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 Introduction

In this booklet, I examine the psychological consequences of induced abortion.  First, I describe what I mean by Post-Abortion Trauma and then I discuss some of the most recent research in this area.  I hope that this work will help people to reach out to those who have been hurt by abortion, and it is only appropriate for me to dedicate it to all who have shared their abortion experiences with me and have taught me so much about the subject.

What is Post-Abortion Trauma?

At the age of twenty a certain woman had an abortion.  Since she believed that it had been the right choice, she succeeded in forgetting about it for a few years.  Then, after the birth of a son, she started to feel distressed.  She began to suffer nightmares and to re-experience the abortion event via intrusive memories.  She felt guilty and wanted to grieve over the loss of her unborn child.  She had developed Post-Abortion Trauma (PAT), which some psychologists regard as a form of Post-Traumatic Stress Disorder – the stressful event being an induced abortion.


Post-Traumatic Stress Disorder has become familiar to us thanks to events like a tsunami, severe earthquakes and, of course, the tragic catastrophe of war.  There is, first, a major stressful event – a violent occurrence outside the normal human experience.  There may then be a latency period during which the person appears to cope well.  This is followed by a number of symptoms: intrusive memories or flashbacks of the violent event, vivid nightmares, repeated re-living of the experience, a persistent sense of numbness, sleep disturbance, anxiety, depression and suicidal feelings.  The victim may turn to alcohol or drugs to “cope” with these symptoms.


PAT may be described as the psychological consequence of repressed grief following an abortion.   First, the woman experiences the stressful event, that is, the abortion and all the emotional conflicts which may have occurred when the decision was made to go ahead with it.  Immediately after the abortion, she may experience a great sense of relief.  Then, after a period ranging from a few weeks to several years, she may develop recurrent, painful memories, repeated dreams and nightmares, or experience often frightening flashbacks when she feels that she is back on the procedure table, having the abortion.  She may undergo an ‘avoidance phenomenon’, that is, she may become less involved with former friends, and especially her spouse/partner and anyone who supported – let alone encouraged - her in her decision to have an abortion.  The commonest emotional responses include guilt (especially in the presence of pregnant women) and guilty feelings about being alive when her aborted child is not, shame, anger, sadness, distrust, uncontrollable weeping, recurrent dreams and sleep disturbances.  Not all women experience all of the symptoms.  Some may experience few. But most need to be able to grieve over their lost child.

Symptoms of PAT in more detail

Low self-esteem may be a symptom of PAT, but it may also be a root cause.  I know of women whose lack of self-worth convinced them that they were not capable of being good mothers and thus led them to have (perhaps repeated) abortions.


Guilt may be a healthy sign that a person is gaining insight into the significance of abortion.  It will be accompanied by anger when the woman feels that the decision to abort was left to, that is, made by, other people.


Guilt may be the beginning of healing, so those who campaign for guilt-free abortion are attempting to rob human beings of their very humanity. A woman who comes to a clinic for, say, her fourth abortion and shows no remorse has become systematically de-sensitised.  In a certain sense, her plight is more tragic than that of a woman grieving after abortion.


Depression is, of course, a very common psychological condition and has many causes.  It was almost by chance that I discovered a small but significant number of women who present with low mood, episodes of crying and sleep and appetite disturbances. They are really victims of PAT.  Unless the right question was asked, this fact might never be discovered. 

 In such cases, without post-abortion counselling, response to treatment is likely to be poor.

Suicidal thoughts are not uncommon and may be seen as an unhealthy attempt to atone for the destructive act of abortion.

Broken relationships are common following abortion.  This is because the father and/or mother may be silently grieving for the aborted child and because either parent may feel let down, manipulated, ignored, spurned - even disgusted - by the other.  The consequent breakdown in communication can easily lead to a breakdown in the relationship.

Anger is often directed at the father of the aborted child, at friends or other relatives who suggested the abortion, at doctors, even at God – for not stopping what happened. This is particularly common where the woman feels that she was coerced into doing something that, in her heart, she did not want.

Nightmares involving babies crying can be common.  One woman told me that she had recurrent dreams of thousands of babies screaming in agony.

