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Abstract

The abortion and mental health controversy is driven by two different perspectives regarding how best to interpret accepted
facts. When interpreting the data, abortion and mental health proponents are inclined to emphasize risks associated with
abortion, whereas abortion and mental health minimalists emphasize pre-existing risk factors as the primary explanation
for the correlations with more negative outcomes. Still, both sides agree that (a) abortion is consistently associated with
elevated rates of mental illness compared to women without a history of abortion; (b) the abortion experience directly
contributes to mental health problems for at least some women; (c) there are risk factors, such as pre-existing mental illness,
that identify women at greatest risk of mental health problems after an abortion; and (d) it is impossible to conduct research
in this field in a manner that can definitively identify the extent to which any mental illnesses following abortion can be
reliably attributed to abortion in and of itself. The areas of disagreement, which are more nuanced, are addressed at length.
Obstacles in the way of research and further consensus include (a) multiple pathways for abortion and mental health risks,
(b) concurrent positive and negative reactions, (c) indeterminate time frames and degrees of reactions, (d) poorly defined
terms, (e) multiple factors of causation, and (f) inherent preconceptions based on ideology and disproportionate exposure
to different types of women. Recommendations for collaboration include (a) mixed research teams, (b) co-design of national
longitudinal prospective studies accessible to any researcher, (c) better adherence to data sharing and re-analysis standards,
and (d) attention to a broader list of research questions.
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Introduction Twenty-six years later, the body of literature has grown.
Today, there are many additional areas of agreement, but the
areas of disagreement have also grown.

As with most controversies, the abortion and mental health
(AMH) controversy is driven by at least two different per-
spectives regarding how best to interpret accepted facts. A
useful parallel is found in the debate over climate change. On
the fringes of the climate change controversy are non-experts

In 1992, the Journal of Social Issues dedicated an entire
issue to the psychological effects of induced abortion. In an
overview of the contributors’ papers, the editor, Dr Gregory
Wilmoth, concluded,
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who hold an extreme position of either total denial or total
credulity. But it is far more common for skeptics to acknowl-
edge that fossil fuels make some contribution to global warm-
ing while still arguing that these effects are not as extreme
global warming proponents contend.? This group may be
described as global warming minimalists. Their normal pat-
tern is to interpret the data in a way that minimizes the poten-
tial threat. By contrast, global warming proponents may be
more likely to interpret the data in ways that emphasize the
potential risks.

Similarly, in regard to the AMH controversy, there are
both AMH minimalists and AMH proponents. The experts
from both groups can report similar findings from the same
data but will do so in ways that seem to either minimize or
emphasize the negative outcomes associated with abortion.
It should be carefully noted that there is actually a broad
spectrum of expert views regarding the AMH link.? While
each researcher and expert has likely developed carefully
considered and nuanced opinions, these have not been com-
pletely disclosed and cannot be cataloged in regard to every
issue discussed herein. Still, broadly speaking, it is evident
that both expert reviews and the authors of individual studies
appear to generally support either the view that (a) the men-
tal health effects associated with abortion are minimal and
within the expected range for the women seeking abor-
tions*1% or (b) the effects are significant enough to justify
more research dollars, and better screening and counseling in
order to reduce the number of adverse outcomes.!'"! In
addressing this conflict, it is not my intention to pigeonhole
any particular expert’s viewpoint at any location on the spec-
trum of views regarding AMH.

In writing this review, I have tried to be as objective and
fair as possible. Yet, as discussed later, since my own
informed opinion is also influenced by my own experiences
and preconceptions, full disclosure requires that I acknowl-
edge at the outset that I fit most closely under the category
of an AMH proponent. That said, my goal is not to dismiss
or disprove the viewpoint of “the other side,” but rather to
understand and engage with it in a manner that will contrib-
ute to a respectful “transformational dialogue” that will
help to “crystalize the areas of agreement and disagreement
along with opportunities for collaboration.”?? In this regard,
it is my great hope that those who disagree with my analy-
sis and conclusions herein will use the publication of this
review as an opportunity to publish responses and reviews
that address the issues raised with additional depth from
their perspectives.

The method I used for this review was to carefully exam-
ine previous literature reviews regarding mental health
effects associated with legal abortion that have been pub-
lished since 2005.410:12-1921.22 [ that sense, this article may
be considered a review of reviews of the literature on AMH.
In addition, I studied the references cited in these various
reviews in order to further my effort to more completely
identify (a) areas of agreement and disagreement, (b) the

underlying reasons for disagreements, and (c) opportunities
to collaborate in light of the current literature.

This undertaking is intended to advance more than just
an academic discussion, however. Research has shown that
women considering abortion have a high degree of desire
for information on “all possible complications,” including
rare risks.?? Therefore, an updated and more complete
understanding of the literature can and should better prepare
physicians and mental healthcare providers with more accu-
rate and helpful information for advising and counseling
women before or after an abortion. For example, better
screening for risk factors should help to identify women
who may benefit from additional pre- or post-abortion coun-
seling?*3% and may also help to prevent cases of women
being pressured into unwanted abortions. In addition, more
complete insights may help mental health counselors to be
more aware and sensitive to providing the counseling ser-
vices that women want and need.

This review is organized into three sections. The first
examines major areas of agreement and offers a synthesis of
the findings from major studies. The second section investi-
gates the obstacles to building a consensus between AMH
minimalists and AMH proponents, including institutional and
ideological biases, research obstacles, poorly defined terms,
and similar issues that contribute to the disparity in the con-
clusions most emphasized by each side. The third section pro-
vides recommendations for collaborative research based on
the insights gained from the first two sections, addressing
such issues as data sharing, mixed research teams, and how to
maximize the value of longitudinal prospective studies.

Areas of agreement

Abortion contributes to negative outcomes for at
least some women

The 2008 report of the American Psychological Association’s
(APA) Task Force on Mental Health and Abortion (TFMHA)
concluded that “it is clear that some women do experience
sadness, grief, and feelings of loss following termination of
a pregnancy, and some experience clinically significant dis-
orders, including depression and anxiety.”* Indeed, task
force chair Brenda Major et al.’s? own research had reported
that 2 years after their abortions, 1.5% of the remnant partici-
pating in her case series (38% of the 1177 eligible women,
after dropouts) had all the symptoms for abortion-specific
post-traumatic stress disorder (PTSD). In addition, she found
that compared to their 1-month post-abortion assessments, at
2 years the participating remnant had significantly rising
rates of depression and negative reactions and lowering rates
of positive reactions, relief, and decision satisfaction.?

The fact that some women do have maladjustments is
most specifically documented in case studies developed by
post-abortion counselors successfully treating women with
maladjustments, including counselors working from a
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Table I. Risk factors for mental health problems after an abortion identified by the American Psychological Association’s Task Force

on Mental Health and Abortion (TFMHA) in 2008.

TFMHA identified risk factors

Percentage of women at risk

Perceived pressure from others to terminate a pregnancy
Terminating a pregnancy that is wanted or meaningful

Perceived opposition to the abortion from partners, family, and/or friends

Lack of perceived social support from others
Feelings of stigma; perceived need for secrecy
Exposure to antiabortion picketing

Low perceived or anticipated social support for the abortion decision

A prior history of mental health problems

Personality factors such as low self-esteem and low perceived control

over her life

Use of avoidance and denial coping strategies
Feelings of commitment to the pregnancy
Ambivalence about the abortion decision

Low perceived ability to cope with the abortion prior to its occurrence

A history of prior abortion
Abortion after the first trimester

20%;% 23%;%8 32%;* 64%>°

30%—63%;*® 26%—39%;% | 1%—56%;>' 25% fetus human,
taking life;>2 50.7% morally wrong®°

10%—20%3

44%38

47%-56%"

87%>

Percent at risk not reported>>>¢

319%-51%

53%"!

19%—51%;%8 17%;5° 75%%

15%—18%;% 30%*

38%—54%;>0 30%—44%;%' 65%; ¢222%; 631 1%—29%;3® 35%®
36%;% 40%°

48%—52%°

9%65

pro-choice perspective*™* as well as from those working
from a pro-life perspective.*+

Even one of the harshest critics of the “myth” of abortion
trauma, psychiatrist Nada L Stotland,* subsequently reported
her own clinical experience treating a patient whose miscar-
riage triggered a mental health crisis arising from unresolved
issues regarding a prior abortion. Stotland, who later served
as president of the American Psychiatric Association, subse-
quently began to recommend screening of prospective abor-
tion patients for risk factors in order to guide decision
counseling and identify additional counseling needs.>!

Some groups of women are predictably at
greater risk of negative outcomes

There is a strong research-based consensus that there are
numerous risk factors that can be used to identify which women
are at greatest risk of negative psychological outcomes follow-
ing one or more abortions. Indeed, the TFMHA concluded that
one of the few areas of research which can be most effectively
studied is in regard to efforts to “identify those women who
might be more or less likely than others to show adverse or
positive psychological outcomes following an abortion.”*

The TFMHA itself identified at least 15 risk factors for
increased risk of negative reactions. While the TFMHA did
not report on the percentage of women exhibiting each risk
factor, Table 1 provides ranges of the incidence of each
TFMHA risk factor as reported in the literature. The inci-
dence rates shown in Table 1 clearly suggest that the major-
ity of women seeking abortion have one or more of the
TFMHA identified risk factors. Since exposure to multiple
abortions is one of the risk factors, that risk factor alone
applies to approximately half of all women having abortions,
at least in the United States.**

Notably, the TFMHA list used here is one of the shortest
that has been developed. A similar, but longer list is published
in the text book on abortion most highly recommended by the
National Abortion Federation.®® A more recent systematic
search of the literature for risk factors associated with elevated
rates of psychological problems after abortion cataloged 119
peer reviewed studies identifying 146 individual risk factors
which the author grouped into 12 clusters.? Yet another major
review of risk factors identified risk factors from 63 studies
which were grouped into two major categories.”> The first cat-
egory includes 22 risk factors related to conflicts or defects in
the decision-making process, for example, feeling pressured to
abort, conflicting maternal desires and moral beliefs, and inad-
equate pre-abortion counseling. The second category contains
25 risk factors related to psychological or developmental limi-
tations, such as pre-existing mental health issues, lack of
social support, and prior pregnancy loss.?

The ability to identify women who are at greater risk of
negative reactions has resulted in numerous recommenda-
tions for abortion providers to screen for these risk factors in
order to provide additional counseling both before an abor-
tion, including decision-making counseling, and after an
abortion,24:25,31,66-68

Notably, while there is no dispute regarding the abundance
of research identifying risk factors, there is little if any research
identifying which women, if any, acquire any mental health
benefits from abortion compared to carrying a pregnancy to
term, even if the pregnancy was unintended or unwanted.'”

All AMH studies have inherent limitations

It is impossible to conduct randomized double-blind studies
to investigate abortion-associated outcomes. Such studies
would require random selection of women to have abortions.
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Notably, the very same fact that would make such a study
unethical—forcing a group of women to have abortions—
actually occurs in the real world wherein some women feel
pressured or even forced into unwanted abortions by their
partners, parents, employers, doctors, or other significant
persons.?>* This problem with coerced abortions highlights
one of the major difficulties involved in AMH research: any
sample based entirely on self-selection (voluntary participa-
tion) no longer represents the full population of women actu-
ally having abortions. Indeed, since feeling pressured to
abort is a major risk factor, the practice of excluding women
aborting intended pregnancies from AMH studies’®*-%° makes
the results from such studies less generalizable to the actual
population of all women having abortions.

This is just one of many difficulties which makes it truly
impossible to conduct any AMH study that does not have
significant methodological weaknesses. As a result, the “true
prevalence” and intensity of the negative effects associated
with abortion can never be known with any great certainty.
Noting this problem, the TFMHA review concurred with the
view that the complexity of this field “raises the question of
whether empirical science is capable of informing under-
standing of the mental health implications of and public
policy related to abortion,” admitting that many research
“questions cannot be definitively answered through empiri-
cal research because they are not pragmatically or ethically
possible.”

Despite study limitations, statistically significant
risks are regularly identified

While every observational study can be criticized for meth-
odological weaknesses, it is also nonetheless true that is still
possible to discover meaningful and actionable results. For
example, research demonstrating elevated rates of mental
health problems among women who feel pressured to abort
contrary to their moral beliefs is generalizable to that spe-
cific subset of women. So while it is important to never gen-
eralize to all women who have abortions, insights can be
gained from nearly any study when the results are properly
narrowed to the limits of the population studied.”

Figure 1 shows the odds ratios (ORs) and 95% confidence
interval (95% CI) for risks associated with abortion in all
major studies published since 1995 organized by class of
symptoms. 7:30.67.69.71-102

While there are disagreements on how to best interpret
these findings (to be discussed later), the findings themselves
are not disputed. The results are organized into six sets: all
classes of symptoms (segregated by inpatient and outpatient
treatments when separately reported); depression and depres-
sion-related symptoms such as bipolar disorder; anxiety; sub-
stance use disorders (segregated by type of substance use
when identified); and other disorders. Each row identifies the
study reporting the results; the numeric relative risk (or OR)
and ClIs (also shown as a range in the forest plot); the

participation rate of eligible women (after deducting refusals
and dropouts) when identifiable; the group to whom the
aborting women are being compared in the study; the forest
plot; and an abbreviated description of the specific outcome,
symptom, diagnostic scale, and/or time frame to which the
statistic applies. Comparison groups include women carrying
an unintended pregnancy to term, women delivering a child,
women delivering a first pregnancy, women with no known
history of abortion, women with any other pregnancy out-
come other than abortion, and women not pregnant during the
period studied.

What is most notable from Figure 1 is that the trend in
results, including those reported by questionnaire and
record linkage studies, is consistent. All but three odds
ratios are above 1. In most cases, the lower 95% CI is also
above 1, signifying statistical significance. Moreover, even
among studies showing no significant difference (when the
lower 95% CI is less than 1.0), the upper 95% CI is always
above 1 and overlaps the statistically significant Cls of
other studies.

This overlap is very important. For example, as can be
seen in the depression grouping in Figure 1, the overlap of
the 95% Cls in the findings of Schmiege & Russo 2005 and
Cougle 2003 (both using different sampling rules for the
same data set) demonstrates that there is no actual contradic-
tion in the findings of these two studies. Whenever there is
overlap in the ClIs, this tells us that the variation in the respec-
tive relative risks reported by each study is within the
expected range of variation given the limits of each study’s
statistical power. Since findings only contradict each other
when there is no overlap in the ClIs, it is clear from Figure 1
that the minority of studies without statistically significant
findings do not contradict the findings of studies with statis-
tically significant findings. Claims to the contrary® ignore
the relevance of ClIs and also the fact that studies with low
statistical power are easily prone to Type II errors resulting
in false negatives.

The risk of such false negatives is increased when there is
also any risk of sample bias. In regard to abortion research,
the risk of sample bias is especially high since questions
about abortion are frequently associated with feelings of
shame.??>° The resulting selection bias due to self-censure
and the high dropout rates of women at greatest risk of nega-
tive reactions also contributes to the misclassification of
women concealing a history of abortion as non-aborters. In
addition, some researchers choose to exclude groups such as
women who abort wanted pregnancies,® have later term
abortions, or have other risk factors for more negative reac-
tions (Table 1) and these methodological choices will also
tend to shift results below statistical significance.

Despite these problems, the trend in findings, as shown in
Figure 1, is very clear. Women who abort are at higher risk of
many mental health problems.

This conclusion is strengthened by the variety of the study
designs that have been conducted. Collectively, these studies
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Figure I.

