Health Risks of Abortion
AUL’s recently released investigative report, Unsafe: How The Public Health Crisis in America’s
Abortion Clinics Endangers Women, exposes the increasingly suspect safety record of America’s
abortion industry. Evidence collected from 32 states on hundreds of abortion clinics (including
Planned Parenthood abortion clinics) and individual abortionists establishes that the practice of
abortion in America has devolved into the “red light district” of medicine and is populated by
dangerous, substandard providers.
Unsafe is both a “snapshot” in time, focusing only on abortion practices since 2008, and the “tip”
of the proverbial iceberg, convincingly demonstrating a nationwide pattern of abuse that
characterizes an industry that fights to keep profits high and standards low. For
example, Unsafe documents that 227 abortion providers in 32 states were cited for more than
1,400 health and safety deficiencies between 2008 and 2016. Moreover, it reveals hundreds of
significant violations of state laws regulating abortion clinics.
Importantly, even limiting the scope of the investigation to the last eight years, efforts to discern
the true state of abortion practices in a number of states was stymied by a dearth of protective
laws in a number of states, a lack of reporting in others, and limited public availability of
information on abortion providers in still more states. We can easily deduce, therefore, that the
epidemic of substandard abortion practice is worse than Unsafe reveals.
Moreover, with the Supreme Court’s recent decision in Whole Woman’s Health v. Hellerstedt,
prioritizing “mere access” to abortion facilities and abortion industry profitability over women’s
health and safety, we can expect that the problem will likely get worse. It will certainly worsen
unless pro-life Americans and their elected representatives take immediate action to confront and
remedy the abortion industry’s dangerous practices and its systemic rejection of medically
appropriate health and safety standards of patient care.
In an increasingly health-conscious society, why does abortion lack a “warning label?” Numerous,
well-documented studies in peer-reviewed medical journals demonstrate that abortion poses
significant medical risks for women.

The health risks of abortion undermine the false narrative promoted by the abortion industry,
namely that the abortion debate requires choosing sides between mothers and their unborn
children. The truth is that regulating abortion benefits both mothers and children – even their
children in future pregnancies.
Women and girls deserve to know the facts about abortion. Information is the lynchpin of true
“choice.”
Consider the following:

1. Abortion has undisputed immediate health
risks.
The undisputed risks of immediate medical complications from abortion include blood
clots, hemorrhage, incomplete abortions, infection, and injury to the cervix and other
organs.1 Abortion can also cause cardiac arrest, respiratory arrest, renal failure, metabolic
disorder, shock, and missed ectopic pregnancy.
One recent study concluded that immediate medical complications affect approximately 10
percent of women undergoing abortions, and approximately one-fifth of these complications are
life threatening.2

2. Studies reveal that the long-term physical and
psychological consequences of abortion include
an increased risk of:
• Subsequent preterm birth;
• Placenta previa (a complication during pregnancy where the placenta partially or totally covers
the mother’s cervix and which can cause severe bleeding before or during delivery);
• Serious mental health problems;
• Breast cancer as a result of the loss of the protective effect of a first full-term pregnancy;
• Miscarriage; and
• Death.3
These medical risks, consistently documented by peer-reviewed medical journals, gravely
endanger women’s physical and psychological health.
In addition, the impact on her reproductive future and health of subsequently born children is vital
information for a woman to have if she considers abortion, as up to 75% of women who have an
induced abortion will become pregnant again.4
A. ABORTION INCREASES THE RISK OF PRE-TERM BIRTH IN FUTURE PREGNANCIES.

