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Purpose of the Guide

This Guide to Family Issues: Abortion has been prepared by United Families International to
be the most comprehensive resource available providing peer-reviewed scientific research,
social science data, expert commentary and sound, logical arguments to support pro-life
positions on the controversial issue of abortion. The guide was created to serve the following
purposes:

To educate the public, governments, nongovernmental organizations, religious
organizations, families and individuals on facts about abortion and on the negative
consequences of abortion to individuals and society;

To provide women with factual information that will enable them to make informed
decisions regarding abortion;

To equip policy makers with research, facts, statistics and logical arguments in favor
of the protection of human life;

To enable all individuals to easily articulate the pro-life position.
The guide was also created to aid in the following situations:

Legislative debates

School board meetings

Preparing letters to the editor
Classroom debates

Community involvement

Discussions with friends and neighbors

Each portion of the Questions & Answers About Abortion section provides insights into

various topics frequently raised in discussions and publicity about abortion. The Fast Facts
and Commentary section provides a wealth of peer-reviewed social science data, research

and thoughtful commentary to debunk myths and misrepresentations.

The overwhelming preponderance of social science data and research support the pro-life
positions presented in this guide. Although United Families International promotes religious
freedom, defends the presence and importance of the religious voice in the public square,
and is supported by people from many faiths across the world, UFI is not a religious organi-
zation and does not use religious arguments to support its positions.

UFI has published similar guides on other relevant topics. UFI's Guides to Family Issues con-
tinue to be works in progress as new studies and research is constantly being released.
Updates on each issue can be found on our website (www.unitedfamilies.org) as new data
becomes available.

United Families International hopes that this Guide to Family Issues: Abortion will provide
motivation and encouragement to responsible citizens in the continuing battle to preserve
and protect the family as the fundamental unit of society.
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Introduction

DEFINITION OF ABORTION

For the purposes of this guide, abortion is defined as a deliberate act or procedure intend-
ed to end human life in the womb.

HiSsTORY OF ABORTION

Throughout the centuries and around the world, abortion has been generally considered
to be a criminal or immoral act subject to legal punishment and/or social disapproval in
the vast majority of civilized cultures. In the past few decades however, restrictions on
abortion have been loosened in some countries, and in others, abortion has become legal.
Estimates are that during the 20th century more than one billion babies were aborted.

Most countries place some level of legal restrictions on abortion such as:
+ mandatory waiting periods

¢ requirements to inform women about potential complications or alternatives to
abortion

¢+ parental consent in the case of pregnant minors
¢ regulations mandating safe clinical conditions
¢ restrictions as to which trimester of pregnancy abortion is allowed

* bans on partial birth abortion

Language is important. Sometimes, where abortion is illegal, the law allows exceptions if
the life of the mother is threatened or in the case of rape or incest. More controversial is an
exception based on the “health of the mother,” a term which is ambiguous and hard to
define. Loopholes in abortion laws, resulting from overly broad language such as permit-
ting abortion to preserve “the health of the mother,” a much lower threshold test than pre-
serving the life of the mother, are often used to justify almost any reason for abortion. For
example, in the United States, “health” is defined as including “mental” or “emotional”
health, allowing a woman who is merely upset that she is pregnant to claim that she has
the right to an abortion.

When women are given full and accurate information with regard to the life in their womb,

page 2



such as the abortion procedure itself, alternatives to abortion, and the well-documented
negative consequences abortion can have for them and their families, they will then be
empowered to make lifesaving instead of life-ending decisions. It is our hope that this
guide will help empower women to make informed choice when considering an abortion.

COMMON ABORTION TECHNIQUES

First trimester — Surgical

Suction Aspiration/Vacuum Curettage

A powerful suction tube with a sharp cutting edge is inserted into the womb through the
dilated cervix. The suction dismembers the body of the developing baby and removes the
placenta from the wall of the uterus, aspirating blood, amniotic fluid, placental tissue and
fetal parts into a collection bottle.

Dilatation and Curettage (D & C)

In this technique the cervix is dilated or stretched to permit the insertion of a loop-shaped
steel knife. The body of the baby is dismembered and removed, and the placenta is scraped
off the uterine wall.

First trimester — Chemical

RU-486 — Mifepristone, Misoprostol, French abortion pill

The RU-486 technique uses two powerful synthetic hormones to chemically induce abor-
tions in women five to nine weeks pregnant. The RU-486 procedure requires at least three
trips to an abortion facility. In the first visit, the woman is given a physical exam, and if she
has no obvious contraindications (“red flags” such as smoking, asthma, high blood pres-
sure, obesity, etc., that could make the drug deadly to her), she swallows the RU-486 pills.
RU-486 blocks the action of progesterone, the natural hormone vital to maintaining the
nutrient-rich lining of the uterus. The developing baby starves as the nutrient lining disin-
tegrates.

At a second visit 36 to 48 hours later, the woman is given a dose of artificial prostaglandins,
usually misoprostol, which initiates uterine contractions and usually causes the embryon-
ic baby to be expelled from the uterus. Most women abort during the four-hour waiting
period at the clinic, but about 30 percent abort later at home, work, etc., as many as five
days later. A third visit about two weeks later determines whether the abortion has
occurred or if a surgical abortion is necessary to complete the procedure (five to 10 percent
of all cases).

Drug Plan B

According to the U.S. Food and Drug Administration, “Plan B is emergency contraception,
a backup method to birth control. It is in the form of two levonorgestrel pills (0.75 mg in
each pill) that are taken by mouth after unprotected sex. Levonorgestrel is a synthetic hor-
mone used in birth control pills for over 35 years. Plan B can reduce a woman’s risk of
pregnancy when taken as directed if she has had unprotected sex. It is currently available
only by prescription.”
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Methotrexate

Methotrexate is used in another multi-visit abortion procedure similar to the one using
RU-486, though administered by an intramuscular injection instead of a pill. Methotrexate
attacks the fast growing cells of the “life support system” (trophoblast) for the developing
child. Deprived of the food, oxygen, and fluids the embryo needs to survive, the baby dies.
Three to seven days later (depending on the protocol used), a vaginal suppository of miso-
prostol (the same prostaglandin used with RU-486) is used to trigger expulsion of the
embryo from the woman’s uterus. Sometimes this occurs within the next few hours, but
often a second dose of the prostaglandin is required, making the time lapse between the
initial administration of methotrexate and the actual completion of the abortion as long as
several weeks. A woman may bleed for weeks (42 days in one study), even heavily, and
may abort anywhere — at home, on the bus, at work, etc. Those found to be still pregnant
in later visits (at least 1 in 25) are given surgical abortions.

Second and Third Trimester — Surgical

Dilatation and Evacuation (D&E)

Used to abort unborn children as old as 24 weeks, this method is similar to the D&C. The
difference is that forceps with sharp metal jaws are used to grasp parts of the developing
baby, which are then twisted and torn away. This continues until the child’s entire body is
removed from the womb. Because the baby’s skull has often hardened to bone by this time,
the skull must sometimes be compressed or crushed to facilitate removal.

Partial-Birth Abortion

Sometimes referred to “Dilation and Extraction” (D&X), or “intact D&E” (IDE), this proce-
dure is used on women who are 20 to 32 weeks pregnant — or even later into pregnancy.
Guided by ultrasound, the abortionist reaches into the uterus, grasps the unborn baby’s leg
with forceps, and pulls the baby into the birth canal, except for the head, which is kept just
inside the womb. (At this point in a partial-birth abortion, the baby is alive.) Then the abor-
tionist inserts scissors into the back of the baby’s skull and spreads the tips of the scissors
apart to enlarge the incision. A suction catheter is inserted into the skull to remove the
baby’s brain. The collapsed head is then removed from the uterus.

Hysterotomy

Similar to the Caesarean Section, this method is generally used if chemical methods such
as salt poisoning or prostaglandins fail. Incisions are made in the abdomen and uterus.
The baby, placenta, and amniotic sac are then removed. Babies are sometimes born alive
during this procedure, raising questions as to how and when these infants are destroyed.

Second and Third Trimester — Chemical

Instillation Method Abortions

These methods involve the injection of drugs or chemicals through the abdomen or cervix
into the amniotic sac to cause the death of the child and his or her expulsion from the
uterus.
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Salt Poisoning

Otherwise known as “saline amniocentesis,” “salting out,” or a “hypertonic saline abor-
tion,” this technique is used after 16 weeks of pregnancy, when enough fluid has accumu-
lated in the amniotic fluid sac surrounding the baby. A needle is inserted through the
mother’s abdomen, and as much as a cup of amniotic fluid is withdrawn and replaced
with a solution of concentrated salt. The baby breathes in, swallowing the salt, and dies
after about an hour. The mother goes into labor about 33 to 35 hours after instillation.

e

Source: National Right to Life
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Abortion

“If there are any self-evident and universal truths that can act for the human race as a guide or
light in which social and human justice can be grounded, they are these: that life has intrinsic
value; that each individual human being is unique and irreplaceable; that the cherished role of a
mother and her relationship with her child, at every moment of life, has intrinsic worth and
beauty; that the intrinsic beauty of womanhood is inseparable from the beauty of motherhood;
and that this relationship, in its unselfish nature, and, in its role in the survival of the human
race, is the touchstone and core of all civilized society. This relationship, its beauty, its survival,
its benefits to the mother and child...and society as a whole, all rest in the self-evident truth

that a mother is not the owner of her child’s life, she is the trustee of it.” — Report of the South
Dakota Task Force to Study Abortion, December 2005

Position Statement

United Families International fully recognizes the value of life during all stages and
promotes the protection of human life from conception until natural death. Human life
begins at fertilization, when the sperm and ovum meet to form a single cell and begin
the human growth process. Reverence for life — including that of the unborn — is an
essential part of the basis for peace in the world and goodwill among nations, and is
part of the fabric of successful and happy families. Defenseless preborn children are
full members of the human family and deserve legal protection.

We oppose abortion except in extremely rare cases when continuing a pregnancy
threatens the life of the mother. In such cases, every attempt should be made to save
the life of the baby as well. We oppose the practice of “partial-birth abortion,” which is
a form of infanticide, and we oppose the legalization of the abortion drug RU-486.
Every child is wanted by someone, and United Families International encourages
adoption in cases where the mother is unable or unwilling to care for her child.

Where abortion is legal, women should be fully informed with regard to the develop-
ment of the baby, the potential physical and psychological risks of abortion and alter-
natives to abortion, such as adoption. We strongly support informed consent and
parental consent provisions in public policy.
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QUESTIONS

& ANSWERS

ABOUT ABORTION

*Documentation and commentary to support the points made in the Questions & Answers About Abortion
section can be found in the Fast Facts and Commentary section.

QUESTION 1:

does human life begin?

ANSWER: Enbryologists and embryology fext

books confirm that human life begins at concep-
tion.

In scientific terms, when

Scientific research shows that at the moment of fertilization,
two separate cells join to form one new life, genetically dis-
tinct from every other human being. Every distinctive charac-
teristic of this new human being is programmed into that sin-
gle tiny, initial cell.

SEE FAST FACTS AND COMMENTARY #1-21.

QUESTION 2: |5 the fetus "human" and

does it deserve legal protection?

ANSWER: The fetus is a rapidly developing

human being worthy of protection.

Sonograms vividly confirm the humanness of preborn chil-
dren. From the earliest stages of development, the unborn
are distinct, living and complete human beings.

In an effort to dehumanize the unborn child, the word “tis-
sue” is deliberately used to replace the words “baby” or
“child,” as it is more acceptable to eliminate or remove
excess “tissue” rather than to kill a “baby.”

The following stages of human development have been sci-
entifically documented:

Day 1: At fertilization, chromosomes from the sperm and
ovum unite to produce a new human being whose devel-
opment from that instant is self-directed by its chromo-
somes.

Day 6: The embryo begins to implant in the uterus.

Day 22: The heart begins to beat, circulating the child’s
own blood.

Week 3: The child’s backbone, spinal column and nerv-
ous system are forming; the liver, kidneys and intestines
begin to take shape.

Week 5: Eyes, legs and hands begin to develop.
Week 6: Brain waves are detectable, the mouth and lips
are present, and fingernails are forming.

Week 7: Eyelids and toes form, the nose is distinct, and
the baby is kicking and swimming.

Week 8: Every organ is in place, bones begin to replace
cartilage, fingerprints begin to form, and the baby can
hear sounds.

Weeks 9-10: Teeth and fingernails are forming, the
baby can turn his/her head, frown and hiccup.

Week 11: The baby can “breathe” amniotic fluid, uri-
nate, grasp objects placed in its hand, all organ systems
are functioning; the baby has a skeletal structure, nerves
and an operating circulation system.

Week 12: The baby can feel pain, has nerves, spinal
cord and thalamus, vocal cords are complete; the baby
can suck its thumb.

Week 16: Bone marrow is forming; the baby is eight to
ten inches in length and half of its birth weight.

Week 17: The baby can dream.
Week 20: The baby recognizes its mother’s voice.

Geraldine Lux Flanagan, Beginning Life: The Marvelous Journey from
Conception to Birth, (New York: DK Publishing Inc., 1996). Janet Hopson,
“Fetal Psychology,” Psychology Today 31, 5 (September/October 1998).

SEE FAST FACTS AND COMMENTARY #1-21, 293-299.

QUESTION 3:

necessity?¢

Is abortion ever a medical
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ANSWER: Only in exiremely rare cases is

abortion necessary to save the life of the mother.
Most women choose abortion for social and eco-
nomic reasons, and for many it is a last-resort form
of contraception.

Abortion, in almost all cases, is the intentional and willful
destruction of a pre-born child for the express purpose of
ending the life of that child. In extremely rare cases, a child
is removed from the womb in order to save the life of the
mother. But even then, it may be possible to remove the child
without ending its life.

SEE FAST FACTS AND COMMENTARY #247-256.

QUESTION 4: s abortion mainly a matter of

confidentiality between a woman and her doctor?

ANSWER: Abortion affects numerous people.

Abortion results in the death of an unborn child and has
potentially severe physical and psychological repercussions
for the woman. In addition, abortion can negatively affect the
father, parents and other members of the family, friends and
even the abortionists themselves. Post-abortive women are at
increased risk for sterility, death, internal injuries, post-trau-
matic stress disorder and other psychological problems,
including suicide. Children are at greater risk of abuse from
post-abortive mothers. Husbands and boyfriends are often
impacted by the physical and behavioral changes experi-
enced by the post-abortive woman. Relationships often suffer
and many break up in the affermath of abortion. Abortion
can have a psychologically haunting affect for many women
and men.

SEE FAST FACTS AND COMMENTARY #23-121, 226-228,
231-234, 242-247, 249-256, 293-299, 321, 338-339.

Q“EST'ON 52 Does abortion allow a woman

to end a crisis pregnancy and move forward to a nor-
mal life again?

ANSWER: \Women who have had an abortion
can experience problems conceiving and carrying
future pregnancies to term.

Post-abortive women run a higher risk of problems when
attempting to have children later in life. Among these risks

are miscarriage, complications due to abortion injuries, sex-
val dysfunction and others.

SEE FAST FACTS AND COMMENTARY #43-45, 61-65, 70,
72,76-77.

QUESTION 6: s ¢ womans right to choose

an abortion the most important consideration in a crisis
pregnancy?

ANSWER: The "right to choose" does not trump

the inalienable right to life of a child whether born or
unborn.

The act of intentionally ending the life of a child in the womb
is not a civil right. There is no right to kill an innocent per-
son. Although in some countries abortion has been legal-
ized, it does not follow that abortion is a universal civil right
for women. Abortion violates the most basic civil right of
unborn children — the right to life itself.

With deference to choice, America’s Declaration of
Independence declares: “We hold these truths to be self-evi-
dent, that all men are created equal, that they are endowed
by their Creator with certain unalienable rights, that among
these are life, liberty and the pursuit of happiness.”

Widely used terms such as “reproductive rights,” “civil
rights,” “women’s rights,” “the right to choose,” efc., are
merely euphemisms meant to soften the harsh reality that the
implementation of these “rights” will kill an unborn child.
Ironically, a woman's legitimate right to be informed about
potential complications and alternatives to abortion is often
ignored by organizations that stand to profit from the abor-
tion procedure.

A highly important consideration for women is discernment
when faced with a crisis pregnancy. Women experience true
choice when given the opportunity to view their pre-born
child through ultrasound technology. This experience fre-
quently creates a bonding experience between mother and
child (John C. Fletcher and Mark I. Evans, “Maternal Bonding in early fetal
ultrasound examinations,” The New England Journal of Medicine 308 (Feb.
17,1983): 392-93) and results in a choice to allow the birth of
a live child.