Study (Ref Number) OR (95% Cl) Partic*  Comparison Groupl\ Scope
Sullins 2016 (94) 1.5 (1.3-1.6) other prg count of disordrs
Fergusson et al 2008 (75) 1.3 (1.1-1.7) unintended count of disordrs
van Oitzhuijzen 2017 (96) 2.7 (0.8-8.5) 1% no abort ony disorder
van Ditzhuijzen 2017 (96) 3.2 {1.0-10.0) 1% no abort recurrent
Meltzer-Brody 2017 (80) 1.1(L.O-1.2) 100% Istdeliv postportum-lyr
Munk-Olsen 2011+ (82) 2.2(2.0-2.2) 100%  Istdeliv Istcontact-lyr*
David 1985 (73) 2.3{1.6-34) 100%  deliv inpot-90days
Reardon et al 2003 (89) 2.6(1.3-5.3) 100%  deliv inpot-90doys
Ostbye 2001(83) 3.1 (1.5-6.6) 100%  deliv inpot-90doys Joel
Ostbye 2001(83) 4.8(3.1-7.4) 100%  deliv inpat-90days /oc2
Reardon et al 2003 (89) 2.2{1.3-3.7) 100%  deliv inpot-IBOdays
Reardon et al 2003 (89) 1.9(1.3-2.8) 100%  deliv inpot-Istyr
Reardon et al 2003 (89) 2.1(1.3:3.2) 100%  deliv inpot-2nd yr
Reardon et al 2003 (89) 1.6(1.1-2.3) 100%  deliv inpat-3rd yr
Reardon et al 2003 (89) 1.5{1.1-2.1) 100%  deliv inpat-4th yr
Reardon et al 2003 (89) 1.7(1.4-2.1) 100%  deliv inpot-I-4yrs
Coleman 2002 (97) 1.6(1.4-1.9 100%  deliv outp-90days
Coleman 2002 (97) 1.4(1.3-1 100%  deliv outp-IBOdays
Coleman 2002 (97) 1.3 (1.2- 100%  deliv outp-Istyr
Coleman 2002 (97) 1.2 (1.O-I. 100%  deliv outp-2nd yr
Coleman 2002 (97) 1.1 (1.0- 100%  deliv - outp-3rdyr
Coleman 2002 (97) 1.2{1.1- 100%  deliv outp-4th yr
Coleman 2002 (97) 1.2(1.1- 100%  deliv =+ outp-1-4yr
Taft & Watson 2008 (95) 1.2(1.0-1. 5 <65% noabort -+ CES-0 dep score
Rees & Sabia 2007 (91) 2.2 (1.0-4 <50% not pg CID/-SF major depr
Dingle et al 2008 (74) 1.5(0.9-2: <34% no abort DSS/ dep score
Sullins 2016 (94) 1.5 (1.2-2. other prg CES-D dep score
Fergusson et al 2008 75 1 3 %0 unintended CID/score
Coleman 2002 ( 0- 100%  deliv — outpat treatment
Steinberg et al 2014 (30) 1.2 (0.9- 44%  deliv - UM-CID/ score
Cougle et al 2003 (71) 1.7(1.1-; 40%  deliv _ CES-Dscore
Schmiege & Russo 2005 (69) 1.2 (0.9- 1 7) 40%  unintended CES-Dscore
van Oitzhuijzen 2017 (96) 2.3 (0.7-7.4) 11% _no abort ClID/score
Pedersen 2008 (85) 0.9(0.4-2.7) 74% “noa ., abage<21
Pedersen 2008 (85) 2.9(1.7-5.6) 74%  noabort ab oge>20
Reardon & Cougle 2002 (86) 1.4(1.0-1.9) 40% unintended all women
Reardon & Cougle 2002 (86) 1.9(1.2-3.0) 40%  unintended married
Reardon & Cougle 2002 (86) 2.2 (1.4-3.6) 40%  unintended ] 1st marriage
Reardon & Cougle 2002 (86) 0.9(0.5-1.4) 40%  unintended unmarried
Reardon et al 2003 (89) 1.9(1.3-3.5) 100%  deliv single episode
Steinberg et al 2018* (93) 2.0(1.9-2.1) 100%  noabort 1st antidepsnt use
van Ditzhuijzen 2017 (96) 3.7 (0.8-17.5) 11%  noabort '
Reardon et al 2003 (89) 2.1 (1.3-35) 100%  deliv recurrent dep r
Meltzer-Brody 2017 (80) 1.2 (1.0-1.4) 100%  Istdeliv postpartum depr
Gong2013(78) 1.2(1.0-1.4) i depr during preg
Coleman 2002 (97) 2.0(1.2:3.2) 100%  deliv bipolar-outpatient
Reardon et al 2003 (89) 3.1 (1.5-6.0) 100%  deliv bipolar-inpatient
Gong 2013 (78) 1.4(1.1-1.7) i anx during preg
Dingle et al 2008 (74) 1.5(1.0-2.4) <34% no abort 0551 anx score
Sullins 2016 (94)  1.5(1.1-2.1) ? other prg CES-0 onx score
Fergusson et al 2008 (75) 2.1 (1.2-3.6) unintended ClID/score
Fergusson 2013 (17) 1.3{1.0-1.7) deliv -+ CID/score
Coleman 2002 (97) 1.1(1.0-1.3) 100%  deliv -+ depr outpat care
Cougle et al 2005 (72) 1.3(1.1-1.7) 47%  unintended anx symptoms
Steinberg & Russo 2008 EQZ; 1.2 EO 9-1.6; 47%  Istdeliv -0 anx symptoms
Steinberg & Russo 2008 (92) 0.9 (0.6-1.4) 44% Istdeliv UM-CID/ score
Steinberg et al 2014 (30) 1.1 (0.9-1.5) 44%  deliv - | = UM-CID/ score
van Ditzhuijzen 2017 (96) 1.8(0.6-5.3) 11%  no abort CID/score
van Oitzhuijzen 2017 (96) 6.7 {0.9-49.3) 11%  no abort
Steinberg et al 2014 (30) 2.3(1.4-3.9) 44%  deliv any subst use
van Oitzhuijzen 2017 (96) 2.5(0.5-12.4) 11%  no abort ubstuse
Coleman 2002 (97) 1.2(1.0-14) 100%  deliv — any treatment
Dingle et al 2008 (74) 2.1(1.3-34) <34%  no abort oleo
Coleman et al 2002 (99) 2.6(1.5-4.3) deliv 2nd pg
Sullins 2016 (94) 1.5(1.2-2.0) other prg oleo
Coleman et al 2005 (100) 1.6(1.0-2.8) deliv oleo
Coleman 2006 (98) 5.7 {1.2-27.3) unintended
Fergusson et al 2008 (75) 2.9(1.0-8.2) unintended oleo
Coleman et al 2009 (102) 3.4(1.7:6.8) deliv alco
Fergusson 2013 (17) 2.3(1.5-5.2) deliv oleo
Pedersen 2007 (84) 2.0(1.1-3.7) 74% no abort alco
Reardon et al 2004 (90) 1.7(1.0-3.1) 40%  unintended oleo
Dingle et al 2008 (74) 1.5 (0.9-25) <34%  no abort marij
Coleman et al 2002 (99) 6.9{2.7-17.4) deliv2nd pg
Sullins 2016 (94) 2.3(1.6-3.3) other prg mOfj
Coleman et al 2005 (100) 3.0(1.1-8.1) deliv marij
Coleman 2006 (98) 9.0 (2.0-40.7) ? unintended
Pedersen 2007 (84) 3.4(1.8-6.4) 74% no abort marij
Reardon et al 2004 (90) 2.0(1.2-3.4) 40%  unintended mari
Dingle et al 2008 (74) 3.6(2.0-6.7) <34% noabort illicit drugs
Sullins 2016 (94) 3.0(2.1-4.4) other prg illicit drugs
Fergusson et al 2008 (75) 2.9(1. 7.4) unintended illicit drugs
Fergusson 2013 (17) 3.9(1.1-13.6) deliv ~UgS
Coleman et al 2005 (100) 3.2(1.5-6.7) deliv cocaine
van Oitzhuijzen 2017 t (96) 8.0(8.0-8.0) 11%  no abort recurrentt
Sullins 2016 (94) 1.4(0.9-2.2) other prg suic ideation
Fergusson et al 2008 (75) 1.6(0.8:3.2) unintended suic ideation
Steinberg et al 2014 (30) 1.3 (0.9-1.8) 44%  deliv suic ideation
Luoetal2018(79) 1.9(1.5-2.4) 80%  no abort suic ideation
Fergusson 2013 (17) 1.7 (1.1-2.5) ? deliv suic behavior
Gilchrist et al 1995 (76) 1.7(1.1-2.6) 34%  unintended self-harm
Morgan et a11997 (81) 3.3(1.8-5.9) 100%  deliv __ suicattempt
Gissleret al 1996 (77) 5.9(3.6-9.8) 100%  deliv completed
Reardon et al 2002 (88) 2.5(1.1-5.7) 100%  deliv completed
Gissler 2014 (67) 2.4(1.8-3.3) 100%  deliv completed
Reardon 2006 (87) 1.7 (1.2-24) 100%  deliv sleep disorder
Steinberg et al 2014 (30) 1.8(0.6-5.3) 44%  deliv eating disorder
Reardon et al 2003 (89) 2.1(1.1-4.1) 100%  deliv _ adj reaction
Steinberg et al 2014 (30) 1.1 (0.8-1.6) 44%  deliv impulse disorder
Reardon et al 2003 (89) 1.7 (0.8-3.6) 100%  deliv neurotic
Reardon et al 2003 (89) 1.7 (1.0-3.1) 100%  deliv neurotic
Coleman 2002 (97) 2.0(1.3-3.0) 100%  deliv _ schizophrenic
Reardon et al 2003 (89) 1.2(0.7-1.9) 100%  deliv schizophrenic
O lower risk associated with abortion 1 higher risk associated with abortion 10

Logrithmic scale of relative risk or odds ratio and 95% confidence limits

*OR was calculated using all cases during 12 months after pregnancy outcome

t OR=S is place holder. Recurrent substance disorder was 20.7% for abortion group and 0.0% for the matched control group, yielding an incalcuable "infinite" odds ratio.

:I: Unless reported by the study authors or other published analyses of a data set, participation rates were calculated by dividing the sample at the end of the study by
the eligible sample. If only the initial refusal rate and drop out rate were reported, participant rates were calculated with the available data and marked with a< sign.
Studies lacking Information on refusal and drop out rates are marked with a? mark. Record linkage studies that had no self-selection bias have 100% participation rates.
"Comparison groups: "deliv" includes women with a history of delivering a live baby. "1st deliv" compares outcomesto women after a first live birth only.

"unintended" includes women who delivered an unintended pregnancy. "no abort" includes women who delivered or were never pregnant as long as they have no known

Relative risk of abortion relative to each study’s comparison groups.




SAGE Open Medicine

examine a wide variety of different comparison groups,
explore a diverse set of outcome variables, employ a large
variety of control variables, and report on numerous out-
comes over different time frames and/or at a variety of cross
sections of time. Collectively, they reveal the following:

(a) There are no findings of mental health benefits asso-
ciated with abortion. (These would be signified by
the entire 95% confidence line being below 1.0.)

(b) The association between abortion and higher rates of
anxiety, depression, substance use, traumatic symp-
toms, sleep disorders, and other negative outcomes is
statistically significant in most analyses.

(¢) The minority of analyses that do not show statisti-
cally significant higher rates of negative outcomes do
not contradict those that do. (Shown by the upper
bound of the 95% confidence overlapping the lower
95% CI of the statistically significant studies.)

A number of recent studies have also reported the popula-
tion attributable risk (PAR) associated with abortion. This
statistic estimates the percentage of an outcome that may be
attributed to exposure to an abortion experience after statisti-
cally removing the effects associated with the available con-
trol variables.

Fergusson was the first to report PARs identified in a pro-
spective longitudinal cohort studied from birth to 30 years of
age in New Zealand. He reported that the attributable risk
ranged from 1.5% to 5.5%, but did not identify the PAR of
specific mental health effects nor provide the CIs.” Specific
outcome PAR risks were also calculated by Coleman'? in her
meta-analysis, but these were reported without Cls. These
are shown in Figure 2 along with PAR estimates with 95%
ClIs that have been reported in three other studies.®*101,103

Of particular interest is a 2016 study by Sullins using the
National Longitudinal Study of Adolescent to Adult Health
that provided three models of analyses, including controls
for 25 confounding factors. In addition, he conducted a
fixed-effects regression analysis controlling for within-per-
son variations to control “for all unobserved or unmeasured
variance that may covary with abortion and/or mental
health.”* Sullins’ lagged models, employed as additional
means of examining effects of prior mental illness, con-
firmed that the risks associated with abortion cannot be fully
explained by prior mental disorders. He also identified a
dose effect, with each exposure to abortion (up to the four)
associated with a 23 percent (95% CI, 1.16—1.30) increased
of relative risk of subsequent mental disorders.

Collectively, the findings shown in Figure 2 suggest that
substance use disorders appear to be most strongly attribut-
able to abortion. Put another way, assessments of substance
use (perhaps indicating self-medicating behavior) may be
one of the more sensitive measures of difficulties adjusting
to post-abortion.’® Conversely, at least some research has
shown that other outcomes, such as variations in self-esteem,

may be unaffected, or only weakly associated with abor-
tion.® Alternatively, some outcomes may appear to be less
strongly associated with abortion because women are receiv-
ing successful treatment, such as medication for depression
or anxiety, that would obviously suppress these associations
with abortion.

Prior mental health and co-occurring factors
explain at least part of the effects

As shown in Table 1, a history of mental health problems is
a risk factor for higher rates of mental health problems fol-
lowing abortion as compared to women without a history of
mental health problems. This association has been known
since at least 1973 when a case series identified several pre-
existing mental health factors that could be used to identify
the women who were most likely to experience subsequent
psychopathology.3? The authors of that study recommended
that a low-cost computer scored Minnesota Multiphasic
Personality Inventory assessment could effectively identify
women who could benefit from additional pre- and post-
abortion counseling.

Both AMH proponents and AMH minimalists agree that
prior health is a major factor in explaining the negative reac-
tions observed post-abortion. There are differences, however,
in how proponents and minimalists distinguish, interpret, and
emphasize the interactions between prior mental health, the
abortion experience, and subsequent mental health.

AMH proponents see poor prior mental health as contrib-
uting to the risk that a woman (a) may become pregnant in
problematic circumstances; (b) may be more vulnerable to
pressure or manipulation to have an abortion contrary to per-
sonal preference, maternal desires, or moral ideals; and (¢)
may have fewer or weakened coping skills with which to
process post-abortion stresses. In addition, from the perspec-
tive of abortion as a potential stressor, women exposed to
prior traumatic experiences may be more predisposed to
experiencing abortion as another traumatic experience.

In contrast, AMH minimalists tend to interpret the evi-
dence that a high percentage of women having abortions have
prior mental health issues as the primary explanation for
higher rates of mental illness observed after abortion.>7104105
From this perspective, women with mental health problems
are more likely to engage in risk-taking behavior and to expe-
rience more problematic pregnancies and are more likely to
choose abortion. It is also hypothesized that pregnant women
with pre-existing mental health problems may be more
inclined to choose abortion because they recognize that they
are likely to fare worse if they deliver and try to raise an
unplanned child.!%-197 The higher rates of mental health
issues following abortion, therefore, may be mostly explained
as just a continuation of pre-existing mental health problems
rather than a direct and independent cause of mental illness.
While a few minimalists suggest that the underlying cause of
mental health problems observed after abortion can be
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Figure 2. Population attributable fraction and 95% CI.

entirely explained by prior mental health defects or co-occur-
ring stressors,*82 I have been unable to find any researchers
who have denied that abortion can contribute to mental health
problems.

A closely related issue is that a history of being physically
and/or sexually abused is a co-occurring risk factor for both
mental health problems and abortion.??%4198-110 Qbviously,
both sides agree that trauma from prior abuse can harm men-
tal health. Also, at least from the clinical perspective of AMH
proponents treating women with a history of both abortion
and abuse, a history of abuse may increase the vulnerability
of women consenting to unwanted abortions.

The differences between AMH minimalists and propo-
nents on these issues will be more thoroughly discussed
later. At this point, it is sufficient to note that both sides
agree that poor prior mental health is a major predictor of
higher rates of mental health problems after an abortion.
Moreover, both sides agree that there should be mental
health screening of women seeking abortion?#-30-32-38.38
precisely because the “abortion care setting may be an
important intervention point for mental health screening
and referrals™? due to the higher concentration of women
with previous and subsequent mental health issues. At the
very least, a history of abortion is a useful marker
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Table 2. Variations in emphasis on conclusions generally shared by AMH minimalists and AMH proponents.

Propositions regarding agreed upon facts

AMH minimalists AMH proponents

Abortion contributes to mental health problems in some women.

The majority of women do not have mental illness following abortion.
A significant minority of women do have mental illness following abortion.

Risk factors exist that identify women at higher risk.

The observed higher rates of mental illness in women with a history of abortion may be

partially or mostly attributable to common risk factors.

There is insufficient evidence to prove that abortion is the sole cause of the higher rates

of mental illness associated with abortion.

There is substantial evidence that abortion contributes to the onset, intensity, and/or

duration of mental illness.

A substantial number of women attribute their mental health problems, at least in part,

to their abortion experiences.

There is no evidence that abortion can resolve or improve mental health.
A history of abortion can be used to identify women at higher risk of mental health

issues who may benefit from referrals for additional counseling.

There is a dose effect, wherein exposure to multiple abortions is associated with higher

rates of mental health problems.

No single study design can adequately address and control for and address all the

complex issues that may related to the AMH issues.

Admits Emphasizes
Emphasizes Admits

Admits Emphasizes
Admits Emphasizes
Emphasizes Admits

Emphasizes Admits

Admits Emphasizes
Admits Emphasizes
Admits Emphasizes
Admits Emphasizes
Admits Emphasizes
Emphasizes Emphasizes

AMH: abortion and mental health.

for identifying women at greater risk of mental health
problems and a corresponding elevated risk of a variety of
related chronic illnesses'!! and reduced longevity.!!%113

A summary of agreements with difference in
emphasis

Table 2 summarizes specific factual propositions to which
the vast majority of both AMH minimalists and AMH propo-
nents would agree. As indicated in the table, each side may
typically emphasize some points over others and might
underemphasize, reluctantly admit, or even evade discussion
of some of these propositions. Still, while some may quibble
over the exact formulation of any particular proposition in
Table 2, the underlying consensus relative to each proposi-
tion is easily discernible in the body of references by both
sides cited in this review.