A preterm birth (PTB) is a birth occurring three or more weeks before the due date of the baby.5
The link between having an induced abortion and PTB has been recognized in over 150 peerreviewed scientific studies 6, as well as being listed as an “immutable medical risk factor” by the
Institute of Medicine.7 Some of the reasons given for abortion increasing a woman’s risk for PTB
in later pregnancies commonly include: “mechanical trauma to the cervix, infection, and scarring
of the endometrium.”8 A 2007 study found that 31.5% of preterm births are likely to be the result
of a woman having an abortion earlier in her life. 9
Preterm birth is the leading cause of infant death both globally and in the United States
PTB is the leading cause of infant death both globally and in the United States.10 Worldwide PTB
caused over 1 million deaths in 2015.11
Another major concern with PTB is the baby being significantly underweight when born (“very low
birth weight” (“VLBW”)). Babies born with a VLBW face many health consequences and have an
increased risk for developmental problems. Some of the potential long term complications
include: cerebral palsy, cognitive impairment, vision problems, hearing problems, dental
problems, behavioral problems, psychological problems, and chronic health issues.12 These
complications may not be realized immediately, and can surface later in childhood or even into
adulthood.13
There are also high financial costs associated with PTB. Hospital costs alone coming from
abortion related PTB are estimated to be $1.2 billion per year.14 That figure does not include any
long term costs to the families providing care for the prematurely born babies who suffer from
conditions requiring long term treatment.
B. INDUCED ABORTION IS A RISK FACTOR FOR A WOMAN DEVELOPING PLACENTA
PREVIA IN FUTURE PREGNANCIES.
Placenta previa, a complication during pregnancy where the placenta partially or totally covers the
mother’s cervix and which can cause severe bleeding before or during delivery, can be
dangerous for both the mother and the baby. One of the greatest risks to the mother is
hemorrhaging,15 which is extremely serious as the amount of blood lost in fifteen minutes is
enough to be potentially life threatening.16 The placement of the placenta over the cervical canal
may also require and emergency cesarean section be performed to deliver the baby early (often
prior to full term) so to not cause the severe bleeding to the mother.17
Induced abortion is a risk factor for a woman developing placenta previa in future
pregnancies.
Induced abortion is a risk factor for a woman developing placenta previa in future
pregnancies.18 The risk of placenta previa after a dilation and curettage (D&C) abortion holds a
relative risk (odds ratio (“OR”)) of 1.9 compared with women who do not have an abortion.19 The
risk of placenta previa is also greater for women who get infections following their abortion

procedure.20 After an infection from her abortion, a woman’s risk of placenta previa is 3.6 (OR)
compared with women who do not have an abortion history.21
C. DECADES OF MEDICAL EVIDENCE HAS REVEALED THAT ABORTION CARRIES
SIGNIFICANT PSYCHOLOGICAL RISKS, INCLUDING INCREASED RISKS OF DEPRESSION,
ANXIETY, AND SUICIDE.
The data surrounding abortion shows a high correlation between abortion and an increased risk
of mental health problems.22 There are over 110 studies that demonstrate the connection
between abortion and subsequent mental health problems. 23 One study found that women
whose first pregnancies ended in abortion were 65 percent more likely to score in the “high
risk” range for clinical depression than women whose first pregnancies resulted in a birth—
even after controlling for age, race, marital status, divorce history, education, income, and prepregnancy psychological state.24 Studies found that 10% of mental health problems suffered by
women are directly attributable to abortion. 25
The risk of suicide was three times greater for women who aborted than for women who
delivered.
Studies also reveal an increased risk of suicide ideation and suicide following induced
abortion. One of the leading studies, led by a pro-abortion researcher and controlling for all
relevant factors (including prior history of depression and anxiety and prior history of suicide
ideation), found that 27 percent of women who aborted reported experiencing suicidal ideation,
with as many as 50 percent of minors experiencing suicide or suicidal ideation.26 The risk of
suicide was three times greater for women who aborted than for women who delivered. The study
also found that 42 percent of women who aborted reported major depression by age 25, and 39
percent of post-abortive women suffered from anxiety disorders by age 25.Studies have also
linked a history of abortion to sleeping disorders and eating disorders. Adolescents who had
abortions were three times more likely to experience trouble sleeping.27
D. ABORTION IS ASSOCIATED WITH AN INCREASED RISK OF BREAST CANCER.
As with every topic touching on the issue of abortion, the abortion-breast cancer link has been
hotly disputed. However, it is scientifically undisputed that a woman’s first full-term pregnancy
reduces her risk of breast cancer. Aborting a first pregnancy before 32 weeks eliminates the
protective affect against breast cancer for that woman.28 It is also undisputed that the earlier a
woman has a first full-term pregnancy, the lower her risk of breast cancer becomes.29
The association between having an induced abortion and a subsequent increased risk of breast
cancer has been examined in 70 studies.30 Of these studies, 57 showed a positive association
between having an abortion and developing breast cancer, 34 of which were statistically
significant.

