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Campaigning For Abortion Rights
Abortion Rights supports a woman’s right to make her own abortion decision.  
We believe that women must have equal access to safe, legal, free abortion on 
request and that this right must be protected where it exists and fought for where 
it is denied.

There always have been unwanted pregnancies – and there always will be. Throughout 
history and across cultures women have always found ways to end unintended or 
unwanted pregnancies. 

The introduction of the contraceptive pill and the legalisation of abortion have 
transformed women’s lives – increasing control over when and/or if to have children and 
so extraordinarily increasing women’s education and employment prospects, incomes 
and opportunities.2

With no 100 per cent effective contraceptive method, women face unplanned 
pregnancy and need the right to terminate an unintended pregnancy safely.

About 25 per cent of pregnancies around the world end in abortion. Nearly half of these 
abortions are performed in unsafe conditions. At least 70,000 women die each year as 
a result, and thousands more suffer serious long-term injuries.3 Preventing these deaths 
and injuries requires that safe abortion be affordable and readily available. Accordingly, 
abortion must be legal, and good-quality medical services have to be close by.

Since the legalisation of abortion in 1967, British women have not had to risk death 
or damaged health from illegal, unsafe procedures. Since that time about a fifth of all 
pregnancies in the UK have ended in abortion. However, the 1967 Act does not allow 
women to access abortion on request and does not apply in Northern Ireland – many 
women from the North (and South) of Ireland travel to England to have abortions.

In September 2003 the Abortion Law Reform Association (ALRA) and 
the National Abortion Campaign (NAC) merged to form Abortion Rights.

ALRA was set up in 1936 to fight for legal abortion in Britain. Its aim was to stop 
the deaths and ill-health caused by dangerous back-street and self-induced abortions 
which were a common feature of women’s lives at that time.

In 1975, an anti-abortion bill was introduced to Parliament in an effort to reverse 
the 1967 Abortion Act. The public campaign to defeat this bill was a huge success 
and led to the formation of NAC. NAC was a grassroots organisation whose founders 
aimed to defend the 1967 Abortion Act and prevent more restrictions being placed 
on abortion and campaign for improvements in the law so that it would better meet 
the needs of women.

To combine their strengths and resources, NAC and ALRA amalgamated in 2003 to 
form Abortion Rights which is carrying on the tradition of campaigning to defend 
and extend women’s reproductive rights.  

Abortion Rights shares the commitment of Voice for Choice,4 the umbrella forum of 
pro-choice organisations, to ensure that: 

• Abortion be available solely at the request of the pregnant woman within existing 
 legal time limits.

• Abortion services are subject to the same statutory regulations as other medical 
 services (i.e. ending the need for detailed notification to the Department of Health  
 (DoH) and certification by doctors of all abortions; and removing the need for  
 premises to be specially licensed by the DoH to carry out abortions).

• Suitably trained nurse practitioners be allowed to carry out early medical and 
 surgical abortions in both the NHS and non-NHS sector.

• The law in Northern Ireland be brought into line with the rest of the UK.

About 25%  
of pregnancies  
around the world  
end in abortion
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Pro-choice not pro-abortion

Abortion Rights is a pro-choice organisation which believes that abortion is a morally 
and medically acceptable choice. Abortion Rights believes that any decision about 
pregnancy and abortion should rest with the woman, and that her informed choice 
should always be respected. 

No woman should ever be pressurised or forced to have an abortion. Abortion Rights 
recognises that some women (e.g. the young or disabled) may experience undue 
pressure to choose abortion, and supports their right to access help to continue with 
a wanted pregnancy.

Anti-choice not pro-life

There are organisations that call themselves ‘pro-life’. They believe that abortion is 
murder. Many of their members would not permit abortion under any circumstances, 
including rape, incest or risk to a woman’s life. These organisations aim to make 
abortion illegal or harder to obtain. Should the law be changed in the way they 
would like, women would be forced to continue with pregnancies against their  
will, and women and their doctors would be prosecuted for being involved  
in abortion. This would not stop women needing abortions and would have the 
disastrous effect of driving women to put their lives and health at risk by seeking 
illegal, unsafe, abortions.

Pro-choice organisations believe that the self-styled ‘pro-lifers’ should be called  
‘anti-choice’ because they aim to take away a woman's ability to make her own 
decisions about what is right for her, her family and her individual situation. Abortion 
Rights passionately believes that women should be trusted and given support to 
make decisions about their reproductive health, including pregnancy and abortion, 
and that no woman should be forced either to have an abortion or to continue with 
a pregnancy. 