In summary, the consensus of expert opinion, including
that of both AMH proponents and minimalists, is that (a) a
history of abortion is consistently associated with elevated
rates of mental illness compared to women without a history
of abortion; (b) the abortion experience can directly contrib-
ute to mental health problems in some women; (c) there are
risk factors, including pre-existing vulnerability to mental
illness, which can be used to identify the women who are at
greatest risk of mental health problems following an abor-
tion; and (d) it is impossible to conduct research in this field
in a manner that can definitively identify the extent of any
mental illnesses following abortion, much less than the pro-
portion of disorders that can be reliably attributed solely to
abortion itself.

Obstacles in the way of research,
understanding, and consensus

Facts are facts. But there is plenty of room for disagreement
regarding which facts are generalizable, much less on how to
best synthesize and interpret sets of facts, especially when
there are flaws in the research and gaps in what one would
want to know. Indeed, the greater the ideological differences
between people regarding any question, the easier it is to
disagree about what the available evidence really means. As
shown in Table 2, even areas around which there is a funda-
mental agreement by experts under sworn testimony may
appear muddied by shifts of emphasis and the insertion of
nuances that may be technically true but misleading to non-
experts who imagine there are simple, global answers.

For example, the same APA task force which produced
the list of risk factors shown in Table 1 did not highlight
these findings in their press releases with a recommendation
for screening. Instead, the centerpiece of their press release!'*
was the report’s conclusion that “the relative risk of mental
health problems among adult women who have a single,
legal, first-trimester abortion of an unwanted pregnancy for
nontherapeutic reasons is no greater than the risk among
women who deliver an wunwanted pregnancy”’ (italics
added).

This statement was widely reported as the APA officially
concluding that abortion has no mental health risks. But as
shown in Table 1, this reassuring conclusion was actually
couched in nuances which make it applicable to only a
minority of women undergoing abortions on any given day.
It excludes the 48%—52% of women who already have a
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history of one or more abortions,* the 18% of abortion
patients who are minors,''> the 11% of patients beyond the
first trimester,''® the 7% aborting for therapeutic reasons
regarding their own health or concerns about the health of
the fetus,''” and the 11%-64% whose pregnancies are
wanted, were planned, or for which women developed an
attachment despite their problematic circumstances.?%30-31

The above example demonstrates that the same set of
facts, presented and interpreted by AMH minimalists in a
way that suggests that few women face any risk of negative
reactions to abortion, could also have been worded by AMH
proponents in a way that would have underscored a conclu-
sion that most women having abortions are at greater risk
compared to the minority who have no risk factors.

This points to one of the greatest hindrances in the
advance of knowledge: the tendency to use nuances to dodge
direct engagement with the ideas, evidence, and arguments
which threaten one’s own preconceptions.

Therefore, one of the purposes of the following discus-
sion is to invite direct engagement and thoughtful responses
to the specific obstacles identified below.

Intrinsic biases in the assessment of evidence are
nearly impossible to avoid

Everyone, even the most “objective” scholar, has developed
shortcuts in their thinking and beliefs. These shortcuts (or
biases) help us to (a) be more efficient in drawing conclu-
sions and making decisions and also (b) be more consistent
in how we perceive ourselves and reality, or conversely, to
avoid the stress of cognitive dissonance which occurs when
some fact or experience clashes with our core beliefs and
values.

Our biases are not just personal. They also have a com-
munal element. We tend to adopt the biases of our peers for
several practical reasons. First, by adopting the opinion of
our peers as our own, we are embracing a collective wisdom
that frees us from the need to deeply research and consider
every idea on our own. Second, the more completely our
beliefs are aligned within our community of peers, the less
we will face conflict and suspicion. Obviously, there is never
perfect alignment or cessation of independent thinking. But
the tendency to accept the “conventional truths” of one’s
peers as “fact” is a very real phenomenon.

The impact of biases among academics on the interpreta-
tion of data and suppression of contrary opinions has been
well documented.!'8123 For example, identical studies, for
which the results are the only difference, are more likely to be
lauded or condemned!?>'?> by peer reviewers when the
results confirm or conflict with the reviewer’s own biases. In
the fields of psychology and psychiatry, such confirmatory
bias may contribute to the promotion or suppression of
research findings that favor liberal causes.'?>~1?% In one study,
only one-fourth of reviewers noted a major methodological
problem in a fake study that agreed with their preconceptions,

while 72% quickly raised an objection about the problem
when presented with a nearly identical fake study in which
the results challenged their preconceptions.!?? The only way
to eliminate result-based bias, the author suggests, would be
to solicit reviews only on the relevance of a study’s methodol-
ogy, withholding the actual results and discussion of results,
since the latter are the actual drivers of confirmatory bias.!?

While much of the confirmatory bias observed in peer
reviewers may be unconscious,'? at least one survey of 800
research psychologists found high rates of admissions that
they or their colleagues would openly and knowingly dis-
criminate against conservative views when providing peer
review (34.2%), awarding grants (37.9%), or making hiring
decisions (44.1%).13° The authors noted that this admission
of conscious ideological bias was likely just the tip of the
iceberg compared to confirmatory bias since “[i]t is easier to
detect bias in materials that oppose one’s beliefs than in
material that supports it.!>* Work that supports liberal poli-
tics may thus seem unremarkable, whereas work that sup-
ports conservatism is seen as improperly ideological.”!30

In addition to blocking publication of good research, ide-
ological and confirmatory bias may also contribute to poorly
designed studies and/or carelessly interpreted findings that
advance a preferred viewpoint,!18126,131-133

Social psychologist Jonathan Haidt, a self-proclaimed lib-
eral specializing in the foundations of morality and ideology,
has argued that that the vast majority of psychologists are
united by the “sacred values” of a “tribal-moral community”
which is politically aligned with the liberal left.!3* This
shared moral superiority,'? he says, both “binds and blinds”
their community.'3* The risk of “blindness” occurs because
the lack of sufficient political diversity predisposes the com-
munity of psychologists to “embrace science whenever it
supports their sacred values, but they’ll ditch it or distort it as
soon as it threatens a sacred value.”!34

In regard to the abortion, mental health controversy, stud-
ies by AMH minimalists tend to be written in a way that
minimizes any disruption of the core pro-choice aspiration
that abortion is a civil right that advances the welfare of
women.'3 The research on confirmatory bias discussed
above, therefore, suggests that studies by AMH proponents
are more likely to be unfavorably reviewed and rejected. 3

An excellent example of this result-based bias was the
four rejections reported by David Fergusson, former director
of the Christchurch Health and Development Study, which
followed 1265 children born in Christchurch, New Zealand,
for over 30 years.'3” Fergusson, a self-proclaimed pro-choice
atheist, believed that his data would help to prove that AMH
proponents were wrong.'3” But when he ran his analyses, he
found that even after controlling for numerous factors, abor-
tion was indeed independently associated with a two-to
threefold increased risk of depression, anxiety, suicidal
behaviors, and substance abuse disorders.!”13% Though his
findings were opposite to his preconceptions, he submitted
them for pubication anyway. It was then that he ran into a
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wall of ideologically driven rejections and was even asked
by the New Zealand government’s Abortion Supervisory
Committee to withhold the results. '3’

Similarly, Ann Speckhard,'?® another pro-choice AMH
proponent and an associate professor of psychiatry at
Georgetown University Medical School, has complained,

Politics have also stood in the way of good research being
conducted to examine psychological responses in a nationally
representative sample to all pregnancy outcomes: live birth,
miscarriage, induced abortion, and stillbirth (and perhaps even
including adoption). I offered in 1987 to our National Center for
Health Statistics a simple mechanism for collecting such data
via a short interview to be attached to an already existing
survey—but fear of the answers—on both sides of the issue
staunchly squelched the idea.

The problem is that even trained scientists struggle with
being purely objective—especially regarding issues that
may touch one’s own core beliefs, values, and experiences.
What makes Fergusson’s experience particularly unique is
that he chose to publish his findings even though they con-
tradicted his own worldview. How many other researchers,
expecting to prove mental health benefits from abortion but
finding the opposite, might be tempted to withhold their
findings, or worse, to redesign their study in ways that
would obfuscate their results in order to declare that a lack
of statistically significant results “proved” that there was no
need to look further? This concern is heightened by the
refusal of AMH minimalists to allow examination of their
data by AMH proponents,!4? as will be discussed in more
detail later.

Just as lawyers are taught to never ask a question at trial to
which you do not already know the answer, researchers
engaged in any field where there are “adversarial” positions
may often be hesitant to cooperate in a mutual pursuit of
objective truth.!#! This fear of admitting the validity of “the
other side’s” concerns is also reflected in the admission by
pro-choice feminists that they are afraid to publicize the exist-
ence of their own post-abortion counseling programs. #4142

These concerns regarding bias surrounding AMH issues
are further heightened by the fact that many professional
organizations, including the APA, have taken official political
positions defending abortion as a “civil right.”'* In defense of
that political position, Nancy Russo, a member of the APA’s
TFMHA, has stated that “whether or not an abortion creates
psychological difficulties is not relevant”!43 and has been a
proponent of the APA taking a pro-active role in aggressively
attacking the credibility of studies by AMH proponents. 44
The problem with professional organizations taking a political
position on abortion is that any subsequent acknowledgment
of negative mental health effects linked to abortion might then
embarrass the APA, and/or other professional organizations
that have committed themselves to the agenda of defending
abortion as a civil right, and thereby creates an ideological
obstacle in objectively evaluating new evidence.

There are different rates of exposure to the
highest risk and lowest risk archetypes

This leads us to an important and perhaps closely related
observation. It is not only political, philosophical, or ideo-
logical beliefs that contribute to the AMH controversy.
Conflicts in the perceiving AMH controversy are also
colored by direct and indirect personal experiences. The fact
that pro-choice feminists are more focused on feelings of
relief and other liberating aspects of having a right to abor-
tion® may be accurately representing their own positive per-
sonal experiences. Conversely, anti-abortion conservatives,
who presume that AMH problems are common, may be
accurately representing their own relative rate of exposure to
negative experiences.’

Support for this hypothesis is found in a study based on
structured interviews of women following their abortions
conducted by Mary Zimmerman*® in which she found that
approximately half of the women she interviewed could be
classified as “affiliated” (more goal oriented, more educated,
less dependent on the approval of others, and more likely to
abort for their own self-interest) and the other half as “dis-
affiliated” (less career oriented, less educated, more depend-
ent on the approval of others, and more likely to abort to
please others). When she interviewed her sample 6 weeks
after their abortions, Zimmerman*® found that only 26% of
“affiliated” women were struggling with “troubled thoughts”
about their abortions compared to 74% of “disaffiliated”
women, a threefold increase. A similar disparity relative to
personality types was observed by Major et al.!4’

It is reasonable to assume that friends and associates of
highly educated research psychologists are more likely to be
skewed toward the “affiliated” than the “disaffiliated.” If so,
the personal experience of such AMH skeptics may be domi-
nated by the observation that they and their closest friends
have generally coped well with any exposure to abortions.

Conversely, AMH proponents, especially those who
directly meet and counsel women having problems dealing
with past abortion*> may have little or no experience with
women who have had positive abortion experiences. The
concentrated experience of meeting with scores or hundreds
of women struggling with past abortions would understand-
ably incline AMH proponents to believe that negative expe-
riences with abortion are more common than positive ones. !4
In short, applying the general rule that people (including
scientists) tend to look for and believe data that confirm their
preconceptions, and are disproportionately skeptical of data
that conflict with their preconceptions, both AMH skeptics
and AMH proponents are at risk of preferentially interpret-
ing their personal exposure to abortion’s risks and benefits as
applicable to the general population.

While women having abortions will fall across the entire
spectrum of risk factors, it is useful for this review to con-
sider two hypothetical women at opposite ends of any risk-
benefits analysis: (a) “Allie All-Risks,” the worst possible
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candidate for an abortion and (b) “Betsy Best-Case,” with no
known risk factors:

o “Allie All-Risks” is 15 years old. A victim of verbal,
emotional, and physical abuse, including three inci-
dents of sexual molestation, she has low self-esteem
with bouts of anxiety, depression, and suicidal idea-
tion. While her parents are not regular churchgoers,
she attended a Catholic grade school, believes in
God, and believes abortion is the killing of a baby.
She is not a good student and has no concrete career
goals. She has always wanted to be a mother, loves
babies, and fantasizes about how she will find ful-
fillment in giving the love to her children that she
never received from her own mother. Given Allie’s
yearnings for escape, acceptance, and true love, she
is vulnerable to the seductions of a 22-year-old
womanizer with whom she falls madly in love and
aspires to a happy future. When she learns she is
pregnant, her initial reaction is excitement. While
not planned, the pregnancy is welcomed. She
believes she can now start building a family with
her lover. But this fantasy is immediately crushed
when he tells her that they can’t afford it, that nei-
ther of them are ready for it, and that if she decides
to continue the pregnancy, he will leave her. She
feels she has no choice. She can’t imagine losing
him. In addition, her parents would be furious and
insist on an abortion, too. Allie’s initial excitement
at being pregnant is replaced by despair. Indeed,
given her need to please others, she gives in with
barely a complaint. Her mild protests about “their
choice” go unnoticed. The day of the abortion she
whispers: “Good bye. I don’t want to do this to you.
But I don’t have a choice.” Immediately after the
abortion, Allie feels a mild relief that the dreaded
procedure is now behind her and hopes her boy-
friend will be content, but alongside that relief are
feelings of emptiness and loss that seem to grow
stronger with every passing week. She begins to
have obsessive thoughts. Her baby is no longer in
her body, but it is constantly in her thoughts.

e “Betsy Best-Case” is 32 years old. She has no history
of mental illness and has a good family life. Her par-
ents were both well-educated secularists. They preach
education, hard work, and honest success as the only
ethical standards Betsy needs to guide her. Betsy is
popular, has many friends, and has always had high
career aspirations, toward which, with grit, she has
proudly made good progress. Even as a child, Betsy
had little or no interest in being a mother. Married to
her career, she now has even less interest in maternity.
Having successfully used birth control since she was
15, when her mother got her an IUD, Betsy is shocked
when she realizes she is pregnant. But contraceptive

failures happen. Her decision to abort is immediate
and made without any emotional conflict. When she
flips through the state mandated informed consent
booklet given to her at the abortion clinic, the pictures
of developing fetuses have no effect. Betsy has seen
similar photos many times in the past. She has a strong
philosophical belief, based on years of engagement in
minor abortion debates, that the value of being a “per-
son” is not based on biological features but rather on
the development of a psychological, purpose-filled,
self-actualized human being far beyond anything to
which a 9-week-old fetus could yet lay claim. Betsy is
not surprised when her abortion is completed without
drama or even a tinge of angst. She thinks of it rarely.
The only negative feelings ever associated with it
come when she hears the right of women to choose
abortion attacked by self-righteous busybodies who
should know better.

Hopefully, any reader can see and respect that the Allie
and Betsy’s abortion experiences are very different. One is
focused on her loss and the other on how her abortion helped
her to avoid any loss. Given these differences, it would be
unfair to them try to interpret their abortion experiences from
within a single ideological framework. Similarly, the women
who reside at different places along the wide spectrum
between the extreme poles of Allie and Betsy are also very
different and unique.

We will employ Allie and Betsy in our discussion later in
this review. But for now, let them simply stand as examples
of why AMH skeptics may, from personal experience, pre-
sume that Betsy is “typical” of abortion patients, while AMH
proponents may presume that Allie is more “typical.” This
difference in regard to how each side of the AMH contro-
versy views the “typical” abortion patient is likely to impact
how they interpret AMH research in their efforts to describe
the experience of “most” women.

There are multiple pathways for AMH risks

Despite the convenience of standard diagnostic criteria,
mental illnesses do not necessarily fit into neat, single clas-
sifications with distinct and exclusive symptoms arising
from a single cause for each illness.'#’ As noted in one review
of the psychiatric complications of abortion,

A psychiatric complication is a disturbance that occurs as an
outcome that is precipitated or at least favored by a previous
event .... Every psychiatric outcome is of a multi-factorial
origin. Predisposing factors including polygenic influence and
precipitating factors such as stressful events are involved in this
outcome; in addition, there are modulating, both risk and
protective, factors. The impact of the events depends on how
they are perceived, on psychological defense mechanisms put
into action (unconscious to a great extent) and on the coping
style.!® (Emphasis added)
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An abortion does not occur in isolation from interrelated
personal, familial, and social conditions that influence the
experience of becoming pregnant, the reaction to discovery
of the pregnancy, and the abortion decision. These factors
will also affect women’s post-abortion adjustments, includ-
ing adjusting to the memory of the abortion itself, potential
changes in relationships associated with the abortion, and
whether this experience can be shared or must be kept secret.
These are all parts of the abortion experience. Therefore, the
mental health effects of abortion cannot be properly limited
to the day on which the surgical or medical abortion takes
place. The entirety of the abortion experience, including the
weeks before and after it, must be considered.