3. The known, substantial health risks of chemical
abortions may be significantly underreported.
Because of its known dangers, the use of the mifepristone and misoprostol chemical abortion
drug regimen (also commonly referred to as “RU-486”) has been specifically regulated by the
U.S. Food and Drug Administration (FDA). On its website, the FDA notes, “Since its approval in
September 2000, the [FDA] has received reports of serious adverse events, including several
deaths, in the United States following medical abortion with mifepristone and misoprostol.” A
2011 FDA report accounts for at least 2,207 cases of severe adverse events, including blood loss
requiring transfusions, serious infections, and even death. 31
Chemical abortions can carry even more risk to women than surgical abortion.
Thousands of reported instances of serious adverse events, including death, already raises
alarm. The concern for women’s health and safety is heightened when considering the known
inadequacies of what is being reported to the FDA about chemical abortions and that FDA reports
capture “only a small proportion of events that actually occur.” A 2006 review of Adverse Event
Reports (AERs) related to the use of the RU-486 drug regimen found “AERs relied upon by the
FDA to monitor mifepristone’s post marketing safety are grossly deficient due to extremely poor
quality.” 32 What is perhaps even more disturbing than the lack of essential facts in what is
reported to the FDA about chemical abortions—precluding accurate, or even any, analysis—
is what is not being reported to the FDA about the dangerous drug regimen. The limitation of the
AER system was detailed by Michael F. Mangano, Principal Deputy Inspector General of the
Department of Health and Human Services, in his testimony before the U.S. Senate committee,
“Adverse Event Reporting systems typically detect only a small proportion of events that actually
occur. They are passive systems that depend on someone linking an adverse event with the use
of a product, then reporting the event… Adverse Event Reports in and of themselves typically
cannot generate conclusive evidence about the safety of a product or ingredient. Rather the
system generates signals that FDA must assess to confirm if, in fact, a public health problem
exists… With limited information to draw upon to generate signals, it is not surprising that FDA
rarely reaches the point of knowing whether a safety action is warranted to protect
consumers.” 33
Additionally, abortion-providers are openly flouting the FDA protocol and state laws designed to
protect women against these dangers. Planned Parenthood’s own studies acknowledge that offlabel use of chemical abortions has come at the cost of women’s lives and “higher-than-expected”
consequences to health. According to a 2009 study produced by Planned Parenthood,
Prompted by the deaths that occurred after medical abortion and internal data that show a higherthan-expected rate of serious infection, [Planned Parenthood Federation of America] changed its
medical abortion protocol at the end of March 2006.34

Only after women died and suffered serious infections did Planned Parenthood stop the vaginal
use of misoprostol, an off-label use never approved by the FDA. In her “whistleblower” lawsuit
filed against Planned Parenthood of the Heartland, Sue Thayer alleges that, lacking the ability to
care for these women at their own facilities, Planned Parenthood’s “telemed” chemical abortion
patients who later experienced significant bleeding were told “to go to an emergency room and
report that they were experiencing a spontaneous miscarriage.”35 On top of being unethical,
encouraging a woman to be dishonest jeopardizes her health. Lying to a healthcare provider
about the cause of the patient’s condition leads to a host of obvious problems including
inappropriate care and inaccurate reporting of abortion complications.
Studies have also found chemical abortions can carry even more risk to women than surgical
abortion.
For example, a major review of nearly 7,000 abortions performed in Australia in 2009 and 2010
found that 3.3 percent of patients who used mifepristone in the first trimester required emergency
hospital treatment, in contrast to 2.2 percent of patients who underwent surgical abortions. The
study also found that women receiving chemical abortions were admitted to hospitals at a rate of
5.7 percent following the abortion, as compared with 0.4 percent for patients undergoing surgical
abortion. 36 Another study revealed that the overall incidence of immediate adverse events is
fourfold higher for chemical abortions than for surgical abortions.37