SEE FAST FACTS AND COMMENTARY #141-147, 165-
169, 201-209, 231-234, 261-268.
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GUEST'ON 72 s abortion indicative of a cul-

ture that does not value human life?

ANSWER: Abortion on demand is an example of
man's inhumanity to man and has contributed to the
pervasive devaluation of human life in the world.

Once a society devalues life at one stage of a person’s exis-
tence it is easier to devalue it at other stages. As abortion on
demand has become more common in various nations, it
has also become easier to allow euthanasia, embryonic stem
cell research and human cloning. All of these destructive
practices reflect the diminished value and importance that
society now places on human life, and they permit the pow-
erful to decide whether the powerless will live. There is an
emerging trend in the world to use a “quality of life” standard
when determining whether life should be ended or not. This
new standard puts at risk children and adults with physical
and mental handicaps or those who are advancing in age or
who suffer chronic or terminal illnesses.

An example of the implementation of this standard is the
“Groningen Protocol” adopted by a hospital in the
Netherlands which allows doctors to end the life of suffering
children up to the age of 12. This is a logical extension of the
abortion activists’ position. Many of the same arguments
used to support abortion rights, can be used to support
euthanasia, destructive embryonic stem cell research and
human cloning — all of which run counter to a healthy respect
for humanity.

SEE FAST FACTS AND COMMENTARY #22-121, 170-176,
199-200, 242-246, 269-292, 319-332.

QUESTION 8: Arcithere any noteworthy doc-

uments that speak to the sanctity of human life?

ANSWER: Although there are powerful entfities
that promote abortion internationally, numerous nation-
al constitutions and UN documents express support for
and call for the protection of the unborn.

The UN Declaration of the Rights of the Child (1959) states:
“Whereas the child, by reason of his physical and mental
immaturity, needs special safeguards and care, including

appropriate legal protection, before as well as after birth,” he
“shall enjoy special protection, and shall be given opportu-
nities and facilities, by law and by other means, to enable
him to develop physically, mentally, morally, spiritually and
socially in a healthy and normal manner and in conditions of
freedom and dignity,” and to this end “special care and pro-
tection shall be provided both to him and to his mother,
including adequate pre-natal and post-natal care.” “The
child shall in all circumstances be among the first to receive
protection and relief” and he “shall be protected against all
forms of neglect, cruelty and exploitation.”

The Convention on the Rights of the Child (1989) basically
says the same things as the 1959 Declaration. It states that
a child “needs special safeguards and care, including appro-
priate legal protection, before as well as after birth.”

However, Article 6 of the Convention declares: “1. States
Parties recognize that every child has the inherent right to life.
2. States Parties shall ensure to the maximum extent possible
the survival and development of the child.” In Article 24 it
requires “2. States Parties shall pursue full implementation of
this right and, in particular, shall take appropriate measures:
(a) To diminish infant and child mortality ... .”

Article 37 further requires “States Parties shall ensure that: (a)
No child shall be subjected to torture or other cruel, inhuman
or degrading treatment or punishment ... .”

The Universal Declaration of Human Rights (1948) and the
International Covenant on Civil and Political Rights (1966)
both guarantee the right to life.

Many nations across the world have pro-life language in
their constitutions.

SEE FAST FACTS AND COMMENTARY #261-268.

o : .
®
QUESTION 9: 5 obortion universally safe and

rare?

ANSWER: Abortion is the most commonly per-

formed medical procedure. It is anything but rare, and
it is not always safe.

The killing of unborn children is becoming more and more
pervasive throughout the world, and in fact, the abortion
procedure is becoming routinely used as a method of birth
control. It is estimated that over 1 billion abortions have been
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performed worldwide since World War |I.

SEE FAST FACTS AND COMMENTARY #22-135, 170-176,
269-285, 328-332.

QUESTION 10: s cbortion safer for women
than childbirth?

ANSWER: Birth is safer than abortion.

“The World Mortality Report: 2005,” published by the United
Nations Population Division, nations with permissive abortion
lows do not experience lower rates of maternal mortality
compared to nations with restrictive abortion laws.

Although abortion advocates contend that abortion restric-
tions lead to high rates of maternal mortality, the data from
this report which measure mortality — maternal and infant
— for all the world’s countries, over a five-year period show
that this is not the case.

Ireland (five deaths for every 100,000 births) and Poland (13
deaths for every 100,000 births), nations with restrictions on
abortion, have lower maternal mortality rates than nations
with legal abortion: Russia (67 deaths for every 100,000
births) ; China (56 deaths for every 100,000 births); and the
United States, (17 deaths for every 100,000 births).

The dangers of childbirth are exaggerated by those who
encourage abortion, especially where modern medical care
is available. Healthy women with proper prenatal care sel-
dom experience problems delivering children, and even
women with high risk pregnancies can deliver safely. In
developing countries where maternal mortality rates are
high, there is a need for improved prenatal health care rather
than a need to eliminate pregnancy through abortion.

Induced abortion is the premature, willful, and violent pene-
tration of a closed and safeguarded system — a system in
which nearly every cell, tissue and organ of a woman'’s repro-
ductive system has been specially transformed and activated
to carry out the function of sustaining and nourishing the
developing child. The violation of the integrity of that system
can lead to serious complications. Physical problems can
include hemorrhaging, infection, sterility and death.
Psychological effects range from depression and mental trau-
ma to divorce and suicide.

A study from Finland identified all the women who died with-
in 12 months of giving birth, suffering a miscarriage or
undergoing an abortion and determined that the death rate
for post-abortive women was 400 percent higher than that
for women who gave birth or who had a miscarriage. In
other words, abortion proved to be four times as dangerous
as childbirth or miscarriage. The study revealed that deaths
were not only due to medical problems, but were also the
result of suicide, homicide and accidental deaths.

Deaths due to abortion or to complications of abortion are
commonly misreported or underreported. Similar to AIDS
reporting, women who die from abortions are frequently list-
ed as having died from a symptom brought on by abortion
— such as infection. Statistically, some complications and
deaths aftributed to subsequent pregnancies may actually be
related to prior abortions.

SEE FAST FACTS AND COMMENTARY #22-135.

QUESTION 11:

women to health risks?

ANSWER: Many women have died or have been
injured during an abortion procedure. Many have suf-
fered psychologically for long periods of time following
an abortion.

Does abortion subject

Abortion is a risky procedure with the potential for any of sev-
eral serious consequences. The list of potential complica-
tions includes:

Death: women who aborted in the year prior to their deaths
were 60 percent more likely to die of natural causes, 7 times
more likely to commit suicide, 4 times more likely to have
fatal accidents and 14 times more likely to die from homi-
cide.

Heavy bleeding, especially if the uterine artery is torn, often
requiring a blood transfusion.

Abdominal pain and cramping, nausea, vomiting and diar-
rhea.

Infection: a serious infection can result in fever over several
days and extended hospitalization.

Incomplete abortion: some fetal parts may not be removed
during an abortion causing bleeding or infection.
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Allergic reaction to drugs: a woman runs the risk of an aller-
gic reaction — convulsions, heart attack, and, in extreme
cases, death — to the anesthesia used during abortion sur-
gery. Adverse reactions to anesthesia lead to the death of
more than a dozen women each year.

Tearing of the cervix by abortion instruments.

Permanent scarring of the uterine lining by suction tubing
and other abortion instruments.

Perforation of the uterus by abortion instruments, possibly
requiring major surgery, including a hysterectomy.

Damage to internal organs such as the bowel and bladder.

Emotional and physical problems over a period of a few days
or many years, including guilt, anger, anxiety, depression,
suicidal thoughts, anniversary grief, flashbacks of abortion,
sexual dysfunction, relationship problems, convulsions, eat-
ing disorders, sleep disorders, alcohol and drug abuse,
memory repression, psychological reactions.

Breast cancer: twenty-eight international studies have found
a link between abortion and breast cancer. One study found
a 50 percent greater risk of breast cancer for post-abortive
women.

Miscarriage: abortion injuries can prevent or place at risk
future wanted pregnancies. The rate of miscarriages increas-
es for women who abort their first pregnancy.

Hepatitis: increased risk from blood transfusions, blood clots
and embolisms.

Sterility: two to five percent of abortions result in sterility.

Tubal pregnancies: abortion increases this risk from 8-fold to

20-fold.

Cervical, ovarian and liver cancer: women with one abortion
face a relative risk of cervical cancer 2.3 times higher than
non-aborted women.

Infertility: abortion can lead to infertility, a serious long-term
complication that often goes undetected for many years.

Sources:

http://www.pregnancycenters.org/abortion.html

http://www.aaacpc.com/abortion_risks.html
http://www.family.org/pregnancy/articles/a0030193.cfm
http://www.geocities.com/pregnancyhelpnow/risks_of abortion.html

Gissler, M., et al., “Pregnancy-associated deaths in Finland 1987-1994 -
definition problems and benefits of record linkage,” Acta Obstetricia et
Gynecolgica Scandinavica 76:651-657 (1997).

gEEs FAST FACTS AND COMMENTARY #22-135, 210-

QUESTION 12: Does the United States

Constitution include a right to abortion on demand?

ANSWER: No right to abortion exists in the U.S.

Constitution. Roe v. Wade was a classic case of judicial
activism.

The late William Rehnquist, one of the two dissenters in the
7-2 Roe v. Wade decision, pointed out that it was more an
example of judicial legislation and not a determination of the
intent of the drafters of the Fourteenth Amendment to the U.S.
Constitution. The other dissenter, Byron White, called it “an
exercise of raw judicial power.”

In Roe v. Wade, the Supreme Court invented a right in the
Fourteenth Amendment that did not exist and was complete-
ly unintended by its drafters. We know this because at the
time it was adopted, there were 36 state or territorial laws
limiting abortion. Yet there was no discussion at that time or
any anticipation that the Fourteenth Amendment would ever
invalidate any of these laws.

In addition, the fact that the majority of states had restrictions
on abortion for at least a century before Roe v. Wade also
indicates that abortion was not “so rooted in the traditions
and conscience of our people as to be ranked as fundamen-
tal,” as was claimed by the Court. Since apparently there was
no question concerning this provision challenged in Roe or
any of the other state laws restricting abortion when the
Fourteenth Amendment was adopted, the only conclusion
possible from this history is that it was not intended to take
away the power of the states to restrict abortion. Since no
right to abortion exists in the U.S. Constitution, the Supreme
Court Justices in Roe v. Wade violated the states’ rights to
prohibit or regulate it. This was a classic case of judicial
activism. Prominent liberal constitutional scholars have criti-
cized Roe v. Wade for its failure to find a justification in the
Constitution.

SEE FAST FACTS AND COMMENTARY #148-162.

QUESTION 13: Hcsthe legalization of abor-

tion resulted in a reduction of child abuse?
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ANSWER: Child abuse in the United States has
dramatically increased since the 1973 Roe v. Wade
court decision legalizing abortion.

Advocates of abortion claimed that if abortion became legal,
child abuse would become less frequent. However, the rate
of child abuse in the U.S. doubled from 1980 to 1993, a
period during which the number of abortions steadily
increased.

This could be explained in part by the fact that post-abortion
parents often report difficulty bonding with subsequent chil-
dren because of fear, shame or guilt over a previous abor-
tion. Lack of adequate bonding has been identified as one of
the most significant risk factors for child abuse. When inad-
equate bonding is combined with feelings of anger and rage,
which are often among the aftereffects of abortion, the result
can be dangerous for children.

SEE FAST FACTS AND COMMENTARY #141-147, 201-
209.

QUESTION 14: \Vere there a great number

of deaths attributed to illegal abortions prior to the Roe
v. Wade decision by the U.S. Supreme Court in 19732

ANSWER: Decaths from illegal abortions were

rare prior to the Roe v. Wade decision.

It is estimated that one billion abortions have been per-
formed worldwide. This staggering number of abortions has
led to more women experiencing the numerous negative
consequences and complications associated with abortion.
Deaths due to illegal abortions prior to Roe v. Wade in 1973
were not only rare, but were decreasing dramatically. A for-
mer director of Planned Parenthood wrote in the American
Journal of Public Health, “In 1957, there were only 260
deaths in the whole country aftributed to abortion of any
kind. In New York City in 1921, there were 144 abortion
deaths, but by 1951 there were only 15.” In 1972, there
were 39 deaths nationwide.

The National Abortion Rights Action League’s co-founder, Dr.
Bernard Nathanson, admitted that in the early 1970s his
organization made up grossly inflated figures about the num-
ber of illegal abortion deaths. This was done to manipulate
public opinion and make legalized abortion more accept-
able to the public.

Before Roe v. Wade, abortion advocates claimed that fewer
women would die if abortion was legalized. However, since
it was legalized in 1973 in the U.S., the number of abortions
has dramatically increased, thereby increasing the number
of women experiencing abortion-related complications or

death.

SEE FAST FACTS AND COMMENTARY #138-139, 316-
318.

QUESTION 15: Did most Americans favor

the legalization of abortion prior to the Roe v. Wade
decision?

ANSWER:

opposed abortion at the time of Roe v. Wade. In fact, refer-

The majority of Americans actually

enda to legalize abortion had been defeated in many states.
The co-founder of the National Aborfion Rights Action
League, Dr. Bernard Nathanson, has admitted that he and
others made up fake public polling statistics because they
knew the majority of Americans did not approve of abortion.
The mainstream media ran with the fabricated figures and
perpetuated the myth about public support for abortion.

In recent years, polling has indicated a trend toward
increased support for the pro-life position, while support for
the pro-abortion position is declining.

SEE FAST FACTS AND COMMENTARY #138-139.

G“EST'ON 16: \Were the Roe v. Wade and

Doe v. Bolton rulings by the U.S. Supreme Court exam-
ples of sound judicial reasoning?

ANSWER: The two landmark abortion cases,
Roe v. Wade, which legalized abortion, in the U.S. and
Doe v. Bolton, which required a broad health exception
to be included in any law that attempts to limit abor-
tion, were based on fraud and deception, and poor
jurisprudence.

Norma McCorvey, the plaintiff “Roe” in Roe v. Wade, and
Sandra Cano, the plaintiff “Doe” in Doe v. Bolton, have both
stated that they were exploited by abortion advocates in their
respective legal cases. Both women have since become pro-
life advocates. McCorvey said she was used by pro-abortion
attorneys in their quest to legalize abortion. She was never
raped as was claimed in the case, and now works to over-
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turn Roe v. Wade. Likewise, Cano claims that she was
exploited by attorneys and that she never intended to have an
abortion nor sought to legalize abortion. In addition to the
deception in these two court cases, abortion advocates fab-
ricated phony opinion polling data and lied about the num-
ber of women'’s deaths due to illegal abortion.

Harvard law professor Laurence Tribe stated, “One of the
most curious things about Roe is that behind its own verbal
smokescreen, the substantive judgment on which it rests is
nowhere to be found.” In 1985, future U.S. Supreme Court
Justice Ruth Bader Ginsburg, speaking of the Roe v. Wade
decision, said that the “heavy-handed judicial intervention
was difficult to justify and appears to have provoked, not
resolved, conflict.”

SEE FAST FACTS AND COMMENTARY #148-164.

QUESTION 17: isthe claim that a link exists

between abortion and breast cancer valid?

ANSWER: The vast majority of scientific studies
on this topic have found links between abortion and
breast cancer.

Twenty-eight international scientific studies have directly
linked abortion to increased likelihood of breast cancer. A
1994 study in the Journal of the National Cancer Institute
found: “Among women who had been pregnant at least
once, the risk of breast cancer in those who had experienced
an induced abortion was 50 percent higher than among
other women.”

Links between abortion and breast cancer have been well-
documented in numerous studies around the world. When a
woman becomes pregnant, her breasts begin to change in
preparation for the arrival of her baby. An induced abortion
can create an abrupt cessation of the cell differentiation
process in the woman’s breasts, leaving her with an
increased number of undifferentiated cells. These cells are
vulnerable to carcinogens which can lead to breast cancer.
Pregnancies carried to term and ending in the delivery of a
child allow for full differentiation of the breast ftissue.
Therefore, a woman who carries a child — especially her first
child — to term will be statistically less susceptible to breast
cancer.

Miscarriages do not appear to carry the same risk of higher
breast cancer rates.

