by section 10 of the Health (Family Planning) Act 1979. No 
prosecution has been taken under the 1861 Act since 1974. 

1.1.3 Eighth Amendment to the Constitution 

• 

Against the background of the liberalisation of the 1970s, PLAC (the Pro-Life 
Amendment Campaign) and other groups put pressure on politicians to introduce 
an amendment to the Constitution to enshrine a specific prohibition on abortion. 
The contrary view was that the Constitution already contained sufficient 
safeguards to prevent the introduction of abortion. However, the relative 
political instability in 1981-2, with three general elections in an eighteen-month 
period, and the vigour of the campaign ensured that a decision was taken to hold 
a referendum. A number of different wordings for the amendment were 
suggested and rejected. 

Eventually, the Eighth Amendment to the Constitution 'was put to the electorate 
in a referendum. After a divisive campaign, there was a 53.67% tur nout and the 
amendment was passed by a 2: 1 margin. The amended Article 40.3.3 of the 
Constitution reads 

"The State acknowledges the right to life of the unborn and, with due 
regard to the equal right to life of the mother, guarantees in its laws to 
respect, and as far as practicable, by its laws to defend and vin dicate that 
right". 

Warnings about the possible ambiguity of this wording and its interpretation 
were ignored during the campaign. Calls for supporting legislation subsequent to 
the passing of the amendment were not acted upon. This amendment was of 
merely symbolic effect, and did not alter the trend of Irish women seeking 
abortions in Engla nd (Tomkin a nd Hanafin, 1995) . 

l.1.4 SPUC v D ublin Well Woman, Open Door Counselling and the 
Students' Union 

In 1986, SPUC (Society for the Protection of the Unborn Child) took out an 
injunction against the Dublin Well Woman Centre, Open Door Counselling and 
three Students' Unions to stop them advising women where to obtain abortions 
in England (Society fo r the Protection of the Unborn Child v Grogan I.R. 753). 
The provision of such information was judged to be in breach of Article 40.3.3 of 
the Constitution. This injunction was confirmed by the Supreme Court in 1988. 
An appeal to the European Court of Justice in 1991 was unsuccessful. However, 
in October of 1992, the European Court of Human Rights voided the Irish court 
ban on providing information to Irish women seeking abortions abroad (Open 
Door and Dublin Well Woman v Ireland 15 EHRR 244.) concluding that Ireland 
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·had breached the applicants' rights to freedom of expression under the European 
Convention on Human Rights. 

1.1.5 The X Case 

The abortion debate in Ireland was rekindled in February 1992 when Justice 
Costello granted an injunction in the High Court preventing a pregnant 14-year
old rape victim from leaving Ireland to have an abortion in England. This case 
had come to the attention of the Attorney General when her parents had inquired 
from the Gardai whether DNA testing of fetal tissue could be used in evidence 
against the rapist. This became known as the X case. The family then appealed 
to the Supreme Court arguing that the girl was suicidal as a result of her 
pregnancy and that her life was at risk. Their appeal was successful and the 
Supreme Court, in a majority decision, ruled that "if it is established as a matter 
of probability that there is a real and substantial risk to the life, as distinct to the 
health, of the mother, which can only be avoided by the termination of her 
pregnancy, such termination is permissible, having regard to the true 
interpretation of Article 40.3.3 of the Constitution" (Tompkin and Hanafin, 1995). 
The Supreme Court also stated that the government needed to introduce 
appropriate legislation on the issue. 

The Court, in the X case judgement, also ruled that only women whose lives were 
endangered coul~ egally travel to secure an abortion. This was a newly 
recognised restriction and resulted in three new amendments being put to the 
electorate in November of that year. 

1.1.6 The Twelfth, Thirteenth and Fourteenth Amendments to the 
Constitution 

The Twelfth Amendment, relating to what has been described as the substantive 
issue, sought to exclude the risk of self-destruction as grounds for abor tion. Its 
proposed wording was 

"It shall be unlawful to terminate the life of an unborn unless such 
termination is necessary to save the life, as distinct from the health, of the 

mother where there is an illness or disorder of the mother giving 
rise to a real and substantial risk to her like, not being a r isk of self
destruction." 

This was rejected by the electorate by a two-to-one majority (Constitution Review 
Group, 1996). It was rejected, apparently, by those who disliked its 
r est rictiveness as well as by those opposed to abor tion being legalised here on 
any gr ound. 

The Thir teenth Amendment related to the issue of travel and proposed that 

"This subsection shall not limit freedom to travel between the State and 
another st ate ." 

The Fourteenth Amendment related to information and proposed that 
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"This subsection shall not limit freedom to obtain or make available, in 
the State, subject to such conditions as may be laid down by law, 
information relating to services lawfully available in another state." 

These two amendments were passed by the electorate . 

1.1. 7 The Regulation of Information (Services outside the State for 
Termination of Pregnancies), 1995 

Subsequently, the Regulation of Information (Services outside the State for 
Termination of Pregnancies) Act was passed to regulate the dissemination of 
information on abortion. Such information can only be given by a doctor or 
advice agency if solicited and then as part of non-directive counselling, where all 
options are discussed and where there is no advocacy of abortion. Abortion 
referral is specifically prohibited under the Act. The Act gives due recognition to 
the right of doctors who are conscientious objectors not to co-operate. The 
President referred this legislation to the Supreme Court and its constitutionality 
was upheld (Green Paper, 1999). -

l.1.8 Protocol N° 17 

When the Treaty on European Union (the Maastricht Treaty) w as being 
negotiated, the Irish 'government were concerned that th'e 1991 decision of the 
European Court of Justice in SPUC v Grogan that abortion could constitute a 
service within the meaning of the Treaty of Rome, therefor e Ireland could not 
prohibit dissemination of information on overseas abortion ser vices being 
distributed in Ireland. Thus in February 1992, Protocol N° 17 was a dopted to 
avoid the possibility of EC law overriding Article 40.3.3 of the Irish Const itution . 
It states 

"Nothing in the Treaty on the European Union or in the Treaties 
establishing the European Commun ities, or in the Treaties or Acts 
modifying or supplementing those Trea ties, sh all affect th e application in 
Ireland of Article 40. 3.3 of the Constitution of Irela nd". 

1.1. 9 T h e Solemn Declaration 

Then , la ter tha t year, a s a result of the X Case, it was proposed to fur ther amend 
Article 40 (the amendments previously descr ibed being put before the elector ate). 
Ther e was a concern in som e qu arters t h en th a t Protocol N° 17 would only apply 
to the Article as it was a t th e time the Protocol was passed and therefor e m ight 
limit free dom t o travel etc., as pr oposed in the Thirteenth and Four teen t h 
Amendment s . Accor dingly, Ireland sought to amend Protocol N° 17. Other 
member s t ates were reluctant to agree as t hey feared this might se t a precedent 
for the renegotiation of other aspects of the Treaty. Instead th ey agreed to a 
Declaration giving their legal inter pretat ion of the Protocol, specifically 

"It was and is t heir in tention tha t the Protocol shall not limit freedom 
eith er to travel between m em ber States or, in accordance with condition 
which may be laid down in conformity with Community law, by Irish 
legislation, to obtain or make available in Ireland, infor m ation rela ting to 
ser vices lawfully available in member States." 
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It was felt that this cleared the way for the subsequent amendments to Article 40 
and the subsequent legislation (Green Paper, 1996). This would suggest 
continuing uncertainty about whether the Protocol would protect any further 
amendments to Article 40 from Community law. 

1.1.10 Report of the Constitution Review Group 

A Constitution Review Group was established in 1995 to review the Constitution • 
and to establish those areas where constitutional change may be necessary. In 
its report, published in 1996, it discussed a number of constitutional and 
legislative approaches that might be taken to Article 40.3.3 (Constitution Review 
Group, 1996). 

This report also devoted considerable discussion to possible problems associated 
with the absence of a definition of the term "unborn". It considered that it is 
essential to have a definition of when pregnancy is considered to begin in the 
context of abortion law, which deals with termination ofpregnancy. 

l.1.11 The C Case 

The C Case came before the High Court in November 1997 (A and B v Eastern 
Health Board, Mary 'Fahy, C and the Attorney General). 'It involved a 13-year-old 
girl who had become pregnant as a result of rape. The Eastern H ealth Boar d, 
which had subsequently taken the girl into care, had obtained orders from the 
District Court allowing it to take the girl abroad for an abortion, in accordance 
with her wishes . Her parents sought to challenge these orders by judicial review. 
However, Mr Justice Geoghegan accepted that where evidence had been given 
that the pregnant young woman might commit suicide unless allowed to 
terminate the pregnancy, there was a real and substantial r isk to her life and 
therefore such termination was permissible . Essentially, the test formulated in 
the X case applied to C also (Green Paper, 1996). 

l.1.12 Green Paper on Abortion 

Following a commitment by the Government in 1997 to issue a Green Paper on 
abortion in view of the findings in the C Case, this document was published in 
1999. The objective of the Green Paper was to set out the issues, to provide a 
brief analysis of them and to consider possible options for resolution of the 
problem. It outlined seven possible approaches, developed from the 
recommendations in the Report of the Constitution Review Group. 

l.1.13 Fifth Progress Report on Abor tion 

The Gover nment r efer red this Green Paper to the All-Par ty Oir eachtas 
Committee on the Constitution in September 1999. Following a review of 
existing r epor ts and the green p aper and an extensive consultation process 
thr ough written and invited ver bal submission, this commit tee issued its Fifth 
P r ogress Repor t on Abor t ion in November 2000. This provides a political 
assessm en t of some of the issues a r ound abortion . Th e committee agreed that 
the number of crisis pregnancies in this count ry is a major problem and that 
measure8 are urgently needed to reduce the number of such pregnancies. They 
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also agreed that ·women in crisis pregnancy must be offered real and positive 
alternatives to abortion. 