History of Abortion Law in the UK
The first references to abortion in English law appeared in the 13th Century.  
The law followed Church teaching that abortion was acceptable until ‘quickening’, 
which, it was believed, was when the soul entered the fetus. The legal situation 
remained like this for centuries.

1803: The Ellenborough Act: Abortion after ‘quickening’ (i.e. when movement is 
felt at 16-20 weeks) carried the death penalty. Previously the punishment 
had been less severe. 

1837: The Ellenborough Act was amended to remove the distinction between 
abortion before and after quickening.

1861:  The Offences Against the Person Act: Performing an abortion or trying to 
self-abort carried a sentence of life imprisonment. 

1929:  Infant Life Preservation Act: This created a new crime of killing a viable 
fetus (at that time fixed at 28 weeks) in all cases except when the 
woman’s life was at risk. However, it was not clear whether it would be 
legal to terminate for the same reason before 28 weeks.

In the 19th Century and early part of the 20th Century, a succession of laws  
was brought in to reduce access to legal abortion. These laws effectively controlled 
women’s lives until 1967 but did not, of course, prevent unwanted pregnancy or 
the need for abortion. Thousands of women resorted to back-street abortionists, 
resulting in permanently damaged health or death. Newspapers advertised cures for 
‘menstrual blockages’, but women knew they were abortifacients. Many of these 
were ineffective and were also poisonous. One of the cheapest, a lead-based potion, 
poisoned and blinded many women.

1923-33: Fifteen per cent of maternal deaths were due to illegal abortion.5

“In the thirties, my aunt died self-aborting. She had three children and couldn't 
feed a fourth … So she used a knitting needle. She died of septicaemia leaving 
her children motherless.” 6  

“A high percentage of maternal mortality is due to attempted abortion …..  
We, as a House of Commons and as a nation, must face up to that fact today.”7

During the 1930s, women’s groups and MPs were deeply concerned about the  
great loss of life and damage to health resulting from unsafe, illegal abortion. 

1936:  The Abortion Law Reform Association (ALRA) was established.  

1938:  Dr. Alec Bourne was acquitted of having performed an illegal abortion. 
This set a case-law precedent.
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The Conference of Co-operative Women was the first organisation to pass a 
resolution (1934) calling for the legalisation of abortion. The Abortion Law Reform 
Association was established in 1936. Its aim was to campaign for the legalisation 
of abortion. 

Two years later, in a landmark case, Dr. Alec Bourne was acquitted of having 
performed an illegal abortion. He believed that abortion should be legal in 
exceptional circumstances and courageously admitted having performed an abortion 
for a gang-raped 14-year-old who was suicidal. He argued that the law did permit 
abortion before 28 weeks and did allow abortion when a woman’s mental or 
physical health was in danger. The court agreed that this was a life-threatening 
situation and acquitted Dr. Bourne. As a result some women were able to get a safe 
abortion. However, uncertainty remained as a psychiatrist’s approval was needed. It 
was usually only educated and/or relatively wealthy women who had the resources 
to find, and pay for, a compliant psychiatrist. 

1939:  The Birkett Committee, which had been set up by the Government 
in 1936, recommended clarification that doctors could perform an 
abortion to save a woman's life. Unfortunately World War II  
interrupted any implementation of its findings. 

1950-59: In the fifties, support for reform grew.

During the 1960s, fertility control became more widespread with the growth of  
the women’s movement and availability of the contraceptive pill. However, illegal 
abortion was still killing, or ruining the health of many women. ALRA led the 
campaign in support of David Steel MP’s Private Member’s Bill to legalise abortion. 
Since its passage in 1967, the Abortion Act has been unsuccessfully challenged 
several times by anti-choice (“pro-life”) organisations which aim to  
restrict access to abortion. 

1967: The Abortion Act (sponsored by David Steel, MP) became law, 
legalising abortion under certain conditions. It came into effect on  
27 April 1968. 

In 1974, the Abortion Act was threatened by James White MP’s Private Member’s  
Bill, sponsored by an anti-choice organisation. ALRA and other pro-choice groups 
combined to defend the 1967 Act against this, and successive attacks. Whilst 
ALRA and others made more formal representations, women’s groups organised 
demonstrations and meetings, many brandishing wire coat-hangers, symbolic of 
dangerous back-street abortion methods. The campaign led to the formation of  
the National Abortion Campaign (NAC) in 1975. NAC was established to protect the 
1967 Act and campaign for its improvement. The first meeting was held in  
the House of Commons on 10th March.