SEE FAST FACTS AND COMMENTARY #210-225.

QUESTION 18: Do abortion clinics provide

adequate information to women about the potential
risks associated with abortion?

ANSWER: Many women are not given informa-

tion on the risks of abortion when they go to an abor-
tion clinic and are rarely informed of alternatives to
abortion by the clinics that profit financially from abor-
tion.

Many post-abortive women have complained that abortion
clinics did not provide adequate information on the risks
associated with their abortion, nor were they informed about
alternatives to abortion such as support groups, pregnancy
resource centers or adoption.

Women have also complained that they were misinformed
with regard to the development of their baby, being told it
was just a “glob of fissue” when in reality the child had a
beating heart and all of its other organs intact. Guided by the
profit motive, abortion counselors can sometimes be strong-
ly biased toward recommending abortion.

Far less significant medical procedures than abortion, and
even dental procedures, require practitioners to fully inform
their patients regarding the risks, potential complications and
alternatives. Abortion, which takes the life of an unborn child
and poses potential serious health risks to women, is a med-
ical procedure which should require informed medical con-
sent.

SEE FAST FACTS AND COMMENTARY #242-246.

GUESTION 192 s the health of the mother a

legitimate justification for partial-birth abortion?

ANSWER: The American Medical Association is
on record as stating that the "health of the mother" is
never an issue with women undergoing the partial-birth
abortion procedure.

Partial-birth abortion is a euphemism for infanticide. During
the partial-birth abortion procedure, the abortionist pulls the
baby through the birth canal, leaving the head still inside the
mother. Next the abortionist inserts scissors info the back of
the baby’s skull and uses suction to remove the baby’s brain.
This procedure enables the abortionist to make sure the baby
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is dead before complete delivery and keeps the rest of the
body undamaged so parts of the baby’s body can potential-
ly be sold to other companies for experiments.

Partial-birth abortion is one of the most gruesome and cruel
practices known to man, and it violates the right to life of the
unborn child. In rare cases, it may be necessary to end a
pregnancy by extracting a nearly full term infant to save the
life of the mother, resulting in the death of the infant.
However, it is never medically necessary to intentionally kill
the baby during the extraction procedure.

SEE FAST FACTS AND COMMENTARY #193-195, 197-
198.

QUESTION 20: A< women empowered by

having the right to choose abortion?
ANSWER: A woman is not empowered by killing

her unborn child, especially when she is pressured to do
so against her own conscience.

Parents, boyfriends, concerned adults and friends often pres-
sure and/or coerce women into having an abortion which
they later regret.

Studies show that many women who have abortions believe
that it is “wrong.” So why are women “choosing” abortion?
In many cases their situation has left them vulnerable and
desperate and they feel they have “no choice.”

Women report experiencing the following pressures preced-
ing their choice to have an abortion: threats of abandonment
or violence from the father, poverty, homelessness, lack of
education, unemployment, emotional problems, incest,
rape, fetal abnormalities and others. Although abortion may
seem like a good choice at the time, studies show that later,
many women deeply regret that choice and experience sub-
sequent confusion and grief.

Women are empowered when their unique life-giving and
nurturing role is recognized and highly valued. Women faced
with an unwanted pregnancy are empowered when they are
provided with alternatives to abortion and are offered eco-
nomic, emotional and medical support to help them success-
fully give birth to their child. There is no “choice” if other
alternatives are not made available.

Once a woman is pregnant, the choice is not simply between
having a baby or not having a baby. The choice is between
(1) having a baby or (2) having the experience of an abor-
tion. Both are life-changing experiences. Both have signifi-
cant psychological consequences, either contributing to, or
hindering a woman’s mental health.

SEE FAST FACTS AND COMMENTARY #22-121, 177-186,
242-256.

QUESTION 21: s the abortion industry reg-

ulated sufficiently in order to assure safe treatment for
women?¢

ANSWER: The abortion industry is under-regulat-
ed and in some cases, works with government to ensure
less restrictive regulations.

The abortion industry, which is a multimillion dollar industry,
effectively lobbies government to ensure favorable regula-
tions. Internationally, special interest groups such as
International Planned Parenthood, Center for Reproductive
Rights, Catholics for a Free Choice, and others work tireless-
ly to liberalize abortion laws and regulations. In the U.S.,
large election campaign contributions have been made to
political candidates by abortion groups such as Planned
Parenthood and NARAL Pro-Choice America to try to influ-
ence abortion legislation.

In addition, pro-abortion businesses such as Planned
Parenthood work with the Centers for Disease Control and
Prevention (CDC), a division of the U.S. Department of
Health and Human Services, to promote abortion. Several
CDC officials have atftended conferences of Planned
Parenthood and the National Abortion Federation at U.S.
taxpayer expense, and in the past, CDC employees have
provided information to the U.S. Supreme Court in favor of
easing regulations on the abortion industry.

Over the last several years, the CDC has reduced the staff
assigned to investigate abortion complications and deaths,
and its hotline now offers marketing data, including how to
advertise abortion and whom to target, and refers callers to
the Alan Guttmacher Institute — the research arm of Planned
Parenthood.

In the U.S., the public is becoming more aware of the prob-
lems stemming from the under-regulation of the abortion
industry and is seeking to remedy the problem. According to
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the annual report of the pro-abortion group NARAL on the
state of abortion laws in the U.S., in 2005, state legislatures
enacted 58 varying measures to limit abortions, twice the
number of pro-life bills that were approved and signed into
law in 2004.

Those measures included bills to require abortion clinics to
give women information about abortion risks and alterna-
tives, waiting periods before an abortion can be performed,
parental notification and consent laws, and safety regula-
tions of abortion businesses.

SEE FAST FACTS AND COMMENTARY #27, 31, 36, 39,
60, 68, 74, 78, 84, 85, 88, 94, 99, 102.

QUESTION 22: |5 bortion safe?
ANSWER: There is no such thing as a safe abor-

tion, as the procedure always results in the death of an
unborn child. Though abortion is legal in many parts of
the world, the procedure is not always safe for the
mother and it is anything but rare.

Due to variations in reporting standards worldwide, it is diffi-
cult to track the exact number of abortions, however, it is esti-
mated that 46 million pre-born are killed annually by abor-
tion. Approximately half of all pregnancies are terminated by
an abortion. It is estimated that more than a billion pre-born
children have been aborted worldwide. This number is more
than 10 times the number of people that were killed in World
War |, World War I, the Korean War, the Vietham War and
the Civil War combined. It is more than the number of
deaths during the flu epidemic of 1918, more than the num-
ber of AIDS deaths, and greater than the number of deaths
atftributed to disasters such as volcano, earthquake, tornado,
flood, hurricane and tsunami combined. In 2005, more pre-
born children died due to abortion than individuals died from
heart disease, lung cancer and AIDS combined.

History shows that when abortion is legal the number of
abortion procedures performed increases, thereby putting
more women at risk for complications or death. In the United
States alone, there are 144,000 abortion complications
annually. Each year and around the world, there are many
deaths attributed to abortion.

SEE FAST FACTS AND COMMENTARY #22-120, 177-186,
210-225, 242-246.

QUESTION 23: Do unborn children feel pain

during abortion?
ANSWER: A child in the womb can and does feel

pain during the abortion process.

Assertions that pre-born children do not feel pain when their
arms and legs are being severed during an abortion are ludi-
crous. Although the unborn child cannot “self-report,” there
are certain pain indicators that can be measured such as
facial grimace, withdrawal, release of stress hormones,
change in pulse rate/breathing/blood pressure, etc.

Studies show that within four to five weeks after conception,
pain receptors appear around the mouth, followed by nerve
fibers which carry stimuli to the brain. By 18 weeks, pain
receptors have appeared throughout the body. Unborn chil-
dren respond to touch during the sixth week. In weeks 6-18,
the cerebral cortex develops. By 18 weeks the cortex has a
full complement of neurons. In adults, the cortex has been
recognized as the center of pain consciousness. But even
before nerve tracts are fully established, the unborn child
may feel pain.

SEE FAST FACTS AND COMMENTARY #293-293.

QUESTION 24: Does the over-population of

the world serve as justification for abortion?

ANSWER: There is no worldwide population cri-

sis serving as justification for abortion or other popula-
tion-reducing procedures.

Overall, worldwide fertility rates are in decline and several
countries are experiencing population implosions, meaning
there are not enough people being born to support their
economies and to provide for their aging populations. In
some nations, governments are now providing financial
incentives for women to give birth to children.

In developing nations, the problem is not overpopulation; it
is a lack of developed resources and/or the misallocation of
resources. There is also a lack of good medical care for
pregnant mothers which contributes to higher maternal mor-
tality rates. The solution to this problem is not to encourage
a woman to end the life of her child, but instead it is to pro-
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vide basic health care services that will enable her to success-
fully carry and deliver a healthy baby.

SEE FAST FACTS AND COMMENTARY #285-292.

QUESTION 25: s the abortfion of o baby

conceived in rape an ethical decision by a woman?

ANSWER: Baobies born from rape have brought

great joy to their mothers and have become positive
contributors to society. These babies are innocent of
wrongdoing and do not deserve a death sentence.

Many women who choose to give birth to a child conceived
through rape do not regret their decision. Pregnancy from
rape or incest is rare, but it does occur, and the perpetrators
of rape and incest are deserving of judgment and punish-
ment. In cases where rape results in pregnancy, there are two
innocent victims; the mother and the child. Researchers have
found that some women who aborted babies conceived
through rape later experienced feelings that they had been
put through a second act of violence. There are well-docu-
mented examples of children that were conceived from rape
that have gone on to have healthy, happy and productive
lives and have become positive contributors to society. The
best option for rape victims who do not wish to keep their
children is to place them up for adoption, rather than abort-
ing them.

SEE FAST FACTS AND COMMENTARY #201-209.

QUESTION 26: s it humane and compas-

sionate to abort pre-born children who have diseases
and deformities?

ANSWER: Every human has intrinsic value and

an inherent right to life.

If unborn children can be denied the right to life because of
their disabilities, then it could follow that children or even
adults who contract disabilities after birth should not have the
right to life as well.

Many parents who have raised children with disabilities have
found that these children bring great joy to their lives.
Credible studies have shown no difference between handi-
capped and healthy persons in their degree of life satisfac-

tion, outlook of what lies ahead and vulnerability to frustra-
tion.

SEE FAST FACTS AND COMMENTARY #319-327.

QUESTION 27: shouldn't only "wanted" chil-

dren be allowed to be born?

ANSWER: Every child is wanted by somebody.

There is a huge demand for children from couples seek-
ing to adopt.

The mere fact that a pregnancy was not planned does not
mean the child will be unwanted after birth. The South
Dakota Task Force to Study Abortion heard “compelling evi-
dence that large percentages of women wished they did not
have their abortion,” and “found no evidence that women
who decided to keep the children ever regretted it. There is
simply no evidence that the parenting of children who are
‘unwanted’ is in any way affected by the availability of legal
abortion.”

Thousands of married couples are on waiting lists hoping to
adopt children and provide them with a good home. In
recent years, Americans have increasingly gone overseas to
adopt children. Estimates claim that about 1 million children
in the U.S. live with adoptive parents, and that two to four
percent of American families include an adopted child.
(Stolley, 1993). The National Surveys of Family Growth from
1973, 1982, 1988, and 1995 indicated that nearly 10 mil-
lion women had considered adoption, 16 percent had taken
steps towards adoption and 31 percent had actually adopt-
ed a child. (National Center for Health Statistics, 1999). The
1988 National Survey of Family Growth estimated 3.3 adop-
tion seekers for every actual adoption. When teens become
pregnant, very few choose to place their children for adop-
tion. A 1995 survey showed that 51 percent of teens that
become pregnant give birth, 35 percent seek abortions and
14 percent miscarry. Less than one percent choose to place
their children for adoption. (ChildTrends, 1995). China and
Russia were the top two nations allowing adoption from non-
resident parents in 2003.

SEE FAST FACTS AND COMMENTARY #247-256, 328-
332.

QUESTION 28:

choice?

Are most people pro-
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ANSWER: rolls show that the majority of people

oppose abortion.

Polling conducted by credible organizations such as Gallup,
Zogby, CNN/USAToday, the Latino Coalition and the Los
Angeles Times indicate majority support for the sanctity of
life.

Abortion rates are steadily dropping around the United
States. In 2005, abortions dropped seven percent in
Tennessee and reached their lowest levels since 1977.
Abortions in Georgia dropped five percent, and Minnesota’s
abortion totals fell to a 30-year low. Abortion in Washington
state is at the lowest level since the state started collecting
data in 1980. Wisconsin reports the lowest abortion totals
since 1974. Furthermore, Michigan abortions decreased 11
percent, and since 1987 abortions dropped by 46.5 percent.

An MORI poll found 47 percent of British women agree that
the 24-week limit for legal abortions should be lowered. Ten
percent of British women favor a complete ban on abortion.
Just 31 percent of women and 35 percent of men agreed
that the current abortion law is “about right.”

A poll by the independent research company Market Facts
showed 51 percent of Australians opposed abortion in most
circumstances, and 53 percent said they did not want abor-
tions to be funded with their tax dollars through the country’s
Medicare program. Seventy-eight percent opposed tax fund-
ing of late-term abortions, and 67 percent opposed funding
any abortions after the first-trimester.

Self-identification poll questions on abortion can be mislead-
ing as abortion is a complicated issue. Some people may
consider themselves pro-life but may believe exceptions
should be made to save the life of the mother. Others may
believe abortion should also be allowed in the case of rape
or incest. Others may consider themselves “pro-choice” but
do not believe abortion should be legal in all circumstances
such as partial-birth abortion or third trimester abortion. Polls
are more accurate when they take this into account.

SEE FAST FACTS AND COMMENTARY #306-318.

QUESTION 29: ;s rRU-486 o safe way for

women to abort unwanted children?@

ANSWER: RU-486 has claimed severdl

since it was cleared for the market.

lives

In a marketing campaign to promote RU-486, pro-abor-
tion activists promised that it would make abortion “easier,”
“safer” and “more private.” However, women have died
and hundreds have suffered serious complications from
using RU-486. After receiving reports of death, serious
bacterial infection, sepsis, bleeding and ectopic pregnan-
cies that have ruptured, legislation was introduced in the
U.S. Congress to remove RU-486 from distribution.

RU-486 causes a complete abortion only about 60 percent
of the time, leaving women vulnerable to hemorrhaging
and serious infections caused by fetal remains left in the
womb. A professor of obstetrics and gynecology at the
University of Kentucky, Dr. David Hager, said that many
women view RU-486 as a way to avoid the trauma of the
surgical abortion procedure. There is a danger that a
woman could take the RU-486 pills and believe she is
aborting her baby, when she is actually rupturing a tubal
pregnancy. That complication is serious and could lead to
chronic injury, infertility or even death.

SEE FAST FACTS AND COMMENTARY #122-135.

QUESTION 30: Do members of the abor-

tion industry have any reservations about what they
do?

ANSWER: Some doctors have left the abortion
industry because they felt what they were doing was
wrong.

Some former abortionists have abandoned the abortion
industry and some have taken leading roles in the defense
of human life. For example, Carol Everett, president and
founder of The Heidi Group, owned a Dallas, Texas abor-
tion clinic for six years and is now committed to safeguard-
ing the health of women and their babies. The Heidi Group
was formed to network resources for women and pregnan-
cy resource centers. Everett wrote a book fitled “Blood
Money — Getting Rich off a Woman’s Right to Choose.”
Everett now says, “I cannot tell you one thing that happens
in an abortion clinic that is not a lie.... The girls that walk
out of there are the lucky ones.”

Another example is Dr. Bernard Nathanson who directed
an abortion clinic in New York City that claimed 75,000
victims before making a 180-degree turn to the pro-life
position. He has authored several books, including, “From
Death to Life: Reflections of an Ex-Abortionist.” Dr.
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Nathanson produced a landmark pro-life film called “The
Silent Scream.” He now speaks openly of his early involve-
ment in attempts to manipulate the public and the media into
support for abortion: “I remember laughing when we made
those slogans up. We were looking for some sexy, catchy slo-
gans to capture public opinion. They were very cynical slo-
gans then, just as all of these slogans today are very, very
cynical. ... We persuaded the media that the cause of per-
missive abortion was a liberal, enlightened, sophisticated
one. Knowing that if a true poll were taken, we would be
soundly defeated, we simply fabricated the results of fiction-
al polls. We announced to the media that we had taken polls
and that 60 percent of Americans were in favor of permissive
abortion. ... We aroused enough sympathy to sell our pro-
gram of permissive abortion by fabricating the number of
illegal abortions done annually in the U.S. The actual figure
was approaching 100,000, but the figure we gave to the
media repeatedly was 1,000,000.” (Bernard Nathanson, “The

True Story of “The Silent Scream.”)