Flashbacks may occur when the aborted woman later gives birth to a child.  The hospital environment reminds her of the abortion in a graphic way.  Some women have flashbacks when they pass any hospital or clinic where abortions are done.


Anniversaries – of the conception, the abortion and the projected date of birth –  can produce sudden low moods.  Women may be deeply distressed on those days and even secretly light little candles in atonement.


Alcohol abuse as a means of coping with the emotional pain of abortion is common, as are drug abuse, sexual promiscuity and other forms of addiction.


Sexual revulsion, phobias and compulsive disorders (such as excessive hand washing) and eating disorders (such as bulimia and anorexia) can also occur.


Quite often the woman simply feels numb – and unable to express her emotions.  This inability may
help to explain why some studies of post-abortion women report little evidence of anxiety or depression.  Such studies are deeply flawed.


American author John Dillon describes women who have abused the siblings of aborted children because they had become the focus of unresolved anger caused by abortion.
  Professor Ney has also demonstrated the close link between abortion and child abuse.


Survivor guilt is typical of all forms of Post-Traumatic Stress Disorder.  In PAT, as has been said, the woman feels guilty about being alive when her aborted child is not.

Defence Mechanisms

To cope with the emotional pain which accompanies abortion, the woman may develop a set of defence mechanisms, without which she is likely to be overwhelmed by grief.


For example, there is rationalization: “We couldn’t afford to have another baby”.  How often is this really true?  And then the woman tells her doctor that she could not consider adoption because “I wouldn’t want to lose the baby.”  She may use this to cope for a considerable time after the abortion.


Secondly, suppression: the woman involves herself in endless activities and may even join a pro-abortion organisation.

Thirdly, repression: the woman is unaware of any negative feelings towards the abortion and may even feel good because she has coped so well.  This is very common.


Fourthly, compensation: the woman becomes pregnant soon after the abortion.  This child becomes a substitute for the aborted sibling, an “atonement baby” – towards whom the mother often becomes excessively protective.


Fifthly, and quite commonly, denial: the woman effectively shuts out the abortion from her consciousness.  This is a powerful defence mechanism which helps her to deny any responsibility for her actions.  A period of five to ten years of denial following abortion is common.  I have even come across women who went into denial the moment they became pregnant and women who have had two or three abortions and deny ever having been pregnant.

Evidence from Research

Standard psychiatric textbooks quote a figure of twenty-five per cent for women who experience guilt feelings and depression following abortion and confirm much that has been written above.


Thus in a textbook of psychiatry entitled  Motherhood and Mental Health   Professor Ian Brockington writes: “self-reproach over the ‘murder’ of the baby is common.  Some mothers feel like criminals and brood over the dead foetus.  Some find it hard to look at small babies and burst into tears when they see babies or abortion is mentioned.  A woman had to rush out of the cinema when small children appeared on the screen.  There have been isolated cases of obsessional compulsive neuroses following termination.  A woman who caught sight of her foetus started handwashing thirty or forty times a day.  Emotional crises at the approximate date of delivery of the aborted infant have been described.  One adolescent sat in the cemetery all that day.  Others have marked the occasion with a suicide attempt.  Guilt may be a factor in precipitating an early further pregnancy: one study found that fourteen out of a hundred women became pregnant again, wishing for an atonement child.  Remorse over a termination is also given as a reason for surrogate motherhood.”


In her book Abortion and Afterwards  psychologist Vanessa Davies writes: “After my abortion I became destructive and emotionally unstable, moody, tearful, lethargic.  I was unable to forget or come to terms with what had happened.  I needed to talk, to hear other women’s experiences, to know why they had chosen abortion and how they coped.  I discovered it was a taboo subject… There are themes common to women who experienced abortion – depression, guilt, anger, sadness … the duration and intensity of these feelings varies between individuals and how we cope with them is a personal process.”


She then quotes various symptoms which women have reported to her.  For example:

1. .Numbness:  “I did not feel anything.  I was emotionally empty and numb.”

2.  Sadness:  “I feel sad when I think about the life I had inside me.  It was a symbol of everything I cannot have.”

3.  Depression:   “I have steadily become unsociable, unable to mix, especially with women due to, I think, a low opinion of myself.”