1975: NAC was established

1990: The Human Fertilisation and Embryology Act was passed. 

In 1990, the Human Fertilisation and Embryology Act introduced controls over 
new techniques which had been developed to help infertile couples and to  
monitor experiments on embryos. Despite attempts to use this law to restrict 
abortion rights, the 1990 Act lowered the legal time limit to the currently accepted 
point of viability, 24 weeks. It also clarified the circumstances under which abortion 
could be obtained at a later stage.

Public Opinion

British public opinion has consistently supported legal abortion. Even in situations 
where people would not consider abortion for themselves, many still believe that it 
should be available for others. 

An opinion poll conducted by GFK/NOP in March 2007 and commissioned by 
Abortion Rights and the Joseph Rowntree Reform Trust shows 77 per cent of British 
citizens support a woman's right to choose an abortion in the first three months of 
pregnancy – illustrating how strong the pro-choice majority remains in the UK.

76
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The Current Situation In The UK

The current law on abortion is based on:

• The Abortion Act (1967)

• Section 37 of the Human Fertilisation and Embryology Act (1990)

Abortion is allowed up to 24 weeks on condition that continuing with  
the pregnancy involves a greater risk:

• to the physical or mental health of the woman or

• to the physical or mental health of the woman’s existing children 
 than having a termination.

When establishing the level of risk to health, doctors can take into consideration a 
woman’s ‘actual or reasonably foreseeable environment’, which includes her personal 
and social situation. Abortion is also allowed if there is a substantial risk that if the 
child were born it would ‘suffer from such physical or mental abnormalities as to be 
seriously handicapped’.

Abortion is allowed after 24 weeks if there is:

• risk to the life of the woman,

• evidence of severe fetal impairment, or

• risk of grave physical or mental injury to the woman.

 An abortion must be:

• agreed by two doctors (one in an emergency) and

• carried out by a doctor, and

• carried out in a government-approved hospital or clinic. 

The 1967 Abortion Act only applies to England, Scotland and Wales. In recent years 
Guernsey, Jersey and the Isle of Man have all introduced their own legislation; some 
of this is more liberal than that on the mainland. However, in Northern Ireland 
abortion can only be obtained in extreme circumstances if the woman’s life is at risk 
and in some cases of severe fetal impairment.

• One in five of all pregnancies ends in abortion.

• One in three women have an abortion in their lifetime.9

• Almost 90 per cent of abortions are carried out at under 13 weeks gestation  
– 67 per cent at under 10 weeks. Only a tiny proportion of abortions – less than  
1 per cent – take place after 22 weeks.

• Deaths and complications from safe abortion are extremely rare. Carrying a 
pregnancy to term is more risky.

• In England nearly a fifth of women have to pay for their abortions 
because access to NHS abortion services is restricted.

• The British abortion laws are more restrictive than those in almost 
every other European country – where abortion on request is legal in the first 
three months of pregnancy – and the USA and Canada.

Did you know?

Conscientious Objection

Most GPs are pro-choice, but there are some (approximately 10 per cent)8 
who have religious/moral objections and who do not declare their beliefs 
to their patients. According to their professional guidelines, conscientious 
objectors should treat a woman who is seeking an abortion with dignity and 
respect and refer her immediately to another health care provider. They are, 
however, not legally obliged to do so.

One in five of all 
pregnancies ends 
in abortion

8 9



Myths vs. Facts

Do women in the UK have a ‘right’ to an abortion?

Women in Britain do not have a right to abortion on request. However, most people 
believe that they can get an abortion just by asking for one. Even if a woman has 
been raped she is not automatically entitled to an abortion. She has to convince two 
doctors that continuing with the pregnancy would have a worse effect on her mental 
or physical health, or on that of her existing children, than having a termination.

Do doctors and hospitals have to provide abortion services?