The committee agreed on a strategy to reduce the number of crisis pregnancies 
and thus reduce the number of abortions. The focus is to be on the provision of 
preventative services (to include both education and contraceptive programmes); 
services to make alternatives other than abortion more attractive (to include 
programmes for social understanding, counselling I information, single 
motherhood and adoption) and post-abortion services (to include medical 
checkups and post-abortion counselling). 

The report envisages the establishment of a single planning agency to co-ordinate 
these programmes. It is reported that the establishment of such an agency is 
imminent. 

1.1.14 Amendment of the Ethical Guide by the Medical Council 

The medical profession operates under ethical guidelines issued by the Medical 
Council, the regulatory body of the medical profession established under the 
Medical Practitioners Act 1978. The guidelines are reviewed and updated 
regularly and a new edition is usually published about every five years. The 
guidelines are produced fo the guidance of the profession an~ aim to provide 
general principles to aid ~edical practitioners in decision-making on ethical 
questions. Any doctor found to be in breach of the guidelines at a disciplinary 
hearing may be found guilty of professional misconduct. 

The Medical Council discussed the Fifth Progress Report on Abortion over a 
series of meetings through the summer of 2001 and a decision was taken to 
amend Section F 26.5 of the Ethical Guidelines in September. 

Section F 26.5 of the 5th Edition of the Ethical Guidelines, 1998 read 

"The deliberate and intentional destruction of the unborn child is 
professional misconduct. Should a child in utero suffer or lose its life as a 
side-effect of standard treatment of the mother, then this is not unethical. 
Refusal by a doctor to treat a woman with a serious illness because slhe is 
pregnant would be grounds for complaint and could be considered to 'be 
professional misconduct." 

Tlae amended section reads 

"The Council recognises that termination of pregnancy can occur when 
there is real and substantial risk to the life of the mother and 

subscribes to the views expressed in Part 2 of the written submission of 
the Institute of Obstetricians & Gynaecologists to the All-Party 
Oireachtas Committee on the Constitution as contained in its Fifth 
Progress Re~ort, Appendix IV, page A407". 

The text of Part 2 of the written submission from the Institute of Obstetricians 
and Gynaecologists will be included in the amended text of the Ethical 
Guidelines. 
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1.1.15 Proposal for the Twenty-Fifth Amendment of the 
Constitution (Protection of Human Life in Pregnancy) Bill, 
2001 

The Government published its proposed wording for the Twenty-Fifth 
Amendment to the Constitution in October 2001. The Bill proposes to add a 
further amendment to Article 40 outlining that the life of the unborn in the 
womb shall be protected in accordance with the provisions of the Protection of 
Human Life in Pregnancy Act, 2002 and that this Act will be enacted within 180 
days of this section being added to the Constitution. 

The Protection of Human Life in Pregnancy Bill, 2001 defines abortion as the 
intentional destruction by any means of unborn human life after implantation in 
the womb of a woman. It states that abortion does not include the carrying out of 
a medical procedure whi<:h results in the loss of unborn human life where this is 
necessary, in the reasonable opinion of a medical practitioner, to prevent a real 
and substantial risk of loss of the woman's life, other than by self-destruction. 

This proposal has provoked a range of responses. It is supported by both parties 
in Government and some pro-life groups. Some of the political parties, notably 
Fine Gael, have not yet indicated their position. The Labour Party opposes it. A 
number of pro-choice org

1
anisations, including the Irish Family Planning 

Association, oppose it. It is also likely to be opposed by other organisations and 
associations representing both pro-life and pro-choice positions. The Bill is 
expected to come to committee stage in the Dail late in November 2001 and it is 
suggested that the Referendum will take place early in 2002. 

12 
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1.2 Comparative International Abortion Law 
I' 

Some of the submissions received in the preparation of both the Green Paper on 
Abortion (1999) and the Fifth Progress Report on Abortion (2000) seek provision 
for abortion in certain circumstances, in addition to saving the life of the mother. 
These include (a) to preserve the woman's physical and/or mental health; (b) 
cases of rape or incest; (c) cases of congenital malformation of the fetus ; (d) social 
and economic grounds and (e) abortion on request. It is useful to examine how 
these issues are addressed in abortion law in other jurisdictions. Much of the 
information in this section is taken from the 1999 Green Paper on Abortion. 

Many countries' abortion laws permit abortion where it is considered necessary 
to preserve either the physical or mental health of the mother. Generally, both ·of 
these conditions are broadly defined and interpreted. "Physical health" is not 
specifically defined in many cases and the law may simply state that abortion is 
permitted when it averts a risk of injury to the pregnant woman's health. 
"Mental health" can include distress arising from pregnancy resulting from rape 
or incest or from carrying a fetus where an antenatal diagnosis suggests a 
congenital impairment. It may also include distress arising from social factor s 
such as income, career, number and spacing of existing children or other 
domestic or personal circumstances (Green Paper, 1999). 

I I 
In some countries, rape I sexual assault I incest are not specified among the 
grounds on which an abortion may be permitted, but abortion is available to a 
woman in these circumstances on the grounds of a threat to her physical or 
mental health. Some countries specify rape and/or incest as a specific ground for 
abortion and lay down time limits and other criteria. For example, a rape must 
have been reported to the police in order for an abortion to be permitted on these 
grounds in Spain. 

Many countries permit abortion on the grounds of fetal impairment. 
Terminations where a congenital abnormality is suspected are usu ally performed 
before 20 weeks gestation. 

Some countries permit abortion under certain social or economic conditions. This 
may refer to social and economic stresses in general or, less commonly, may 
detail specific social and economic conditions where abortion may be permitted. 

Wording of the grounds on which abortion is permitted may not be a reliable 
indicator of how these are interpreted in practice as some laws which appear 
restrictive on paper may in practice be operated in a more liberal way. Where 
abortion is available on a range of grounds, women seek abortion on the most 
easily accessible ground. Nonetheless, it appears that the numbers of women 
throughout Europe who seek abortions because of threat to life, rape/incest and 
fetal abnormality are relatively small, with the vast majority of abortions taking 
place on grounds of risk to the woman's physical or mental health or social I 
economic grounds. 

13 
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1.2.1 Main Legal Grounds for the Termination of Pregnancy in Other 
EU Member States: Comparative Table (adapted from Green 
Paper, 1999) 

To save To To Rape or Fetal Economic 
the life preserve preserve incest impairment or social 
of the physical mental reasons 
wonian health health 

Austria Yes Yes Yes Not a Yes Not a 
specific specific 
i;round i;round 

Belgium Yes Yes Yes Yes, Yes Yes, 
during 1st during 1st . 
trimester trimester 

Denmark Yes Yes Yes Yes Yes Yes 

' 
Finland Yes Yes Yes Yes Yes, up to 24 Yes, up to 

weeks 20 weeks 
France Yes Yes Yes Yes, up to Yes Yes, up to 

I I 10 weeks 10 weeks 
Germany Yes Yes Yes Yes, Yes No 

during 1st 
• I trimester 

Greece Yes Yes Yes Yes, up to Yes, up to 24 No 
19 weeks weeks 

Italy Yes Yes Yes Yes, Yes No 
during 1st 
trimester 

Luxembou Yes Yes Yes Yes, Yes No 
rg during 1st 

trimester 
Netherlan Yes Yes Yes Yes Yes Yes 
els 
Portugal Yes Yes Yes Yes, Yes, up to 16 No 

during 1st weeks 
t r imester 

Spain Yes Yes Yes Yes, Yes, up to 22 Unclear 
during 1st weeks 
trimester 

Sweden Yes Yes Yes Yes Yes Yes 

UK 
GB Yes Yes, up to Yes , up to No Yes, up to 24 Yes, up to 

24 weeks 24 weeks weeks 24 weeks 
Yes Yes 

NI Yes No No No 
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On request 
(no specific 
ground 
required) .., 
Yes, during 
1st trimester 

No 

Yes, during 
1st trimester 
No 

No 

No 

Yes, during 
1st t rimester 
No 

No 

Yes, up to 
13 weeks 
No 

No 

Yes, up to 
18 weeks 

No 

No 



1.3 Abortion Law in the United Kingdom 

Abortion is regulated in England, Wales and Scotland by the Abortion Act, 1967. 
This Act does not apply to Northern Ireland, which operates under the Offences 
Against the Person Act, 1861. 

In England, Scotland and Wales, abortion is permitted with the woman's consent, 
if two doctors certify that a ground for abortion exists (see below). In assessing 
the risk to the health of the woman and her existing children, doctors may take 
into account the woman's "actual or reasonably foreseeable environment". 

A number of cases have been heard in the courts in Northern Ireland which are 
similar to the X and C cases in the Republic, where a young pregnant teenager 
has threatened to commit suicide. The judge in each of these cases has found 
that abortion is lawful in Northern Ireland. A number of cases of pregnancy in 
severely mentally handicapped women have also been considered and abortions 
have also been judged to be lawful in these cases, on the basis that continuation 
of the pregnancy would adversely affect the mental or physical health of the 
mother. 

Every year more than l,0001women travel from Northern Ireland to Great 
Britain for a private abortion. 

1.3.1 

A 

B 

c 

D 

E 

F 
G 

Statutory Grounds for Abortion in Great Britain 

The continuance of the pregnancy would involved risk to the life of the 
pregnant woman greater than if the pregnancy was terminated; 
The termination is necessary to prevent grave permanent injury to the 
physical or mental health of pregnant women; 
The continuance of the pregnancy would involve risk, greater than if the 
pregnancy were terminated, of injury to the physical or mental health of 
the woman; 
The continuance of the pregnancy would involve risk, greater than if the 
pregnancy were terminated, of injury to the physical or mental health of 
any existing children of the family of the pregnant woman; 
There is a substantial risk that if a child were born it would suffer from 
such physical or mental abnormalities as to be seriously handicapped, 
Or in emergency, certified by the operating practitioner as· immediately 
necessary -
To save the life of the pregnant woman; or 
To prevent grave permanent injury to the physical or mental health of 
the pregnant woman. 