4.  Anger:  “I felt so angry – angry for taking contraception that failed, angry at being caught out, for being a woman and angry at having to make the final decision.”

5.  Guilt:  “My only thought on leaving hospital was ‘what have I done?’  I felt so much to blame.” 


Then there is the question of abortion and suicide.  The classic work on the link between these two is by Gissler, a Finnish medical statistician.  His studies show that suicide rates after abortion are three times the general suicide rate and six times that of women who go to term.  Women who give birth may develop typically short-term psychiatric complications, but this rarely translates into suicide.


The pro-abortion lobby often points out that, apart from Gissler’s work, many of the accounts of post-abortion trauma are anecdotal, that is, personal, individual stories.  That is true.  But this does not mean that they are valueless – nor, of course, that they are untrue.  But it does raise the question of whether they are typical.


So we must ask: is PAT not merely a serious mental disease but also a common one?


The answer to this question was given in a frequently quoted study by Zolese and Blacker in 1992.
  Summarising previous research, they concluded that a “marked, severe or persistent psychiatric illness” exists in an average of ten percent of post-abortion women.  Their findings (which are likely to have been a serious under-estimate because the drop-out rate among psychiatric patients is often highest among those most in need of treatment) have never been challenged.


We must conclude, therefore, that PAT is a major women’s disease that is both serious and (alas) common.

Hard Cases

In order to make abortion socially acceptable, pro-abortionists tend to focus on the so-called “hard” cases, that is, where there are serious medical reasons, where the child is “handicapped”, following rape and for very young mothers.  These account for well below five per cent of all abortions in Britain.


Thanks to advances in obstetric care, abortion for medical reasons is passing into history. As for the woman who finds herself pregnant following rape, it is important to realise that rape victims frequently suffer nightmares, flashbacks and other symptoms of Post-Traumatic Stress Disorder.  As with the woman who has had an abortion, she is likely to suffer from feelings of guilt and of having lost control.  To suffer the trauma of abortion following the trauma of rape is likely to increase her distress.  And as I will show later, there is no clinical evidence that abortion reduces mental health risks.  Hence the psychological distress resulting from rape is not well treated by abortion.


Women who have abortions for genetic reasons are at high risk of developing PAT.  This is because the child was (usually) wanted and the parents had been preparing themselves for the baby.  By the time the prenatal diagnosis has been made, a late abortion has to be performed and so the parents know that the child is very much alive and is being killed for eugenic reasons.  There will always be a haunting doubt about the accuracy of the diagnosis of the child’s abnormality and its severity (we sometimes read stories of children being born live and healthy who were misdiagnosed in the womb) and the parents will often have to live with a deep sense that they have selfishly betrayed a child whom they should have cherished.


There is an added risk that the doctor who first identified the abnormality and suggested abortion may have unduly influenced the parents’ decision.  Of course, nobody should pretend that bringing up a severely disabled child is easy. It is not.  But it has its special rewards for parents, siblings and often others, especially the knowledge that they have responded positively – that is, with love – to a severe challenge.


All abortion is negative, because it is destructive and defeatist.  It is never more negative and defeatist (and hence diminishing) than when it is done for eugenic reasons.  This is so not least because it is obviously bad medicine: for to kill unborn children suffering from, say, spina bifida, is to remove the incentive to find its cure. 


As for teenagers who have abortions, they are at special risk because they are in a critical period in their lives. They have an instinctive awareness that what is carried in the mother’s womb is precious and not merely the “products of conception”.  Girls who come from an emotionally deprived background may deliberately become pregnant in order to feel needed by someone.  Having an abortion is likely to reinforce their lack of self-worth.  They will have been deprived of their search for love and fulfilment.  As the psychiatrist Conrad Baars suggests: “Abortion for these already deprived girls constitutes psychic murder and unless they are fortunate to be helped by affirming persons, they will become victims of malignant depression.”


In his book Adolescence  psychiatrist Derek Miller writes: “After abortion, an adolescent girl often appears to show no psychological effects other than relief.  However, they later report episodes of depression.  The clinical evidence is that many insecure girls attempt to become pregnant again at this time – partly to reassure themselves that they have not been damaged and partly to replace the murdered infant.  If the parents have helped to arrange the abortion, she projects that feeling onto them, as well as onto the doctor who performed the abortion.”