Although abortion is legal there is no law which requires the NHS to provide 
abortions. Where sufficient NHS services are not available many women can only  
get abortions if they pay for them. The Department of Health encourages Primary 
Care Trusts (PCTs) and the relevant medical authorities to improve both the speed 
and quality of NHS-funded provision. The overall percentage of NHS-funded 
abortions in England and Wales rose from 50 per cent in 1991 to 84 per cent in 
2005; however, there are still wide variations throughout the country, ranging from 
more than 90 per cent in some areas to less than 60 per cent in others.10

Even in areas with good service provision, women may be obstructed by doctors 
who do not agree with abortion. A 1999 Marie Stopes International (MSI) survey 
found that about 18 per cent of GPs were opposed to abortion in some way.11 

Can a woman’s partner prevent her from having an abortion? 

No. In a few cases men have taken their partner to court to try to prevent her having  
an abortion. All of these cases have failed. Judges have stressed that a man does not  
have the right either to stop his partner having an abortion or force her to have one.

How many abortions are there in this country?

Currently in England and Wales there are about 185,000 abortions a year .12   
About 10,000 of these are for women coming from other parts of the world  
where abortion is not legal or is difficult to obtain, particularly Ireland.  
About 10,000 are carried out in Scotland.

Does a fetus have legal rights?

No. Legal rights are granted at birth, when the mother and the baby are clearly 
separated and protecting the rights of the baby would not limit the rights of  
the woman.

No, but all patients must give their informed consent. Doctors are likely to 
encourage young people to involve their parents but the young person does not  
have to if the doctor believes they fully understand the implications of their decision. 
Doctors must keep information about patients, including under-16s, confidential, 
unless disclosure is to protect the patient, or someone else, from the risk of 
significant harm, or if they are required to do so by a court.

Over recent years there have been a number of failed attempts by the anti-choice 
lobby to challenge the right of under 16s to access confidential advice – a right 
stipulated in government guidelines and supported by medical professionals and 
those involved in the delivery of sexual health advice to young people.

Do women have abortions instead of using contraception?

There is no evidence to support the assertion that women are careless about  
using contraception because abortion is available. Unplanned pregnancy is a 
distressing situation for any woman and choosing to have an abortion can be a 
difficult decision. The use of contraception is continuously rising but no method  
is 100 per cent effective. People’s sex lives are often unpredictable so contraception 
may not always be used as effectively or regularly as it might be. 

Why do some women need later abortions?

The decision to have an abortion is one that no woman takes lightly, particularly 
when the decision is made later in the pregnancy. Very few – less than 1 per 
cent – of abortions take place after 22 weeks, and they are needed by women 
for compelling and exceptional reasons: late identification of pregnancy, denial of 
pregnancy signs, change in personal circumstances, or delays in service provision are 
just a few causes13. 

Do women under 16 
need permission from 
their parents/guardians 
to have an abortion?
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Unsafe Abortion
Unsafe abortion is performed by untrained people using  
dangerous methods, which often fail, in unsterile conditions.

Methods used include:

• herbs or drugs 

• physical damage e.g. massage, falls

• pushing substances into the uterus  
 e.g. soap, bleach

• pushing objects into the uterus  
 e.g. a stick, rubber tubing, wire  

Women who have abortions in this way can suffer:

• incomplete abortion leading to septicaemia

• infection 

• severe bleeding

• infertility

• psychological damage

• death (the WHO estimates that 200 women  
 a day die from unsafe abortions)

Safe & Unsafe Abortion

Safe Abortion
Safe abortion is performed by trained  
professionals using safe, effective methods  
in sterile conditions.

Methods used include:

• drugs 

• simple operations

• induced labour

12 

How effective is Contraception?

Contraceptives are methods of preventing pregnancy. Methods are improving  
all the time but there is still no contraceptive that is 100 per cent effective.  
The effectiveness of any contraceptive depends on how often sex occurs and how 
carefully contraception instructions are followed. If 100 sexually active women don't 
use any contraception, 80 to 90 will become pregnant in one year. 

Emergency contraception

Emergency contraception is not a method of abortion nor is it the same thing 
as early medical abortion (see 'Methods of Abortion' section). In emergency 
contraception the fertilised egg is prevented from implanting in the lining of the 
uterus. This can be done by taking hormone pills within three days of unprotected 
intercourse. These pills are available free on prescription from GPs or family planning 
clinics, or can be bought over the counter at pharmacies.