Moreover, there is no reason to believe that there is a sin-
gle model for understanding, much less predicting, all of the
psychological reactions to the abortion experience. Miller
alone identified and tested six models for interpreting psy-
chological responses to abortion and concluded that

theoretical approaches that emphasize unitary affective
responses to abortion, such as feelings of shame or guilt, loss or
depression, and relief may be missing an important broader
picture. To some extent what appears to happen following
abortion involves not so much a unitary as a broad,
multidimensional affective response.'4®

The APA’s TFMHA proposed four models: (a) abortion as a
traumatic experience, (b) abortion within a stress and coping
perspective, (c) abortion within a socio-cultural context, and (d)
abortion as associated with co-occurring risk factors.” Additional
models could be built on biological responses,'4*1°? attachment
theory,?'-13*bereavement, 315158 complicated, prolonged or
impacted grief,'>-13ambiguous loss,36161,164-167 or within a
paradigm of psychological responses to miscarriage.’!68-170

The complexity of considering so many models, or path-

ways, combined with the multiplicity of symptoms women
attribute to their abortions,*’ contributes to discord in the lit-
erature produced by AMH proponents and AMH minimalists.
When there is no agreement on what outcomes are rele-
vant or what theoretical pathways should be investigated,
there are countless reasons to disagree about both (a) the
adequacy of any specific studies and (b) how any specific set
of findings should be best interpreted.

Women may simultaneously experience both
positive and negative reactions

The act of undergoing an abortion can be both a stress
reliever and a stress inducer.!”! It may relieve one’s immedi-
ate pressures and concerns while also leaving behind issues
that may require attention immediately or at a future date.
Positive and negative feelings can co-exist and frequently
do.38.39.48.50,166,172

In one study,

Almost one-half also had parallel feelings of guilt, as they
regarded the abortion as a violation of their ethical values. The
majority of the sample expressed relief while simultaneously
experiencing the termination of the pregnancy as a loss coupled
with feelings of grief/emptiness.!%®

Another study found that 56% of women chose both posi-
tive and negative words to describe their upcoming abor-
tion, 33% chose only negative words, and only 11% chose
only positive words.®> The women at greatest risk of expe-
riencing negative reactions immediately and in the short
term following an abortion are those who feel most con-
flicted about the decision to abort or have other pre-exist-
ing risk factors.3%43:82.173

Applying this insight to our polar extremes, Annie All-
Risks would be more likely to experience strong negative
feelings more profoundly than her feelings of relief,
whereas Betsy Best-Case would be more likely to focus on
her relief than any doubts or reservations. Moreover,
because Annie has low expectations for coping well (itself
a TFMHA risk factor), she may be less likely to agree to
participate in a follow-up study. The faster she can get out
of the abortion clinic without talking to anyone, the better.
Conversely, Betsy is confident that her decision is right
and will improve her life and is therefore much more likely
to participate.

What “most women” experience cannot be
reliably measured

As will be further discussed later, the fact that positive and
negative feelings can co-exist makes it difficult, and poten-
tially misleading, to describe any single reaction to abortion as
the “most common,” given the fact that (a) it is very rare for
women to have a single reaction and (b) typically, over half of
women asked to participate surveys regarding their abortion
experiences refuse or drop out. Obviously, it is impossible to
know what the most common reaction of women is based on
surveys of only a minority of self-selected women.

This insight also underscores the difficulty of making any
generalizations regarding prevalence rates from any study
involving volunteer participation or questionnaires. Broadly
speaking, there are three groups of women: (a) those with no
regrets or negative feelings, (b) those with deep regrets and
profound negative feelings, and (c) those with a mix of feel-
ings, including contradictory feelings. As discussed above,
the best evidence indicates that women with the most nega-
tive feelings are least likely to agree to participate in studies
initiated at abortion clinics. But it also follows that women
with no regrets are unlikely to be represented in studies of
women seeking post-abortion counseling. Both of these fac-
tors underscore that it is impossible to accurately measure
how “most” women react to their abortion experience when
participation in research is voluntary.
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The degree of reactions can widely vary and
there is no reasonable cutoff for concern

Not all negative emotions constitute a diagnosable mental
illness. Therefore, the fact that only a minority of women
have diagnosable mental illnesses following abortion does
not preclude the possibility that a majority experience nega-
tive emotional reactions.

Structured interviews of women who received abortions
at participating clinics reveal that the majority report at least
one negative emotion that they attribute to their abor-
tions.*®172 Given the relatively high rate of women refusing
to participate in these follow-up studies, it is likely that the
actual percentage of women having at least some negative
reactions is well over half.!7* Similarly, retrospective ques-
tionnaires of women also reveal that over half attribute at
least some negative reactions to their abortions.°

The opinion that negative reactions are experienced by
the majority of abortion patients is also shared by a number
of abortion providers, such as Poppemna and Henderson:!7?

Sorrow, quite apart from the sense of shame, is exhibited in
some way by virtually every woman for whom I’ve performed
an abortion, and that’s 20,000 as of 1995. The sorrow is revealed
by the fact that most women cry at some point during the
experience .... The grieving process may last from several days
to several years.

Similarly, Julius Fogel, who as both a psychiatrist and
OB-GYN and as a pioneer of abortion rights performed tens
of thousands of abortion, testified that while abortion may be
necessary and generally beneficial, it always exacts a psy-
chological price:

Every woman—whatever her age, background or sexuality—
has a trauma at destroying a pregnancy. A level of humanness is
touched. This is a part of her own life. When she destroys a
pregnancy, she is destroying herself. There is no way it can be
innocuous. One is dealing with the life force. It is totally beside
the point whether or not you think a life is there. You cannot
deny that something is being created and that this creation is
physically happening ...

Often the trauma may sink into the unconscious and never
surface in the woman’s lifetime. But it is not as harmless and
casual an event as many in the pro-abortion crowd insist. A
psychological price is paid. It may be alienation; it may be a
pushing away from human warmth, perhaps a hardening of the
maternal instinct. Something happens on the deeper levels of a
woman’s consciousness when she destroys a pregnancy. I know
that as a psychiatrist.!76:177

This distinction between negative reactions and diag-
nosable mental illness is another important reason why
AMH proponents and minimalists appear to disagree more
than they really do. When AMH proponents make state-
ments about “most women” which imply that negative

reactions are common, they are including women who
attribute any negative reactions to their abortions even if
the reactions fall short of fitting a standard diagnosable ill-
ness.*> Conversely, when AMH minimalists insist that
“most women” do not experience mental illness due to their
abortions, they are excluding the women who have nega-
tive feelings, even if unresolved and disturbing, on the
grounds that (a) the symptoms do not rise above the thresh-
old necessary to diagnose a clinically significant mental ill-
ness and (b) the symptoms cannot be strictly attributed to
the abortion experience alone.”

In short, if pressed, both sides would agree that the best
evidence indicates that most women do experience at least
some negative feelings related to their abortion experiences.
Yet at the same time, the majority do not experience mental
illnesses (as defined by standard diagnostic criteria) that can
be solely attributed to their abortions.

This brings us to a more general problem regarding the
claim that “the majority” of women experiencing relief fol-
lowing their abortions.!”®!7 For women who do have strong
negative feelings, such global denials of their personal
experience may be demeaning. Even if these women’s nega-
tive reactions fall short of being classified as mental ill-
nesses, it is reasonable for them to take offense at the AMH
minimalist’s assertion that abortion does not involve any
emotional risks, much less that the only women troubled by
abortion are those who already had prior emotional prob-
lems.'8% In short, publicity suggesting that abortion has no
psychological effects may have the unintended effect of
making women who do struggle with a past abortion feel
like “freaks” who are unable to handle their abortions as
easily as “everyone else.”

Even if it could be proven that 99% of women who had
abortions experienced more benefit than harm, that would
still not justify ignoring the 1% who experienced more harm
than good. Majorities matter in elections. But in regard to
medical ethics and public policy, negative reactions are
important among even a minority of patients ... especially
when it is possible to screen for risk factors that identify the
patients at greatest risk of adverse reactions.

Negative reactions may manifest themselves over
a very long time frame

Most studies can only capture evidence spanning very lim-
ited timeframes. In the 1960s and 1970s, most studies of
emotional reactions after abortion were based on volunteer
samples limited to a few hours, days, or weeks after the abor-
tion. These studies typically found negative outcomes in the
range of 10%-20% of their volunteer samples. Early reac-
tions, however, are not necessarily predictive of longer range
reactions.’® Subsequent studies revealed that the percentage
of women experiencing negative reactions increases with
time, along with a significant drop in decision satisfaction
and feelings of relief.3%:148
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For example, in a study led by TFMHA chair Brenda
Major, volunteers interviewed at an abortion clinic reported
a significant decline in their Brief Symptom Inventory
Depression scores 1-2 h after their abortions (T2, 62%
decline) compared to their scores an hour before their abor-
tions (T1, asking women to rate their depression for the
month prior to the abortion). But at the 1-month follow-up
(T3), depression scores rose 91% above their post-abortion
(T2) score and continued to get higher, up to 118% at the
2-year follow-up (T4).* Notably, this study had a 30% drop-
out at the 1-month follow-up (T3) and a 50% dropout at the
2-year follow-up (T4). In addition, the self-selection bias of
this volunteer sample was further magnified by the study
protocol that also excluded women aborting an intended
pregnancy or a second trimester pregnancy, two of the risk
categories for elevated risk of negative reactions.

The fact that negative reactions may unfold over a long
period of time is also evident from retrospective surveys.
For example, one survey of women seeking post-abortion
counseling found that only 24% claimed they had always
been aware of negative feelings regarding their abortions.
Of the remainder, less than half reported “doubts or nega-
tive feelings” within the first 3 years, while 100% were
experiencing negative feelings by the time they sought
post-abortion counseling.® A similar survey found that
70% of women seeking post-abortion counseling reported
that there had been a time after their abortions when they
would have denied having any negative feelings.'8! The
first appearance of negative emotions may occur even as
late as menopause. 82

It is likely that there are patterns relative to which women
are at greater risk of experiencing early negative reactions and
those who are likely to experience later reactions. Zimmerman,
for example, found that 74% of “disaffiliated” women were
struggling with negative thoughts about their abortions, three
times the rate reported by “affiliated” women.*® Thus, it is
easy to predict that our archetype Annie All-Risks would
likely be among those who would have immediate negative
reactions. After all, she felt coerced into aborting an unplanned
but welcomed pregnancy against her maternal preferences and
moral beliefs. In addition, given her history of abuse and psy-
chological problems, her coping skills were already stretched
to the limit prior to her abortion.

Similarly, it is also easy to imagine that Betsy Best-Case
would cope well in the immediate hours, days, months, and
even years after her abortion. She freely chose to abort a
pregnancy that was both unintended and unwanted for
rational reasons. She also had strong coping skills and could
easily compartmentalize any “socially induced” doubts into
the “deeper levels” of her consciousness.

Clinical experience indicates, however, that there is no cer-
tainty that Betsy will always remain symptom free. Subsequent
reproductive events such as miscarriage, infertility, or even a
wanted birth may unexpectedly trigger existential crises deeply
intertwined with a nearly forgotten abortion experience.+37:40:43

Similarly, life events that trigger introspection such as the death
of a loved one, or a later religious conversion, may trigger a
redefinition of past choices and experiences in a way that may
include obsessive guilt and self-condemnation.*> An example
of a “perfect decision” being reinterpreted as a woman’s worst
decision is found in this posting at a post-abortion counseling
site:

I had an abortion when I was 22 years old. Now it is haunting
me. I think about it every day of my life. I have so much regret.
I wish I could turn the clock and undo my mistakes. I am not
coping. The guilt is too much. At that time the decision was
perfect. But now it kills me day by day. Please help me. I don’t
trust anyone with this secret.

AMH minimalists might reasonably argue that it is the
subsequent trigger, the miscarriage, or religious conversion,
that is the “true cause” of later distress. But efforts to appor-
tion blame for the “true cause” of distress over a prior abor-
tion simply disrespects the real experience of women who
seek, desire, or need post-abortion counseling. Whatever the
trigger, whatever the contributing factors, the internal tur-
moil over a past abortion is centered on, or at least inter-
twines with, the abortion and will not be resolved by
pretending the abortion is not part of the problem.

Based on reports of clinical experience, we would hypoth-
esize that delayed reactions are most frequently triggered by
(a) subsequent reproductive experiences, including repro-
ductive difficulties and (b) experiences that lead to intro-
spection and reevaluation of one’s overall life course or
moral integrity.* Conversely, the more risk factors that are
present, especially feelings of coercion and attachment com-
bined with weakened coping skills, are predictive of more
immediate negative reactions.

The great variability in the time frame for negative reac-
tions greatly complicates the interpretation of studies
examining limited time frames, and even those covering
long time frames but at infrequent intervals. For example,
two studies examined Center for Epidemiological Studies
depression scores (CES-D) collected by the National
Longitudinal Study of Youth (NLSY) an average of 8 years
after an abortion.®®% But the NLSY was not designed to
study reproductive or mental health and had a very high
concealment rate regarding past abortions. Moreover, the
single year in which depression was evaluated in the NLSY
could only provide a bit of cross-sectional information
about the women surveyed. While the passage of time may
have helped to identify some delayed reactions, it would
also miss cases where women have gone through a healing
or recovery process during the 8 years (on average) for
which there was no data. Moreover, the NLSY’s single
measure for current depression, the CES-D, did not account
for women who were being successfully treated for depres-
sion with medication.

In short, questionnaires which lack abortion-specific
retrospective questions such as “Did you ever experience
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significant negative feelings about a past abortion?” fol-
lowed by questions regarding the timeline for each type of
mental health outcome being studied*>*1% are simply
capturing cross-sectional data. Cross-sectional data regard-
ing current symptoms will simply miss symptoms that
have ceased, either due to medication, counseling, or by
the healing effects of time or a replacement pregnancy. It
will also miss symptoms that may be delayed beyond the
date of the assessment. As a result, data from general pro-
spective studies like the NLSY simply cannot tell us any-
thing about the “true prevalence rate” of depression
associated with abortion.

The weakness of such general purpose prospective stud-
ies also explains why AMH proponents and AMH minimal-
ists can look at the same data and come to different
conclusions. For example, the first analysis of NLSY
CES-D scores relative to women with a history of abortion
found that depression was highest among married women
with a history of abortion (OR = 1.92; 95% CI = 1.24-2.97)
and among women in their first marriage in particular
(OR=2.23; 95% CI=1.36-3.74).!% Since CES-D scores
did not significantly vary among unmarried women, the
combined results for all women (OR = 1.39; 95% CI=1.02—
1.90) were barely significant.'$* The significance of marital
status may indicate that abortion-related depression after an
average of 8 years may be triggered by subsequent preg-
nancies in marriage. In any event, given the weakness of
this data set, it was a trivial matter for AMH minimalists®®
to use different selection criteria, excluding a subgroup of
women at greatest risk of negative reactions to abortion, in
order to shift the lower 95% CI for all women below 1
(OR = 1.19; 95% CI: 0.85-1.66) in their reanalysis of the
NLSY data. Notably, their analysis also excluded results
segregated by marital status, the finding most significant in
the earlier study. Based on these weaknesses, it was simply
misleading for Schmiege and Russo® to interpret their rea-
nalysis as conclusive evidence that abortion does not con-
tribute to the risk of depression in some women. Their
overreaching conclusions were particularly unjustified in
light of the fact that the NLSY data set was also tainted
with a 60% concealment rate regarding past abortions'®’
and the CES-D scale inquired about only depression in the
prior week and was administered in only once, an average
of 8 years after the abortions.

In summary, the efforts to estimate the prevalence rate of
negative reactions to abortion are complicated by (a) the
wide variety of reactions, (b) the existence of both early and
delayed reactions, (c) a wide variety of triggers for delayed
reactions, and (d) the prospect that in any assessment years
after the abortion, a number of women who previously had
significant reactions may have experienced full or partial
recovery by the time of that assessment. Each of these fac-
tors would tend to skew the results of any prevalence esti-
mates based on questionnaires toward underestimating the
total lifetime risks.

Self-censure and defense mechanisms contribute
to underreporting of sequelae

Data collected to investigate reactions to abortion may also
be distorted by any number of defense mechanisms.
Avoidance, denial, repression, suppression, intellectualiza-
tion, rationalization, projection, splitting, and reaction for-
mation may all contribute to the conscious or unconscious
underreporting of symptoms attributable to unresolved abor-
tion issues.