4. It is undisputed that the later in pregnancy an
abortion occurs, the riskier it is and the greater
the chance for significant complications.
A well-respected peer-reviewed journal — one which is also frequently cited by abortion
advocates — found that abortion has a higher medical risk when the procedure is performed later
in pregnancy, and that when compared to abortion at eight weeks of gestation or earlier, the
relative risk increases exponentially for each additional week.38
According to the study, gestational age is the strongest risk factor for abortion-related mortality.39
Researchers concluded that when compared to abortion at eight weeks gestation, the relative risk
of mortality increases by 38 percent for each additional week of gestation. 40 In other words, a
woman seeking an abortion at 20 weeks (five months) is 35 times more likely to die from
abortion than she was in the first trimester. At 21 weeks or more, she is 91 times more likely
to die from abortion than she was in the first trimester.
It may not be possible to reduce the risk of death in later-term abortions
Moreover, researchers have concluded that it may not be possible to reduce the risk of death in
later-term abortions because of the “inherently greater technical complexity of later
abortions.”41 This inherent risk is due to several factors, such as later-term abortions requiring a

greater degree of cervical dilation, an increase in blood flow as pregnancy advances, which
predisposes the woman to hemorrhage, and because the woman’s myometrium at this stage of
pregnancy is relaxed and therefore more susceptible to perforation.42
Several studies have concluded that second-trimester abortions (13-24 weeks) and thirdtrimester abortions (25-26 weeks) pose more serious risks to women’s physical health than firsttrimester abortions.43
Researchers have also found that women who undergo abortions at 13 weeks or beyond report
“more disturbing dreams, more frequent reliving of the abortion, and more trouble falling asleep”
than women who get an abortion prior to 13 weeks. 44
Even Planned Parenthood, the largest abortion provider in the United States, agrees that
abortion becomes riskier later in pregnancy. Planned Parenthood states on its national website,
“The chances of problems gets higher the later you get the abortion, and if you have sedation or
general anesthesia,” which would be necessary for an abortion at or after 20 weeks gestation. 45

5. Myth: Abortion is safer than childbirth
When the Supreme Court decided Roe v. Wade in 1973, there was no evidence in the record
related to medical data on this issue, yet the “abortion is safer than childbirth” mantra of 1973
continues to be repeated by abortion advocates today. However, it has been undermined by the
plethora of peer-reviewed studies published in the last 40 years.
One study on abortion and childbirth in Denmark, found that “Compared to women who delivered,
women who had an early or late abortion had significantly higher mortality rates within 1 through
10 years.” This study is particularly striking in the range studied—even up to 10 years after birth
or abortion, more women die after abortion than after childbirth. 46
A 2012 study out of Chile examined trends in maternal death both when abortion was legal in
Chile and after abortion was prohibited. The study found that death rates did not increase after
abortion was made illegal. In fact, the maternal mortality ratio decreased from 41.3 deaths per
100,000 live births when abortion was legal, to just 12.7 maternal deaths per 100,000 live births
after abortion was made illegal. Today, Chile has a lower maternal mortality ratio than the United
States and it has the lowest maternal mortality ratio in all of Latin America. Moreover, the leading
cause of death for a pregnant woman between 1957 and 1989 (the time in which abortion was
legal) was abortion. This data convincingly demonstrates that the 1989 law prohibiting abortion
has not put women’s lives at risk, effectively refuting the claims that abortion advocates routinely
employ against most abortion restrictions.47
A similar study in Ireland compared maternal mortality rates in Ireland (where abortion is illegal)
to England and Scotland (where abortion is legal). Researchers found that maternal mortality

rates were much lower in Ireland than in England or Scotland. Specifically, in Ireland, there are 12 maternal deaths per 100,000 live births, whereas in England/Wales there are 10 deaths per
100,000 live births, and in Scotland there are 10-12 deaths per 100,000 live births. If abortion is
safer than childbirth, then the data should confirm that assumption in countries where abortion is
illegal. But studies prove exactly the opposite: where abortion is restricted, maternal mortality
rates decrease.48
Other researchers confirm a substantially increased risk of death from abortions performed later
in gestation, equaling or surpassing the risk of death from live birth. For example, one study found
that the mortality ratio at 21 weeks is 8.9 deaths per 100,000 abortions.49 Another study found
that the mortality ratio at the same gestation is 10.4 deaths per 100,000 abortions.50 On the other
hand, the mortality ratio for women who give birth is just 8.8 per 100,000 live births—clearly
demonstrating that the risk of death from abortion is at least equal to, if not greater than, the risk
of death from live birth.51

6. Why it’s impossible to say that abortion in
America is “safe”
It’s impossible to say how safe abortion is in the United States when only 27 states require
providers to report injuries and complications from abortion. 52
Reliability is further undermined by the fact that the standard practice of abortion clinics is to tell
patients not to return to the clinics in the event of complications but to go to the nearest
emergency room. If abortion clinics don’t see the complications, they have nothing to report.
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