Another method of intervention is the intrauterine device (IUD), a copper coil that is 
fitted by either a nurse or doctor into the uterus. This is effective up to 5 days after 
unprotected sex and is of benefit to those who do not wish to take progestogen. 
The chemical found in most oral contaceptives.
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Abortion around the World
Every day approximately 55,000 unsafe abortions take place in the world, 95 per 
cent of them in developing countries. They cause one in eight maternal deaths. 
Between 10 per cent and 50 per cent of all women who survive unsafe abortion 
need medical care for complications, e.g. uterine damage, chronic pelvic pain and/or 
infertility. In some poor countries 50 per cent of public hospital resources are used 
for treating the after-effects of unsafe abortion.14 

A comparatively well-off woman, wherever she lives, tends to have fewer  
unwanted pregnancies. If she does face an unwanted pregnancy, and decides  
to have an abortion, it is likely to be performed in the earlier stages of pregnancy,  
it will not be too difficult to obtain, and will probably will be relatively painless  
and safe. 

In contrast a poorer woman in a low or middle-income country, particularly a young 
woman, is in a different situation: she tends to have more frequent unwanted 
pregnancies. If she decides to have an abortion, it is more likely to be unsafe  
and extremely painful, i.e. probably late, undertaken by someone without the 
necessary skills and/or in an environment lacking in minimal medical standards,  
and often without anaesthetics. Consequently, she runs a high risk of seriously 
damaging her physical health or dying. 

The Global Gar Rule, aka Mexico Policy, was reinstated by US President George W. 
Bush in 2001. It restricts organisations that receive USAID funds for family planning 
programmes from using their own, non-US funds to provide legal abortion services, 
lobby their own governments for abortion law reform, or even provide accurate 
medical counselling or referrals regarding abortion. It is having a devastating effect 
on the world’s poorest women.



The Right to Access Safe Abortion

UN declarations advocating safe abortion have been signed by most governments. 
However, unsafe abortion causes the death of approximately 68,000 women a year 
– or 186 women a day. This occurs because of the following:

•  Currently just over a quarter of the world’s people live in countries where  
induced abortion is entirely prohibited or is only permitted to save a  
woman’s life. These are largely low or middle-income countries. In many of  
them interpretations of a dominant religion are used to justify highly restrictive 
abortion laws.

•  A high percentage of pregnancies in young people are unplanned. Carrying a 
pregnancy to term is more dangerous for girls than for mature women as their 
physical immaturity adds to the normal difficulties of labour.  However, their 
shame, guilt, and fear of discovery often lead them to a state of psychological 
denial about the reality of their pregnancies. Girls and young women are thus 
more likely to undergo late abortions and, consequently, to experience more 
serious complications. 

•  Even in countries where abortion is legal there are frequently too few trained 
personnel and/or a lack of equipment to perform safe abortions. Some health 
workers refuse to perform abortions because they do not understand the laws  
or because they are personally opposed to abortion. Mandatory counselling may  
be provided with the express purpose of discouraging pregnant women from 
seeking abortion.
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Africa
Women in Africa  

face the highest risk  

  of death from abortion 

 -related complications  

 in the world. According  

 to the World Health    

            Organisation (WHO),  

           more than five million 

     unsafe abortions take place in  

   Africa each year, accounting for 

more than 40 per cent of the  

world’s deaths due to unsafe 

abortion. In many African  

countries up to 70 per cent of 

women treated for abortion 

complications are under 20. 15  

Western Europe
In many ways, women in Western Europe face fewer 

obstacles in obtaining access to safe abortion services than 

in Eastern Europe. Most Western European countries have 

more liberal abortion laws than the UK, allowing abortion 

on request, at least in the first three months of pregnancy. 

Portugal recently liberalised its abortion law – allowing 

abortion on request up to 10 weeks. Abortion is still not 

permitted in Eire, Malta, Cyprus. 

Latin America and  
the Caribbean
Latin America and Caribbean countries have some  

of the world’s most restrictive abortion laws, most only 

permitting abortion to save a woman’s life. Nevertheless Latin 

America has the highest unsafe abortion rate in the world, 

as well as the lowest fertility rate in the developing world. It 

therefore seems that very many women are obtaining unsafe 

abortions. Only Cuba and Guyana allow abortion on request.18 

The law in Colombia was recently relaxed to allow abortion in 

some circumstances whilst it has been banned in all cases even 

to save the life of woman in Nicaragua. The law in Mexico City 

was recently relaxed to allow abortion up to 12 weeks.