SEE FAST FACTS AND COMMENTARY #226-228.

QUESTION 31: should parents have the

right to be involved in decisions about their children's
pregnancies?

ANSWER: rarents, who are legally and financial-

ly responsible for their children, should be informed of
and involved in all medical decisions affecting them,
and especially with decisions regarding an abortion
procedure which can have serious and lasting compli-
cations.

Most societies do not grant legal adult status to children until
they reach the age of 18, for good reasons. Youth through-
out their teen years are still developing and maturing and
can benefit from the guidance of parents who have their best
interest at heart. A teenage girl with an unwanted pregnancy
is not prepared to make decisions alone that can affect her
for the rest of her life. It is the right of parents, who are legal-
ly and financially responsible for their child, to be informed
of her medical condition and to be involved in any medical
decisions affecting her. When parents are informed and
involved, they can support a daughter facing an unexpected
pregnancy and assure that she receives adequate prenatal
and postnatal care, thereby protecting their daughter’s
health. Parental consent or notification legislation appropri-
ately ensures protection for the rights of parents to be
involved in the medical decisions regarding their children.

A mature person develops a capacity to set goals, delay
gratification and accept reality. Parents are more likely to
surpass their children in these areas of maturity, as well as
in decision-making abilities. The wisdom of parents often
helps children recover from and learn from the mistakes
they make. With adequate parental emotional support and
loving guidance, a pregnancy does not have to be a crip-
pling factor for teenage girls.

SEE FAST FACTS AND COMMENTARY #333-334, 337-
340.

GUEST'ON S22 s abstinence education a

realistic tool in the effort to reduce teen pregnancy?

ANSWER: More than half of teens abstain

from premarital sexual activity, and abstinence educa-
tion has proven effective in preventing sexual activity
among children.

The percentage of high school students abstaining from sex
has climbed steadily since the early 1990s. Teen pregnan-
cies are trending downward, and abstinence messages are
having an effect.

In two nationally representative surveys of teenagers con-
ducted by the National Campaign to Prevent Teen
Pregnancy, 58 percent said sexual activity for high school-
age teens is not acceptable, even if the teens take steps to
prevent pregnancy and sexually transmitted diseases.
Eighty-seven percent don’t think it’s embarrassing to
acknowledge being a virgin, and 93 percent think it's
important for society to send a strong message that teens
should abstain from sex.

A poll conducted by Time and Nickelodeon found that 76
percent of teens ages 12-14 say it's “somewhat or very
important” to delay the initiation of sexual intercourse until
marriage. The same trend is continuing among older teens
as well. In a University of California at Los Angeles survey
of incoming freshman, 60 percent — the highest in the his-
tory of the survey — said they believe it's not okay for two
people to have sex even if they “really like each other.”

SEE FAST FACTS AND COMMENTARY #341-344.

QUESTION 33: s abortion truly a matter

of privacy, as Roe v. Wade asserted?
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ANSWER: \Women in several nations have the

legal right to have an abortion, but another human's life
is worthy of consideration in that decision.

Abortion is not a private decision because it involves the life
of a defenseless human being that merits protection by soci-
ety and government. Research and regretful personal testi-
monies show that many individuals can be affected when a
woman chooses to have an abortion — including the father
of the child. In Roe v. Wade, the United States Supreme
Court claimed that abortion is a constitutionally guaranteed
matter of privacy between a woman and her doctor. This
decision has been ridiculed by legal scholars on both sides
of the abortion issue. Abortion impacts the woman, her doc-
tor, her existing children, her husband, her parents and sib-
lings, her co-workers, friends and neighbors and others with
whom she comes into contact.

SEE FAST FACTS AND COMMENTARY #1-100, 245.

QUESTION 34: Does abortion place women

at risk for psychological harm?

ANSWER: The psychological harms suffered by

many post-abortive women are well-documented by
social science research.

In addition to the physical risks and complications of abor-
tion, there can be emotional and psychological side effects
lasting for decades. The mother/child bond that can begin at
the earliest stages of pregnancy is a bond that is not easily
severed without consequences. This bond, when abruptly
interrupted — either by choice or due to natural causes —
can frigger severe emotional and/or psychological frauma.

Most abortion advocates ignore or deny that a bond can
exist between a mother and her unborn child and leave the
post-abortive woman with little or no support to deal with the
trauma of losing her child. This trauma is sometimes tem-
porarily repressed, but it can resurface in future years, forc-
ing the mother to come to terms with the fact that she willing-
ly chose to end the life of her child.

SEE FAST FACTS AND COMMENTARY #26-28, 30, 32-33,
35,37, 40-42, 45, 48, 50-51, 53,72, 75,77, 80, 90, 96-
98, 100.

QUESTION 35: Does legislation aimed at

restricting abortion actually reduce abortion rates?

ANSWER: Rescarch shows that in the United

States, there is a significant correlation between the
enacting of legislation restricting abortion and a
decrease in abortion rates.

A trend of annual increases in abortions in the U.S. reversed
itself during the 1990s, according to a study done at the
Harvard-MIT Data Center. The number of legal abortions
from 1990-1999 declined by 18.4 percent. Experts cite the
impact of state laws requiring parental consent and informed
consent, as well as partial-birth abortion bans. Academic
and policy studies found a correlation between the passage
of pro-life legislation and a reduction in the incidence of
abortion.

SEE FAST FACTS AND COMMENTARY #335-336.
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Humanity of the Unborn

FACTS/RESEARCH

1. The following stages of human development
have been scientifically documented:

Day 1: fertilization unites all chromosomes and a unique
human life begins.

Day 6: embryo begins implantation in the uterus.

Day 22: the heart begins to beat with the child’s own
blood.

Week 3: the child’s backbone, spinal column and nerv-
ous system are forming; the liver, kidneys and intestines
begin to take shape.

Week 5: eyes, legs and hands begin to develop.

Week 6: brain waves are detectable; mouth and lips are
present; fingernails are forming.

Week 7: eyelids and toes form, nose is distinct; the
baby is kicking and swimming.

Week 8: every organ is in place, bones begin to replace
cartilage, fingerprints begin to form, the baby can hear
sounds.

Weeks 9-10: teeth and fingernails are forming, the
baby can turn his/her head, frown and hiccup.

Week 11: the baby can “breathe” amniotic fluid, uri-
nate, grasp objects placed in its hand, all organ systems
are functioning; the baby has a skeletal structure, nerves
and operating circulation system.

Week 12: the baby can feel pain, has nerves, spinal
cord and thalamus, vocal cords are complete; the baby
can suck its thumb.

Month 4: bone Marrow is forming; the baby is 8-10
inches in length and half of its birth weight.

Week 17: the baby can dream.
Week 20: the baby recognizes its mother’s voice.

G. Flanagan, Beginning Life: The Marvelous Journey from Conception to
Birth (New York: DK Publishing Inc., 1996). Janet Hopson, “Fetal
Psychology,” Psychology Today 31(5) (September/October 1998

2. The Mississippi Supreme Court ruled that an
unborn child is a person and wrongful death law-
suits may be filed when these children are killed.
The decision came about when Tracy Tucker pur-
sued a wrongful death lawsuit when a mistake by

22

doctors caused her to have a miscarriage in 1997.

The unborn child was 19 weeks old at the time. ¢4
Federal Credit Union v. Tucker, 853 So. 2d 104 (Miss. 2003). Mississippi
Lawyer.

3. Dr. Dianne Irving, a biomedical researcher
and bioethicist, said: “When the 23 chromosomes
of the sperm and the 23 chromosomes of the
ovum are combined, a new, unique living individ-
uval with 46 chromosomes (the number and quan-
tity specific for the human species) is formed. The
chromosomal (genetic) make-up of the human
embryo and fetus is different from the genetic
identity of the mother or the father. Thus the
human embryo or fetus is not only a human
being, it is clearly not, scientifically, just a ‘blob’ of
the mother’'s tissues.” The Subcommittee on Separation of

Powers, Report to Senate Judiciary Committee S-158, 97th Congress, First
Session, 1981.

4. California Penal Code Section 187. (a) Murder
is the unlawful killing of a human being, or a
fetus with malice aforethought. (3) The act was
solicited, aided, abetted, or consented to by the
mother of the fetus. (c) Subdivision (b) shall not
be construed to prohibit the prosecution of any

person under any other provision of law. California
State Code 187.

STATEMENTS & REPORTS

5. At only 14 weeks gestation, a routine medical
exam showed that Samuel Armas had a severe
form of spina bifida, a condition in which the
spine is exposed, possibly leading to brain dam-
age and profound physical handicaps. His par-
ents agreed to have Samuel undergo an experi-
mental operation — at an unprecedented 21
weeks, while he was still in the womb — to help
correct the problem. During the surgery at
Vanderbilt University, a photograph captured
Samuel raising his arm and grasping Dr. Joseph
Bruner’s finger in a show of the humanity of the
unborn. Samuel was born December 2, 1999. “Fetal

Surgeries Provide Evidence of the Humanity of the Unborn, March 1,
2002, Tennessee Right to Life: Life Lines News Archive.



6. Human development is a continuous process
that begins when an oocyte (ovum) from a female
is fertilized by a spermatozoon (sperm) and ends
at death. It is a process of growth and differenti-
ation which transforms the zygote, a single cell,
into a multi-cellular adult human being. K. Moore and

T. Persaud, “The Developing Human; Clinically Oriented Embryology,”
W.B. Saunders Company; 6th edition (January 15, 1998), p. 1.

7. In the early 1970s, researchers confirmed the
fetal heart beat at seven weeks gestation and
obstetrical ultrasound machines became commer-
cially available for the first time. Also, in the early
1970s, diagnostic fetoscopy was used for the first
time to look for birth defects in fetuses as young
as 15 weeks. In the same era, perinatology — the
branch of medicine devoted to the care of the
fetus and the newborn — became a certified spe-
cialty. Since the early 1970s, science and technol-
ogy have continued to reveal more and more
about the humanity of the unborn child.
Ultrasound has progressed from grainy black and
white shadows to color images. Fetoscopy has
gone from a diagnostic tool to a fetal surgical
instrument used to repair congenital abnormali-
ties, as early as 14 weeks into pregnancy.
Obstetricians now have a greater respect for the
unborn and more attention and care are given to
the well-being of the fetus and the mother. With
the humanity of the unborn technologically con-
firmed, only five percent of American gynecolo-
gists are willing to perform abortions. Dr. S. Smith,

“Technology and Life’s Dominion,” Tech Central Station, January 30,
20083.

8. Human embryo defined: “An organism in the
earliest stage of development; in a man, from the
time of conception to the end of the second month

in the uterus.” |. Dox, et al. The Harper Collins lllustrated Medical
Dictionary. New York: Harper Perennial, 1993, p. 146.

9. Dr. Jerome Lejeune, genetics professor at the
University of Descartes, in Paris, and the man who
discovered the Down syndrome chromosome,
said: “To accept the fact that after fertilization has
taken place a new human being has come into
being is no longer a matter of taste or opinion.”

The Subcommittee on Separation of Powers, Report to Senate Judiciary
Committee S-158, 97th Congress, First Session, 1981.

10. pr. Hymie Gordon, co-founder and co-chair
of the Program in Human Rights and Medicine at
the University of Minnesota and founder and
director of the Mayo Clinic’s world renowned pro-
gram in medical genetics, said: “By all criteria of
modern molecular biology, life is present from the

moment of conception.” The Subcommitiee on Separation of

Powers, Report to Senate Judiciary Committee S-158, 97th Congress, First
Session, 1981.

11. Dr. Landrum Shettles, who discovered male-
and female-producing sperm, said: “... | accept
what is biologically manifest - that human life

commences at the time of conception ...” L. Shetfles,
“Rites of Life: The Scientific Evidence for Life Before Birth,” (Zondervan:
1983), p. 103.

12. The United States Congress was told by

Harvard University Medical School’s Professor
Micheline Matthews-Roth, “In biology and in
medicine, it is an accepted fact that the life of any
individual organism reproducing by sexual repro-
duction begins at conception....” She supported
her evidence with references from more than 20
embryology and other medical textbooks that

human life began at conception. The Subcommittee on
Separation of Powers, Report to Senate Judiciary Committee S-158, 97th
Congress, First Session, 1981.

13. “Although life is a continuous process, fertil-
ization is a critical landmark because, under ordi-
nary circumstances, a new genetically distinct

human organism is formed.” R. O'Rahilly and F Muller,
“Human Embryology and Teratology,” 2nd edition (1996), p. 8.

14. “Zygote: this cell results from the union of an
oocyte and a sperm. A zygote is the beginning of
a new human being (i.e., an embryo). Human
development begins at fertilization ... This highly
specialized, totipotent cell marks the beginning of
each of us as a unique individual.” K. Moore and T.
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Persaud, “The Developing Human; Clinically Oriented Embryology,” W.B.
Saunders Company; 6th edition (January 15, 1998).”

15. “Human development begins after the union
of male and female gametes or germ cells during
a process known as fertilization (conception).” Rr.

O'Rahilly and F. Muller, Human Embryology & Teratology (New York: Wiley-
Liss, 1994), p. 2.

16. “The development of a human being begins
with fertilization, a process by which two highly
specialized cells, the spermatozoon from the male
and the oocyte from the female, unite to give rise
to a new organism, the zygote.” J. Langman, Medical
Embryology, 37d ed. Baltimore: Lippincott, Williams and Wilkins, 1975, p.
3.

17. “The formation, maturation and meeting of a
male and female sex cell are all preliminary to
their actual union into a combined cell, or zygote,
which definitely marks the beginning of a new
individual.” L.B.Arey, “ Developmental anatomy: A fext-book and

"

laboratory manual of embryology,” (W.B. Saunders: 1974).

18. A tactic of the National Abortion Rights
Action League was to suppress and denigrate all
scientific evidence that supported the conclusions
that a human embryo or fetus was a separate
human being. “The abortion industry would rou-
tinely deny the undeniable, that is, that the
human embryo and fetus is, as a matter of biolog-

ical fact, a human being.” Declaration by Dr. Bernard
Nathanson, p. 14. (2005). Report of the South Dakota Task Force to Study
Abortion, pp. 5, 6, 19-21.

19. Nine new recombinant DNA technologies

provide scientific evidence about the unborn
child’s existence and early development and its
ability to react to the environment and feel pain
prior to birth. There can no longer be any doubt
that each human being is totally unique from the
very beginning of his or her life at fertilization.
“[U]ntil the development of molecular biology
and modern molecular biological techniques first
began in the 1970’s and exploding throughout
the 1980’s and 1990’s, most scientific knowledge
concerning human identity and human develop-
ment prior to birth was based solely upon gross
morphological observations and biochemical

studies. ... The new techniques developed through
the exploding revolution over the past ten to
eighteen years permits scientists to observe
human existence and development at a molecular
level, which is applicable in determining genetic
uniqueness, genetic diseases and related infor-
mation through the analysis of human genes well
in advance of the old gross, anatomical observa-
tion.” Declaration by Dr. David Fu-Chi Mark, a distinguished molecular

biologist. (2005) Report of the South Dakota Task Force to Study Abortion,
pp. 5, 6, 19-21.

20. “The wholeness (or completeness) of the
human being during the embryonic ages cannot
be fully appreciated without an understanding of
how the genetic information is packaged, and
how the information becomes unfolded and cas-
cades into visible structures. ... The post implanta-
tion human embryo is a distinct human being, a
complete separate member of the species Homo
sapiens, and is recognizable as such.” Declaration by
Dr. Bruce Carlson, human embryologist at the University of Michigan
Medical School and author of the textbook “Human Embryology and

Developmental Biology.” (2005). Report of the South Dakota Task Force to
Study Abortion, pp, 3, 4.