Psychologist Terry Selby reports: “I have talked to many young girls who had an abortion because they couldn’t bear to hurt their parents.  But when they developed Post-Abortion Trauma, their destructive lifestyles hurt their parents much more.”
  Parents often push daughters into abortion and send them into a spiral of low self-esteem, mental pain, drug or alcohol abuse, sexual promiscuity and even self-harming and repeat abortions.


In short, abortion for the “hard cases” is contra-indicated from a psychological perspective.  Indeed, PAT is most likely to occur precisely in theses cases.

Treatment

It is encouraging that many major pro-life groups provide counselling for PAT.  I am convinced that, in nearly all cases, post-abortion counselling must be carried out by those who are pro-life and pro-woman.  Those who are pro-abortion are likely to feel that the woman is unnecessarily overwhelmed by grief.  Besides, there is evidence to suggest that women hurt by abortion are unlikely to return to abortion services for counselling.  How important it is to have a compassionate counsellor who does not pass judgment on the aborted woman.  How important it is to really listen to the aborted woman and allow her to grieve in her own time.  Forcefully breaking down her defences may lead to unbearable distress.


At first the woman may be in denial.  She may then enter a stage of bargaining, saying that she did not want to have an abortion but had to.  She is trying to determine whether having an abortion was the right thing to do or not in her particular circumstances.  

She may then experience anger - directed at herself and her spouse/partner - and depression, which is a natural consequence of anger directed at oneself.  There also needs to be a reconciliation with her aborted child and she may have to deal with the distress that her abortion caused other people.  The ultimate aim of the counselling is “resolution” and acceptance.


Grieving after abortion may prove difficult for several reasons.  First, there are no socially acceptable rituals associated with this form of bereavement - such as attending a funeral or visiting a grave.  Secondly, the object of her loss, her child, was never seen or named or made personal in any way.  Thirdly, grieving after abortion is frowned upon by society, the same society which claims to favour freedom of choice.    She is on her own and, rather than being allowed to grieve, is expected to “snap out of it” and, conveniently for everyone else around her, resume normal, daily life.

Healing

Counselling is a means to an end.  Distress is increased if the person who is suffering does not understand why she is suffering and so the counsellor must gently help her gain insight.  In other words, at some stage during the counselling, there must be an honest acceptance that a child has been killed.  For this to happen, the counsellor needs to be very understanding – so that the woman feels safe to express her deepest thoughts and emotions,


I have encountered some women who find it helpful to give the child a name and ask him or her for forgiveness.  This can help because of the major difference between Post-Traumatic Stress Disorder and PAT.  The person caught up in an earthquake knows that she was not its cause. Deep down, the woman suffering from PAT knows that she has done something wrong.  For such persons, asking forgiveness of the child may lead to the heart being opened up to deeper, spiritual healing.


In his encyclical Evangelium Vitae, Pope John Paul II addresses women who have had abortions with great love and compassion.  He writes (§99): “Try to understand what happened and face it honestly. Give yourself over with humility and trust to repentance.  The Father of mercies is ready to give you His forgiveness and His peace in the sacrament of reconciliation.”

Psychiatric Treatments

I believe that the majority of people with PAT can be successfully treated by counselling from those who are pro-woman and pro-life.  But a small number may develop significant psychiatric problems and need specialist help.  I give some true examples – but for the sake of medical confidentiality have modified some of the details.


A twenty-year-old student presents with severe depression.  She has had two abortions in four years.  She is unable to sleep at night, her appetite is poor and she is losing weight.  She has persistent suicidal thoughts.  She is too agitated to have counselling.  She requires urgent medical attention.


A thirty-five-year-old woman has been cutting her wrists.  She says that she hates herself and obtains relief after cutting.  The reason she gives is that, at the age of eighteen, she was coerced into an abortion by her boyfriend.  She subsequently became promiscuous and developed an eating disorder.  Cutting herself was a symbolic gesture of atonement for the destructive act of abortion. She has been cutting herself for many years.