Australia and  
New Zealand
In Australia, abortion law is somewhat  

restrictive and varies from state to  

state, with Western Australia having  

the most liberal approach. Women  

in South Australia, the Australian  

Capital Territory and the Northern Territory require  

the consent of two doctors before they can access an  

abortion. Disparities in the law have given rise to “abortion tourism”     

from one state to another. The law in New Zealand is modelled on  

UK legislation, only more restrictive. 19 

Asia
In Asia, abortion laws range from restrictive, such 

as in Bangladesh and Myanmar, to extremely 

liberal, as in China and Vietnam. Despite liberal 

abortion laws in countries such as Vietnam, 

Cambodia and India, women face great difficulties 

in obtaining safe, high-quality abortion services 

due to a lack of trained personnel and/or adequate 

equipment. In Asia an estimated 38,000 women 

die each year from complications related to  

unsafe abortion. 16  

Eastern Europe
Abortion laws in Eastern Europe are among the 

most liberal in the world, with the exception of 

largely Catholic Poland where a woman is denied 

the right to choose an abortion. Abortion has 

evolved as a common and accepted method of 

fertility regulation in this region; however, the 

quality and range of reproductive-health services is 

very poor, and so access to modern contraceptives 

is inadequate and illegal and unsafe abortions 

occur in almost every country.17

Geographical Spread

17

Categories of Abortion Laws from Most 
to Least Restrictive

Prohibited Altogether or Permitted Only to Save the Woman's Life  
(countries printed in bold make an explicit exception to save a woman’s life.) 

Afghanistan 
Andorra 
Angola 
Antigua & Barbuda 
Bangladesh 
Bhutan–U 
Brazil–R 
Brunei Darussalam 
Central African Rep. 
Chile–x  
Congo (Brazzaville) 
Côte d’Ivoire 
Dem. Rep. of Congo 
Dominica 
Dominican Republic 
Egypt 
El Salvador–x 
Gabon 
Guatemala 
Guinea-Bissau 
Haiti 
Honduras 
Indonesia 
Iran  
Iraq 
Ireland 

Kenya 
Kiribati 
Laos 
Lebanon 
Lesotho 
Libya–PA 
Madagascar 
Malawi–SA 
Mali-R/I 
Malta 
Marshall Islands–U 
Mauritania 
Mauritius 
Mexico - ◊R 
Micronesia–U 
Monaco 
Myanmar 
Nicaragua–SA/PA 
Niger 
Nigeria 
Oman 
Palau-U 
Panama–PA/R/F 
Papua New Guinea 
Paraguay 
Philippines 

San Marino 
Sao Tome & Principe 
Senegal 
Soloman Islands 
Somalia 
Sri Lanka 
Sudan–R 
Suriname 
Swaziland 
Syria–SA/PA 
Tanzania 
Togo 
Tonga 
Tuvalu 
Uganda 
United Arab Emirates–SA/PA 
Venezuela 
West Bank & Gaza Strip 
Yemen 

71 countries

To Preserve Physical Health 
(also to save the woman’s life) 

Eritrea 
Ethiopia 
Grenada 
Guinea–R/I/F 
Jordan 
Kuwait–SA/PA/F 
Liechtenstein 
Maldives–SA 
Morocco–SA 
Mozambique 
Pakistan 
Peru 

Argentina–R1 
Bahamas 
Benin–R/I/F 
Bolivia–R/I 
Burkina Faso–R/I/F 
Burundi 
Cameroon–R 
Chad–R/I/F 
Comoros 
Costa Rica 
Djibouti  
Ecuador– R1  

Poland–PA/R/I/F 
Qatar–F 
Rep. of Korea –SA/R/I/F 
Rwanda 
Saudi Arabia–SA/PA 
Saint Lucia 
Thailand–R 
Uruguay–R 
Vanuatu 
Zimbabwe–R/I/F 

34 countries 

To Preserve Mental Health 
(also to save the woman’s life and physical health) 

Liberia–R/I/F 
Malaysia 
Namibia–R/I/F 
Nauru 
Northern Ireland 
Saint Kitts & Nevis 
Samoa 
Seychelles–R/I/F 

Algeria 
Botswana–R/I/F
Colombia 
Gambia 
Ghana–R/I/F 
Hong Kong–R/I/F 
Israel–R/I/F 
Jamaica–PA  

Sierra Leone 
Spain–R/F 
Trinidad & Tobago 

19 countries 

Socio-economic Grounds 
(also to save the woman’s life, physical health and mental health)

Great Britain (except 

Northern Ireland)–F 
Iceland–R/I/F 
India–PA/R/F 
Luxembourg–PA/R/F  
New Zealand–I/F 