Active defense mechanisms are also the most likely
explanation for selection bias and the high rate of concealing
abortion history found in national longitudinal studies.
Typically, respondents will report under half, and as few as
30%, of the number of abortions expected compared to age-
adjusted national data on abortion rates, 06185186

In case series studies, where women are first contacted
while at the abortion provider and asked to participate in a
follow-up evaluation, both the initial refusal and subsequent
dropouts usually exceed 50%.3%!87 In the Turnaway study,
for example, only 37.5% of women asked to participate
agreed, and of those who agreed 15% immediately dropped
out before the first baseline interview, approximately 8 days
after the abortion.!” The study continued with phone inter-
views every 6 months for 5 years. Women were rewarded
with a US$50 gift card each time they completed an inter-
view. But despite this motivation, by the end of the 3 years,
only 27% of the eligible women were participating, and this
dropped to only 18% at the 5-year assessment.!®® Given this
high rate of self-censure, the researchers’ conclusion that
“Women experienced decreasing emotional intensity over
time, and the overwhelming majority of women felt that ter-
mination was the right decision for them over three years™!7
clearly overstates what the Turnaway data can actually
reveal. Unfortunately, the authors’ overgeneralized conclu-
sion inspired many newspaper headlines which definitively
proclaimed that the overwhelming majority of women are
glad they had their abortions.!”®18 But if the researchers’
conclusions had been more accurately narrowed to describe
their actual pool of respondents, the abstract should have
read, “Of the 27% of eligible women participating at a three
year assessment, the overwhelming majority felt that termi-
nation was the right decision for them.” That single clarifica-
tion would have helped even the most pro-choice reporter to
recognize that the views of a self-selected minority of volun-
teers (27%) simply cannot tell us what the “majority of
women” feel and think. What “most women” experience is
simply unknown when the majority of women are refusing to
share their thoughts and feelings at any given time.

Avoidance, and other defense mechanisms, clearly works.
Research has shown that the subset of women who anticipate
the most difficulty dealing well with their abortions are right;
they do have higher rates of negative reactions.>® It is there-
fore natural for women who anticipate more negative reac-
tions to avoid follow-up surveys that may aggravate those
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negative feelings. Indeed, one reproductive history survey
that included as the last query, “Answering this survey has
been emotionally difficult or disturbing,” found that women
admitting a history of abortion were significantly more likely
to feel disturbed by participating in the survey.!®3 This find-
ing is especially important relative to research designs that
rely on waves of multiple interviews over time. Clearly,
women who feel more stress at one wave may be more likely
to decline to participate again in subsequent waves.

These findings are consistent with studies showing that
women refusing to participate in follow-up studies are likely
at greater risk of negative reactions to their abortions.!7+1%
While one study has asserted that the women dropping out
are not significantly different than subjects retained,® this
conclusion was based on demographic comparisons, not on
comparison of the presence of risk factors that are more pre-
dictive of negative reactions. The authors’ refusal to allow
reanalysis of their data'? also diminishes the reliability of
their conclusions.

Notably, the act of avoiding a post-abortion evaluation
may itself be evidence of a post-traumatic stress response. A
study of 246 employees exposed to an industrial explosion
revealed that those employees who were most resistant to a
psychological checkup following the explosion had the high-
est rates and most severe cases of PTSD. Without repetitive
outreach and the leverage of an employer mandate for under-
going post-traumatic assessments, 42% of the PTSD cases
would not have been identified, including 64% of the most
severe PTSD cases.!?! In the subsequent clinical treatment of
these subjects, the author noted that “In the clinical analysis
of the psychological resistance [to the initial assessment]
among the 26 subjects with high PTSS-30 scores, their resist-
ance was mainly found to reflect avoidance behavior, with-
drawal, and social isolation.”!%!

Our understanding of defense mechanisms also suggests
there may be cases where the denial of a link between abor-
tion and abortion-specific symptoms is evidence of both
avoidant behavior and an elevated risk of mental illness. It
seems likely that defense mechanisms may contribute to a
significant underreporting of negative reactions, especially
in survey responses. Conversely, questionnaire-based reports
may also lead to the exaggerated rating of some positive
reactions due to splitting or reaction formation. In these
cases, women trying to focus on the positive may respond in
ways that may anticipate, or even inflate, the positive feel-
ings they want to feel while “rounding down” negative reac-
tions which they want to escape or deny.

The statistical impact of defense mechanisms is also dou-
ble edged. First, self-censure, dropouts, and concealment of
past abortions are all likely to suppress measurements of the
prevalence rate of mental illnesses among those volunteers
admitting to a past abortion. Second, comparison groups that
include women who conceal their history of abortion (who
are most likely to have AMH effects) are likely to have
inflated prevalence rates for mental illness due to the

misclassification of women with a history of abortion into
the comparison group of women who, according to the study
design, have not been exposed to abortion.!8* Both problems
suggest that odd ratios and prevalence rates based on studies
relying on voluntary self-reporting of abortions will most
likely be skewed toward underestimating the true risks asso-
ciated with abortion.

It is also worth noting that defense mechanisms may also
impede the ability of women to receive good follow-up care.
In a survey of women reporting that they sought post-abor-
tion counseling from a psychologist, psychiatrist, social
worker, or other professional counselor, 58% reported that
the counseling was not helpful.*> Many reported that their
therapists simply refused to seriously consider abortions as
significant. This phenomenon may be at least partially due to
defense mechanisms employed by healthcare professional
professionals themselves. Many therapists may have unre-
solved issues with their own history with abortions; others
may be loath to reconsider the wisdom of their advice to pre-
vious patients, reassuring them that abortion was a good; still
others may have ideological commitments to abortion rights
which conflict with their ability to trust their patient’s self-
assessments, and some may simply have an uncritical confi-
dence in the widely spread, but exaggerated claim, that “there
is no evidence that abortion has any mental health risks.” This
is yet another reason why better research and training regard-
ing how abortion may contribute to problems for “at least
some women” is important to prepare healthcare workers to
be more sensitive and open to providing informed care.*’

There is no perfect control group; yet all
comparison groups provide insights

Since it is impossible to randomly assign women to different
groups to be exposed to abortion or not, there are no true
control groups in relation to abortion among humans. Given
this limitation, comparisons to other groups of women who
have not been exposed to abortion are the only option. While
no comparison group is perfect,'9>-1%4 nearly every compari-
son can be useful for teasing out patterns that may help to
inform patients and caregivers regarding the many varieties
of abortion experiences.

Comparisons have been made to each of the following: the
general population of women,””!%> women who have never
been pregnant,’* women with no reported history of abor-
tion,74848591929495.100.101 women giving birth,30.69.71-73, 75-
77.81.83,80-90,94.97-99.102 women giving birth to a first preg-
nancy,%86113 women having miscarriages or other involun-
tary losses,318891.94195-197 women experiencing both births
and pregnancy loss (abortions or miscarriages),**32197 women
giving birth to unintended pregnancies,®:7%75:76.86.90.92.98 and
women denied abortions.!7%!°8 Together, these findings show
that women with a history of abortion are statistically more
likely to experience significantly more mental health issues
relative to every comparison group that has been examined.
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Notably, most of these comparisons are based on general-
purpose longitudinal cohort studies. As discussed previously,
due to the temporal limits, cross-sectional data, self-selection
bias, concealment, and the misclassification of women with
an abortion history into the comparison groups, the results of
these studies most certainly skew toward underestimating the
true relative risks between the groups compared. Still, while
every choice for a comparison group is imperfect,'9>1% below
we will argue that there are valid insights that can be gained
by every comparison. Acting on that premise, many research-
ers have chosen to simultaneously compare women who
abort to multiple other groups whenever the data allow
it.72.88,92,94

By contrast, Charles et al.,® have argued that the only
“appropriate” comparison group for AMH studies is to
women who have “unwanted deliveries.” But this argument
is weak for three major reasons.

First, the efforts to define and evaluate what constitutes
an “unintended” or “unwanted” pregnancy are themselves
imprecise, rendering any study based on such a flawed defi-
nition imprecise.'>!* Moreover, not intending to become
pregnant at a particular time in one’s life is very different
than not wanting a child. Indeed, over half of unintended
pregnancies are carried to term, accounting for approxi-
mately 37% of all births.??° Conversely, among women hav-
ing abortions, the evidence suggests that between 30% and
63% of aborted pregnancies were intended, wanted, wel-
comed, or involved significant emotional attach-
ment. 483030148172 Tn ghort, both groups (women having
abortions and women carrying unintended pregnancies to
term) encompass a huge variation in intentionality, wanted-
ness, and attachment to their pregnancies.

Second, as Romans'?? has convincingly argued, the dif-
ferences in women who choose to carry an unintended preg-
nancy to term and those who abort are simply immeasurable.
No conceivable comparison between the two groups can
control for all the possible variations between them. Still, as
both the TFMHA# and Fergusson et al.! have argued, even
imperfect comparisons have and can continue to yield valu-
able insights regarding the differences between the women
who cope well and those who cope poorly. While such find-
ings cannot tell us what “most women” experience, they can
tell us how different subgroups of women compare to each
other. These findings are meaningful and actionable since
they should be used to guide pre-abortion screening and
counseling and post-abortion care? and for informed con-
sent procedures.??

Third, the argument for discounting studies that lack
information on pregnancy intention appears to have been
advanced primarily as an excuse to denigrate the majority of
studies on AMH. This charge is supported by the fact the
“quality scale” created by Charles et al.® required deducting
two of the five possible quality points from any study using
any control group other than women carrying unwanted
pregnancies to term.

The highly biased and subjective application of Charles
et al.’s quality scale is demonstrated by the fact that they
rated studies published by AMH minimalists®-22°! using
exactly the same national longitudinal data sets as AMH pro-

ponents’>86:101 consistently higher in quality. Moreover,
Charles et al.’s quality scale totally ignored the problem of
high concealment, misclassification, and drop-out rates in
the very same studies they rated as better. Thus, by ignoring
issues related to selection bias, the Charles et al. contrived
ranking scale identified just four studies as “very good”—
even though three of these had concealment rates of 60% or
higher,'®> and the fourth had a dropout rate of 65%.76
Meanwhile, their skewed scale allowed them to rank as
“poor” or “very poor” literally all record linkage studies,
which by their nature have no concealment or selection
bias 8187899719 eyen though these same studies revealed
some of the strongest associations between AMH problems.
The fact that Charles et al.’s study quality scale was delib-
erately skewed to serve the AMH minimalists’ perspective is
perhaps best demonstrated by the fact that when the very
same record linkage studies rated as poor by Charles et al. are
rated using the Newcastle-Ottawa Quality Assessment Scale
(NOQAS) for cohort studies,?*? a standard and widely used
assessment tool across all disciplines, all receive very high
scores, 8 or 9, on the NOQAS 9-point scale for quality.?%

In response to Charles et al.’s argument that the only
appropriate comparison group is to women carrying unin-
tended pregnancies to term, the following arguments are
made in defense of other comparison groups. I argue that,
while no comparison is perfect, every option for a compari-
son group can be a useful tool in developing a multidimen-
sional perspective on the complexity of AMH issues.

First, comparisons to women with a history of abortion
and the general population of women provide a useful base-
line, especially when combined with comparisons to women
who miscarry or carry to term. For example, a record linkage
in Finland revealed that the age-adjusted risk of death within
a year of pregnancy outcome was 5.5 per 100,000 deliveries,
16.5 per 100,000 miscarriages, and 33.8 per 100,000 abor-
tions, compared to 11.8 per 100,000 age-adjusted women
years for the general population of women not pregnant in
the prior year.'% A similar record linkage study of the popu-
lation of Denmark revealed a dose effect, with the risk of
death increasing by 45%, 114%, and 191% with exposure to
one, two, or three abortions, respectively.'!> Yet another
record linkage study examining attempted suicide rates
before and after pregnancies revealed declining rates of sui-
cide attempts after both delivery and miscarriage, but a sharp
increase in attempted suicide following abortion, as seen in
Figure 3.8

Comparisons to women who have never been pregnant
(nulligravida) are especially important when the aborting
women have no live born children.”#9294.113.204 Indeed, this is
an important comparison since an abortion of a first preg-
nancy is essentially an effort to return a woman to her never
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Figure 3. Suicide attempt rates per 100,000 women before and
after designated pregnancy outcome.
Source: Morgan et al.8!

been pregnant state. Differences between childless women
with a history of one or more abortions and those without
any history of pregnancy may provide valuable insights into
the effects of an interrupted pregnancy on women’s emo-
tional and physical health.

Another important comparison is between women who
have induced abortions and women who miscarry. Both have
experienced the effects of pregnancy, which may produce
long-lasting changes to the brain,'’%2052% and maternal
attachment.!31-152.154207 While the physiological processes of
natural miscarriage and induced abortion are different, there
may be similarities in the recovery process. Moreover, this
comparison may allow insights into the psychological differ-
ences between intentionally choosing the end of a pregnancy
versus an unintended loss, both of which may be experienced
as a form of disenfranchised grief.*>!%! Arguably, examining
the differences between miscarriage and abortion may be the
most relevant and important comparison.203

Comparisons to women giving birth are also meaningful.
Just as a comparison to a never pregnant woman attempts to
estimate how closely induced abortion achieves the goal of
“turning back the clock™ to the point before the woman
became pregnant, a comparison to a delivering woman seeks
to estimate how a woman’s mental health would fare if she
chooses to “move into” the group of women giving birth.

Comparisons between women aborting a first pregnancy
and women carrying a first pregnancy to its natural conclu-
sion (birth, miscarriage, or neo-natal loss) are extremely
valuable. By excluding the confounding effects of multiple
pregnancy outcomes, these studies offer at least a small win-
dow on the effects associated with exposure to a single preg-
nancy outcome. Moreover, they are the proper starting point
for investigating the interactions between multiple preg-
nancy outcomes. This is important since significantly differ-
ent outcome patterns have been observed relative to multiple
pregnancy outcomes and their sequences, including both
multiple losses and losses followed or preceded by live
births.8-%4

While comparisons of first pregnancy outcomes are valu-
able, it should be noted that it is a very poor methodological
choice to include in the group of women experiencing a

“first live birth” women who are known to have had one or
more abortions before their first live birth or between the
birth and the date of the mental health assessment.%%1%7
Unfortunately, these flawed studies®-82:107.208-210 jonore the
extensive evidence showing that a history of pregnancy loss
(abortion or miscarriage) is associated with higher rates of
mental health problems during subsequent pregnan-
cies.78:80:99,100,170.211-226 By adulterating the “control” group of
women having a “first live birth” with women who also have
a history of one or more abortion and/or miscarriages, the
resulting analyses clearly confound rather than clarify the
differences between abortion, miscarriage, and childbirth,
shifting the known negative effects associated with prior
pregnancy losses into results associated with a first child-
birth.69-82,107.208-210 Aroyably, this confounding methodology
has been specifically employed by AMH minimalists pre-
cisely with the intent of producing results that obfuscate the
mental health effects associated with abortion while inflating
the effects associated with childbirth.!41227

As will be discussed further, we recommend that the best
practice for all studies examining the interactions between
mental and reproductive health is to include stratification of
results by the order and number of exposures to births, abor-
tions, miscarriages, and other pregnancy losses.%!141,227
Otherwise, the effects of different pregnancy outcomes are
likely to be obscured rather than clarified.

In addition, we would note that the argument of Charles
et al. for discounting studies that lack controls for pregnancy
intention may do a major disservice to both women consid-
ering abortion and their caregivers. For all the reasons given
above, the best evidence indicates that reasonable patients
may consider any and all of the comparisons discussed
above to be of value in their efforts to evaluate the potential
risks and benefits of an abortion in their own personal
circumstance??>

Finally, it has been argued that the differences between
women who abort and those who do not are so extreme that
the only meaningful comparison is between women who
abort and women who sought but were denied an abortion.'**
While this comparison might be informative, it is clearly not
a perfect comparison since the reasons why women may end
up being denied an abortion are also likely to make these
women significantly different than the average woman seek-
ing and obtaining an abortion. Moreover, since in most coun-
tries where abortion is legal, very few women are denied an
abortion undertaking such studies may be impractical.
Indeed, the only set data set using this control group is the
so-called Turnaway Study. Indeed, the argument that this is
the only valid comparison group appears to be made in an
attempt to dismiss all other research in favor of this single
data set. But there are many problems with the Turnaway
Study data set.!”® The most damning is the problem of self-
censure. Over 70% of women approached to participate in
this study refused, even after they were promised payments
for participating, plus, nearly half of those who did



Reardon

19

participate subsequently dropped out.!®® This high refusal
rate alone renders the Turn-Away Study data meaningless in
terms of drawing any conclusions regarding the general pop-
ulation of women seeking or having abortions, and that is
just one of many major flaws in the Turnaway Study meth-
odology and execution. !

Poorly defined terms produce misleading
conclusions: unwanted, relief, and more

Unfortunately, a great deal of the literature on AMH revolves
around poorly defined terms. The resulting lack of precision
and nuance contribute to AMH minimalists and AMH propo-
nents talking past each other and contributes to overgenerali-
zations regarding research findings, especially in the press
releases and position papers of pro-choice and anti-abortion
activists.