21. A human being at an embryonic age and that
human being at an adult age are naturally the
same. The biological differences are due only to
the differences in maturity. Changes in methyla-
tion of cytosine demonstrate that the human
being is fully programmed for human growth and
development for his or her entire life at the one-
cell stage. Declaration by Dr. David Fu-Chi Mark, a distinguished
molecular biologist. (2005). Report of the South Dakota Task Force to Study
Abortion, pp.21-25. Modern molecular biology has dis-
covered that by the third cell division (long before
implantation) all control of growth and develop-
ment are established by the child’s DNA. This
means that immediately after conception, all pro-
gramming for growth of the human being is self-

contained. Declaration by Dr. David Fu-Chi Mark, a distinguished
molecular biologist. (2005). Report of the South Dakota Task Force to Study
Abortion, p. 26.

Dangers, Harms and Abuses
of Abortion

22. In 2001, the U.S. Senate unanimously passed
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an amendment that recognizes the existence of
“post-abortion depression and post-abortion psy-
chosis” and calls for additional research on the
syndrome. The amendment passed uncontested
and without debate. Congressman Joe Pitts, spon-
sor of the bill, said, “Some women don’t come to
terms with the emotional impact of their abortion
until years later. |1 believe that increased research
on post-abortion depression will lead to a greater
awareness of this issue and the development of
compassionate outreach and counseling pro-
grams to help post-abortive women.” US. Senate,
Congressman Joseph Pitts, Pennsylvania, speaking in the U.S. House of
Representatives on the Post-Abortion Depression Research and Care Act,
August 2, 2001.

23. Dr. Hanna Soderberg, the lead author of a
study, conducted interviews with women one year
after their abortions. Her research team found
that approximately 60 percent of the women in
their sample of 854 women had experienced
emotional distress after their abortions. This dis-
tress was classified as “severe,” warranting pro-
fessional psychiatric attention, among 16 percent
of the women. The research team noted that over
70 percent of the women stated that they would
never consider an abortion again if they faced an
unwanted pregnancy. H. Séderberg, C. Andersson, L. Janzon
and N. Sjsberg. Selection bias in a study on how women experienced
induced abortion. European Journal of Obstetrics & Gynecology and

Reproductive Biology 77 (1998): 67-70. H. Séderberg, L. Janzon N.
Sidberg. (1998). Emotional distress following induced abortion: A study of

its incidence and determinants among abortees in Malmo, Sweden.

European Journal of Obstetrics & Gynecology and Reproductive Biology
(1998): 173-178.

24, pata was compiled from available Canadian

statistics which showed that death to Canadian
children from social causes rapidly increased
after early abortion became available on demand
in 1969. British Columbia and Ontario, with the
highest rates of abortion, were the provinces with
the highest rates of child abuse. New-Foundland,
Prince Edward Island and New Brunswick, with
low rates of abortion, had low rates of child
abuse. Since then, research on three continents
over the past 10 years demonstrated a strong
connection -- almost causal connection -- between

child abuse and abortion. Dr. P Ney, “Induced Abortion and
its Relationship to Child Abuse and Neglect,” Life Issues.

25. Personal testimonies of women and men
have revealed a direct correlation between their
unresolved post-abortion feelings and subse-
quent patterns of emotional or physical abuse of
their living children. For example, one woman
described feelings of intense rage whenever her
newborn baby cried. The woman said, “l did not
understand why her crying would make me so
angry. She was the most beautiful baby and had
such a placid personality. What | didn’t realize
then was that | hated my daughter for being able
to do all these things that my lost [aborted] baby

would never be able to do.” D. Reardon, Aborted Women,
Silent No More (Chicago, Loyola University Press), p. 130.

26. In a study of post-abortion patients eight
weeks after their abortion, 55 percent of the
women expressed at least some guilt feelings, 44
percent complained of nervous symptoms, 36 per-
cent had experienced sleep disturbances, 31 per-
cent had regrets about their decision, 11 percent
had been prescribed psychotropic medicine by a
doctor, eight percent believed they had make a
mistake by having an abortion and eight percent
reported worsening guilt feelings. JAshton, “The

Psychosocial Outcome of Induced Abortion,” British Journal of Obstetrics
& Gynaecology 87 (1980): 1115-1122.

27. Women who have had abortions are signifi-

cantly more likely than others to subsequently
require admission to a psychiatric hospital. At
especially high risk are teenagers, separated or
divorced women and women with a history of

more than one abortion. R. Somers, “Risk of Admission to
Psychiatric Institutions Among Danish Women who Experienced Induced
Abortion: An Analysis on National Record Linkage,” Dissertation Abstracts
International, Public Health 2621-B, Order No. 7926066 (1979); H.
David, et al., “Postpartum and Post-abortion Psychotic Reactions,” Family
Planning Perspectives 13 (1981): 88-91.

28. During the recovery period, when the symp-
toms of the presenting problem had largely dis-
appeared, and much deeper and more sponta-
neous feelings began to emerge, all the women in
a study spoke of their accord about their feelings
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concerning their abortions, expressing deep pain
and bereavement and love for “the child that
should have been born.” They now came to
regard the abortion as self destructive, and a
form of symbolic suicide by identification. A num-
ber of these women experienced a succession of
apparently intrapunitive, unconsciously motivated
and life-threatening accidents. It is suggested
that the tendency of some of these women to mul-
tiple abortions may be regarded as a form of
fractional suicide. The women usually interpreted
their abortions at this stage as gratification of
their rejecting mothers, who in a number of cases
were known to have wished to abort their daugh-
ters. By identification with the mother on the one
hand and the pre-born child on the other, these
patients had symbolically enacted their own
death, which their mothers had consciously or
unconsciously desired. The women’s conscious
awareness of these identifications helped bring
this behavior to an end. None of these patients
would now willingly put themselves in a position
in which abortion seemed necessary. lan Kent and

William Nicholls, “Bereavement in Post-Abortive Women: A Clinical
Report,” World Journal of Psychosynthesis 13 (Autumn-Winter 1981): 3-4.

29. A review and meta-analysis summary of lit-
erature documents a remarkably consistent, sig-
nificant and positive association between induced
abortion and breast cancer incidence, independ-
ent of the effect an induced abortion has in delay-
ing first full-term pregnancy. The increased risk is
seen in prospective and retrospective studies from
around the world, in populations with the widest
imaginable differences in ethnicity, diet, socioeco-
nomic and lifestyle factors and social mores. This
broad base of statistical agreement rules out any
reasonable possibility of bias or other confound-
ing variable. The statistical association is compat-
ible with existing knowledge of human biology,
oncology and reproductive endocrinology and is
supported by a coherent body of laboratory data
as well as epidemiological data on other risk fac-
tors involving estrogen excess, all of which
together point to a plausible and likely mecha-
nism by which the surging estradiol of the first
trimester of any normal pregnancy, if aborted,
may add signifcantly to a woman’s breast cancer

risk. J. Brind, V. Chinchilli and W. Severs, “Induced abortion as an inde-
pendent risk factor for breast cancer: a comprehensive review and meta-

analysis,” Journal of Epidemiology and Community Health 50 (199 6):
481-496.

30. A 17-year study of women’s mortality in
Finland determined that post-abortive women
suffered significantly higher rates of death, acci-
dents, suicides and homicides. M. Gissler, R.Kauppila,
J.Merilainen, H.Toukomaa, E.Hemminki, “Pregnancy-associated deaths in

Finland 1987-1994 — definition problems and benefits of record linkage,”
Acta Obsetricia Gynecologica Scandinavica 76 (1997): 651-657.

31. A study in India revealed that one in 250
abortions performed in a hospital resulted in a
perforated uterus, and more than half of the

injuries came from the suction machine. s. Mital and
S.L. Misra, “Uterine Perforation Following Medical Termination of
Pregnancy by Vacuum Aspiration,” International Journal of Gynaecology
and Obstetrics 23 (1985): 45-50.

32. Dr. Anne Speckhard, of the University of

Minnesota, published a study on women who had
abortions. These women reported:

Preoccupation with the aborted child 81%
Flashbacks of the abortion experience 73%
Feelings of “craziness” after abortion 69%
Nightmares related to the abortion 54%
Perceived visitations from dead child 35%
Hallucinations related to the abortion 23%

A. Speckhard, Psycho-social Stress Following Abortion (Kansas City: Sheed
& Ward, 1987).

33. Forty-six percent of post-abortive Russian

women experienced post-traumatic stress disor-
der. N. Mufel, A. Speckhard and S. Sivuha, Predictors of Posttraumatic

Stress Disorder Following Abortion in a Former Soviet Union Country,
Journal of Prenatal and Perinatal Psychology and Health 17(1) Fall 2002.

34. Saline solution, injected directly into the
amniotic fluid, was first used by abortionists in
Rumania in 1939. After World War I, saline solu-
tion was used extensively in Japan and not with-
out many serious problems. Sixty women died in a
five-year period, and more than 70 papers were
published documenting the hazards of saline
solution abortions. The Japanese Obstetrical and
Gynecological Society reported the risks were too
great, and Japanese abortionists eventually
abandoned the technique. Nevertheless, other
nations started using saline solution, including
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Western nations. In 1966, British researchers
reported that instillation abortions could cause
damage to the brain and spinal cord of women.
As the death toll mounted in the United States,
Sweden and the Soviet Union abandoned saline

solutions. Y. Manabe, “Artificial Abortion at Midpregnancy by
Mechanical Stimulation of the Uterus,” American Journal of Obstetrics and
Gynecology, September 1, 1969. As cited by M. Crutcher, Lime 5:
Exploited by Choice (Denton, Texas: Life Dynamics, 1996), p. 126.

35. A major random study found that a minimum

of 19 percent of post-abortion women suffer from
diagnosable post-traumatic stress disorder
(PTSD). Approximately half had many, but not dll,
symptoms of PTSD, and 20 to 40 percent showed
moderate to high levels of stress and avoidance

behavior relative to their abortion experiences. C.
Barnard, The Long-Term Psychological Effects of Abortion (Portsmouth,
N.H.: Institute for Pregnancy Loss, 1990).

36. Many women have reported injuries during
attempted “abortions” when in fact they were not
even pregnant. One such example of this occurred
June 17, 1985 when a woman suffered a perforat-
ed uterus and another permanent injury, requir-

ing surgery. She was not actually pregnant.
Oakland County, Michigan Circuit Court Civil Action No. 86 320211.

37. The stress abortion places on a woman may

put a strain on the relationship with her husband.
Abortion may cause temporary personality
changes among women and may force husbands

and wives to grow apart, even if temporarily. L 8.
Francke, The Ambivalence of Abortion (New York: Random House, 1978),
p. 93.

38. An ectopic pregnancy is one in which the
embryo does not reach the uterus, but instead
adheres to the lining of the Fallopian tube. Ectopic
pregnancies are the leading cause of maternal
deaths in the United States during the first
trimester. “Ectopic Pregnancy-United States, 1990-1992,” Morbidity
and Mortality Weekly Report: Centers for Disease Control 44 (January 27,
1995): 46-48. Since the legalization of abortion, the
number of ectopic pregnancies has increased
four-fold. “Ectopic Pregnancy-United States, 1987,” Morbidity and
Mortality Weekly Report 39 (June 22, 1990): 401-404.

39. Government-funded abortions have resulted
in higher rates of health complications than pri-

vately-financed abortions. C. Tietze and S. Lewit, “Joint
Program for the Study of Abortion (JPSA): Early Medical Complications of
Legal Abortion,” Studies in Family Planning 3, No. 6 (1971).

40. Women with a history of sexual abuse,
including incest, molestation or rape may respond
with great anxiety to abortion plans, including an
initial pelvic examination. On a conscious or
unconscious level, these women may associate
gynecological and abortion procedures with pre-

vious aggressive violations. R. Zakus, “Adolescent Abortion
Option,” Social Work in Health Care 12(4) (1987): 87. S. Makhorn,
“Sexual Assault & Pregnancy,” New Perspectives on Human Abortion, Mall
& Watts, eds., (Washington, D.C.: University Publications of America,

1981).

41. Approximately 60 percent of women who
experience post-abortion sequelae report suicidal
ideation, with 28 percent actually attempting sui-
cide, and half attempted suicide two or more
times. Researchers in Finland identified a strong
statistical association between abortion and sui-
cide in a records-based study. They identified 73
suicides associated within one year to a pregnan-
cy ending either naturally or by induced abortion.
The mean annual suicide rate for all women was
11.3 per 100,000. Suicide rate associated with
birth was significantly lower (5.9). Rates for preg-
nancy loss were significantly higher. For miscar-
riage, the rate was 18.1 per 100,000 and for
abortion 34.7 per 100,000. The suicide rate with-
in one year after an abortion was three times
higher than for all women, seven times higher
than for women carrying to term and nearly twice
as high as for women who suffered a miscarriage.
Suicide attempts appear to be especially preva-
lent among post-abortion teenagers. A. Speckhard,
Psycho-social Stress Following Abortion (Kansas City: Sheed & Ward,
1987). M. Gissler, E. Hemminki and J. Lonngyist, “Suicides after pregnan-
cy in Finland, 1987-94: register linkage study,” British Journal of Medicine
313 (1996): 1431-4.C. N.Campbell, K.Franco, and S. Jurs, “Abortion in
Adolescence,” Adolescence, 23(92) (1988): 813-823. H.Vaughan,

“Canonical Variates of Post-Abortion Syndrome,” Portsmouth, NH: Institute
for Pregnancy Loss, 1990.
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42. Post-abortion stress is linked with increased

cigarette smoking. Women who abort are twice as
likely to become heavy smokers and suffer the
corresponding health risks. Pregnant women
reporting previous induced abortion are at
greater risk of an unfavorable pregnancy out-
come, including stillbirth, and their children are
at greater risk of death in infancy and congenital
malformations. Their babies weigh less at birth
and have a tendency to bleed, vomit and require

medication during the first trimester. S. Harlap,
“Characteristics of Pregnant Women Reporting Previous Induced
Abortions,” Bulletin World Health Organization 52 (1975): 149. N. Meirik,
“Outcome of First Delivery After 2nd Trimester Two Stage Induced Abortion:
A Controlled Cohort Study,” Acta Obsetricia et Gynecologica Scandinavica
63(1) (1984): 45-50.

43. Women who had had two or more prior
induced abortions had a two-fold to three-fold
increase in risk of first-trimester spontaneous
abortion, loss between 14 to 19 and 20 to 27
weeks. The increased risk was present for women
who had legal induced abortions since 1973. It
was not explained by smoking status, history of
prior spontaneous loss, prior abortion method or
degree of cervical dilatation. No increase in risk
of pregnancy loss was detected among women
with a single prior induced abortion. Multiple
induced abortions increase the risk of subsequent
pregnancy losses up to 28 weeks’ gestation. A.levin,
S.Schoenbaum, R.Monson, PStubblefield and K.Ryan, “Association of

Induced Abortion with Subsequent Pregnancy Loss,” Journal of the
American Medical Association 243 (June 27, 1980): 2495-2499.

44. spontaneous abortion was correlated with

low birth weight as well as with delivery before 37
weeks of gestation. The frequency increased with
increasing rate of spontaneous abortion. E. Obel,
“Pregnancy Complications Following Legally Induced Abortion: An Analysis
of the Population with Special Reference to Prematurity.” Danish
Medical Bulletin 26 (1979): 192- 199. Martin, “An Overview: Maternal

Nicotine and Caffeine Consumption and Offspring Outcome,”
Neurobehavioral Toxicology and Tertology 4(4) (1982): 421-427.

45. About 20 percent of all abortions taking

place in the U.S. today are performed on teens.
L.M. Koonin et. al., “Abortion Surveillance United States, 1996, Centers for
Disease Control,” Morbidity and Mortality Weekly Report, 48(SS4) (July 30,

1999): 1. Teenage abortion has been linked to a

number of physical and psychological problems,
including drug and alcohol abuse, suicide

attempts H. Amaro, et al., “Drug use among adolescent mothers: pro-
file of risk,” Pediatrics 84 (1989): 144-150. and suicidal ideation, and
other self-destructive behaviors. B.Garfinkel, et al., “Stress, Depression and
Suicide: A Study of Adolescents in Minnesota: Responding to High Risk
Youth,” Minneapolis: University of Minnesota, Minnesota Extension Service,
1986. A. Sobie and D. Reardon, Detrimental Effects of Adolescent
Abortion. The Post-Abortion Review, Vol. 9(1), Jan.-March 2001. (2001),
Elliot Institute.

46. Drug users are more likely to have had a his-
tory of elective abortion and venereal disease

than nonusers. H. Amaro, et al., “Drug Use Among Adolescent
Mothers: Profile of Risk,” Pediatrics 84 (1989): 144-150.