St a tutory grounds A, B, E F and G are without time limit, but there is a time 
limit of 24 weeks for abortions under statutory grounds C and D. 

95% of abor tions in the UK are carried out on the grounds that the continuance 
of the pregnancy would involve risk, greater than if the pregnancy were 
terminated, of injury to the physical or mental health of the pregnant woman 
(statutory ground C). 0.06% of abortions on residents of England and Wales in 
1996 were performed on statutory ground A 
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1.4 The Irish Experience of Abortion 

It is estimated that more than 7,000 women giving addresses in the Republic of 
Ireland will have abortions in Great Britain in 2001. The figure has shown a 
steady rise since the introduction of the 1967 Abortion Act in England, Scotland 
and Wales. The number exceeded 5,000 in 1997 and exceeded 6,000 in 1999. At • 
least 100,000 Irish women have had abortions in Great Britain since 1967. 

The Irish abortion r ate (the number of abortions per 1,000 women aged between 
15 and 44) was 7.2 in 1999, compared to a rate of 14.79 in Great Britain. Mahon, 
Conlon and Dillon (1998) calculate that approximately 8.5% of conceptions in 
Ireland end in abortion, compared to a British rate of 20%. More than half the 
Irish women who have abor tions in Great Britain are under 25 years of age . 

The majority (99%) of abortions on Irish women in Great Britain are performed 
on statutory grounds C: "the continuance of the pregnancy would involve risk , 
greater than if the pregnancy were terminated, of injury to the physical or 
mental health of the pregnant woman". No abortions were carried out in 1993 on 
Irish women under statutory grounds A - risk to the life of the mother. 0.1 % (5 
procedur es) were considereol necessary to prevent grave permanent injury to the 
physical or mental health of the pregnant woman (statutory grounds B). 

1.4.1 Profiles of Irish women who have abortions 

A number of small-scale studies in the 1980s and 1990s provide consistent 
findings about the characteristics of Irish women who have abortions (Dean et al, 
1985; Francome, 1992; Riddick, 1993; Fletcher, 1995). The 20-24 year age group 
are most likely to have abortions, a significant number have no experience of 
contr aception, the m ajority are single (80% have never been married) and the 
middle social classes represent the highest proportion while students and 
housewives also h ave significant representation 

This profile was largely confirmed in the Women and Crisis Pregnancy report 
(Mahon, Conlon and Dillon, 1998). This repor t was est ablished to research the 
factors prompting women with crisis pregnancies to seek abortion. The 
resear chers found that women h aving abor tions were likely to be in the la te teens 
or early twenties, single and less likely to be in an ongoing stable 'relationship . 
The1re was no significant difference in occupation or educational level between 
women h aving abortions and women with crisis pregnancies opting for other 
outcomes. The m ajority of those opting for abor tion were in their first pregnancy. 
This report also identifies significant lack of information and lack of access to 
contraceptive services and a significant reluctance on the part of many women to 
attend for non-directive counselling as provided under the Ter mination of 
P regnancy Information Act 1995. The continued social stigma associated with 
non-marital pregnancy and· the disruption of education and career were also cited 
as major factor s in women choosing to have an abor tion. 
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1.5 Maternal mortality 

It is difficult to compare international statistics on maternal deaths as a variety 
of definitions of maternal mortality have been in common usage. In the World 
Health Organisation's International Classification of Diseases, Ninth Revision, 
(ICD9) (WHO, 1977), maternal death was defined as "the death of a woman while 
pregnant or within 42 days of termination of pregnancy, from any cause related 
to or aggravated by the pregnancy or its management, but not from accidental or 
incidental causes". 

Maternal deaths were classified as direct or indirect obstetric deaths. Direct 
obstetric deaths are "those resulting from obstetric complications of the pregnant 
state (pregnancy, labour and puerperium), from interventions, omissions, 
incorrect treatment, or from a chain of events resulting from any of the above". 
Causes include ectopic pregnancy, eclampsia and antepartum or postpartum 
haemorrhage. Indirect deaths are defined as "those resulting from previous 
existing disease, or 'disease that developed during pregnancy ::ind which was not 
due to direct obstetric causes, but which was aggravated by the physiologic 
effects of pregnancy". Causes include underlying cardiovascular disease or 
chronic disease. Deaths from other reasons, such as suicide and homicide, were 
not included. This has resulted in an incomplete picture of the medical and 
psychosocial consequences, of pregnancy and its outcomes. 

In the currently accepted definition, ICDlO (WHO, 1992) a new category has 
been added entitled pregnancy-related death, defined as "the death of a woman 
while pregnant or within 42 days of termination of pregnancy, irrespective of the 
cause of death". The reports on the Confidential Enquiries into Maternal Deaths 
in the UK are published triennially since 1952. They have modified the ICD 
classifications and subdivide maternal deaths into direct maternal deaths , 
indirect maternal deaths, late maternal deaths (deaths occurring from 43 days to 
1 year after termination of pregnancy) and the unintentionally ironic fortuitous 
maternal deaths (i.e. those occurring by chance). After careful review of each 
death, suicides and homicides may be classified as indirect maternal deaths if 
judged to be related to pregnancy, or as "fortuitous" if the violent death seemed 
completely unrelated. 

Maternal mortality rates are the number of maternal deaths per 100,000 total 
births. At present it is generally less than 10 in developed countries. In recent 
years, the direct maternal mortality rate in Ireland was 2 per 100,000, which is 
amongst the lowest in the world. 

1.5.1 Maternal mortality in the Irish Republic (1989-91) 
(Source : Jenkins et al 1996) 

Jenkins et al (1996), in a review of maternal deaths in the Irish republic (1989-
91), identified 19 maternal deaths. These were identified by death certificates, 
coroners' reports and hoi:;pital annual reports. They were classified as five direct, 
seven indirect and seven fortuitous deaths. 
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Direct obstetric deaths 
Amniotic fluid embolism 2 
Complications of eclampsia 1 
Septicaemia 1 
Pulmonary embolism 1 
Total 5 

Indirect obstetric deaths 
Cerebrovascular accidents 5 
Cardiovascular problems 1 
Status asthmaticus 1 
Total 7 

Fortuitous deaths 
Road traffic accident 1 
AIDS 1 
Non-gestational ma lignancies 2 
Pulmonary embolism associated with colon malignancy 1 
Pseudomembranous colitis with DIC 1 
Acute myocarditis (non-specific) 1 
Total 7 

No dea ths associated with ectopic pregnancy, overseas abortion or suicide were 
identified by this search method. Based on total births or 157, 752 (1989-91) , 
these figures give a total mortality rate of 12.0 per 100,000 bir ths, direct plus 
indirect mortality rate of 7.6 per 100,000 bir ths and a direct mort ality rate of 3.2 
per 100,000 births. 
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Section 2 The Impact of Gender, Pregnancy and Pregnancy 
Outcome on Mental Health in Women 

2.1 Depression and mood disorders 
2.2 Suicide and deliberate self harm 

2.1 Depression and mood disorders 

Disorders of mental health can be divided in psychoses and neuroses. Neurotic 
disorders are relatively common. Depression is a common, life-disrupting illness 
that can affect both sexes and all ages. It is also one of the recognised 
predisposing factors to suicide. 

Women experience depression twice as often as men, with a lifetime incidence of 
depression of approximately 20% in women, compared with 10% in men 
(Weissman and Olfson, 1995). However, when all types of mental disorders are 
examined, including alcoholism, drug abuse and antisocial behaviour in addition 
to subjective distress, women and men evidence similar disorder rates 
(Dohrenwend and Dohrenwend, 1976). 

\ I 
Although the precise reason for the difference in prevalence of depression is not 
known, it is most likely due to a combination of gender-related differences in 
cognitive styles, biological factors and a higher incidence of psychosocial and 
economic stresses in women (Kornstein, 1997). Emotional disorders in women 
are largely caused by social factors (Clare and Jenkins, 1985). Most women have 
lower social status than men and many are economically dependent on men. 
Marriage appears to be associated with better mental health for men , but not for 
women (Gove, 1979). 

The socially sanctioned way for women to react to stress is to carry on at home 
and at work but to manifest psychological or psychosomatic symptoms. When 
these symptoms interfere with normal activities, many women come to expect 
help from doctors , medication and counselling. Men experience different social 
pressures and are less likely to medicalise their problems. They are more likely 
to dr ink more alcohol, to become less communicative and to act out in physical 
ways (Rout, 1996). 

Ft is estimated that up to 30% of depressions in women star t in association with a 
reproductive event such as menarche, menses, pregnancy, childbir th, infe r tility, 
menopa use or oral contraceptive exposure (Bolen alild Robbins, 1995) . Yet , the 
precise rela tionship between hormone levels, neurochemical pathways and 
psychological symptoms is unclear (Grah am-Jones and Duxbury, 1997) . 

2.1.1 Depr ession dur in g p r egn a ncy 

Depression dur ing pregnancy has been relatively neglected and it s consequences 
a re not well understood (Evans, 2001). Although pregnancy has been thought to 
protect women against depression, a significant proportion of postnatal 
depression has been found to have started during the pregnancy (Watson, 1984). 
In fact, depression and anxiety are quite common during pregnancy, particularly 
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in the,:(irst trimester (Kumar and Robson, 1984), although psychosis is rare in 
pregnancy (Kendall, 1987) .. 