As previously discussed, one common overgeneralization
is the assertion that abortions typically involve “unwanted”
pregnancies. A closer look, however, reveals that many aborted
pregnancies, perhaps the majority, occur for planned, partially
wanted, or initially welcomed pregnancies.*83051.148172 By
“welcomed” pregnancies, I mean pregnancies which were not
planned in advance but to which the woman was open or natu-
rally inclined to accept and embrace if only she had received
the support of her partner, family, or others.4181.228

Attempts to define “unwanted” pregnancies are also com-
plicated by the fact that many women report a divide between
their emotional and intellectual responses when they first dis-
cover they are pregnant. Emotionally, they may be excited
that a new life is growing inside them and may fantasize
about having the child. But at the same time, their logical side
may be immediately convinced that abortion is their only
pragmatic choice.* The pregnancy may therefore be simulta-
neously “emotionally wanted” and “logically unwanted.”

Based on both clinical experience and case series stud-
ies,!”® we hypothesize that many delayed reactions to abor-
tion stem from the psychological conflicts that arise when
emotions are suppressed in favor of pragmatic choices. In
such cases, forward-looking women with strong defense
mechanisms are likely to cope well with their choice for
many years. But if this coping is achieved by suppressed
emotions, this may consume energy and may even fuel mala-
daptive behaviors, like substance use and sleep disorders.
Any connection between these symptoms and underlying
abortion associated conflicts may not be recognized until
some subsequent event or stress compels a reexamination of
unresolved maternal attachments or the woman’s moral
priorities.

One measure of openness to having a child, seldom
addressed in AMH studies, is desire for children at some
later date. A high level of desire for future children sug-
gests that an aborted pregnancy was most likely problem-
atic due to specific circumstance or lack of sufficient social
support. Among a sample of women seeking counseling

for post-abortion distress, 64% felt “forced by outside cir-
cumstance” to have an abortion and 83% indicated they
would have carried to term if significant others in their
lives had encouraged delivery.'8! While statistics gathered
from women contacting post-abortion recovery programs
may be not representative of the general population of
women, these findings demonstrate that labeling these
aborted pregnancies as “unwanted” does not reflect the
experience of the women who subsequently do seek post-
abortion help.

Given the wide variation in levels of intention or open-
ness to pregnancy, much more extensive data on inten-
tion'??228 and attachment?’ are required to draw any
conclusions regarding the mental health effects of abortion
relative to various levels of women’s attachment, intention,
and outcome preferences.

A second poorly defined variable is “relief.” AMH mini-
malists have frequently asserted that the most common reac-
tion to abortion is relief.* But “relief” is a very broad term. A
woman reporting “relief” may be referring to (a) relief that
she will not have a baby, (b) relief that a dreaded medical
procedure is now behind her, (c) relief that her parents will
not discover she was pregnant, (d) relief that her partner will
finally stop harassing her to have an abortion, or (e) any
number of other reasons for feeling a reduction in stress.

But as indicated earlier, abortion can be both a stress
reliever and a stress creator. The many declarations by AMH
minimalists that “relief” is the most common reaction to
abortion tend to distract the public from the fact that the vast
majority of women reporting relief are also reporting a host
of negative feelings at the same time.3%-0:62

Similarly, claims that “the most common reaction” to
abortion is relief is also misleading because it falsely sug-
gests that a truly representative sample of all women having
abortions have been queried about their most prominent and
common reactions. But in fact, all the case series studies
assessing “relief” have self-censure and dropout rates
exceeding 50%.%>%° When only a minority of women agree
to report on their reactions to an abortion, these studies can-
not reliably tell us anything about the majority of women.
This is especially true if the self-selection bias is toward
women who expect to feel more relief because their abortion
decision is more consistent with their own desires and pref-
erences, while those who refuse to participate anticipate and
do experience more negative reactions.!74190.191

Another misleading factor is that relief is most often
reported as a single variable whereas negative reactions are
often averaged together. For example, one of the most fre-
quently cited case-series reporting that women felt “more
relief than either positive or negative emotions” was based
on comparing the results of a single question regarding relief
to an average of six scores (“sad,” “disappointed,” “guilty,”
“blue,” “low,” and “feelings of loss”) chosen to represent
negative emotions and an average of three scores (“happy,”
“pleased” and “satisfied”) chosen to represent positive
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emotions (excluding relief).?® This methodology was highly
problematic.

While it would be interesting to see score distributions for
each reaction separately,* how can a variety of emotions be
“averaged” together in any meaningful way? For example, if a

score of 1 (corresponding to “not at all” on the Likert-type
scale used) is equivalent to 0% of the relevant emotion and a 5
(“a great deal”) is 100% of that emotion, averaging six emo-
tion scores together presumes that a rating of 3 (50%) for “dis-
appointed” is truly equivalent to twice a rating of 2 (25%) for
“feelings of loss” and half'the value of a rating of 5 for “guilty.”

But what makes this averaging process even more suspect
is that the least common negative reaction (“disappointed,”
perhaps) would dilute the entire average of negative reactions,
concealing the frequency of the more common reactions
(“guilty,” perhaps). Most importantly, while the most common
negative and positive reactions were diluted by this “averag-
ing” process, the “relief” score was not subject to the dilution
by averaging with any of the other positive emotions.

Yet another problem with the authors’ conclusion’® was
their presumption that the six negative reactions they asked
about are actually the most common negative reactions. But
three of the six negative reactions (“sad,” “blue,” “low”)
appear nearly synonymous. The similarity of these three may
have been deliberate in order to boost the reliability score for
the authors’ scale. One of the remaining choices, “disap-
pointed,” is simply odd, rather bland, and perhaps disinviting
as it is not a term that has been reported in interviews with
women reporting negative reactions to abortion. 43172173.181
While the assessments of “guilty” and “feelings of loss”
were appropriate, it would have been more illuminating to
report these separately rather than in an “average” of nega-
tive emotions.

In any event, averaging emotion scores is problematic and
in this case the choice of the six negative feelings chosen to
be averaged together failed to include many of the negative
emotions most commonly reported in surveys of the women
who seek post-abortion counseling, including sorrow, shame,
remorse, emptiness, anger, loneliness, confusion, feigned
happiness, loss of confidence, and despair.+3

Despite the many limitations regarding the claim that
“relief” is more common than negative reactions, it is nota-
ble that the same researchers also found that between the
3-month and 2-year post-abortion assessments, both relief
scores and positive emotions decreased significantly while
the average for negative emotions increased.** In other
words, even with a self-selected sample of women most
likely to have more positive reactions, those positive emo-
tions declined and negative emotions increased within the
first 2 years. If that trend continued over 20 years, the finding
that the “most common reaction” to abortion was relief may
not have held up over a longer period of time.

Similar problems apply to the widely reported claim that
most women are satisfied with their decisions to abort.!” In
this case, the self-selection bias was profound, with only
27% of the eligible women participating at the date of their

first assessment. In addition, this “finding” was based on a
binary yes or no response to a single question: “Given your
situation, was your decision to have an abortion right for
you?” This question clearly invited reaction formation and
splitting. Additional questions, such as, “If you had received
support from others, would you have preferred to have car-
ried to term?” would have provided deeper insight into the
participants’ true preferences.

Despite the problems with their methodology and self-
selected sample, these researchers’ confident assertion that
the vast majority of women are satisfied with their abortions
generated bold headlines.'®® But these misleading headlines
were clearly based on poor science.'® Similar questions,
posed to a different self-selected sample of women seeking
post-abortion counseling, reveal that 98% of that sample of
women regret their abortions.*® These resuts are contradicto-
ruy because neither of the two samples just cited represent
the general population of women having abortions. Given
the fact that so many women refuse to respond to question-
naires about their abortions, it is impossible to ever be cer-
tain what “the majority” of women feel or think about their
past abortions at any given time, much less through their
entire lifetimes.

If there is any consistency in the evidence, it is in regard
to the finding that satisfaction declines and regrets increase
over time.’%34 Therefore, the existing data for claims
regarding high levels of relief and decision satisfaction are
highly questionable in the short term and meaningless in
regard to predicting feelings in the long term.

Is abortion the sole cause, a contributing cause,
or never a cause of mental health problems? Or
is this question just a distraction from helping
women?

Normally, the burden of proving that any proposed medical
treatment produces real benefits which outweigh any risks
associated with the procedure falls on the proponents of the
treatment.??® Indeed, proponents of a treatment are also
tasked with the obligation of proving not only specific ben-
efits but also with identifying the symptoms and circum-
stances for which the treatment has been proven to be
beneficial and those cases for which it might be contraindi-
cated. After all, no treatment is a panacea. Even highly suc-
cessful elective treatments such as Lasik are contraindicated
for 20%-30% of patients considering the surgery.?3°
Evidence-based medicine is centered on the idea that
there must be real evidence of benefits that outweigh the
risks associated with a medical intervention. But there are no
statistically validated medical studies showing that women
facing any specific disease or fetal anomaly fare better if
they have an abortion compared to similar women who allow
the pregnancy to continue to a natural outcome.'”?31-232 Nor
is there evidence of any mental health benefits.!7?5 As a
result, in approaching a risk—benefits assessment, there are
literally no studies to place in the benefits column of an
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evidence-based risk—benefits analysis. Conversely, there are
literally hundreds of studies with statistically significant
risks (both physical and mental) associated with abortion
which must be considered in weighing abortion’s potential
risks against the patient’s hoped for benefits. 1112113232233
See, for example, the references to Table 1.
In this regard, induced abortion is an anomaly. It is the
only medical treatment for which the principles of evidence-
based medicine are routinely ignored, not for medical rea-
sons, but by appeals to abortion being a fundamental civil
right!3® or a public policy tool for population control.>> From
these vantage points, there has arisen an a priori premise that
abortion should presumed to be safe and beneficial.
Therefore, according to defenders of abortion, the burden of
proving the safety and efficacy of abortion is no longer on
them. Instead, abortion skeptics must prove that abortion is
the sole and direct cause of harm to women—and not just a
few unfortunate women, buta large proportion of women.*657
This difference in evaluating abortion compared to other
medical treatments was at the center of a Planned Parenthood
suit challenging a South Dakota statute requiring abortion
providers to inform women of research regarding psycho-
logical risks associated with abortion. Abortion providers
argued that there was not yet enough proof that abortion was
the “direct cause” of the statistically significant higher risks
of mental illness, including suicide, following abortion.
Therefore, they argued, disclosing the findings of these stud-
ies to women might unnecessarily frighten their patients.?

But the Eighth Circuit United States Federal Court of
Appeals rejected Planned Parenthood’s argument, ruling that

it was a standard practice in medicine to “recognize a

strongly correlated adverse outcome as a ‘risk’, even while
further studies are being conducted to investigate which fac-
tors play causal roles.”?** The court went on to add that

Planned Parenthood’s “contravention of that standard prac-
tice” had no legal merit since “there is no constitutional

requirement to invert the traditional understanding of ‘risk’
by requiring, where abortion is involved, that conclusive
understanding of causation be obtained first.”?3*

This appellate court’s ruling is consistent with idea that
“risk,” by definition, includes uncertainty—otherwise, it
would not be a “risk” but rather a “certainty.” Therefore, the
question of whether a statistically significant risk is solely
due to abortion, partially due to abortion, or only inciden-
tally associated with abortion is itself just another of the
uncertainties about the procedure, and therefore a true risk
about which patients should be informed.?

The court’s decision favoring disclosure of all risks, even
when causality is challenged by proponents of the procedure,
is in line with the preferences reported by 95% of women
considering elective medical procedures, to be informed of
“all possible complications.”?* From a feminist perspective,
the right of each individual woman to evaluate for herself
whether a statistically significant risk is incidental or causal
would also appear be central to the protection of each

woman’s personal liberty. Indeed, the United Nation’s Fourth
World Conference on Women’s Declaration and Platform for
Action, which specifically addressed the issue of unsafe
abortions, urged every government to

Take all appropriate measures to eliminate harmful, medically
unnecessary or coercive medical interventions, as well as
inappropriate medication and over-medication of women, and
ensure that all women are fully informed of their options,
including likely benefits and potential side-effects, by properly
trained personnel.??> (Emphasis added)

For the reasons above, the claim that the higher incidence
rates of mental health problems associated with abortion are
most likely “spurious”% has no bearing on informed con-
sent. Only after full disclosure can each patient judge the
relevance of such information for herself.

These challenges are also irrelevant to the obligation of
the treating clinician to screen for the risk factors associated
with higher rates of negative outcomes associated with abor-
tion.?32% After all, even if abortion proponents could prove
that 100% of all the negative effects associated with abortion
are causally due to common risk factors, the finding that
abortion is consistently associated with higher rates of men-
tal health problems!>3782:8994 ig still an actionable marker
that can and should be used to identify women who may ben-
efit from referrals for additional counseling.26:27,30,32-34,36-39

Still, the question of causation is worthy of additional
attention. One approach for judging causality is to apply the
nine criteria Bradford-Hill proposed to identify the causal
role that occupational and lifestyle factors may play in the
development of diseases, such as cancer. These include tem-
poral sequence, strength of association, consistency, speci-
ficity, biological gradient (dose—effect), biologic rationale,
coherence, experimental evidence, and analogous evi-
dence.?*® Applying the Bradford-Hill criteria to the AMH
question, Fergusson, a pro-choice proponent, concluded that
“the weight of the evidence favors the view that abortion has
a small causal effect on the mental health problem.”7s

It should be noted, however, that the Bradford-Hill crite-
ria were developed to evaluate contributing factors for physi-
ological diseases. Bradford-Hill therefore ignored a type of
evidence for causality which is unique to psychological dis-
eases, namely, self-aware attribution of causal pathways. For
example, the evidence of a woman who says, “After the
death of my child, I drank more heavily to dull the pain,” is
a conscious identification of cause and effect regarding her
own mental state and behaviors.

Indeed, in the psychological sciences, it has been a tradi-
tional practice to begin any investigation of mental illness by
first listening to those individuals who claim they have a
psychological problem. After carefully listening to a “sick”
population, psychologists can then map the range of reported
symptoms and then build hypothesis regarding the contribut-
ing factors and causal pathways which can then be explored
by surveys of the general population. This was the approach
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AMH proponents used in their initial investigations of
women seeking post-abortion counseling.*>!71181 Because
these samples were based on women experiencing post-
abortion issues, they were likely skewed toward the Allie
All-Risks archetype. Still, because they were focused on
developing a profile of the women having post-abortion
issues, this was a valid starting point for identifying the most
common complaints and recurring patterns.

By contrast, most AMH minimalists have tested their
hypotheses using surveys of women contacted at abortion
clinics. These survey instruments appear to have been devel-
oped with little or no attention to the complaints of the
women who reported post-abortion mental health crises.
Moreover, because these surveys are implemented in coop-
eration with abortion providers, in a stressful situation dur-
ing which less than half of the women agree to participate, it
is likely that these self-selected samples skew toward the
Betsy Best-Case archetype.3%237

Even though AMH minimalists and proponents approach
their research from different perspectives, the results from
both sides consistently show that at least a minority of
women experience mental health problems that they attrib-
ute, at least in part, to their abortions. While not included in
the Bradford-Hill criteria, when it comes to mental health
issues, the fact that so many intelligent, self-aware women
attribute specific patterns of emotional distress to their his-
tory of abortion is one of the strongest pieces of evidence
that abortion directly contributes to mental health problems.
The same is true with regard to mental health associated with
miscarriage. The validity of this evidence is further strength-
ened by the professional assessment of both pro-choice ther-
apists*** and pro-life therapists***7 who also attest to the
causal connection.

Similarly, the clinical evidence that women struggling
with post-abortion mental health issues improve following
treatment focused on their abortion loss*0:46:238-240 450 sup-
ports the conclusion that abortion can cause, trigger, or exac-
erbate psychological illness. After all, a successful treatment
is evidence in favor of a correct diagnosis.

As previously noted, self-attribution is not perfect evi-
dence. Defense mechanisms often operate by obscuring the
“true cause” of one’s mental distress. But we would argue
that the bias of defense mechanisms would be toward under-
reporting of effects truly associated with an abortion rather
than toward false attribution of unrelated effects to past
abortions.

That is not to say that pre-existing mental health issues
cannot become intermingled with an abortion. To the con-
trary, clinical experience shows that abortion can become
such a significant stressor in a woman’s life that other pre-
existing issues can become enmeshed in the abortion and its
aftermath. Pre-existing substance abuse, for example, may
become intensified in the abortion aftermath, but it would be
a self-deception to blame the abortion entirely for such sub-
stance abuse. On the contrary, once the issues become

intermeshed, progress in dealing with underlying issues will
be hindered by a failure to address the intermingled abortion
issues.

Similarly, even in cases where suicide notes specifically
attribute a woman’s final act of despair to her recent abor-
tion,*! other pre-existing factors may also contribute to
these tragedies. In short, while it would be absurd and insult-
ing to deny that abortion at least contributes to such suicides,
it would be a mistake to assume that abortion is the sole
cause of suicide or any other specific mental illness.

As stated previously, abortion does not occur in isolation
from interrelated personal, familial, and social conditions
that influence the experience and mental health of each indi-
vidual. Moreover, there are likely a multiplicity of different
pathways for effects to manifest either in the near or longer
term.!8 In general then, abortion is most likely a contributing
factor to the manifestation of problems rather than the sole
factor. It may be trigger latent issues, intensify or complicate
existing issues, interact with pre-existing issues to create
new issues, or contribute in any number of ways unique to
any particular individual’s susceptibilities and prior and sub-
sequent life stresses.