47. A survey of post-abortive women in Russia
and the United States yielded the following find-
ings: 64 percent of American women felt pres-
sured by others to choose abortion compared to
37 percent of Russian women surveyed. Just 25
percent of American women reported receiving
adequate counseling prior to their abortions com-
pared to 64 percent of Russian women. American
women were more likely to attribute to their abor-
tion subsequent thoughts of suicide (36 percent),
increased use of drugs or alcohol (27 percent),
sexual problems (24 percent), relationship prob-
lems (27 percent), guilt (78 percent) and an
inability to forgive themselves (62 percent).
Approximately two percent of the American
women studied attributed a subsequent psychi-

atric hospitalization to their abortion. V. Rue, P
Coleman, P. Rue, D. Reardon, Induced abortion and traumatic stress: A pre-

liminary comparison of American and Russian women. MedSciMonit.com
2004, 10(10): SR5-16.

48. Nearly a dozen peer-reviewed studies linked
abortion to increased risk of depression, anxiety,
substance abuse, suicidal behavior and higher
rates of death from heart disease, which investi-
gators believe may be a long term effect of ele-
vated rates of anxiety and depression. Finnish
and American studies showed an elevated risk of
death from cardiovascular diseases. This finding
was most dramatic in the American study which
examined longer term effects. It found that com-
pared to women who delivered, those who had
abortions were nearly three times more likely to
die of circulatory disease and five times more
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likely to die from cerebrovascular disease during
the subsequent eight-year period. Researchers
believe that higher levels of depression and anx-

iety following abortion may explain this result.
“Death Rate of Abortion Three Times Higher than Childbirth,” (2004,
March 5), News release by After Abortion.

49. Doctors have treated or reviewed records
from the following complications resulting from
abortions: retained products (parts of human
fetus) with infection resulting in hysterectomy
(surgical removal of female organs), retained
products requiring D&C and antibiotic therapy
(due to infection), late second trimester or early
third trimester rupture of membranes due to
instrumentation at an abortion center resulting in
intrauterine fetal demise secondary to infection,
hepatitis contracted after abortion, ectopic preg-
nancy after abortion resulting in adolescent’s
death, retained products of conception resulting
in passage of fetus several days after the
attempted abortion procedure (i.e. the mother
had to deliver her aborted child at home), uterine
perforation (tearing) resulting in bowel injury
requiring major surgery, bowel resection and
long term gastro-intestinal debility in the patient,
an RH negative patient who failed to be given
rhogam prophylaxis after the abortion procedure
due to error in their blood typing. (Subsequent
children, if RH +, would be in serious danger),
post-abortion infection resulting from the patient
being put out on the street without transportation
who was sexually assaulted the day of her abor-
tion procedure, amputation of fetal limb with sur-
vival and delivery of fetus at term (this case was
presented at the Armed Forces division of the

American College of OB/GYN in 1973). List of Abortion
Complications Seen Personally by an OB-GYN. Physicians for Life.

50. Some individuals feel guilty about abortion,
and psychiatric difficulties may result. Physicians
may be reluctant to recognize that a “therapeu-
tic” procedure may produce morbidity. J. Spaulding, et

al., “Psychoses Following Therapeutic Abortion, American Journal of
Psychiatry 125(3) (1978): 364.

51. Abortion is linked with increased depression,
suicide attempts, violent behavior, alcohol and
drug abuse, promiscuity, anger and rage,
replacement pregnancies and reduced maternal
bonding with children born subsequently. These
factors are closely associated with child abuse and
would appear to confirm individual clinical
assessments linking post-abortion trauma with

subsequent child abuse. D. Reardon, Aborted Women — Silent
No More (Chicago: Loyola University Press, 1987), pp. 23, 129-30.

52. In women who felt less close to their partner
as a result of the abortion, or were lacking emo-
tional support, unsatisfactory sexual adjustment
was found more than twice as often as in women
who felt closer to their partner or were receiving
adequate support. Three months after abortion,
11 percent of women had not resumed sexual
relations, and 26 percent were coded as having

mediocre or unsatisfactory sexual relations. £Mm.
Belsey, et al., “Predictive Factors in Emotional Response to Abortion: King's
Termination Study - IV,” Social Science and Medicine 11 (1977): 71- 82.

53. A study indicated that women who abort
first pregnancy are at greater risk of subsequent
long-term clinical depression compared to women
who carry an unintended first pregnancy to term.
An average of eight years after abortion, married
women were 138 percent more likely to be at high
risk of clinical depression compared to similar
women who carried their unintended first preg-

nancies to term. D. Reardon and J. Cougle, “Depression and unin-

tended pregnancy in the National Longitudinal Survey of Youth: a cohort
study,” British Medical Journal, 324(2001): 151-152.

54. The leading causes of abortion-related
maternal deaths within a week of the surgery are
hemorrhage, infection, embolism, anesthesia and
undiagnosed ectopic pregnancies. A. Kaunitz, “Causes of

Maternal Mortality in the United States,” Obstetrics and Gynecology 65(5)
(May 1985).

55. A significant elevation of risk of breast can-

cer was associated with a history of induced abor-
tion. H.L. Howe, et al., “Early Abortion and Breast Cancer Risk Among
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Women Under Age 40,” International Journal of Epidemiology 18(2)
(1989): 302.

56. Women with one abortion face a 2.3 relative

risk of cervical cancer, compared to non-aborted
women, and women with two or more abortions
face a 4.92 relative risk. Similar elevated risks of
ovarian and liver cancer have also been linked to
single and multiple abortions. These increased
cancer rates for post-aborted women are appar-
ently linked to the unnatural disruption of the
hormonal changes which accompany pregnancy

and untreated cervical damage. “Abortion Facts and Your
Concerns,” AAA Pregnancy Options.

57. Between two and three percent of all abor-
tion patients may suffer perforation of their
uterus, yet most of these injuries will remain undi-
agnosed and untreated unless laparoscopic visu-

alization is performed. S. Kaali, et al., “The Frequency and
Management of Uterine Perforations During First-Trimester Abortions,”
American Journal of Obstetrics and Gynecology 161 (August 1989): 406-
408. M.White, “A Case-Control Study of Uterine Perforations documented
at Laparoscopy,” American Journal of Obstetrics and Gynecology 129
(1977): 623.

58. Young teenagers undergoing abortions

appeared to be more susceptible than older
women to cervical injury. W. Cates, “The Risks Associated with

Teenage Abortion,” New England Journal of Medicine 309(11) (1983):
612-624.

59. Cervical lacerations are rare but potentially
more dangerous at the time of dilation and
extraction or several days later because of occa-
sional severe hemorrhage, which may require
vaginal or abdominal sutures and, at times, uter-
ine vessel or hypogastric artery ligation.
Sometimes a hysterectomy is the only alternative.
Uterine perforation or rupture was frequently
present (71 percent) among patients who died of
hemorrhage. The risks associated with late abor-
tions are much higher than those associated with
abortion performed in early pregnancy. Tyler cal-
culated that between 16 and 20 weeks’ gestation,
the risk of death is 25 times greater than before

eight weeks’ gestation. Similarly, morbidity
increases markedly during the second trimester,
an average of 20 percent per week for major
complications. R. Castadot, “Pregnancy Termination: Techniques,
Risks, and Complications and Their Management,” Fertility and Sterility,
45(1) (198¢): 11. In addition to overt injury to the
cervix during suction curettage, covert trauma is
also important. Microfractures of the cervix may
occur during forceful dilatation of the cervix,
which may lead to persistent structural changes,
cervical incompetence, premature delivery and

pregnancy complications. KSchulz, et al., “Measures to
Prevent Cervical Injuries During Suction Curettage Abortion,” The Lancet
(May 28, 1983): 1182-1184.

60. A possible explanation for the increased inci-
dence of placenta previa subsequent to induced
first trimester abortion is related to the endome-
trial curettage. The vigorous uterine curettage
performed during an induced abortion may cause
significant scarring of the endometrium. In addi-
tion, the use of suction aspiration, as occurred in
at least six of the patients with placenta previa in
this study, may cause damage to the endometri-

Uum. J. Barrett, et al., “Induced Abortion: A Risk Factor for Placenta
Previa,” American Journal of Obstetrics &Gynecology, 141 (1981): 7.

61. A study showed the occurrence of low birth
rate was 1.4 times higher among the women
whose first pregnancy had ended in abortion than
among those who had delivered their first preg-
nancy. The rate of low birth rate weight was 1.6
times higher in the abortion group than among
the women whose first pregnancy had ended in a
live birth and who were seeking to carry their sec-
ond pregnancy to term. Women whose first preg-
nancy had been terminated were 3.4 times more
likely than were those whose first pregnancy had
resulted in a live birth to have a mid-trimester
spontaneous abortion during their second preg-

nancy. C. Hogue, W. Cates and C. Tietze, “Impact of Vacuum

Aspiration Abortion on Future Childbearing: A Review,” Family Planning
Perspectives 15(3) (May-June 1983).

62. Abortion is significantly related to an
increased risk of subsequent ectopic pregnancies.
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Induced abortion increased the odds of ectopic
pregnancy four-fold over live birth. Ectopic preg-
nancies, in turn, are life threatening and may

result in reduced fertility. A. Llevin, S. Schoenbaum, P
Stubblefield, S. Zimicki, R. Monson and K. Ryan., “Ectopic Pregnancy and
Prior Induced Abortion,” American Journal of Public Health 72 (1982):
253. C.S. Chung, “Induced Abortion and Ectopic Pregnancy in Subsequent
Pregnancies,” American Journal of Epidemiology 115 (6) (1982): 879-
887.

63. Infertility in otherwise healthy women can be
caused by fetal bone fragments left embedded in
the uterus after an abortion, causing chronic irri-
tation and interfering with future pregnancies.
Bony tissue fragments can work their way into the

muscular uterine lining. Infertility Linked to Fetal Fragment
Remains From Abortion. Physicians for Life.

64. At least 17 studies cite induced abortions as
a cause for increased pre-term birth risk. A study
of 61,000 Danish women found the relative risk of
a pre-term birth (before 34 weeks’ gestation) for
women with one previous induced abortion is
doubled (1.99 times). The relative risk of a pre-
term birth for women with two previous evacua-

tion type abortions is multiplied 12.55 times.
Abortion, Preterm Birth & Cerebral Palsy Link. Physicians for Life.

65. A 1981 study initially funded by the U.S.
National Cancer Institute, found a 137-percent
increased risk of breast cancer. The researchers
concluded that “a first-trimester abortion ...
before first full-term pregnancy appears to cause
a substantial increase in risk of subsequent breast

cancer.” M. Pike, B. Henderson, J. Casagrande, “Oral contraceptive
use and early abortion as risk factors for breast cancer in young women, “
British Journal of Cancer 43 (1981):72-76. As cited by: Dr. J. Brind, “Talk
given to Endeavour Forum Inc. at Malvern,” Coalition on Abortion Breast
Cancer Link. 24 August 1999.

66. Although C trachomatis may cause
endometritis, it is still speculative as to how fre-
quently an asymptomatic cervical infection with
Chlamydia develops into a symptomatic uterine
infection, and which factors contribute to the
development. One factor may indeed be induced
abortion, as it has been documented that dila-
tion of the cervical canal and curettage of the

uterine cavity can stimulate canalicular spread of
an unrecognized cervical infection to the uterine
COV“Y. M. Barbacci, et al., “Post- Abortal Endometritis and Isolation of

Chlamydia Trachomatis,” Obstetrics and Gynecology 68(5) (1986): 668-
690

67. Endometritis is a post-abortion risk, espe-
cially for teenagers, who are 2.5 times more like-
ly than women 20-29 to acquire endometritis fol-
lowing abortion. The occurrence of endometritis
was the only complication found more frequently
among the adolescents in this study to a signifi-
cant degree. R. Burkman, M. Atienza, T. King, “Morbidity Risk Among
Young Adolescents Undergoing Elective Abortion” Contraception 30
(1984): 99-105. first initial R. Burkman, M. Atienza, T. King, “Post-Abortal
Endometritis and Isolation of Chlamydia Trachomatis,” Obstetrics and

Gynecology 68 (5) (1986): 668- 690.

68. Approximately 10 percent of women under-
going elective abortion will suffer immediate
complications, of which approximately one-fifth
are considered life threatening. The nine most
common major complications which can occur at
the time of an abortion are: infection, excessive
bleeding, embolism, ripping or perforation of the
uterus, anesthesia complications, convulsions,
hemorrhage, cervical injury, and endo-toxic
shock. The most common “minor” complications
include: infection, bleeding, fever, second degree
burns, chronic abdominal pain, vomiting, gastro-
intestinal disturbances and Rh sensitization. PFrank,
et al., “Induced Abortion Operations and Their Early Sequelae,” Journal of
the Royal College of General Practitioners (April 1985),35(73):175-180;
Grimes and Cates, “Abortion: Methods and Complications”, Human
Reproduction, 2nd ed., 796-813; M. A. Freedman, “Comparison of com-
plication rates in first trimester abortions performed by physician assistants

and physicians,” American Journal of Public Health, 76(5):550-554
(1986).

69. Complication rates for Canadian teenagers
were higher because teens were more likely to

have late-term abortions. S. Wadhera, “legal Abortion
Among Teens, 1974-1978,” Canadian Medical Association Journal 122
(June 1980): 1,386-1,389.

70. In a survey of 1,428 women, researchers
found that pregnancy loss, and particularly losses
due to induced abortion, was significantly associ-
ated with an overall lower health. Multiple abor-
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tions correlated to an even lower evaluation of
“present health.” While miscarriage was detri-
mental to health, abortion was found to have a
greater correlation to poor health. These findings
support previous research which reported that
during the year following an abortion, women
visited their family doctors 80 percent more for all
reasons and 180 percent more for psychosocial
reasons. The authors also found that “if a partner
is present and not supportive, the miscarriage
rate is more than double and the abortion rate is
four times greater than if he is present and sup-
portive. If the partner is absent, the abortion rate

is six times greater.” P Ney, et al., “The Effects of Pregnancy Loss
on Women's Health,” Social Science & Medicine 48(9) (1994): 1193-
1200. Badgley, Caron, & Powell, Report of the Committee on the Abortion
Law, Supply and Services, Ottawa, 1997: 319-321.

71. Women who had one, two, or more previous
induced abortions are, respectively, 1.89, 2.66 or
2.03 times more likely to have a subsequent pre-
term delivery, compared to women who carry to
term. Prior induced abortion not only increased
the risk of premature delivery, it also increased
the risk of delayed delivery. Women who had one,
two or more induced abortions are, respectively,
1.89, 2.61 and 2.23 times more likely to have a

post-term delivery (over 42 weeks). 7. Weijin, et dl,
“Induced Abortion and Subsequent Pregnancy Duration,” Obstetrics &
Gynecology 94 (6) (December 1999): 948-953.

72. When compared to birth, abortion is associ-
ated with a significantly greater risk for psycho-
logical disturbance among low income women. P
Coleman and D. Reardon, (June, 2000). “State-funded abortions vs. deliv-
eries: A comparison of subsequent mental health claims over six years.”

Poster presented at the American Psychological Society, 12th Annual
Convention, Miami, FL.

73. A few studies have found significantly higher
rates of alcohol consumption and use of illicit
drugs, such as cocaine, methamphetamines and
opiates, among pregnant women with a history of
induced abortion compared with pregnant
women with no known history of abortion. One
study employing a nationally representative sam-
ple revealed that pregnant women with a prior
history of induced abortion, compared with

women with a prior history of live birth, were sig-
nificantly more likely to use marijuana (odds
ratio: 10.29), various illicit drugs (odds ratio: 5.60)
and alcohol (odds ratio: 2.22). One study revealed
that women with four or more induced abortions
were more likely to smoke during pregnancy (41
percent) compared with women with one induced
abortion (28.1 percent) and with no prior abor-
tions (18.1 percent). The results of this study also
revealed that women with multiple abortions
were less likely to receive prenatal care than
women with no history of induced abortion (73.4

percent vs. 80.1 percent). P Coleman, D. Reardon, and J.
Cougle, “Substance use among pregnant women in the context of previous
reproductive loss and desire for current pregnancy,” British Journal of
Health Psychology 10(2) (2005) (May 2005): 255-268. J. Kuzma, and D.
Kissinger, Patterns of alcohol and cigarette use in pregnancy.
NeurobehavioralToxicology and Teratology 3:211-221, 1981. V. Rue and
L.Shutova, (March, 2001). Posttraumatic Stress Symptoms and Elective
Abortion: A Comparison of U.S. and Russian Women. Paper presented at
the Tst World Congress on Women’s Mental Health, Berlin. P Coleman, D.
Reardon, V. Rue, and J. Cougle. (2002). Prior history of induced abortion
and substance use during pregnancy. American Journal of Obstetrics and
Gynecology, 187, 1673-1678. M. Mendelson, C. Maden, and J. Daling.
(1992). Low birth weight in relation to multiple induced abortions.
American Journal of Public Health, 82, 391-394.