The Avon Longitudinal Study of Parents and Children found that depression is 
more common during pregnancy than in the postnatal period (Evans, 2001). 
Using the Edinburgh postnatal depression scale, 11.8% of women had probable 
depression at 18 weeks of pregnancy, 12.5% at 32 weeks, 9.1 % at 8 weeks 
postpartum and 8.1 % at 8 months postpartum. 

Depressive symptoms are particularly common during pregnancy in women of • 
low socio-economic status, and are strongly related to socio-environmental 
factors. Using the Beck Depression Inventory, Canadian researchers found 
scores indicating a depressive state in 4 7% of women of low socio-economic status 
and 20% of women of higher socio-economic status (Seguin, 1995). Chronic 
stressors (such as financial and housing problems), negative life events and 
inadequate social support were all linked to high depressive symptomatology 
during pregnancy. Similar socio-economic differentials were identified in an 
inner London antenatal clinic (Bolton, 1998). 

2.1.2 Postnatal depression 

Postnatal depression, as an entity, has been recognised for more than thirty 
years. Pitt (1968) first described a syndrome of "atypical depression following 
childbirth'', although thdre is now no evidence that there is a categorical 
difference between depression after childbirth and depression at other t imes 
(Evans, 2001). Women are more vulnerable to psychiatric illness during the 
postnatal period than they are during pregnancy (Kumar and Robson, 1984; 
Watson, 1984). 

P sychoses are rar e in pregnancy with an incidence of 1-2 per 1,000 birth s, 
including such conditions as schizophrenia and mania (Kendall, 1987). H@wever, 
it is the psychoses that are predominantly responsible for the increase in th e rate 
of psychiatric admission that is seen in the postnatal period (Kendall, 1987). 

The prevalence of non-psychotic depressive illness in the post natal period is 
similar to that in the general population, that is 10-20% (Cooper, 1988; O'Hara, 
1990; O'Har a and Swain , 1996), the likeliest t ime for onset being the firs t five 
week s (Cox, 1993). Nevertheless, postnat al depression has become a focus of 
concern , particularly because of its potential consequences to the child, mother 
an d family. These include emotional and beh avioural problem~ and cognitive 
delay in t h e children of depressed mothers (Cogill, 1986; Sinclair and Murray, 
1998; Murray, 1999). The consequences may also include neglect of the child, 
family breakdown, self- harm and suicide (Murray, 1992) . 

Post nat al depression is more likely to occur in women who are genetically and/or 
psychologically predisposed (Cooper and Murray, 1995). Social adversity is a 
commonly identified predisposing factor. There is little evidence of a specific 
hormonal cause (Appleby, 1999; Evans, 2001). The best predictor of postnatal 
depressed mood is depressed mood during pregnancy (Appleby, 1999; Da Costa, 
2000; Evans, 2001). 
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Programmes, such as "Preparation for Parenthood" in the UK, to support more 
vulnerable, first-time mothers result in significant more positive mood than in 
the group receiving routine care (Elliott, 2000). This programme is a brief 
intervention that can be incorporated into existing systems of antenatal classes 
and postnatal support groups. 

2.1.3 Lone motherhood 

Studies comparing the mental health of women who have an abortion and those 
who carry an unintended pregnancy to term and keep the child consistently find 
that the former are at no greater risk for psychological problems than the latter 
(Athansiou, 1973; Zabin, 1989; Russo and Zierk, 1992; Gilchrist, 1995). 

The major Irish study on women in crisis pregnancy concluded that economic 
marginalisation and considerable social stigma are still experienced by many 
lone mothers (Mahon, ConJon and Dillon, 1998). 

A 31-year longitudinal survey of 1,113 mother-child pairs begun in 1961 in Ann 
Arbor, Michigan shows that mothers with unwanted births have lower quality 
relationships with their children (Barber, 1999). Furthermore, these lower 
quality relationships are not limited to the child who is the result of the 
unwanted pregnancy; all the children in the family suffer. The mothers with 
unwanted births suffer fr'om higher levels of depression and lower levels of 
happiness. They spank their children more and spend less leisure time with 
them. The authors conclude that experiencing unwanted childbearing reduces 
the time and attention that mothers give their young children and that these 
early mother-child relationships set the stage for longterm, lower quality 
relationships . 

2.1.4 Adoption 

There is little published evidence on the mental health consequences of adoption. 
Studies of young women who give up a child for adoption suggest that feelings of 
loss and sadness are common (Sobol and Daly, 1992) although no well-controlled 
studies have compare the reaction of these women with reactions of women who 
have chosen lone motherhood or abortion. 

2.1.5 Spontaneous Abortion (Miscarriage) 

The trauma of stillbirth and perinatal loss has been recognised since the 1970s 
t;Moscarello, 1989). Psychological morbidity after stillbirth has been shown to 
persist for many months (Savage, 1988). 

The loss of a pregnancy in the first trimester is a relatively common event. It is 
estimated that at least 24% of all pregnancies abort spontaneously before the 24th 
week of gestation (Smith, 1998). Many studies describe grief reactions after 
early pregnancy loss and suggest that for many women miscarriage is a 
profoundly adverse life event (Seibel and Graves, 1980; Leppert and Pahlka, 
1984; Hall, 1987; Stirtzinger and Robinson, 1989; Thapar and Thapar, 1992; 
Prettyman, 1993). 
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In an evaluation of depression and anxiety using the Hospital Anxiety and 
Depression scale, the scores for anxiety and depression were 41 % and 22% one 
week after spontaneous abortion. The rates had dropped to 18% and 8% at six 
weeks with a subsequent rise in the anxiety score to 32% at twelve weeks 
(Prettyman, 1993). The increase in anxiety at this time is likely to be due, at 
least in part, to the fact that the first period after the pregnancy loss typically 
occurs around this time and it is likely to be the time that the woman and her 
partner are deciding whether they want to try to conceive again. These 
depression and anxiety scores were compared with a background incidence of 10-
12% in the general population. 93% of women are anxious about further 
pregnancies six weeks after a spontaneous abortion (Hamilton, 1989). 

Women with a history of depression are more likely to exhibit depressive 
symptoms one month after miscarriage (48%) (Friedman and Garth, 1989). 
Other significant predisposing factors to psychological morbidity following 
spontaneous abortion itrclude single status, neurotocism, previous miscarr iages 
and childlessness (Friedman and Garth, 1989). Those whose pregnancy was 
unplanned are more likely to suffer anxiety three months after the loss of the 
pregnancy (Prettyman, 1993). In an audit from a Dublin miscarriage clinic 17% 
of women whose pregnancies were unplanned had persistent grief reactions 
(Turner, 1991). 

Women who have had a 1~pontaneous abortion may undergo a depressive reaction 
at the time of the expected birth of the lost baby, irrespective of whether they 
have subsequently become pregnant or not (Hayton, 1988). Longer term follow
up in the US suggests that up to 10% of women develop post t raumatic st ress 
disorder after spontaneous abortion (Bowles, 2000). 

Greater attention needs to be directed at the investigation and longterm follow
up of these women, a s well as an evaluation of the usefulness of psychological 
interventions (Prettyman, 1993; Frost and Condon, 1996). 

2.1.6 Abortion 

Research into the long-term consequences of abor tion is par ticularly fraught with 
difficulties (Savage and Patterson, 1982). Scientific evaluation of the medical 
and psychosocia l consequences of abor tion is impossible in a situation where 
abortion is unlawful (Kummer, 1963) . All studies from cou~tries where abor tion 
is lawful h ave some methodological flaws but the only way to conduct a definitive 
st udy of the effects of abor tion would require the random assign ment of women 
vvith u nintended pregnancies to continue or terminate their pregnancies and this 
is obviously unethical (Adler, 2000). It seems reasonable, therefore, to put more 
faith in those studies having the best designs and conclusions supported by 
several studies. 

The physical r isks of abor tion depend above all on the gestation of pregnancy 
when the abor tion is perfor med and, at any gestation, the risks also depend on 
the method used, the age, health and parity of the woman and the experience, 
sk ill and attitude of the. operator (RCGP/RCOG, 1985). This review, jointly 
conducted by the Royal College of General Practitioners and the Royal College of 
Obstetr icians and Gynaecologists reported major morbidity of 0. 7%, which 
cor responds to findings from two large US studies. The impact of abor tion on 
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subsequent fertility has been extensively studied, and a review of the literature 
reveals that women whose first pregnancy is terminated have no increased risk 
of subsequent infertility unless their abortion is complicated by pelvic infection 
(Hogue, 1986). Mortality for first trimester abortion is very low indeed (1 per 
100,000) compared to a total maternal mortality of 7.6 per 100,000 in Ireland and 
a direct maternal mortality of 2 per 100,000. No deaths due to abortion have been 
identified in Irish or Swedish reviews of maternal deaths in the past twenty 
years (Jenkins, 1996; Hogberg, 1994). 

Controversy continues about the psychological risks associated with abortion, 
despite its prevalence throughout the world (Blumenthal, 1992; Wilmoth, 1992; 
Major, 2000). Most reviews of empirical research conclude that freely chosen 
legal abortion, particularly in the first trimester, does not pose a substantial 
health risk and that severe psychological distress after abortion is rare 
(Athansiou, 1973; Shusterman, 1979; Dagg, 1991; Adler, 1992; Blumenthal, 
1992; Russo and Zierk, 1992; Zolese and Blacker, 1992; Gilchrist, 1995;). These 
studies are primarily based on studies of random samples of ·women who arrive 
at clinics, doctors' offices or hospitals to have an abortion. However, they usually 
only report relatively short-term follow-up (up to a few months post-abortion) and 
may underestimate longer-term post-abortion problems. 