Australia–◊ 
Barbados–PA/R/I/F 
Belize–F 
Cyprus–R/F 
Fiji  
Finland–R/F 

Japan–SA 
Saint Vincent &  
Grenadines–R/I/F 
Taiwan–SA/PA/I/F 
Zambia–F 
15 countries

 

Without Restriction as to Reason 

Georgia 
Germany* 
Greece–PA 
Guyana† 
Hungary 
Italy–◊  PA 
Kazakhstan 
Kyrgyzstan 
Latvia 
Lithuania 
Moldova 
Mongolia 
Nepal–S 
Netherlands-V 
Norway–PA 
Portugal
Puerto Rico
Romania* 
Russian Fed. 
Serbia & Montenegro–PA 
Singapore*** 

Albania 
Armenia 
Austria* 
Azerbaijan 
Bahrain 
Belarus 
Belgium* 
Bosnia-Herzegovina–PA 
Bulgaria 
Cambodia* 
Canada° 
Cape Verde 
China°–S 
Croatia–PA 
Cuba–PA 
Czech Rep.–PA 
Dem. People’s Rep. of Korea° 
Denmark–PA 
Estonia 
France* 
Fmr. Yugoslav Rep.Macedonia–PA 

Slovak Rep.–PA 
Slovenia–PA 
South Africa 
Sweden** 
Switzerland 
Tajikistan 
Tunisia 
Turkey–‡SA/PA 
Turkmenistan 
Ukraine 
United States–V◊PA 
Uzbekistan 
Vietnam° 

55 countries

For notes and key please turn to References.
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USA & Canada
Although US women have the constitutional 

right to abortion on request under the 1973 

Roe v Wade Supreme Court ruling, this right has 

been systematically eroded. Abortion access and 

provision have been increasingly restricted by 

hundreds of pieces of State legislation. Under 

pressure from the anti-choice lobby many clinics 

have closed, clinic staff and clients are often 

harassed, young women are forced to give parental 

consent and some states only have one abortion 

clinic left.

In Canada abortion is  

decriminalised – there are no  

laws governing abortion access.



Methods of Abortion

Each stage of pregnancy requires a different method of abortion. When performed  
by trained professionals in sterile conditions early procedures are virtually risk-free. 
Later abortion may involve some risk to the woman’s health. In order to make 
informed decisions women must be made aware of the possible risks  
and complications.

New methods of abortion and adaptations to make procedures more effective are 
constantly being developed. In July 1991 the UK Licensing Authority approved a 
hormone pill called mifepristone for use in early abortion. Recently more abortions 
have been provided in day-care settings and more women have been able to have a 
local, rather than general anaesthetic. However, the methods available and the exact 
procedure depend on the service provider.

Early abortion 

Medical abortion 

When: Generally up to 9 weeks although some hospitals/clinics now offer the 
procedure up to 13 weeks. 

Where: Clinic / Hospital. Three visits (including the assessment visit). 

What happens: The patient is prescribed a hormone pill, mifepristone, which causes 
the uterus lining to start breaking down. A second hormone pill or vaginal pessary, 
prostaglandin, is taken two days later and increases contractions and bleeding and 
helps expel the pregnancy, as in an early, natural miscarriage. Bleeding may be heavy 
for one or two days before settling down. 

Vacuum aspiration

When: Up to 14 weeks 

Where: Clinic / Hospital. Usually requires a stay of a couple of hours after  
the procedure. 

What happens: The patient is usually given a general or a local anaesthetic. The 
procedure takes 10-15 minutes. A speculum is used to open the vagina so that 
the cervix can be reached. The cervix is gently eased open (dilated) and a thin tube 
attached to a small pump is passed through it into the uterus. The pump is used to 
draw the contents of the uterus into the tube.

Later abortion

There is overlap in the different methods that can be used at the different stages of 
later term abortions. Each patient is advised of her options by her doctor, who will 
take her medical circumstances into account.

Medical induction (induced miscarriage)* 

When: 13 - 24 weeks

Where: Clinic / Hospital. Up to two nights stay, depending on gestation. 

What happens: The patient is under local anaesthetic to reduce pain. The heart  
of the fetus is stopped. A combination of hormones is used to soften the cervix, 
cause contractions and bring on labour. Contractions can last 6-12 hours. The  
next day the doctor checks the abortion is complete. If not, the patient will be  
given a local anaesthetic and any remaining tissue will be removed with a small 
suction pump. 