In summary, there is incontrovertible evidence that abor-
tion contributes to mental health problems, both directly and
indirectly. Based on reports of clinical experience, it would
appear that abortion can be the primary cause for mental
health issues in some women. But it may also trigger, inten-
sify, prolong, or complicate pre-existing mental health
issues. Still, for the sake of argument, assuming AMH mini-
malists are right in their assumption that abortion itself is
never the “sole cause” of mental health problems, there is
still no reasonable doubt that abortion contributes to mental
health issues in some women.

Finally, it should be emphasized that the difficulties
involved in proving causality cut both ways. The burden of
proving the efficacy and safety of abortion falls on abortion
providers. To date, they have failed to provide any evidence,
much less proof, that abortion is the sole and direct cause of
any health benefits for women in general, or even for spe-
cific subgroups of women.!*232 Nor have they shown that
the benefits women hope to obtain through abortion are pro-
portionate to or greater than the significantly elevated rates
of negative outcomes associated with abortion. In this regard,
abortion continues to be an experimental treatment, one for
which they hoped for benefits are unproven. And with no
proven benefits, the risks—benefits ratio is unknown even for
those women without any known risk factors.

Is it reasonable to attribute all negative effects to
pre-existing factors?

There is no longer any dispute regarding the fact that, on
average, women with a history of abortion have higher rates
of mental illness compared to similar women without a his-
tory of abortion. But AMH minimalists frame this admission
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in the context of arguing that this is most likely due to pre-
existing mental health issues.>%?*? In other words, they argue
that a higher percentage of aborting women were “already
emotionally broken” to begin with. Therefore, higher rates of
mental illness following abortion are just a continuation of
pre-existing mental frailty.

This argument is indistinguishable from the centuries-old
accusation of personal defects applied to “hysterics,” “malin-
gerers,” “cowards” and others who exhibit traumatic reac-
tions.*>243 This blame-their-weakness argument is just a
corollary to the assertion that higher quality, more emotion-
ally stable people simply do not break under such
circumstances.

In courtrooms, this line of arguments is known as the thin
skull, or eggshell skull, defense. It asserts that a defendant
should not be held accountable for injuries that would not
have been suffered if the plaintiff had not been predisposed
to injury due to pre-existing physical or emotional defects.
Notably, the thin skull defense has been rejected in most
legal jurisdictions. Even if the damages of the “frail” plain-
tiff are greater than they would be for a healthier person,
jurists have ruled, the defendant is still liable for the greater
damages because

a defendant who negligently inflicts injury on another takes the
injured party as he finds her, which means it is not a defense that
some other person of greater strength, constitution, or emotional
makeup might have been less injured, or differently injured, or
quicker to recover.’** (Emphasis added)

Applying the thin skull legal analysis to abortion, this
means that a physician who fails to screen for known risk
factors, such as prior mental illness, before recommending or
performing an abortion is guilty of negligence if the woman
suffers any subsequent mental health problems because it is
precisely the obligation of the physician to treat the woman
“as he finds her.”

In short, the argument that negative effects may be mostly
due to pre-existing mental health problems simply strength-
ens the argument for better pre-abortion screening for this
and other risk factors.!2232632 Conversely, it does not at all
support the presumption that abortion is safe or likely benefi-
cial to most women, much less all.

The “broken women” argument has also been used by
AMH minimalists to argue that the emotionally fragile women
having abortions would most likely face as many or more
mental health problems if they were denied abortion.?* But
again, this argument is based entirely on conjecture. While
only a few studies have examined the mental health of women
denied abortions, none have found any significant mental
health benefits compared to other groups of women.’6138

Still another AMH minimalist argument is that women
with prior mental illness may instinctively know they are
less likely to cope well with an unwanted pregnancy, so the
higher rate of abortion among women with mental illness is
actually a sign of these women choosing abortion wisely. %107

Again, this is entirely speculation. It ignores the likelihood
that mentally ill women, especially those with a history of
being abused, may simply be more susceptible to being pres-
sured into unwanted abortions® like Allie All-Risks.
Moreover, it ignores the ethical obligation of caregivers to
discourage, rather than enable, patterns of behavior that may
be self-destructive.

Rather than just assume that mentally ill women are
wisely inspired to choose abortion more often than mentally
healthy women, would it not be best to screen women seek-
ing abortions for mental illness so women can be counseled
in a manner that more fully addresses their needs in the con-
text of their mental illness?>33¢ As previously noted, while
abortion may relieve some stresses, it may also create new
ones.

Moreover, bearing children may actually contribute to
mental health improvements through direct biological
effect,!30-205.206 by expanding and strengthening interpersonal
relationships with the child(ren) and others,!>!-152.154207 or by
behavioral adaptations that may replace risk-taking with
self-improving behaviors. These benefits may also apply to
bearing unplanned children. Indeed, given how common
unplanned pregnancies are throughout the millennia, it could
be argued that female biology has evolved mechanisms in
order to adapt and adjust to unexpected pregnancies.

In short, the argument that higher rates of mental illness
following abortion are simply due to mentally ill women
being wise enough to choose abortion more often is simply
not supported by any statistically validated research. Instead,
the opposite argument, that giving birth is more likely to pro-
duce mental health benefits, is more plausible and better sup-
ported by actual data.

It should also be noted that while we are aware of only
one record linkage study examining mental health effects for
women without any history of mental health issues, that
study (by AMH minimalists) revealed that a history of abor-
tion was associated with a significantly increased risk (risk
ratio (RR) = 1.18; 95% CI = 1.03—1.37) of postpartum depres-
sion after a first live birth.%0

Closely related to the pre-existing mental illness issue is
the finding that women with a history of abortion also have
higher rates of abuse and violence in their lives. According to
this argument, violence!%%11% or childhood adversities,'% not
abortion, are the most likely cause of higher rates of mental
illness among women with a history of abortion. This
hypothesis is contradicted, however, by studies which have
shown that there are higher rates of mental illness associated
with abortion even after controlling for violence.’*!'% More
importantly, it is a mistake to engage in either/or arguments;
a both/and approach is both more likely and more produc-
tive. Clearly, a history of abuse contributes to a heightened
risk of both pregnancy and abortion, especially abortions to
satisfy the demands of others. At the same time, clinical
experience reveals that issues related to abuse and abortion
can become deeply entangled. Efforts to treat based on an
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either/or attribution are most likely to be frustrated. Progress
is most likely to be made when both the abuse and abortion
experiences are holistically addressed.*

While it important to study the interactions between
exposure to violence and abortion on mental health, it is also
important to consider that there may be two-way interac-
tions. Surveys of women entering into post-abortion coun-
seling reveal high percentages reporting elevated feelings of
anger (81%), rage (52%), more easily lost temper (59%), and
more violent behavior when angered (47%) following their
abortions, which can obviously increase incidence rates of
subsequent intimate partner violence.* Moreover, in the
same sample, in which 56% reported suicidal feelings and
28% reported attempting suicide (with over half trying more
than once), there are case studies of women “pushing the
buttons” of a violent partner because they believed they did
not “deserve to live.”* This escalation of violence following
abortion may help to explain the elevated rate of homicide
among women with a history of abortion.$%232246 For these
reasons, given the multiple pathways for interactions
between abortion and violence, studies that fail to distin-
guish between violence before and following abortion are
methodologically flawed.!10247

While prior abuse and mental health problems receive the
most blame for why women with a history of abortion have
higher rates of mental illness, a few AMH minimalists insist
that the blame for mental illness following abortion can
always be shifted to other risk factors.?*® For example, when
Steinberg et al.’° found that substance abuse rates were sig-
nificantly associated with abortion even after controlling for
dozens of other risk factors, they dismissed their own find-
ings with the assertion that these effects are most likely due
to as yet unidentified common risk factors.

In response, AMH proponents argue that (a) the burden of
proving safety and effectiveness is on the proponents of a
medical treatment and (b) given the weight of the evidence,
it is far more logical to accept that abortion is at least a con-
tributing factor that may work in concert with any number of
other contributing factors.

In addition, denying that abortion directly contributes to
mental health problems is illogical given the fact that so
many of the risk factors identified by AMH minimalists
themselves (see Table 1) are specifically part of the abortion
experience. These include feeling pressured to abort by oth-
ers; negative moral views of abortion; low expectation of
coping well after an abortion; ambivalence about the abor-
tion decision; and feelings of attachment or commitment to a
pregnancy that is meaningful or wanted.?533-249

In other words, given what we know of the risk factors
associated with mental illness after abortion, many of them
are directly enmeshed in the abortion experience; they are
not fully independent of the pregnancy and abortion experi-
ence. Therefore, even to the degree that mental illnesses can
be associated with common risk factors for both unintended
pregnancy and abortion, such as a history of sexual abuse,

the intermeshing of elevated risk for pregnancy, abortion,
and mental health issues precludes the conclusion that abor-
tion does not contribute in any way to the observed prob-
lems. The only support for that argument comes from
ideology, not from any statistically validated studies. For
example, an incest victim may be at greater risk of a high
school pregnancy with the first boyfriend that she imagines
will be able to free her from an abusive step-father.?>* She
may also be at greater risk to being pressured into an
unwanted abortion. While it would be a mistake to blame the
abortion for all of her subsequent mental health problems,
even if a subsequent suicide note focuses on the abortion, it
is ludicrous to assert that her abortion did not contribute to
her problems. Moreover, it is also evident that the failure of
healthcare providers to identify the risk factors that made her
a poor candidate for abortion missed an opportunity to assist
her in using her pregnancy to break a cycle of exploitation
and trauma.

Finally, it should be noted that AMH minimalists fre-
quently cite studies showing that women who deliver an
unintended pregnancy have more subsequent problems than
women who only have intended pregnancies.’*® From this
base of evidence, they argue that since women who deliver
unintended pregnancies have more problems, with mental
health and otherwise, it follows that access to abortion helps
to reduce the problems associated with unintended pregnan-
cies. But this argument falsely presumes that abortion puts
women who have unintended pregnancies back into the cat-
egory of women who have never had an unintended preg-
nancy, and that all intended pregnancies are carried to term.
But there are not just two groups: (a) women with “perfect”
reproductive lives and (b) women with a history of unin-
tended pregnancies. There is a third group, (c) women who
have had abortions, who may fare worse than either of the
other two groups.

While AMH proponents do not dispute that on average
women with unintended pregnancies may face more prob-
lems than women who have perfect reproductive lives, it
appears likely that they still have fewer problems than
women who abort. Indeed, as previously discussed, not a
single study has found evidence that the mental health of
women who deliver an unintended pregnancy is worse than
that of women who have abortions.®-72.75.76.86.90.92.98,188 T the
contrary, the only statistically significant findings indicate
that women who abort are likely to have more mental health
problems than those who deliver their unintended
pregnancies.'’

The controversy over abortion related PTSD is
more political than scientific

AMH minimalists often reserve the greatest scorn for state-
ments made by AMH proponents that abortion can be a trau-
matic experience that may contribute to PTSD.#231:252 But
this opposition seems to be driven more by a desire to silence
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abortion skeptics than to honestly report on the connections
between abortion and traumatic reactions as revealed in the
literature.

First, it is notable that all pregnancy outcomes are asso-
ciated with some PTSD risk. Both vaginal and cesarean
deliveries can be experienced as traumatic with a corre-
sponding risk of PTSD.??5233-255 Miscarriage and other
natural pregnancy losses are also consistently associated
with increased risk of PTSD.!70222.256-258 [t should therefore
come as no surprise that induced abortion is also consist-
ently found to be associated with the onset of PTSD symp-
toms,21-39:50,60,170,225,259-269 Notably, a history of induced
abortion is also a risk factor for the onset of PTSD follow-
ing subsequent pregnancy outcomes,!70225:260.270 go  the
effects of abortion may not always be immediate but may
be triggered by subsequent deliveries or natural losses, or
even subsequent non-pregnancy-related events.?’! These
findings are consistent with the insight that multiple trau-
mas and related life experiences may contribute to the trig-
gering of PTSD symptoms.

Given the weight of the many statistically validated
studies cited above, much less than the reports of clinicians
and women who attribute PTSD symptoms to their abor-
tions, it seems evident that the effort of a few AMH mini-
malists to categorically deny that abortion can contribute to
traumatic reactions is driven by ideological considerations,
not science. That said, it should also be noted that not all
women will experience abortion as traumatic. Moreover,
the susceptibility of individuals to experience PTSD symp-
toms can also vary based on many other pre-existing fac-
tors, including biological differences. So the risk of
individual women will vary, as it does for every type of
psychological reaction. Still, when even the chair of the
APA’s TFMHA has reported identifying abortion-specific
cases of PTSD in one of her own studies,?® the claim that
abortion trauma is a “myth” advanced purely for the pur-
poses of anti-abortion propaganda it itself nothing more
than pro-abortion propaganda.?>?

The evidence is clear that some women do experience
abortion as a trauma. The prevalence rates and pre-existing
risk factors may continue to be disputed, but the fact that
abortion contributes to PTSD symptoms in at least a small
number of women is a settled issue.

Recommendations for research and
collaboration

Good research is essential for both healthcare providers and
patients. Better information about the risks and benefits
associated with abortion should contribute to better screen-
ing, better risk—benefit assessments, and better disclosures to
patients,? that will help to shape the expectations of patients
and those who advise them. Better information will also
improve the identification of at risk patients who may benefit
from referrals to post-abortion counseling.

As previously discussed, while the ideological divides
between AMH minimalists and proponents will continue to
shape how each side interprets the data, these differing view-
points actually provide an opportunity for improving the col-
lection of useful data, analyses of the available data, and
more thorough interpretations of research findings.
Therefore, healthcare providers and patients would be better
served by AMH minimalists and AMH proponents both
bringing their various perspectives to bear on research efforts
in a more cooperative fashion.

Whenever possible, research teams should include both
AMH minimalists and AMH proponents. Such cooperation
would improve methodologies by better addressing the dif-
fering concerns of each perspective at the time of the study
design. Collaboration in the writing of introductions and
conclusions to such studies would also be improved by
bringing balance to both perspectives and by reducing the
tendency to overgeneralize results of specific analyses.

More specific opportunities for collaboration and better
research are discussed below.

Expanding the research goals

A major problem with abortion research and reviews is a
failure to address all of the relevant questions which need to
be asked, investigated, and answered. For example, the team
from the National Collaborating Center for Mental Health
(NCCMH) that wrote a review of AMH issues for the
Academy of Medical Royal Colleges in 2011 strictly limited
their investigation to only three questions: “(1) How preva-
lent are mental health problems in women who have an
induced abortion? (2) What factors are associated with poor
mental health outcomes following an induced abortion? (3)
Are mental health problems more common in women who
have an induced abortion when compared with women who
deliver an unwanted pregnancy?”> Most notably, the
NCCMH team chose to ignore the question specifically
posed for it to investigate in the 2008 Royal College of
Psychiatrists position statement on abortion, namely,
“whether there is evidence for psychiatric indications for
abortion”?’> (emphasis added). Given the lack of any evi-
dence for psychiatric indications for abortion, it seems likely
that the NCCMH decided to ignore this question because it
echoed previous allegations that UK law was not being fol-
lowed in regard to limiting abortion to cases where there are
therapeutic benefits.?”3

Many additional questions were raised during the consul-
tation process when the NCCMH team invited comments
and suggestions from experts. But all of these questions were
summarily rejected by the NCCMH team as being “beyond
the scope” of their review, even though they acknowledged
that many of these other questions were equally important to
the three questions they had chosen.?’* Indeed, a reading of
the consultation report, which was effectively the peer
review given to the paper, reveals general dissatisfaction
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with the three questions chosen by the NCCMH team and
with many of their choices in methodology and overstate-
ment or understatement in their conclusions. The consulta-
tion report anticipated the many criticisms of the final
report'?27> and revealed that NCCMH team was not very
responsive to the issues and concerns raised during this peer
review. Arguably, the NCCMH team’s unstated mission was
to protect the status quo, and so they limited themselves to
questions and methodological choices that would allow them
to achieve that predetermined goal.

The following is a list of some key research questions that
should be addressed in future studies and reviews. It was
developed, in part, by using the NCCMH consultation report
as a starting point:>74

1. How prevalent are mental health problems in women
who carry unplanned pregnancies to term compared
to women who deliver wanted pregnancies, to women
who have no children, and to women who have
abortions?

2. Given that women may experience a range of reac-
tions in the near term and over a period of many years,
what are the cumulative rates of negative reactions
over a long period of time (including a minimum of
30 years) and what are the temporal, cross-sectional
prevalence rates relative to various risk factors that
may contribute to these temporal differences?

3. Among women who do experience negative emo-
tional reactions (not limited to mental illness) which
they attribute to their abortions, what reactions are
reported?

4. What treatments are most effective?

5. What statistically validated indicators predict when
the mental health risks of continuing a pregnancy are
greater than if the pregnancies were aborted?

6. What statistically validated risk factors predict nega-
tive outcomes following one abortion, two abortions,
and three or more abortions compared to each avail-
able comparison group?