Other studies claim that\nevere psychological distress following abortion is 
common, and that women who have abortions are prone to experience post 
abortion syndrome - a post traumatic stress disorder similar to that experienced 
by some victims of natural disasters, rape and child abuse (Reardon, 1987; 
Speckhard and Rue, 1992). These reports are based primarily on clinical case 
studies of women who have sought professional help for psychological problems 
after their abortions or on studies of women who identified themselves in 
advance as having suffered psychological trauma after an abortion. A revi w of 
the literature reported in a commentary in the Journal of the American Medical 
Association failed to identify abortion trauma syndrome as a specific medical 
entity (Stotland, 1992). 

In one study from California with a longer-term follow-up of two years, 72% of 
442 women were satisfied with their decision to have an abor tion; 69% would 
have the abor tion again; 72% reported more benefit than harm from the decision 
and 80% were not depressed (Major, 2000). 

Gilchrist (1995) compared the rate of subsequent psychiat ric problems in women 
who had a ter mination and those with other outcomes to their unplanned 
pr egnancy a nd found no difference in r ate of repor ted psychiatric disor der 
?etween the two groups . Many women experience feelings of guilt and sadness 
immediately after an abortion but these feelings are usually transient and are 
often accompanied by a marked feeling of relief (Davidson, 1997). 

A Scot tish st udy of women having had an abortion in early pregnancy found 17% 
of women had consulted a GP or specialist for subsequent psychiatric morbidity 
in the two years following ·the abortion, using the SF36 health survey 
questionnaire (Howie, 1997). Their overall scores for general and psychological 
health outcomes were within the normal population range. There were no 
significant differences between those who had had a surgical or a medical 
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abortion. The authors concluded that induced abortion results in a high 
incidence of psychological benefit and a low incidence of psychiatric morbidity. 

Women with a history of depression before the pregnancy were more likely to 
report negative abortion-specific outcomes. The rate of clinical depression in 
women two years after abortion (20%) was the same as the rate in the general 
population of women aged 15-35 years (Major, 2000). 

Women who are advised to have an abortion for medical reasons are more likely 
to experience longterm depressions (Donnai, 1981). Risk oflongterm depression 
is also greater after abortions for fetal anomalies (Elder and Laurence, 1991). 
This is hardly surprising as these pregnancies are usually wanted and planned; 
the woman has often undergone amniocentesis which is in itself often associated 
with anxiety and the abortion is often performed late in pregnancy, after fetal 
movements have been felt. 

Younger women do not appear to be at higher risk of poor psychological outcomes 
to pregnancy. An American study compared 14-18 year olds with 18-21 year olds 
using a variety of self assessment scales immediately before and four weeks after 
abortion (Pope, 2001). There were no significant differences between 
psychological responses in the groups with both groups showing significant 
improvement in psychological responses after abortion. 

I' 
Experiencing a cr isis pregnancy is, in itself, stressful, as may events associated 
with it. For example, a woman's partner may respond to the pregnancy by 
leaving her. The intimidation that some women encounter in seeking an 
abortion will also contribute to the psychological distress associated with 
abortion (Adler, 1992). In a crisis pregnancy the woman regrets the fact that 
conception occurred. An abortion, whether spontaneous or induced, entails loss. 
Both regret and loss result in sadness. The feelings of distress and sadness that 
many women experience around the time of abortion are usually t r ansient and 
must be distinguished from psychiatric illness (Friedman, 1974). 

Interestingly, the perceptions of health professionals were investigated in one 
study, which found that American health professionals expect women to be more 
depressed, guilty and anxious after abortion than the women are (Baluk and 
O'Neill, 1980) . Nurses were more ext reme in their a ttitudes th an doctor s or 
social workers . 

Criminalisat ion and/or membership in a religious or social group opposed to 
abort ion can be expected to increase a woman's feeling of dist ress, as can 
insensitive, negative or hostile beh aviour and remarks by healthcare 
pr ofessionals or other s she encounters in the process of considering or obtaining 
an abor t ion (Stotland, 1992). A Canadian study of 100 women applying for 
abor t ions before and after it was legalised noted a comparative decrease in the 
incidence of emotional distress r elated to the increased social acceptance of the 
pr ocedure (Meikle, 1977). 

2.1. 7 Rape-related pregnancy 

Sexual assault is a significant societal problem. The short- and long-term 
sequelae of rape are complex. Psychologically, rape has been identified as a 
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significant risk factor for post traumatic stress disorder in the US (Rothbaum, 
1992; Resnick, 1993). 

Relatively little is known about the health consequences of rape because less 
than 10% of American women undergo an immediate medical examination 
(Resnick, 1993). Reported consequences of rape are therefore likely to 
underestimate actual population risk. US data indicate rates of non-genital 
trauma in 25-45%, genital trauma in 19-22%, sexually transmitted diseases in up 
to 40%, and pregnancy in 1-5% of women (Holmes, 1996). Other sequelae 
associated with rape are chronic pelvic pain, depression, substance abuse, eating 
disorders , sexual dysfunction, chronic vaginitis, marital discord and suicide. 

The National Women's Study in the US, a telephone survey of adult women, 
estimated the risk of pregnancy in women of reproductive age who were raped at 
5% per rape (Holmes, 1996). The majority of rape-related pregnancies resulted 
from assault from a known assailant, rather than a stranger, and the fact that 
more than 40% of the pregnancies resulted from multiple assaults places these 
pregnancies in the setting of ongoing violence or abuse. The majority of these 
pregnancies were unwanted. 50% had abortions, 32% of women kept the baby, 
12% resulted in spontaneous abortions and 6% placed the baby for adoption. 

The Dublin Rape Crisis Centre (1998) reports that 36% of adult rapes are 
reported to the Gardai.I Of their clients who were at risk of.pregnancy, 21 women 
(18%) became pregnant. Eight women continued with the pregnancy and kept 
the baby, one woman opted for adoption, five women had induced abortions, two 
had spontaneous abortions and the outcome of the pregnancy is unknown in the 
remaining five cases. 

Although the total number of rape-related pregnancies may account for only a 
small proportion of unintended pregnancies, the occurrence of pregnancy 
resulting from rape or incest holds important public health and policy 
implications. 
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2.2 Suicide and deliberate self-harm 

Suicide rates have fallen in young women in the UK over the past 20 years, in 
contrast with the marked increase in young men (Charlton, 1992). Between 
1968-70 and 1993-95 male suicide rates increased by 83% in the 15-34 year age 
group while female suicide rates in this age group decreased by 11 %. A relatively 
consistent 4: 1 male-to-female ratio is found in the international literature 
(Hirschfeld and Russell, 1997). A similar trend emerges from examination of 
Irish Vital Statistics (Central Statistics Office). 
In 1999, the overall death rate from suicide was 11.7 per 100,000 population. 
The gender-specific rates were 18.8 per 100,000 men and 4.8 per 100,000 women. 

Appleby (2000) has proposed three broad explanations to account for this gender 
divergence . He suggests that the causes of the increased suicide rate among men 
may be less common among women, or they may be experienced differently, or 
they may be counterbalanced by other factors. Another factor that may partly 
explain this difference is that the method of suicide favoured by women, drug 
overdose, has become less lethal (Gunnell, 1999). 

Depression is a significant risk factor for suicidal behaviour· in both sexes 
(Subhash, 1999). Women, especially those younger than 30 years of age, more 
often attempt suicide, whereas men more often complete the suicide (Hir schfeld 
and Russell, 1997). 

An international revie'-" f research on suicide in women conducted dur ing the 
past twenty-five years concludes that menstruation, hormonal treatment and 
puerperium have no major effect on suicide rates (Brockington, 2001). However, 
unwanted pregnancy may result in suicide under certain circumstances. Having 
children protects against suicide (relative risk 2.0 for nulliparous women). 
Higher suicide rates were found in divorced women; the evidence on widowhood 
was equivocal, social factors had a limited effect; prosperity and employment h ad 
no effect. Sexual abuse, rape and domestic violence undoubtedly resulted in an 
increase in suicide attempts but the evidence on completed suicides is lacking. 

Self-harm and parasuicide are commoner in young women than in men. 
Parasuicide carries a significant recurrence rate and risk of successful suicide, 
particularly within a year of a previous attempt (Graham-Jones and Duxbury, 
1997). The National Task Force on Suicide report (DOHC, 1998) states th at 
there is a significantly higher incidence of attempted suicide among young 
women from areas of social and educational disadvantage and from dysfunctional 
families . 

'Self-poisoning is the method employed in 70% of all suicide attempts by women. 
There a re approximately ten times more suicide at tempts than fatal outcomes. 
Repetition is common, with a repeat incidence of 12-25% (Appleby, 2000). 

2.2.1 Predicting suicide risk 

Suicide is a dramatic event which has the almost inevitable effect of evoking 
thoughts about how specific interventions might have prevented it. The sobering 
reality is that there has not been any research which has indicated that suicide 
can be predicted or prevented in any individual (Goldney, 2000) . One of the 

26 



main barriers to prediction of suicide is the low base rate i .e. the infrequency of 
suicide in the population (11.7 per 1000,000 in the Irish population). This is 
obviously a particularly pertinent factor in predicting suicide risk in pregnant 
women, a group with a lower than average suicide rate. 

Identification of well known risk factors such as number of prior suicide 
attempts, the degree of suicidal ideation present, the presence of a bipolar 
disorder, gender and outcome at discharge from hospital can be identified but a:re 
not useful in distinguishing those who will attempt or commit suicide from those 
who won't. In a review of 81 articles examining differences between those with 
varying degrees of suicidal ideation and behaviour, those who committed suicide 
and non-suicidal subjects, van Egmond and Diekstra (1990) concluded that 
"suicide prediction research has made little headway over the past 25 year s". 