74. Among the sanitation hazards found in
California abortion clinics were: instruments that
were not sterilized, untrained people assisting in
operations, a refusal to employ registered nurses
or trained assistants, improper disposal of dead

baby parts. P Warrick, “Watching a watchdog,” Los Angeles Times,
31 January 31, 1993, pp. E1, E2.

75. A study of 1,020 women found that women

with a history of induced abortion are three times
more likely to use illegal drugs during a subse-
quent pregnancy. The study supports a growing
body of evidence which suggests later pregnan-
cies may arouse unresolved grief over prior abor-
tions which women may seek to suppress by

increased reliance on drugs and alcohol. P Coleman,
D. Reardon, and J. Cougle, “Substance use among pregnant women in the

context of previous reproductive loss and desire for current pregnancy,”
British Journal of Health Psychology (2005), 10:255-268.

76. A prior first-trimester abortion is linked to an

increased risk of premature birth. (2006, July). “Preterm
Birth: Causes, Consequences, and Prevention.” Institute of Medicine,
Report Brief. National Academy of Sciences, pp. 60, 137, 518, 519.
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STATEMENTS & REPORTS

77. Actress Jennifer O’Neill said: “Millions of

men and women regret abortion. ... Abortion
hurts women and it hurts families. ... They still say
abortion is as simple as a trip to the dentist's
office. That's when | say it's my experience over
their theory. ... There is a good risk of depression,
cancer, drug abuse, relational difficulties; abor-
tion is not safe. Each year, there are 140,000
immediate medical needs after abortions. ...
Women have been pitted against their own
babies. We’ve been sold a bill of goods that
choice is an inalienable right.” D. Durband, (2005, April
10), Actress/Model Jennifer O'Neill’s Message to Arizona Women: Making
Abortion Unthinkable, The Arizona Conservative. Get “In the Know”:

Questions  About Pregnancy, Contraception and Abortion. Alan
Guttmacher Institute.

78. Prior to her conversion to the pro-life posi-
tion, Norma “Jane Roe” McCorvey worked at
abortion clinics. She described the typical clinic as
having plaster and light fixtures falling from the
ceiling, rat droppings in the sinks, backed up
sinks and blood splattered on the walls. Worst of
all were the dead baby parts room where dis-
membered fetuses were stacked up for a week at
a time, and the rooms were never cleaned up.
Sanitary conditions were so bad that one abor-
tionist worked shirtless and shoeless. Neither the
procedures nor the risks were ever explained to
the women. She said, “Veterinary clinics | have
seen are cleaner and more regulated than the
abortion clinics | worked in.” Affidavit of Norma McCorvey

to the United States District Court for the Northern District of Texas, Dallas
Division, June 17, 2003. The Smoking Gun. S. Ertelt, McCorvey Asks Court

to Overturn Roe Case, Life

79. In an interview, Norma McCorvey - the “Jane
Roe” of the Roe v. Wade court decision which
legalized abortion in the U.S., said: “I don’t think
there is a good reason for an abortion, but [the
doctor] made me really realize that it was just a
racket. You know, he was just doing it for the
money. He didn’t care about the women, he did-
n't care if they got their two-week checkups. You
know, he didn’t care if they had their medications.
You know, | mean he never told them you know,
like when you have to get this, and this and this.
And it's essential that you take it. He didn’t care.”

An Inferview with Norma McCorvey, the “Roe” of Roe vs. Wade. Priests for
Life.

80. “Most women have deeply conflicted feelings
about their past abortions. Later pregnancies may
arouse or aggravate unsettled emotions. Some
women will experience increased anxiety, per-
haps about the health of their unborn baby.
Others are so awed by the life within them that
they begin to question their past choice and feel
drowned in self-blame. Still others may find that
they have a lot of unmourned grief related to a
past abortion that is interfering with their ability
to enjoy and bond with their new baby. Whatever
the individual experience, it is clear that pregnant
women with a history of abortion are at greater
risk of trying to suppress their turbulent emotions
by relying on more alcohol, cigarettes, or illegal

drugs.” Another Study Finds Higher Substance Use Rates Among
Women After Abortion. Physicians for Life.

81. Former abortion clinic owner Carol Everett
said, “[W]e were seeing a tremendous amount of
complications. Yes, we had a death. A 32-year-old
woman with a 17-year-old son and a 2-year-old
son. Never made the papers. Her boyfriend felt
guilty for his part in the abortion and he didn’t
want to deal with it. Her family thought, yes, she
had probably had an abortion, but they didn’t
want to deal with it. It never came out. No law-

suit.” C. Everett, Former Abortion Provider and Clinic Owner.”
Vanderbilt University Students for Life.

82. Carol Everett, former owner of an abortion
clinic, said: “I've never been able to come up with
the words to describe the abortion procedure.
There are no words to describe how bad it really
is. It kills the baby. I've seen sonograms with the
baby pulling away from the instruments that are
introduced into the vagina. And I've seen D&Es
through 32 weeks done without the mother being
put to sleep. Yes, they are very painful to the
baby. But, yes they are very, very painful to the
woman. I've seen six people hold a woman on the

table while they did the abortion.” C. Everett, Former
Abortion Provider and Clinic Owner. Vanderbilt University Students for Life.
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83. A 15-year-old who had an abortion in

Portland won a settlement after suing the clinic
for failing to warn her of the link between abor-
tion and breast cancer. She had a family history of
breast cancer and indicated a history of cancer on

the clinic intake forms. J. Price, Woman settles with clinic in suit

over abortion risks. Washington Times. (2005, January 27).

84. “[A]s more and more data came into our
office, we began to see that rape and sexual
assault in abortion clinics is not uncommon at all.
What is really alarming is that we have probably
uncovered no more than a tiny fraction of the total
number of these instances. A recent government
study estimated that at least 84 percent of all
rapes go unreported. However, since women who
are assaulted by abortionists have additional
issues to deal with that other rape victims do not,
it is reasonable to believe that the percentage of
unreported rapes is even higher for them. ... [I]t
would be hard to argue that there is any business
establishment in America in which a woman is
more likely to be raped than in an abortion clin-
ic.” The Crutcher book chronicles several rapes
and sexual assaults by abortionists on both
patients and non-patients, one as young as age

five. M. Crutcher, Lime 5: Exploited by Choice (Denton, Texas: Life
Dynamics, 1996), p. 83-84, 103.

85. An Australian girl was born with cerebral
palsy as a result of the uterine rupture her moth-
er sustained previously during an abortion. She is
confined to a wheelchair and cannot speak. The
girl’s family sued her mother’s obstetrician,
claiming he miscalculated her expected due date.
As a result, the family claimed its daughter was
born between two-and-a-half and six weeks late,
causing the placenta to deteriorate, a condition
known as “placental insufficiency.” A court stated
that the after-effect of the mother’s abortion was

a more likely cause of the brain damage. m.
Gallagher, (2004, April 10). Australian Cerebral Palsy Lawsuit Touches on
How Abortion Hurts Women. Life News.

86. A New York abortion doctor had his medical
license suspended in 1991 for his negligence and
incompetence in a series of abortions. An 18-
year-old woman died of a “hemorrhage due to

incomplete abortion,” a 36-year-old woman had
an emergency hysterectomy after suffering a lac-
erated uterus and a portion of an 18-year-old
woman'’s bowel was delivered through her cervix,
a court record stated. His license was revoked for
“’negligent treatment of five patients’”’ from 1983-

1990 and poor record keeping. Actual Cases of Physical
Damage from Legal Abortion. (2004, March 24). Physicians for Life.

87. A 39-year-old woman in Phoenix, Arizona
was hospitalized with complications from an
abortion and had an emergency hysterectomy at
St. Luke’s Medical Center. Actual Cases of Physical Damage
from Legal Abortion. Physicians for Life. Christina Leonard and Jodie

Snyder, “Another Botched abortion victim in Arizona,” Arizona Republic, 6
February 2001.

88. In September 2004, an ambulance transport-
ed a woman “visibly writhing in pain” from a
Kansas abortionist’s clinic to Wesley Medical
Center. In January 2005, the same doctor botched
another abortion and an unconscious woman had
to be transported from his abortion clinic to
Wesley Hospital where she was admitted in seri-
ous condition. Abortion practitioners frequently
use private vehicles or taxis to transport injured

women to the hospital. S. Erelt, (2005, January 13). Woman
Rushed to Hospital After Botched Abortion in Kansas. LifeNews.

89. A cCalifornia abortionist went on trial for a

second-degree murder charge in the abortion
death of a 27-year-old woman at an abortion
clinic in Moreno Valley. The doctor was placed on
medical probation in 1996 because of problems
with other abortions, including perforations of the
uterus. Actual Cases of Physical Damage from Legal Abortion.
Physicians for Life.

90. At a 2001 pro-life rally in Arizona, a post-
abortive woman explained the circumstances of
her abortion: “I had my abortion in 1974. When |
went, | don’t remember anyone counseling me or
asking me about my decision. | don’t remember
anyone explaining to me what was about to hap-
pen. My recovery was very bad; | had a lot of pain
and bleeding. | was hallucinating; regret was
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immediate. | wanted to die, and in a way | had. |
exercised my right to choose, and | chose a dead
baby. Now I get to live with that secret. | ended up
in an abusive marriage. | tried drinking and
drugs to numb the pain. I cried a lot, | was angry.
My life had no value, no worth. Silence and secre-
cy kept me bound in shame for 25 years. Abortion

hurts.” D. Durband, (2004), Arizona’s Women Deserve Better than
Abortion. The Arizona Conservative.

91. At an international population conference, a
World Health Organization (WHO) official — Dr.
Gunta Lazdane, the European regional adviser to
WHO on reproductive health and research —
admitted that legal abortions are not safe for
women: “Up to 20 percent of maternal deaths are
due to abortion; even in those situations where
abortion is legal there is a question whether ‘safe’
abortion is safe.” Lazdane’s statement is con-
trary to the WHO'’s regular claim that legal abor-
tion is safe, and only illegal abortions are unsafe.
(2004, May), LifeNews Pro-Life Report #3266.

92. “A pregnant woman should never have sur-
gery, let alone major abdominal surgery like
abortion. Her blood coagulation factors are
extremely vulnerable, and she can easily bleed to
death. Shock, coma and death can happen within
a few minutes after the onset of hemorrhaging,
yet clinics can’t be equipped for emergency blood
transfusions.” Abortion suction machines can
damage a woman'’s uterus and cause blood poi-
soning by sucking in fecal material from the intes-
tines. Blood poisoning can also occur when abor-
tions are incomplete. “Cadaver parts remain
inside the mother’'s womb and general blood poi-
soning [septicemia] sets in. That's often fatal.”
E.Schuster, (2001, August). Report Newsmagazine. Pro-Life Infonet.
Abortion More Dangerous Than Pro-Abortionists Claim. Physicians for Life.

93. “In light of the evidence, it is hard to see how
abortion has served to empower women. It has
not made them richer, or happier, or more suc-
cessful. Indeed, it has served mainly to achieve all
of the opposite effects. ... Abortion does not free
women. It simply enslaves them in a new way.” T
Strahan, “Women Increasingly Receive Public Assistance as Abortion is
Repeated,” Association for Inter-disciplinary Research in Values and Social
Change Newsletter, 4(2) (1991): 3-7. The Storer Foundation.

94. Many women have reported abuses suffered
in abortion clinics. One woman was held prisoner
for three days in the home of a clinic employee.
Among the other complaints of abuses were: sex-
uval molestation, crude and insulting remarks,
ridicule and degradation, being bound during the
abortion, being physically roughed up, physician
operating under the influence of alcohol, inten-
tionally inflicting pain or performing abortion
without anesthesia. M. Cruicher, Lime 5: Exploited by Choice
(Denton, Texas: Life Dynamics, 1996), pp. 208-209.

95. A 22-year-old post-abortive woman had her
arm amputated because, according to the abor-
tionist’s own admission, he might have misinject-
ed drugs during the abortion. M. Cruicher, Lime 5:
Exploited by Choice (Denton, Texas: Life Dynamics, 1996) p. 71. Houston
Chronicle, 18 July 1985.

96. A New Jersey woman experienced a “psy-
chotic episode” the day after her abortion which
resulted in the beating death of her 3-year-old
son, Shawn. She told the court psychiatrist that
she “knew that abortion was wrong” and “I
should be punished for the abortion.” The psychi-
atrist who was the prosecution’s expert witness
testified that the killing was clearly related to the
mother’s psychological reaction to her abortion.
Unfortunately, the victim of her rage and self-
hatred was her own son Shawn. D. Reardon, Aborted
Women, Silent No More (Chicago, Loyola University Press, 1987) 129-
130.

97. A woman'’s first flashback hit her violently
when she had her first ultrasound while pregnant
with a “wanted” child. As time went on, she would
get frequent intrusive thoughts concerning her
abortion when looking at the faces of her babies.
She also began to experience habitual, obsessive
and scary thoughts about hurting her children.
She imagined stabbing her children with a knife
one by one, suffocating them with pillows and
sirangling them. T. Karminski Burke and D. Reardon, Abortion
Trauma and Child Abuse. Theresa Karminski Burke, “Forbidden Grief: The
Unspoken Pain of Abortion,” (Acorn Books: Springfield, Ill., June, 2002).
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98. A 25-year longitudinal study produced evi-
dence that in young women exposure to abortion
was associated with a detectable increase in risks
of concurrent and subsequent mental health
problems. Young women reporting abortions had
elevated rates of mental health problems when
compared with those becoming pregnant without
abortion and those not becoming pregnant. D.
Ferguson, L. Horwood, and E. Ridder, “Abortion in Young Women and
Subsequent Mental Health,” Journal of Child Psychology and Psychiatry
47(1) (2006): 16-24.

99. About 20,000 women’s deaths annually in
India are believed to be related to abortion. H.
Johnston, R. Ved, N. Lyall, and K. Agarwal, (2003). “Where Do Rural
Women Obtain Postabortion Care? The Case of Uttar Pradesh, India.”
Alan Guttacher Institute. Volume 29, Number 4, December 2003.

100. A survey of Chinese women who had expe-
rienced abortion portrayed it as “always a bitter
experience for a woman,” and “so bitter that no
words can describe it.” Chinese women viewed
abortion as bitter, astringent, painful and agoniz-
ing. It was viewed as more than physically
painful, as something that affects emotional or
spiritual well-being. The sources of bitterness
included immediate physical pain, various anxi-
eties, long-term emotional distress, perceived
negative impacts over general health and the
productive capacity, the feeling of the aborted
fetus as a child, being forced to abort because of
the government’s one-child policy, incompetence
of the abortionists, bad relationships with men
and abortion as a reminder of the miserable fate
of women. Chinese women indicated they feel
powerless. N.ing-Bao, “Behind the Silence: Chinese Voices on
Abortion,” (Rowman & Littlefield Publishers, Inc.: Lanham, 2005), pp. 160-
161.

Abortion Deaths
FACTS/RESEARCH

101. The Centers for Disease Control and
Prevention reported the following abortion-relat-
ed death totals:

Year Abortion Deaths
1974-76 66
1977-79 48

1980-82 28

1983-85 34
1986-88 34
1989-91 28

102. The World Health Organization estimates
that 68,000 women die per year from complica-
tions from “unsafe” abortions. “Unsafe Abortion.” Global
and regional estimates of the incidence of unsafe abortion and associated

mortality in 2000. World Health Organization. (2004).

103. A survey revealed that 28.2 percent of post-
abortive women had attempted suicide and near-
ly half of those had attempted suicide two or more
times. D. Reardon, (1994). Psychological Reactions Reported after
Abortion. The Post-Abortion Review, 2(3):4-8, Fall 1994.

104. Women who carried to term had a sig-
nificantly lower death rate than non-pregnant
women. Pregnancy contributes to a “healthy
pregnant women effect.” M. Gissler, C. Berg, and M.H.
Bouvier-Colle, “Pregnancy-Associated Mortality — after  Birth,
Spontaneous Abortion or Induced Abortion in Finland, 1987-2000,”
American Journal of Obstetrics & Gynecology 190 (2004): 422.