7. What factors, if any, are associated with improved
mental health following abortion compared to similar
women who carry a similarly problematic pregnancy
to term?

8. Among women with pre-existing mental health
issues, what factors predict a likelihood that abortion
may contribute to a reduction in mental health prob-
lems (intensity, duration, and number of mental
health issues), and what factors predict a likelihood
that abortion may contribute to an increase in mental
health problems?

9. Among women without pre-existing mental health
issues, what factors predict a likelihood that abortion
may protect good mental health, and what factors
predict a likelihood that abortion may contribute to
subsequent mental health problems?

10. Is presenting for an abortion, or a history of abortion,
a meaningful diagnostic marker for higher rates of
mental illness and related problems that can be timely
addressed by appropriate offers of care?

11. In evaluating the risk—benefits profile of a specific
patient, what criteria should be met in order to reach
an evidence-based conclusion that the benefits of
abortion are most likely to exceed the risks?

12. In cases of pregnancy following rape or incest, what
are the short- and long-term mental health effects
associated with each of the following outcomes: (a)
abortion, (b) miscarriage or stillbirth, (c) childbirth
and adoption, and (d) childbirth and raising the child?

13. Is abortion associated with an increase in rapid repeat
pregnancies, that is, “replacement pregnancies?” If so,
what portion are delivered, aborted, or miscarried?

14. Does a history of abortion contribute to the strength-
ening or weakening of the woman’s relationships
with her partner and/or others?

15. What are the mental health effects of the abortion
experience, if any, on men?

16. What are the mental health and developmental effects
of the abortion experience, if any, on previously born
children and/or subsequently born children?

17. Does a history of abortion contribute to or hinder
bonding and parenting of previous and/or subse-
quently born children?

National prospective longitudinal studies specific
to reproductive and mental health

While a number of analyses have been published based on
longitudinal studies, none of these studies were designed to
specifically investigate the intersection between AMH
issues. The need for better longitudinal studies to investigate
AMH has been recognized in other major reviews,*?*27* yet
the call for such research has not yet been heeded.
We recommend that the value of such longitudinal studies
would be vastly increased by expanding the goal of data col-
lection to encompass not just mental health effects associ-
ated with abortion but also with all reproductive health issues
from first menses to menopause. This would assist in research
related to infertility, miscarriage, assisted reproductive tech-
nologies, postpartum reactions, premenstrual syndrome, and
more. And given the interactions with multiple pregnancy
outcomes already seen in AMH research,?-94170.203 compre-
hensive reproductive health histories are needed in any case.
Most importantly, the design and management of such
studies should include both AMH minimalists and AMH
proponents. An explicit objective should be ensuring that
every line of questioning either side considers important is
included. When both sides contribute to the design of such
studies and have equal access to the same data, concerns
about suppressed findings or incomplete analyses will be
dramatically reduced ... at least after re-analyses. When both
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sides have equal access to better data, it is more likely that
the areas of consensus will increase.

The value of longitudinal studies would also be enhanced
by seeking the consent of participants to link their medical
records to their questionnaires. This would be most helpful
given the fact that many women are reluctant to reveal
abortion information even in responding to a confidential
questionnaire. Since women’s willingness to share data
may vary over time, this request for record linkage should
perhaps be offered multiple times over the course of the
longitudinal study. While many will likely refuse this
option, the refusal to permit record linkage is itself a data
point for analyzing patterns associated with concealment
and dropout. Along the same lines, at each wave there
should be included a query regarding the level of stress
associated with completing the questionnaire.!'®> This may
also help to better understand and estimate the effects of
women subsequently dropping out.

Finally, it should be noted that it has already been shown
that there may be significant differences in women’s experi-
ences relative to different cultures and nationalites.>
Therefore, it is highly recommended that longitudinal stud-
ies to comprehensively investigate the intersections between
mental and reproductive health should be funded in multiple
countries.

Data sharing for re-analyses should be rule
rather than the exception

It is precisely because data can be selectively analyzed and
interpreted to produce slanted results,3!-133 that data should
be made available for re-analyses by third parties.?’® Data
sharing also reduces the costs of research and magnifies the
contribution volunteers make to science by making their
non-identifying information accessible to more scientists,
which presumably most volunteers would prefer as their par-
ticipation is generally intended to help science in general,
not specific research teams. Most importantly, data sharing
enhances confidence in the reliability of research findings,
especially when related to controversial issues. Unfortunately,
though many publications and professional organizations
encourage or require post-publication sharing of data, in
practice many researchers across many disciplines evade
data sharing.?”’

Support for data sharing, at least in theory, is found in the
APA’s ethics rule 8.14, which states that following publica-
tion of their results, research psychologists should share the
data for reanalysis by others.?’® But this principle has been
frequently ignored,?’”*-28! especially in regard to abortion
research. For example, the chair of the APA’s own TFMHA,
Brenda Major, has repeatedly refused to allow data she col-
lected on abortion patients to be subject to reanalysis by
AMH proponents. She even refused to comply with a request
for the data from the US Department of Health and Human
Services, even though the study was funded by that agency.'4

Such data hoarding undermines confidence not only in
the published findings of a specific study but also diminishes
the value of syntheses or reviews relying on those unverified
findings.

Data sharing is especially important when the process of
collecting data may be blocked by ideological litmus tests.
For example, abortion providers are naturally unlikely to
cooperate with studies initiated by AMH proponents who
they perceive as opponents of their work. On the contrary,
they have frequently cooperated with AMH minimalists—
precisely because of their shared ideology. Implicit in grant-
ing that cooperation may be the expectation that pro-choice
researchers will not report any findings that may contribute
to anti-abortion rhetoric. Conversely, many post-abortion
counseling programs may also limit their cooperation to
AMH proponents whom they perceive as most accepting and
supportive of the issues raised by their clientele.®8

In both cases, the ideological alignments required to col-
lect data may create biases in the design, analysis, and report-
ing of results. This does not mean that meaningful results
cannot be obtained. But it does mean that such results should
always be presumed to reflect sample and investigator biases
until the findings have been confirmed in reanalyses con-
ducted by investigators of all perspectives. It is only through
equal access to the data that consensus will grow around
results which survive reanalyses. It is also through this pro-
cess that new research objectives will be better identified in
response to these reanalyses.

Responsiveness to requests for additional
analyses

In many cases, legal restrictions (government or contractual)
may bar the sharing of underlying data. In such cases, reason-
able requests for additional information, tables, and reanaly-
ses should be honored through personal communication,
publication of a response, or, if a major reanalysis is required,
in publication of a subsequent paper. Such cooperation is

especially important in regard to data sets that have access
restrictions, such as those collected by government agencies.

For example, the centralized medical records of Denmark
have provided some of the best record linkage studies in the
world. However, when it comes to mental health effects

associated with abortion, there is strong evidence that sig-
nificant findings are being suppressed for ideological rea-
sons. The arguments and evidence for this assertion are given
below.

In 2011, Munk-Olsen et al.®? published an analysis of
Danish medical records to investigate first time psychiatric
contact in the first year following a first abortion or first
delivery. The analyses revealed that women who aborted had
double the risk of psychiatric contact (OR = 2.18). But this
finding was discounted by the finding that aborting women
also had higher rates of outpatient psychiatric contact in the
9months prior to their abortions (including the time they
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were pregnant) compared to the 9 months prior to a live birth.
Munk-Olsen later conceded that this mixture of pre-concep-
tion time and pregnancy time created a baseline that “may
not be directly compatible.”??’ But this was just one of many
major weaknesses in the design and reporting of this highly
criticized study.?®

Another methodological problem was the decision to
include women who had one or more abortions prior to their
first delivery into the delivery group. This decision is espe-
cially problematic since a history of abortion is significantly
associated with higher rates of mental illness during and
after subsequent pregnancies.’®80:9%-170.197.217 Notably, when
Munk-Olsen was asked to provide a simple count of the
number of women in her analyses who had both abortions
and deliveries and the percentage of those who had psychiat-
ric contact, she refused this and all other requests for more
details.??’

Before examining the inconsistencies revealed in subse-
quent Munk-Olsen et al.?? studies, it is relevant to compare
her abortion study to three very similar record linkage stud-
ies conducted by AMH proponents conducted a decade ear-
lier. These prior studies examined the differences between
abortion and delivery in regard to inpatient psychiatric
treatments,® outpatient psychiatric treatments,’” and sleep
disorders.?” The designs of those studies were superior to
Munk-Olsen’s in several respects: (a) in each case, controls
for prior psychiatric inpatient treatment were employed for
a longer period of time, a 12- to 18-month period prior to
the estimated date of conception for each woman; (b) there
was complete segregation of women relative to exposure to
abortion; (c) mental health outcomes were reported show-
ing variations relative to different age groups; and (d)
results were shown over multiple time periods: 0-90 days,
0-180 days, first year, second year, third year, fourth year,
and 04 years.

Normally, one would expect Munk-Olsen to have at least
replicated, if not improved on, the methodology employed in
these prior record linkage studies. Instead, the methodologi-
cal choices she made severely narrowed the range of her
investigation. Studies that are narrowly drawn can only sup-
port narrow conclusions. This is especially true since Munk-
Olsen also excluded any analyses of the effects of multiple
abortions, which are known to be associated with even higher
rates of negative reactions®*''? and also make up the major-
ity of all abortions being performed.®*

Concerns about selective reporting are heighted by the
fact that Munk-Olsen subsequently published numerous
studies on mental health associated with childbirth in which,
once again, she refused requests to supply data for findings
associated with abortion. For example, using the same data
set, Munk-Olsen published findings that reported

L. Psychiatric treatment following delivery was associ-
ated with a fourfold increased risk of a diagnosis of
bipolar disorders within the next 15 years;?%

Rates of antidepressant use and mental health treat-
ments 12 months prior to childbirth and 12 months
after;208

3. Elevated rates of psychiatric disorders following
miscarriage or stillbirth;?!7

Rates of postpartum depression following delivery of
IVF pregnancies;?$

5. Rates of primary care treatments before, during, and
after pregnancies in which women experienced post-
partum psychiatric episodes;?!°

6. Average monthly rates of psychological treatment
and prescriptions before and after childbirth.?%

In each of these cases, her analyses and conclusions were
flawed by the failure to address the effects of prior fetal loss,
which are known to increase the risk of psychiatric disorders
during and after subsequent pregnancies.’8170:212,225,285,286

While in most cases she simply omitted abortion history
from her analyses,?08-210283 in two cases she used abortion
history as a control variable?!728 but omitted any statistics
showing how this control affected the results. Clearly, the
only reason to use abortion history as a control is if it has a
significant independent effect on mental health outcomes.

The possibility that Munk-Olsen simply overlooked these
opportunities to report on effects associated with abortion is
disproven by the fact that in each case Munk-Olsen rejected
both published!#!??7 and unpublished requests for details
relative to the effects of abortion on the outcomes studied.
Even a request for a simple count of the number of women
exposed to abortion in each of Munk-Olsen’s comparison
groups was refused.'!

All of the above factors give credence to the concern that
there is a selective withholding of results, by Munk-Olsen
and other AMH minimalists. Moreover, given the evidence
that abortion and miscarriage impacts mental health during
subsequent pregnancies,’®809%,170,197,203212-221 jt ig clear that
every study examining the intersection between mental and
reproductive health may be misleading if it fails to include
analyses associated with pregnancy loss. Without such anal-
yses, effects associated with pregnancy loss may be wrongly
attributed to childbirth.

For example, there is strong evidence from both record
linkage®>7 and case-matched studies?’ that a history of
abortion is associated with a threefold increase in bipolar
disorder. Therefore, Munk-Olsen et al.’s?%3 decision to
exclude analyses related to fetal loss from her study of bipo-
lar disorders following postpartum depression severely
undermines her conclusion that this negative outcome is due
to childbirth alone precisely because she chose to ignore, or
at least not publish, findings associated with fetal loss.

The combination of Munk-Olsen’s failure to publish these
results without being asked, combined with her refusal to
respond to requests for reanalysis, 41227 strongly suggests a
pattern of selective reporting and obfuscation. If the addi-
tional analyses requested actually supported her previous
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assertion that prior mental health fully explains the higher
rates of mental illness seen among women who have
aborted®>197 it seems clear that she should be rushing to pub-
lish these requested analyses precisely to silence skeptics.

In short, whenever either AMH minimalists or AMH pro-
ponents refuse to respond to queries for reanalyses of pub-
lished findings, they are increasing distrust and weakening
the credibility of all conclusions based on their previously
published research. This creates real obstacles in the advance
of evidence-based medicine, informed consent practices, and
ultimately in the medical care of women. The advance of
scientific investigations into reproductive mental health can
only be enhanced by generously responding to requests for
details and re-analyses that clarify the interpretation of pub-
lished findings.

Recommendations for editors and peer reviewers

As previously discussed, there is strong evidence that indi-
vidual biases may unfairly bias editors and reviewers against
findings that challenge their preconceived notions.!!8-123
Biases against “conservative” viewpoints, which may attach
to the AMH controversy, are especially common, 125-128,130

Editors should guard against this bias by seeking a mix of
peer reviewers, including both AMH minimalists and AMH
proponents. For reasons discussed previously, while recog-
nizing that every study in this area will have methodological
weaknesses and that no sample can be perfect, editors should
be blind to the results and focus their evaluation of peer
review comments on the appropriateness and adequacy of
the methodology and study sample. Editors should be alert to
criticisms that appear to reflect a reviewer’s bias against
results which support an undesired conclusion, especially
when the methodology employed is comparable to studies
that would be accepted for publication in any other field of
research.

A good test of bias is to simply imagine that the results
were flipped,'?* with the ORs showing benefits to abortion
compared to delivering an unwanted pregnancy, for exam-
ple. If the reviewer’s or editors reactions to the paper would
most likely have been in the opposite direction, that reaction
is obviously driven by a bias for preferred results.

Editors and peer reviewers should also strive to ensure
that all studies relating to the intersection of mental and
reproductive health include, whenever possible, analyses
that delineate findings relative to exposure to all prior preg-
nancy outcomes, including both natural pregnancy losses
and induced abortions.'*-??7 This is important for several
reasons. First, there is consensus even among AMH mini-
malists that better data are needed on the effects of preg-
nancy loss on mental health.#?’* Second, there is clear and
convincing evidence that exposure to pregnancy losses (both
natural and induced) may have a significant impact on wom-
en’s health during and after subsequent pregnancies and at
other times in women’s lives.80.88,94,99,112,170,212,285

When data on abortion and miscarriage history are availa-
ble, but not included in published findings, this raises con-
cerns about concealment of findings that the authors may be
afraid will bolster the position of their ideological rivals.!41-227
Alert reviewers and editors should routinely ask researchers to
include in their tables of results analyses relevant to the num-
ber of exposures to abortion and natural pregnancy losses.
Without such requests (a) the literature will continue to be
deprived of meaningful data and (b) selective reporting may
falsely attribute negative mental health issues to childbirth.

Limitations

The purpose of this review of the medical literature on AMH
was to examine the areas of agreement and disagreement, the
reasons for disagreement, and the opportunities for improved
research and collaboration. The method I used began with a
review of reviews published since 20054-10.12-1921.22 apd an
examination of the studies cited in these reviews.

Given the difficulties previously discussed in conducting
any conclusive studies, the breadth of issues examined in
this review, and the range of theories and opinions of the
authors of the reviews and studies examined, it is out of the
scope of this, or any, review to fully address every view or
concern. With that limitation in mind, however, this review
does catalog a broader range of relevant issues than any pre-
vious reviews. In doing so, this review does not offer the last
word on the AMH controversy. Instead, it seeks to expand
and continue the conversation, inviting more detailed
responses, criticism, and elaboration regarding the issues
identified herein.

Conclusion

While there will continue to be differences of opinion
between AMH minimalists and AMH proponents, there is
sufficient common ground upon which to build future efforts
to improve research and meaningful re-analyses. Common
ground exists regarding the very basic fact that at least some
women do have significant mental health issues that are
caused, triggered, aggravated, or complicated by their abor-
tion experience. In many cases, this may be due to feeling
pressured into an abortion or choosing an abortion without
sufficient attention to maternal desires or moral beliefs that
may make it difficult to reconcile one’s choice with one’s
self-identity.

There is also common ground regarding the fact that risk
factors identifying women who are at greater risk, including
a history of prior mental illness, can be used to identify
women who may benefit from more pre-abortion and post-
abortion counseling. Additional research regarding risk fac-
tors, and indicators identifying when abortion may be most
likely to produce the benefits sought by women without
negative consequences, can and should be conducted through
major longitudinal prospective studies.
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Finally, there is common ground on the need for better
research. That fact alone is a strong argument for mixed
research teams, collaboration in the design of longitudinal
studies available for analysis by any researcher (without ide-
ological screenings), data sharing and more responsive coop-
eration in responding to requests for reanalysis. All of these
steps will help to provide healthcare workers with more
accurate information for screening, risk—benefits assess-
ments, and for offering better care and information to women
both before and after abortion and other reproductive events.
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