However, a number of clinical features have been identified that are, at the very 
least, statistically associated with suicide. These include a high degree of 
hopelessness (Beck, 1989); the presence of psychiatrie illness (particularly 
depression and schizophrenia); alcohol and other substance abuse; physical 
illness; social isolation and the availability of means of suicide (Appleby, 1992). 
More specific factors have recently begun to be identified. 

Despite the lack <\>~ an evidence base for the prediction of suicide, it could be 
argued that experienced clinicians are aware of subtle nuances of patient 
presentation that may herald suicidal behaviour (Goldney, 2000) and, indeed, 
clinicians routinely make judgements about suicide risk, often in situa tion s 
where it would probably be unethical to allocate patients to a r a ndomised 
controlled trial of interventions aimed at prevention. While the m ajor ity of 
patients identified in this way will not a ttempt or commit suicide, t here is n o way 
of knowing when a suicide has actually been pr evented. Therefore , clinicians can 
heed no better advice than that of Murphy (1983) who, after a cknowledging our 
limitations in the prediction and prevention of suicide, s t a t ed, "our efforts must 
be design e d to r elieve the substra t e of despair tha t is the pr oximate base for m ost 
suicides". 

2.2 .2 S u icide and deliberat e self-harm in pregnancy 

The issu e of s uicide in pregnancy and the year after t:J:.ie conclusion of the 
pregn a n cy h as largely been neglect ed (F rautschi, 1984). This results, at least in 
part , from the exclusion of suicide from many of the inte<rnational definitions of 
maternal m or t ality (q.v.). Under-repor t ing of death by suicide in many countries 
a lso con t r ibutes . Given th ese reservat ions, suicide in pregnancy is a r a re evE11t 
and accounts for approximately 1-5% of mater nal mortality in developed 
countries . A 2% rate w ould correspond to one suicide per 500,000 birt h s . It is 
more common in the postnatal per iod. Factors which may increase th e risk of 
suicide include psychiatr ic disor der, especially in those with r ecurrent episodes 
and hospita lisation s and adverse social circumstances (Smith, 1996) . 

S uicide in childbear ing women, in particular in comparison with men of the same 
a ge, is a rare phenomenon. There is considerable evidence to suggest that 
pregnancy and childbirth may reduce its incidence even further (Sachs, 1987; 
Syverson, 1991; Catalan, 2000). Failu r e to complete the pregnancy m ay not 
have such a protective effect and this may well apply to cases where pregnancy is 
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unwanted and elective termination is not available (Catalan, 2000). When series 
of female suicides were studied to determine the proportion of pregnant women 
among then, the results have ranged from 0% to 13.5% (Appleby, 1996). 

Figure: Methods and findings of a selection of early studies on maternal 
suicide 

Country 

Australia 
Hungary 

Great 
Britain 

Sweden 

USA 

USA 

Zambia 

Zimbabwe 

Hungary 
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Hayden, 1970 
Czeizel, 1994 

Appleby, 1991 

Otto, 1969 

Lester & Beck, 
1988 

Rochat, 1988 

\ I 

Mhango, 1986 

Mbizo, 1993 

Czeizel, 1999 

Finding 

7 suicides were noted in a 16-year period prior to 1970. 
Hospital data reveal 126 suicides during pregnancy in 
Budapest, 1960-1974. 
Of 486 maternal deaths investigated in the Confidential 
Enquiries into Maternal Deaths in the UK 1973-1984, 14 
(3%) were suicides. 
1727 women were hospitalised for suicide attempts in 
Sweden, 1955-1959. Pregnancy was listed as the primary 
reason in 3.4% of cases. · 
Of 15 consecutive suicide attempts by pregnant women 
admitted to a general hospital in 1988, 8 (53%) were 
related to pregnancy. 
Of 712 deaths of women during pregnancy or within 42 
days of delivery 1980-1985, 30 (4%) were homicides and 
13 (2%) were suicides. 
Of 60 maternal deaths recorded at the University 
Teaching Hospital in Lusaka 1982-1983, one (2%) was 
listed as suicide. 
Of 175 maternal deaths reported in two districts, 1989-
1990, 4 (2%) were listed as suicides due to unwanted 
pregnancy. 
Of 22,969 women aged 15-50 years who attempted 
suicide by self-poisoning, 1985-1993, 559 (2.5%) were 
pregnant. 

Applepy (1991), in his retrospective study of suicide in women in England and 
Wales from 1973-1984 found a suicide rate in pregnancy one-twentieth of the 
expected rate . An American study (Marzuk, 1997), which examined the autopsy 
results of all female suicides in New York in women aged 10-44 during 1990-
1993, found a suicide rate in pregnant women one third that of non-pregnant 
women. Gissler (1996), in a register-linkage study in Finland 1987-1994, found a 
mean annual suicide rate of 11.3 per 100,000 in women of childbearing age. The 
rates were significantly higher for those who had miscarried (18.1) and for those 
who had had abortions (34. 7). The rate for women who completed their 
pregnancies was considerably lower (5.9). It is important to remember that these 
rates arise from the context of a society where abortion is readily available and 
generally acceptable. 

The literature suggests that a disproportionate number of suicides are committed 
by pregnant adolescents (Frautschi, 1984). The suicide mortality ratio for 
teenage pregnant women, while still lower than that for non-pregnant ones, is 
five times greater than for older pregnant women. "Teenagers who are unhappy 
about being pregnant represent a high risk group within a low risk population" 
(Appleby, 1991). 
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By contrast to suicide, deliberate self-harm is thought to have similar prevalence 
in pregnant and non-pregnant women (Rayburn, 1984). In a review of the 
literature, Appleby (1996) found that the rate of deliberate self-harm in 
pregnancy ranged from 4% to 20%, with most studies reporting a rate of less than 
10%. Pregnant women who harm themselves tend to be younger (Whitlock, 
1968). As in the case of non-pregnant women, self-poisoning is the most common 
method of self-harm. 

A Hungarian population-based prospective study (Czeizel, 1999) showed that of 
22,969 women aged 15-50 years who attempted suicide by self-poisoning between 
1985 and 1993, 559 (2.5%) were pregnant. The peak period of suicide attempts 
was in the first month after conception and most resulted in very early fetal loss. 
Almost two thirds (61 %) of the suicide attempts took place in the first and second 
months after conception, after early recognition of unwanted pregnancies. Most 
studies report a preponderance of suicide attempts in the first trimester, for 
example Rayburn repo:rts 53% in first trimester, 23% in the second trimester and 
23% in the third trimester (Rayburn, 1984). 

In an earlier Hungarian study (Czeizel, 1984) of the outcome for 142 pregnant 
women who were hospitalised following self-poisoning, fetal death occurred in 13 
(9%), 33(23%) had an abortion and 96 (69%) of the children survived. A 
subsequent study by the same author (Czeizel, 1997) following up a larger 
sample of 559 women found teratological effects to be no more frequent than 
expected in the offspring of those women who had self-poisoned during 
pregnancy. Induced abortions were significantly more common in this group of 
women than pregnant women generally (40% versus less than 1%) and the 
proportion of live births was much lower (35% versus 87%). 

Suicides by pregnant women can be triggered by many reasons and may include 
problems the women encounter in their main relationships, financial hardship or 
sexual abuse (Frautschi, 1984). Sometimes these conditions may be unconnected 
to the pregnancy or pre-date it while, in other cases, the pregnancy may 
precipitate the suicide. Often the precise trigger is difficult to ascertain. 

2.2.3 Postnatal Suicide 

A Finnish study reported the risk of suicide after birth to be half that among 
women of reproductive age in gener al (Gissler, 1996). However, suicide was the 
leading cause of death in the interval 43-365 days after delivery in a Swedish 
review of maternal deaths, 1980-1988 (Hogberg, 1994). In a rev.iew of UK 
suicides 1978-84 the rate of suicide in the first postnatal year was roughly six 
times lower than expected in the matched female population (Appleby, 1991). Of 
those who committed suicide in the first postnatal year, 24% did so in the month 
after the birth and 75% within six months of the birth. 42% of the 76 mothers 
who committed suicide did so by overdose. Women classically use less violent 
methods when attempting or completing suicide than men. However, a number 
of studies of suicide and attempted suicide in the first postnatal year consistently 
report more violent methods, thus reversing the general trend (Appleby, 1991; 
Hogberg, 1994). Teenage mothers were more likely to commit suicide in the first 
postnatal year than older women (Gissler, 1996). 
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The relatively high incidence of suicide in the year following childbirth identified 
in the Swedish study (Hogberg, 1994) suggests considerable postnatal psychiatric 
morbidity. Emotional support and screening for depression during pregnancy 
and the postnatal period are the somewhat imperfect tools available to tackle this 
(Hulten and Wasserman, 1993; Rayburn, 1984). 

2.2.4 Lone motherhood 

A Swedish study showed almost 70% higher risk of premature death in lone 
mothers than mothers with partners. The excess risk remained significantly 
increased after adjustments for socio-economic status and previous severe 
somatic and psychiatric inpatient history. Increased mortality was especially 
pronounced for suicides (RR 2.2) , violence (RR 3.0) and alcohol-related mortality 
(RR 2.4) in mothers without partners. 

2.2.5 Abortion 

Suicidal risk has been identified as a factor in a substantial proportion of women 
undergoing elective termination of pregnancy (Kenyon, 1969; Perer a , 1983). 
Although suicide during pregnancy is now relatively rare in the developed world, 
it is still the last resort for women in societies where access to family planning is 
limited and I or access to abortion is restricted (Frautschi, 1994). 