A sixteen-year-old girl is seen after her tenth overdose.  She has been feeling angry and depressed following an abortion.  Her mother had more or less marched her to the clinic following an ultimatum: either she had an abortion or she would be thrown out.  She rightly feels that the decision had been taken away from her.  What “choice” did she have?


A fifty-year-old woman is admitted to hospital with severe depression.  She has distressed her husband by talking about the abortion she had thirty years previously.  She claims to hear the voice of her child accusing her of being a murderer.


A twenty-five-year-old man starts using hallucinogenic drugs in order, he says, to get in touch with his lost child.  His ex-girlfriend had gone ahead with an abortion against his wishes and the effect on him had been devastating.  From his drug-induced hallucinations he is convinced that the child is a boy. He has given him a name.  (He reminds us that men, since they are almost invariably excluded from the decision-making process, are at high risk of developing PAT).


The psychiatrist Julius Fogel offers the following remarkable verdict – remarkable because he is a keen pro-abortionist: “When a woman destroys a pregnancy, she destroys herself.  A psychological price is paid.  It may be alienation, it may be a pushing away from human warmth, perhaps a hardening of the maternal instinct.  Something happens on the deeper level of a woman’s consciousness when she destroys a pregnancy.”


Some years ago the actress Shelly Winters talked about her two abortions.  She said, “I would give up everything – my money, my academy awards – if only I could have those children now.”  Gloria Swanson begins and ends her autobiography with lamentations over her aborted child.  More recently other celebrities, including Sharon Osbourne and Nicole Appleton have spoken of their heartache after abortion. As a nation, we were profoundly moved when a young artist killed herself after aborting her twin babies. She wrote of how much she longed to be with them.

Research Problems

The evidence for PAT seems certain.  Pro-lifers are familiar with it, even some pro-abortion organisations accept that it exists and a number of psychiatrists and psychologists have described it even though they might not use the term PAT.


However, much of the medical Establishment, including the Royal College of Obstetricians and Gynaecologists, is dismissive of PAT.  They appeal in particular to  an influential paper entitled “ The Psychological Sequelae of Therapeutic Abortion – Denied and Completed” by Canadian psychiatrist Paul Dagg, published  in 1991.
  A meta-analysis, i.e.critical review, of some two hundred and fifty papers in learned journals from around the world, it appears to deny that PAT exists.  But this may be because of the following serious difficulties encountered by much post-abortion research.


First, psychiatrists tend to rate mostly severe psychiatric symptoms – but many women with PAT, as we have seen, tend to present with more subtle symptoms like distress, numbness, guilt and self-loathing.  These are seriously debilitating conditions, but are not always appreciated for what they are by professionals.


Secondly, many post-abortion studies, including several cited by Dagg, cover a small population (in some cases only a handful of cases) and may not be statistically significant.


Thirdly, many studies have high drop-out and attrition rates and may thus not include women most affected by PAT.


Fourthly, a number of women with PAT may be in denial and are likely to say that they have no problems.


Fifthly, and perhaps most importantly, women are often assessed a few days or weeks after abortion – and, as has been said, symptoms are likely to present months or years afterwards.   This is a serious flaw in Dagg’s analysis.  Many of the studies in his meta-analysis were carried out less than a year after the abortions had taken place.

The Current Evidence

In January 2006, one of the most important studies on post-abortion women to date was published, entitled “Abortion in young women and subsequent mental health”.
  It came to the conclusion that women who have had abortions are twice as likely to suffer mental health issues and three times more likely to suffer depression than women who have either given birth or never been pregnant.  Although this robust study was carried out by a distinguished epidemiologist, Professor David Fergusson (who is not pro-life), it was widely ignored by the media.  However, it did lead to the American Psychological Association withdrawing its official statement that denied a link between abortion and psychological harm.


Fergusson has since published other works, including “Abortion and Mental Health Disorders: evidence from a thirty-year longitudinal study”.
  This concluded that women who undergo abortion tend to have about thirty per cent higher rates of mental health problems than do other women, the conditions most associated with abortion being anxiety disorder and substance abuse.  None of the other pregnancy-outcomes, including pregnancy loss (miscarriage) and live births following unwanted pregnancy, was consistently related to significantly increased risks of mental health problems.  The conclusion, according to Fergusson, is that the truth about abortion and mental health lies between the pro-life and the pro-choice positions: for some women abortion is a traumatic life event and for others it is not.  But surely that is what the pro-life movement has been saying all along!