105. A study in Finland found that the mortality
rate associated with abortion is 2.95 times higher
than that associated with pregnancies carried to
term. The study included the entire population of
women ages 15-49, for the time period of 1987-
2000. The researchers linked birth and abortion
records to death certificates. The annual death
rate of women who had abortions in the previous
year was 46 percent higher than that of non-
pregnant women. As cited by: Death Rate by Abortion Is 2.95
Higher Than Death Rate by Childbirth. Physicians for Life. M. Gissler, C.
Berg, and M.H. Bouvier-Colle, “Pregnancy-Associated Mortality after Birth,
Spontaneous Abortion or Induced Abortion in Finland, 1987-2000,”
American Journal of Obstetrics & Gynecology 190 (2004): 422

106. A report from the National Institutes of
Health finds that not only are girls and young
women more likely to think about committing sui-
cide, they’re much more likely to follow through.
Abortion is partly to blame for the increase. B.
Waring. Brent Shares Research on Adolescent Suicide, NIH Record,
National Institutes of Health. (2006, March 24). S. Ertelt, (2004, March 2).
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Abortion Contributes to Increased Suicide Rates Among Young Women.
LifeNews.

107. Women who had abortions were seven
times more likely to commit suicide than women
who gave birth. D. Reardon, P Ney, F Scheuren, J. Cougle, P
Coleman, and T. Strahan, “Deaths Associated With Pregnancy Outcome: A
Record Linkage Study of Low Income Women,” Southern Medical Journal
95 (2002, August): 834-841.

108. A record-based study compared deaths fol-
lowing abortion and childbirth-linked Medicaid
records for 173,279 California women who had
state-funded abortions or deliveries in 1989 to
death certificates from 1989 to 1997. Projected to
the national population of women having abor-
tions, the California findings would suggest
between 2,132 and 7,036 excess deaths per year
among women with a history of abortion. This
would project to 60,000 to 210,000 excess deaths
over a course of 30 years. This is a conservative
estimate since relative risk identified in the study
is most likely much lower than the “true” rate due
to lack of complete obstetric history and the sub-
sequent misclassification of women with a history
of abortion as having had no history of abortion.
This misclassification would tend to dilute the rel-
ative risk and thereby bias these calculations
toward a low estimate. This estimate assumes 1.4
million women having abortions each year and
applies the low and high odds ratios determined
by the 95 percent confidence interval for aborting
women compared to delivering women who had a
base rate of 507.7 deaths per 100,000 for all
causes of death over an eight-year follow up peri-
od. D. Reardon; T. Strahan; J. Thorp; M. Shuping. Deaths Associated
with Abortion Compared to Childbirth — Review of Data & Implications.
Journal of Contemporary Health and Law Policy 2004; 20(2):279-327.

109. A 15-year study of nearly one million
women showed that the number of children a
woman has is strongly and inversely related to
the relative risk of suicide. Research has also
shown that a greater sense of family obligations
and a fear of hurting one’s children are associat-
ed with fewer suvicide attempts and suicidal
thoughts. In a study of women with a prior histo-
ry of psychiatric problems, none of those who car-
ried babies to term subsequently committed sui-
cide over an 8-13-year follow-up, while five per-

cent of those who aborted subsequently commit-
ted suvicide. These findings suggest that for
women with prior psychological problems, child-
birth is likely to reduce the risk of subsequent sui-
cide attempts. G.Hoyer and E.Lund, “Suicide among women relat-
ed to number of children in marriage,” Archives of General Psychiatry 50(2)
(February 1993): 134-7. M.Linehan, J.Goodstein, S.Nielsen, and J.Chiles,
“Reasons for staying alive when you are thinking about killing yourself: The
reasons for living inventory,” Journal of Counseling Clinical Psychology
51(2) (1993): 276-286. B. .Jansson, “Mental disorders after abortion,”
Acta Psychiatrica Scandinavica 41(1) (1965): 87-110.

110. Teens are generally at higher risk for both
suicide and abortion. In a survey of teen-aged
girls, researchers at the University of Minnesota
found that the rate of attempted suicide in the six
months prior to the study increased 10-fold —
from 0.4 percent for girls who had not aborted
during that time period to 4 percent for teens who
had aborted in the previous six months. B.Garfinkle,
H.Hoberman, J.Parsons and J.Walker, Stress, Depression and Suicide: A
Study of Adolescents in Minnesota (Minneapolis: University of Minnesota
Extension Service, 1986). “Abortion Is Four Times Deadlier Than
Childbirth,” Life Issues.

111. A study found that teenage girls who have
had abortions are more likely to commit suicide
on or near the anniversary of their abortions than
at any other time. C.Tischler, “Adolescent suicide attempts follow-
ing elective abortion,” Pediatrics 68(5) (1981): 670-671.

STATEMENTS & REPORTS

112. A doctor was sentenced in 1995 to serve a
25-year-to-life term for his role in the death of a
33-year-old mother of four, who bled to death
from a three-inch tear in her uterus in 1993.
Associated Press, 23 March 2001. Actual Cases of Physical Damage from
Legal Abortion. Physicians for Life.

113. A 21-year-old Ohio woman died after an
abortion at the Dayton Women’s Services abor-
tion facility. (2000, October 22). Actual Cases of Physical Damage
from Legal Abortion. Physicians for Life.

114. An abortionist was convicted of manslaugh-
ter for botching the legal abortion of a 33-year-
old who died in 1998 at the A-Z Women’s Center
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in Phoenix, Arizona. The woman hemorrhaged to
death, becoming the second woman in three
years to die at this doctor’s hands. The doctor had
previously been censured for the first death. The
clinic administrator refused to call 911 for four
hours while the woman lie bleeding to death in
the clinic. The owner/abortionist of the Women’s A
to Z Center had previously been investigated for
the deaths of two women, one only 15-years-old.
(2000, October 22). Actual Cases of Physical Damage from Legal
Abortion. Physicians for Life.

115. In the year 2000, 11 American women died
as a result of complications from known legal
induced abortion. No deaths were associated with
known illegal abortion. L. Strauss, J. Herndon, J. Chang, W.
Parker, S. Bowens, S. Zane, and C. Berg, “Abortion Surveillance — United
States, 2001,” Division of Reproductive Health National Center for Chronic
Disease Prevention and Health Promotion.

116. A Florida woman had both her legs ampu-
tated to stop gangrene related to her botched
abortion. She died soon after. Actual Cases of Physical
Damage from Legal Abortion. Physicians for Life.

117. An Alabama mother of five was killed by an
abortionist who knew before the legal abortion
that she was at risk because of low hemoglobin
levels. T Wagner, (2001), Biskind trial shows abortion endangers
women. Miami Herald, 7 February 2001.

118. On March 3, 1984, a 16-year-old suffered a
deep laceration passing through the entire cervi-
cal wall, during an abortion. The abortionist then
left her alone to go and perform other abortions.
She eventually bled to death in the abortion clin-
ic. Daily Breeze, 2 March 1985. Los Angeles Herald-Examiner, 3 March
1985. Los Angeles County Coroner’s Report and Amended Coroner’s
Report No. 84-2948.

119. A 23-year-old woman died after brutal
treatment at an abortion clinic December 8, 1994.
The abortionist perforated her vuterus and
removed parts of her bowel. While she bled pro-
fusely, he called the hospital to ask for directions.
The hospital advised him to summon an ambu-
lance. The abortionist went on to perform addi-

tional abortions and a half hour went by before
an ambulance was summoned. Paramedics
arrived to find the woman in a pool of blood. The
attorney for the clinic stated, “We don’t believe
this [case] was below the standard of care, nor do
we believe it is malpractice.” The same abortion-
ist had lost his state license in 1992 and had
served eight months in prison for 17 felony
counts, including forging prescriptions, grand
theft, Medi-Cal fraud, aiding in furnishing of a
dangerous drug without a prescription, assisting
in unlicensed practice of medicine and aiding
abetting unlawful prescription of a controlled
substance. San Diego Union-Tribune, 13 December 1994. South Bay
Judicial District, California Superior Court Case No. S6003494. San Diego
County Superior Court Case No. 661720. San Diego County Court Case
No. 643695. Los Angeles County Superior Court Case No. SEC 76210.

120. A 32-year-old woman in Maryland went
into cardiac arrest during an abortion, and when
paramedics arrived, they discovered that clinic
personnel had tried to revive her with the incor-
rect medicine. Paramedics also found that an oxy-
gen mask had been placed upside-down on the
woman. There was no anesthesiologist present to
administer the drug or monitor the woman’s vital
signs. Emergency equipment had not been made
immediately available by the clinic. The women
spent four months in a coma, she suffered exten-
sive brain damage and was rendered almost
completely paralyzed. In 1989, another woman
undergoing an abortion at the same clinic also
went into cardiac arrest and died a few days later.
The same clinic failed on three occasions to com-
plete an abortion for a 15-year-old girl, while
managing to perforate her uterus. The adminis-
trator of the clinic did not meet qualifications to
manage the facility, and she had operated anoth-
er abortion clinic previously which had submitted
false billings to Medicaid and had been closed
down. R. Hill, “Abortion clinic scrutinized after two cases end badly:
patient who was left paralyzed files suit,” Washington Post, 13 August
1990, A1, Aé.

121. In addition to causing death in some
instances, abortions resulted in perforated uterus,
hemorrhaging, pelvic infection, endometritis,
infections, cervix injuries, fever and other serious
complications. Many patients required treatment
after their abortions. Complication rates were 3-4
times higher during second-trimester abortion,
compared to first-trimester abortion. C. Tietze and S.
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Lewis, “Joint Program for the Study of Abortion,” (JPSA): Early Medical
Complications of Legal Abortion,” Studies in Family Planning 3(6), June
1972.

Abortion and RU-486

FACTS/RESEARCH

122. RU-486 is identified by the names Mifeprex,
Mifepristone, Mifeprez, Early Option, Cytotec and
the generic name of Misoprostol. Did You Know:
Questions and Interesting Facts. The Answer Center for Women.

STATEMENTS & REPORTS

123. “That it has a stand-alone failure rate of
between 15 and 41 percent - and yet is still taken
seriously - is a marvel of modern medicine.” One
out of every 20 RU-486 abortions fail, compared
to one in 200 surgical abortions needing to be
repeated. American Druggist, August 1991. G. Grant, Grand
lllusions: The Legacy of Planned Parenthood (Nashville, Tenn.: Cumberland
House Publishing, 1998), p. 93. Chemical Abortion — RU486. Life
Resource Network, p. 1.

124. “FDA [U.S. Food and Drug Administration]
ALERT- [07/2005] FDA is aware of four women in
the United States who died from sepsis (severe ill-
ness caused by infection of the bloodstream) after
medical abortion with Mifeprex and misoprostol.
Sepsis is a known risk related to any type of abor-
tion. The symptoms in these cases were not the
usual symptoms of sepsis. We do not know
whether using Mifeprex or misoprostol caused
these deaths. Patients should contact a healthcare
professional right away if they have taken these
medicines and develop stomach pain or discom-
fort, or have weakness, nausea, vomiting or diar-
rhea with or without fever, more than 24 hours
after taking misoprostol. These symptoms, even
without a fever, may indicate sepsis. Make sure
your healthcare practitioner knows you are
undergoing a medical abortion.” Women are
advised not to buy Mifeprex over the Internet
because they will bypass important safeguards
designed to protect their health. (2006, April 10). Mifeprex
(mifepristone) Information, U.S. Food and Drug Administration.

125. “There are no quick fixes or magical pills to
make an unplanned pregnancy go away. My fam-
ily, friends and community were deeply saddened

and are forever marred by Holly’s preventable
and tragic death. It is my vibrant memory of Holly
and her premature death that have inspired me
to make the public aware of the serious and lethal
effects of the RU-486 regimen.” Testimony by Monty
Patterson to United States House of Representatives’ Subcommittee on
Criminal Justice, Drug Policy & Human Resources Hearing entitled “RU-
486 — Demonstrating a Low Standard for Women’s Healthe” May17,
2006. Patterson’s daughter Holly died from an infection brought on by the
Mifeprex abortion drug in September 2003. Her death came one week
after taking the RU-486 abortion pill. S. Ertelt, (2005, July 19). Abortion
Drug Has Likely Killed More Women, Teen’s Father Says. LifeNews.

126. The United States Food and Drug
Administration acknowledged the deaths of eight
women associated with the drug RU-486, nine
life-threatening incidents, 232 hospitalizations,
116 blood transfusions and 88 cases of infection.
These and other cases have added up to a total of
950 adverse event reports, as of March 31, 2006.
The eight reported deaths in the United States fol-
lowing the use of RU-486 suggests that RU-486
may be almost 14 times more dangerous as sur-
gical abortion for the time period during which it
is administered.
Subcommittee on Criminal Justice, Drug Policy & Human Resources

United States House of Representatives’

Hearing entitled “RU-486 — Demonstrating a Low Standard for Women's
Health?” May17, 2006.

127. Researchers in France developed mifepris-
tone, commonly used in RU-486 abortions, in
1980. Three years later, the U.S. Food and Drug
Administration (FDA) granted a testing permit to
the Population Council to conduct trials of mifepri-
stone as an early abortion method. In 1988, RU-
486 was approved in France, under pressure from
the health minister. On his third day in office,
American President Bill Clinton in 1993 lifted a
ban that had prevented women from importing
RU-486 for personal use. In the mid-1990’s, a
French company gave the Population Council U.S.
patent rights for RU-486 and clinical trials began.
On Sept. 28, 2000, the FDA approved RU-486 as a
method of early medical abortion. J. Noe and S. Grove,
(2000), November 13). RU-486: The Abortion Pill, Goshen College.
United States House of Representatives” Subcommittee on Criminal Justice,
Drug Policy & Human Resources Hearing entitled “RU-486 -
Demonstrating a Low Standard for Women's Health2” May17, 2006.
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128. Italy’s Health Minister suspended Italy’s
experimental trials of the dangerous RU-486
abortion drug in 2005. The suspension resulted
after a hospital in Turin began testing the contro-
versial drug. He made the decision to halt the tri-
als because reports had surfaced showing one in
20 women taking the abortion drugs were having
partial abortions at home followed by excessive
bleeding. He said the health risks combined with
the illegality of abortions not being performed in
a hospital prompted him to shut down the exper-
iment. S. Erelt, (2005, September 23). ltaly Health Minister Stops RU
486 Abortion Drug Trials After Problems, LifeNews.

129. Since Mifeprex has been available in the
U.S., more than 460,000 American women have
chosen it for early abortion. During that time peri-
od, the manufacturer, Danco, has received
reports of five deaths from serious bacterial infec-
tion and sepsis following treatment with Mifeprex
and misoprostol. “All of these cases had atypical
presentations of infection, and in the first three
cases, the bacteria were identified as a very rare
anaerobic, gram-positive, spore forming species
known as Clostridium sordellii,” said Richard
Hausknecht, M.D., medical director, Danco Labs.
One of these cases occurred during a clinical trial
in Canada in 2001. The other four cases were
reported from California - two in late 2003, one in
early 2004, and a recent one in mid-2005. No
causal relationship between these events and the
use of Mifeprex and misoprostol has been estab-
lished. Childbirth, menstruation and abortion,
whether spontaneous, surgical or medical, all cre-
ate conditions that can result in serious and
sometimes fatal infection, and there is no evi-
dence that Mifeprex and misoprostol present a
special risk of infection. (2005, July 18). Danco Laboratories
announced today that it is modifying the labeling for Mifeprex® to include
updated safety information. Danco Laboratories.

130. The most frequent Adverse Event Reports
related to RU-486 in a study were hemorrhage
(one fatality, 42 life threatening, 168 serious
cases, 68 blood transfusions); infections (three
fatal cases of septic shock and four life threaten-
ing), including 43 cases requiring parenteral
antibiotics; surgical interventions (513); ectopic
pregnancies (11 ruptured). The most common
fatal adverse event is sepsis. The U.S. clinical trial
demonstrated a failure rate of eight percent at 49

days or less from last menstrual period (LMP), 17
percent at 50-56 days from LMP and 23 percent at
57-63 days from LMP, as established by sono-
graphic criteria. Clinics regularly advertise
mifepristone use up to 63 days from LMP. M. Gary and
D. Harrison, Analysis of Severe Adv