A Finnish r egister linkage stud~ xamining deaths by suicide in women between 
1987 and 1994 found that women were less likely to commit suicide after 
completed pregnancies than women whose pregnancies were terminated by 
abortion, either spontaneous or induced (Gissler, 1996). The study concludes 
that the increased risk of suicide after induced abortion indicates either common 
risk factors for both or harmful effects of induced abortion on mental health. 
The study wa s unable to study the causation because of its methodology (register 
linkage) . 

A vVelsh s tudy (Morgan , 1997) linking attempted suicide with pregnancy outcome 
found no significant difference between the background risk and th at in women 
who had normal deliveries whereas women who h ad miscarriages and those who 
had induced abortions were significantly more likely to attempt suicide . Women 
were more likely to attempt suicide before the abortion than after it suggesting 
that the unwanted pregn ancy is the common cause of both the abortion and th e 
suicide a ttemp t. 

Gilchr ist a n d colleagues (1995) carried out a review of more than 13, 100 
pregnant women belonging to four groups: (a) those who had a termination; (b) 
those wh o were refused a termination; (c) those who initially wanted a 
termination but ch anged their minds; and (d) those who did .not wish t o have a 
termination , sh owed that those with a previous psychiatric history had a greater 
risk of deliberate self-harm during the 2-year follow-up period, r egardless of 
p regnancy outcome. Amongst women with no previous psychiatric history, 
however , both those who h ad the oper ation refused and those in whom it was 
carr ied out h a d an increased. risk of subsequent deliberat e self-har m . The 
a u thors explain these findings in terms of co-existing social and psychological 
factor s , although the possibility of a direct contribution of the terminat ion or its 
r efusal cannot be ruled out. Similar conclusions were repor ted by Houston and 

30 

• 



Jacobson (1996) whb found that termination of pregnancy was more likely to 
follow deliberate self-harm, rather than the other way round, highlighting the 
dangers of making assumptions about causality based on statistical association. 
The.fr findings indicate that it is likely that both deliberate self-harm and 
termination of pregnancy share contributing factors. 

While it could be argued that the increased incidence of suicide in women who 
have had abortions was the result of the termination of pregnancy; it is likely 
that women who had chosen to terminate their pregnancy were already at 
greater risk of suicide because of other factors, such as depression, low social 
class, low levels of social support or greater number of adverse life events 
(Catalan, 2000) . 

Little information is available about the impact of not being able to have a 
termination when one is wanted (Catalan, 2000). A variety of factors, including 
legal, religious and financial, influence .... ~ccess to termination of pregnancy. Some 
earlier research found no link between refusal of termination and subsequent 
long-term behaviour (Hook, 1963). However, historical comparisons of suicide 
rates in pregnant women before and after the introduction of legal abortion 
would suggest a significant decrease. Kendell (1991) compared Weir's study 
(1984) of suicide in London 1943-1962 which identified a rate of 59 suicides in 
pregnant women per million live births with Appleby's study (1991) of England 
and Wales 1973-1984 which identified only 14 suicides, corresponding to 1.9 
suicides per million births. He suggestJ d

1 
that the increased availability of 

effective contraception and of legal abortion and the decreasing stigma of lone 
motherhood were the key changes responsible for this 97% reduction in the 
suicide rates of pregnant women. More recent reports in the literature have 
found a link between refusal of, or difficulties in obtaining, a termination of 
pregnancy and subsequent risk of deliberate self-harm (Gabinet, 1984; Gilchrist, 
1995). 

It is also clear from the literature that unwanted pregnancy may lead to suicide 
in social situations in which pregnancy in single women is stigmatised and legal 
abortion is not available as a resolution (Frautschi, 1994). 
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Section 3 Medical complications of pregnancy 

3.1 H!gh-risk pregnancy 
3.2 Potentially life-threatening conditions in pregnancy 
3.3 Chronic medical conditions and pregnancy 

While potentially life-threatening conditions are rare in pregnancy, management 
options need to be considered as a matter of urgency. This paper will explore 
some of these life-threatening conditions, particularly cancer and heart disease, 
where the role of therapeutic abortion is controversial. Ectopic pregnancy is not 
covered as extra-uterine pregnancies are generally recognised as being non
viable and potentially life-threatening for the mother and surgical treatment 
(either by laparoscopic or open surgery) is universally acceptable. It also 
includes some discussion of chronic conditions such as asthma, cystic fibrosis and 
multiple sclerosis and the consequences of pregnancy for women with such 
conditions. The purpose is to highlight the variability of response to the 
challenge of pregnancy and the medical advances resulting in changing 
management. The choice of conditions discussed is purely arbitrary and common 
conditions such as diabetes mellitus and epilepsy are excluded, as the 
management approach to pregnancy and the \::bntrol of such conditions are 
generally acceptable . 

Peter McKenna, Master of the Rotunda Hospital, in his oral submission to the 
All-Party Oireachtas Committee, stated "possibly once a year in this country a 
woman would be seen who, if her pregnancy is not terminated within a matter of 
hours or days, will die from a complication. Some of these women who are sick 
that you can't actually get them out of the country. illtimately, if the woman 
dies then the baby dies as well." 

Sean Daly, Master of the Coombe Women's Hospital, suggested that, with the 
increasing survival of women with conditions such as congenital heart disease 
and cystic fibrosis, and the later age of motherhood, we are likely to be face d with 
more pregnancies complicated by maternal disease rather than less. 
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3.1 High-risk pregnancy 

A "high~~isk" pregnancy is defined as a pregnancy in which there is a risk of a 
serious adverse outcome in the mother and I or baby that is greater than the 
incidence of that outcome in the general population (James, 1989). Age is one of 
the key determinants of high-risk pregnancy. Both maternal and perinatal 
mortality rates rise progressively with maternal age with mothers over 40 having 
a ten times greater risk of fatal outcome for either mother or baby than mothers 
in their mid-20s (James, 1989). The specific complications of pregnancy, such as 
pre-eclampsia, are also commoner in older women. 

younger teenagers also have poorer outcomes, with higher maternal and 
perinatal mortality rates and a greater risk of complications such as pre
eclampsia and pre-term labour. There are also obvious social and education 
consequences of pregnancy in the early teenage years. Other socio-medical risk 
factors are commonly present in very young mothers, specifically cigarette 
smoking, alcohol and drug use. Many underlying medical conditions also 
determine high-risk pregnancies. 

\ \ 
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3.2 Potential life-threatening conditions in pregnancy 

3.2.1 Cancer 

Cancer is a leading cause of death among women of childbearing age. However, 
cancer occur ring in pregnant women is a rare event, with a reported incidence of 
0.1 - 0. 7% (Allen, 1986; Antonelli, 1996). There is no convincing evidence that 
pregnancy itself adversely affects either the prognosis or the biology of maternal 
cancer (Jones, 1991). The diagnosis of cancer in pregnancy poses additional 
problems, including the mother's fear of death and her fear of the loss of her child 
(Carney, 1995). The most common malignancies in pregnancies are those of the 
breast, the reproductive tract and the haematological system. The management 
involves a multidisciplinary approach and individualised treatment. The 
therapeutic approach is usually simjlar to that in non-pregnant women with 
some modifications as a result of the pregnancy. Many pregnant women, 
however, believe that treatment should always be withheld in the best interest of 
the child (Carney, 1995). 

Chemotherapy: The impact of cytotoxic agents on the developing fetus is 
directly related to the timing of exposure (Carney, 1995) with the greatest risk 
occurring during the first trimester \~ones, 1991). Exposure in the fir st t rimester 
ca n cause congenital malformation and I or fetal loss. During the second and 
third trimesters, drugs rarely cause malfor mation. However, they may impair 
fetal growth and development. They may also cause microcephaly, mental 
retardation and impaired learning as neuronal growth is ongoing dur ing this 
time. The decision to use must be based primarily on the likely benefit to the 
mother. If cure is a realistic goal, treatment should be administered without 
delay. In situations where cure or even significant palliation are not at tainable 
with systemic chemotherapy, the primary goal should be the protection of th e 
fetus and avoidance of substances likely to be harmful (Carney, 1995). 

Breast cancer: While this is a common condition in Ireland, affecting 
approximately 1700 women each year (National Cancer Regist ry Board, 1999), 
only approximately 2% of breast cancers in women under 40 occur in pregnancy 
(Copeland, 1996). The incidence is 3 per 10,000 pregnancies (Petrek, 1987). The 
dia gnosis in pregn ancy is frequently delayed because of the normal physiological 
changes occurring at this time (Pet rek, 1987; J ones, 1991; Carney, 1995) and, 
therefore pregn ant women m ay present at a more advanced stage. Breast 'cancer 
in pregn an c:Y also appears to be of a more aggressive type . Treatment planning 
has the sam e aims as in the non-pregnant woman, namely local control and 
eradication of systemic micrometasteses . All pregnant women should be 
considered for systemic chemotherapy because of their premenopausal status 
(Theriault, 1992). Carney states that unless there is evidence of met astatic 
disease , chemotherapy can be delayed until the second t rimester. 

Although breast cancer is frequently diagnosed at a more advanced stage in 
pregn ancy, s t age-for -stage and provided full t reatment is given, women who 
develop breast cancer in pregnancy have similar outcomes to non-pregnant 
women (Zemlickis, 1992; Scott-Conner and Schorr, 1995; Isaacs, 1995). 
Although t here is evidence to suggest that there is no survival benefit to those 
who undergo therapeutic abortion (Parterre, 1988; Clarke, 1989; Ezzat, 1996; 
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Merkel, 1996; Sorosky and Scott-Conner, 1998) many authorities would advocate 
that this is a choice women in this situation should be given to optimise her 
a~~onomy in light of the potentia~ adverse effects of treatment on the fetus. 