Perhaps the most important statement in this study is that, while over ninety per cent of abortions are done on the ground that continuation of the pregnancy would lead to serious damage to the women’s mental health, there is no evidence that abortion reduces the mental health risks of unwanted pregnancy.  Indeed, no study has reported that it reduces mental health risks – a fact which surely challenges the use of psychiatric reasons for justifying abortion.


Fergusson’s work is very valuable.  It takes greater account of the more subtle symptoms such as anger and guilt feelings. Nevertheless, we still need broader psychological rather than psychiatric studies that take into account symptoms of grief and numbness so frequently experienced by post-abortion women.


In 2008, another paper appeared entitled “Pregnancy loss and psychiatric disorders in young women: An Australian birth cohort study”.
  This concludes that women who have an abortion are twice as likely as women who were never pregnant, or who gave birth, to have an alcohol addiction and “current affective disorder”, that is, depression.  They are also at risk of illicit drug use.


In contrast, it seems that pregnancy and parenting may discourage women from heavy drug and alcohol use.


It is frequently said by those who support abortion that the only women psychologically affected by it are those who were already mentally ill or had had a history of mental illness.  However, in a paper entitled “Reaction to abortion and subsequent mental health”
 Fergusson examined how such things as childhood abuse and adolescent mental health problems (depression, anxiety and suicidal ideation) related to women’s later abortion and concluded that women who have abortions are at higher risk of subsequent mental health problems whether or not they had previously suffered mental illness.  This confirms my experience and that of those engaged in post-abortion counselling.  Again and again we have to deal with women who had had no history of mental illness before they had abortions – i.e. were normally happy, healthy people.

The Royal College of Psychiatrists

In 1967, when the Abortion Act was being passed, the Royal College of Psychiatrists was the only college in favour of it.  In contrast, the British Medical Association was firmly opposed.


In 1994, following the Rawlinson Report (a national survey of the impact of the 1967 Abortion Act), the Royal College of Psychiatrists released a position paper stating that there was no evidence to suggest that abortion had adverse psychiatric consequences.


The year 2008, however, brought a significant shift from its previous position.  Now the College reported: “Some studies indicate no evidence of harm, while other studies identify a range of mental disorders following abortion.”
  This was indeed an important admission.

            Moreover the statement goes on to say that one cannot obtain informed consent to abortion without telling the woman of the possible risks attached to it, including mental health risks.

Conclusion

In view of all growing evidence for the existence of PAT, we can expect a challenge will be made by the deniers, the likeliest being more published papers with the same methodological flaws as before.


No doubt some academic circles and pro-abortion media will continue to resist acceptance of the term PAT – so we need to speak out ever more clearly about the psychological harm which abortion can do and to produce yet more evidence of it.


We also need to train more counsellors to help women who have been damaged – and, above all, to create a society where killing of unborn human beings becomes a thing of the past.


I end by quoting the testimonies of three individuals suffering from PAT.


The first writes: “My grief feels huge, heavy as if it has congealed into a solid ball.  I am afraid it is so tightly packed that I will never be able to release it into tears.  Alone, I sob for myself, my child, the remains, the child smeared into bits by the vacuum aspirator, sucked from the warmth of my womb in a violent moment of death.  I am a shriek of horror and anguish, straining with all my might somehow to reverse what cannot be reversed.”


A thirty-four-year-old man writes: “She became pregnant and didn’t tell me.  While I was away on a business trip she had an abortion and called me after she had done it.  I cried a lot.  I felt so bad for her.  She was so broke up.  For me, it was important for her not to have the abortion, but I never told her that.”


Another woman tells: “I felt so empty and I lived under a constant feeling of dread.  Newborn infants caught my eye and filled me with longing, but I was afraid to touch them.  I became preoccupied with death – I fantasised about how I would die.  My baby had struggled for two hours.”


It is through their suffering that these three will find healing.  And their true companions along the way will be those who are wholly pro-woman and pro-life
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