Cancers of the reproductive tract: In cancers of the reproductive tract (cervix, 
uterus or ovaries), particularly in the first 20 weeks of pregnancy, intervention to 
preserve the mother's life resulting in the death of the fetus may be unavoidable 
(Doll, 1988; Nevin, 1995; Jones, 1996; van Vliet, 1998). Approximately 3% of all 
invasive cervical cancers occur during pregnancy (Copeland, 1996). Early 
cervical cancer may be managed conservatively until the fetus reaches viability 
(Sorosky, 1995; van der Vange, 1995). In more advanced stages of cervical 
cancer, where high dose radiotherapy is the recommended treatment, 
spontaneous abortion may be a consequence. Both ovarian and uterine cancer 
are, fortunately, very rare in pregnancy as the treatment may include surgical 
removal of uterus, tubes and ovaries. 

Haematological cancers: Haematological malignancies, particularly 
leukaemia and lymphoma, may occur in pregnancy (Zuazu, 1991) . 
Chemotherapy is potentially curative in these conditions but may cause fetal 
malformation or death or spontaneous abortion (Lishner, 1994; Requena, 1995). 

· Radiotherapy, which is also used extensively in the treatment of haematological 
malignancies, may cause congenital malformations or mental handicap . Because 
of the likelihood of adverse effects to t:be fetus, many would offer therapeutic 
abortion to women before commencing treatment. 

3.2.2 Heart disease 

Heart disease complicates approximately 1 % of pregnancies and is one of the 
major causes of non-obstetric maternal deaths in the developed world (James, 
1989). While death is more likely to occur during pregnancy, it may also occur in 
the postnatal period (Why Mothers Die, 1998). Maternal deaths due to cardiac 
disease are more prevalent than deaths from haemorrhage, genital sepsis or 
abortion in the developed world (McFaul, 1988; Hogberg, 1994). Acquired cardiac 
disease is now three times as common as congenital cardiac disease. 

Certain cardiac conditions place pregnant women at considerable risk of major 
handicap and death and, in such cases, pregnancy is ill advised. Cardiac djsease 
in pregnancy can be classified in three groups, according to maternal mortality 
risk (Clark, 1987). Group 1, with a mortality rate of <1 %, include uncomplic21.ted 
atrial and vent1oicular septal defects, uncomplicated patent ductus arteriosis and 
corrected tetrofogy of Fallot. Group 2, with a mortality rate of 5-15%, include 
moderate to severe mitral stenosis, mitral stenosis with atrial fibrillation and 
uncomplicated coarctation. Group 3, with a mortality rate of 25-50%, include 
Eisenmenger syndrome (cardiac disease with pulmonary hypertension), primary 
pulmonary hypertension, Marfan's syndrome with aortic involvement and 
complicated coarctation. Many medical experts would advise women with Group 
3 medical conditions not to becom~ pregnant because of the high mortality rates. 
Maternal mortality in Eisenmenger syndrome ranges from 12-70% (a 
preponderance of studies report 50% mortality rates), while fetal mortality 
approaches 50% (Landon, 1996). In the event of pregnancy, some would argue 
that elective termination of pregnancy in such circumstances lowers the 
mortality rate significantly (Gleicter, 1979; Bitsch, 1988, Landon, 1996). Others 
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suggest that recent medical advances have made it possible to await fetal 
viability and deliver without placing the mother's life at risk (Sugrue, 1981; 
.Avila, 1995; Chia, 1996). 

The diagnosis of previously unrecognised heart disease is difficult in pregnancy 
because of the haemodynamic changes occurring physiologically. 

3.2.3 Hypertensive disease 

Hypertensive disorders are the most common medical complications of 
pregnancy, with a reported incidence of 5-10% (Sibai, 1996). This term covers a 
wide spectrum of conditions from mild elevation of blood pressure to severe 
hypertension with organ damage, which may prove fatal if untreated. 

Eclampsia is a hypertensive condition unique to pregnancy. The symptoms of 
pre-eclampsia consist of a combination of elevated blood pressure, peripheral 
oedema and proteinuria. Early detection requires regular monitoring of blood 
pressure and renal function in pregnancy. Undetected pre-eclampsia or the r~re 
cases which are refractory to treatment may progress to eclampsia resulting in 
convulsions, coma and death. Pre-eclampsia runs a progressive course until 
pregnancy is completed and the only certain cure is the delivery of the fetus. It is 
usually possible to control the condition to allow the fetal maturation to occur .. 
Some clinicians would advocate terminatio i of pregnancy in the rarer, more 
severe forms of the condition, where rapid deterioration occurs despite treatment 
(Elliott and Haller, 1989; Sibai, 1990; Probst, 1994). Women with twin 
pregnancies, those who previously had pre-eclampsia and those with chronic 
hypertension (a pre-existing condition) are more likely to develop pre-eclampsia. 

Approximately 10% of those with severe pre-eclampsia will develop h epatic 
involvement, the so-called HELLP syndrome (haemolysis, elevated liver enzymes 
and low platelets), a variant of severe pre-eclampsia (Sibai, 1996). The m ajority 
of these patients present relatively early in pregnancy and will demonstrate 
deterioration in either maternal or fetal condition within 1-10 days after 
conservative management. Reported maternal mortality rates vary from 0-24% 
and perinatal mortality rates from 7.7-60%. 

There is universal agreement that the t reatment of all pat ients who develop 
severe pre-eclampsia or HELLP syndrome after 34 weeks' gestation is delivery. 
However , there is cc:msiderable disagreement about management of patients with 
severe disease pr ior to 34 weeks' gest ation. Some consider delivery to be the 
definitive t reatment for all cases, regardless of gestational age, whereas others 
recommend prolonging pregnancy until development of fetal lung maturity, fetal 
or maternal distress , or a gestational age of 34 weeks (Sibai, 1996). 
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3.3 Chronic medical conditions and pregnancy 

3.3.1 Respiratory disease 

Respiratory disease is common in pregnancy, and becoming more so. Some 
women have conditions that have been previously diagnosed and adequately 
managed, for example stable asthma, while conditions that were previously 
undiagnosed or suboptimally managed are of particular significance because of 
the increased r espiratory demands of pregnancy (Moore-Gillon, 1994). 

Asthma: Asthma is the most common respiratory disease that coexists with 
pregnancy, occurring in up to~% of c~se~ (Moore-Gillon, 1994). The evidence of 
effect of pregnancy on ast~m~ _is con~c~mg .. A previously well-controlled 

thmatic may not have sigmficant difficulties. But increasing uterine size and a 
a s d di . ther's attempts to ecrease or even scontmue her medications may result in 
:~rsening of symptoms. This variable effect has been recorded in a number of 

t d . s for example Samuels (1996) found that 49% of women observe no change s u ie , d . 
in the course of their as~hma un_ng ~regnancy, 29% show improvement and 22% 

. e an exacerbat10n of their disease. In common with many diseases expenenc . . I . . " 
there is a tendency to improve~ent m tlie third t rimester with deter ioration in 

h t tal period (Moore-Gillon, 1994). t e pos na 

h 
. tays of treatment are the same as for the non-pregnant condition T e mains . . 

inhaled beta-adrenergic agents and cor ticosteroids) and the commonly used 
( d . t . have not been shown to adversely affect the fetus. Uncontrolled me ica ions . . 

h Y 
cause prolonged matern al hypoxaemia which may r esult in fetal 

ast m a ma f · · · 
Th £or e the impor tance o mamtammg good control by continuing usual 

loss ere ' 1. d ·. . should be clearly out m e to any asthmatic woman who is pregnant 
m edicat10ns 
or considering pregnancy. 

. "b s;s· An increasing number of people with cystic fibrosis are 
Cy stic fi ro " · f · . . t dulthood and the spect rum o disease severity is considerable . In 
surviving 0 a · fib · d · d · n with cystic rosis were a VISe to avoid pregnancy because of 
the past , wome · ld t th · · · . . 1 st rain it wou pu on eir respiratory funct10n . However , the 
the a dditiofna gn ancy for women with cystic fibrosis h as improved. A 1980 study 

tcome o pre · · · h ou 980) of 129 pregnancies m women wit cystic fibr osis reported 25 , 
(Cohen; 1 . boJit ions (19%) and 6 spontaneous abortions (5%) . Of the 97 
therapeutic a ~ncies there were 6 stillbirths, 5 maternal deaths and 26 pre
complet e.d p~egn In cod t rast, a 1991 study (Canny, 1991) of 38 preghancies in 25 

deliveries . · d 1 · · term . h tic fibrosis reporte spontaneous abortion, 3 therapeutic 
n wit cys · ·d f5 9° wom~ d pre-term birth mci ence o . Yo. The outcome of the pregnancy 

abortions anh a nderlying severity of the condition and the risks to both mother 
d ds on t e u · ·f 1 · epen siderably higher i pu monary hypertens10n h as developed 
and fetus are ~on (Moore-Gillon, 1994). 
before conception 

Multiple scle rosis 
3.3.1 

d . k of both onset and development of relapses has been identified 
An increase ri~ eriod (Poser and Poser, 1983). Onset or deterioration occurs 2 -
in the postnataftp in the six months after childbirth than in the nine months of 
3 times mor~~::Ver, when the fifteen months that constitute pregnancy and the 
pregnancy. 
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six postnatal months are considered, there is no statistically significant 
dlfference between the observed number of relapses and the total number of 
relapses expected for such a time period without pregnancy (Korn-Lubetzki, 
1984). The pattern of remission in the latter half of pregnancy and exacerbation 
in the postnatal period mirrors the pattern seen in a number of other diseases of 
presumed autoimmune origin, for example systemic lupus erythematosis (SLE). 
There is no evidence of an increased frequency of congenital malformation in 
offspring of patients with multiple sclerosis (Poser and Poser, 1983). 

\ \ 
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