*Mifepristone and prostaglandin, the drugs used for early medical abortion, are 
also used for abortion in later pregnancy.

Surgical Dilatation & Evacuation (D&E)

When: 14 - 24 weeks 

Where: Clinic / Hospital. This may be a single or two-stage procedure depending on 
the hospital / clinic the patient attends. It may require an overnight stay. 

What happens: The patient is given a general anaesthetic. Before the procedure 
a pessary may be put in the vagina to relax the cervix. The cervix is eased open 
(dilated) so that forceps can be used to remove the fetus and the uterus lining 
(evacuation). After the fetus has been removed the doctor may have to use suction 
to take out any remaining tissue. 
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Surgical Two-stage abortion 

When: 20 - 24 weeks 

Where: Clinic / Hospital. At least one night stay. 

What happens: The patient is given a general anaesthetic. The heart of the 
fetus is stopped. A hormone softens the cervix and the tissues of the pregnancy.  
The next day a dilation and evacuation is performed (see above). The patient can  
usually leave 4-6 hours after this second procedure.

Abortions after 24 weeks are extremely rare, less than 0.1 per cent of the total, and 
can only be performed if there is:

• risk to the life of the woman,

• evidence of severe fo etal abnormality, or

• risk of grave physical and mental injury  
 to the woman.

Methods used are similar to those used between 20 and 24 weeks. 

After abortion, at any stage, many women experience some cramping, pain or  
discomfort which can be eased by painkillers. There will also be some bleeding.  
The clinic will prescribe antibiotics to prevent infection and the patient will be  
advised on possible side effects. 
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Non-surgical or medical abortion**

The drug used for medical abortion, mifepristone, also known as RU 486, was first 
developed in France in the 1980’s and is currently on the market in the UK, France, 
Sweden, Israel, the US and China. As of January 2004, 29 countries had approved its 
use, including: Austria, Belgium, Denmark, Finland, Germany, Greece, the Netherlands, 
New Zealand, Norway, Spain, South Africa and Switzerland. 

Extensive testing and research have shown it to be a very safe and effective method. 
Women who have undergone the procedure found it highly suitable and a good 
alternative to surgical abortion. Although the use of the ‘abortion pill’ makes the 
procedure easier to perform without the need for special facilities, women who opt  
for a medical abortion, in the early stages of pregnancy (up to 9 weeks), are still faced 
with three separate visits to the clinic. Much still needs to be done to improve access  
to medical abortion and offer women a real choice in terms of method.

**This method is used for early abortion up to nine weeks.  
Mifepristone and prostaglandin are also used for termination of pregnancy  
13 to 24 weeks gestation.
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Research has found  
that women who  
had abortions had  
no greater risk of 
breast cancer than 
those who had not.

Psychological problems

The consensus of all authoritative psychiatric and medical opinion is that, for the 
large majority of women, the effects on psychological health of having an abortion 
are neither major nor long-lasting. 

Most women report feeling a sense of relief. They suggest that the most stressful 
thing is coming to the decision to terminate, particularly when the circumstances  
are difficult. Some women may experience feelings of sadness and loss; this is not  
a mental illness, it is just a normal reaction to what can be a negative event.

Anti-choice organisations claim that abortion causes women to suffer severe 
psychological effects which they call “Post-Abortion Syndrome” (PAS). They liken  
PAS to post traumatic stress disorder, a real syndrome sometimes experienced 
by people who have suffered a terrible trauma. However, research in the UK and 
the USA shows that there is no evidence of such a mental illness. To describe the 
possible emotional problems that women may experience after an abortion in  
this way is a distortion of the facts.

Very few women suffer prolonged emotional distress following an abortion. 
However, distress may be triggered if the circumstances surrounding the abortion 
were especially stressful, e.g. if it was illegal and frightening/degrading; if secrecy 
was essential due to family/cultural/religious disapproval; if a woman was unsure 
about her decision to have an abortion; if a woman wanted to continue the 
pregnancy, but, for medical reasons, had to have an abortion.

After-Effects of Abortion
Anti-choice activists have encouraged publicity suggesting abortion harms women. 
On average one in three women in the UK will have an abortion in their lifetime – to 
suggest that they all suffer serious after-effects of abortion is a clear exaggeration.  
A great deal of research has been undertaken over several decades to establish 
whether there is any link between abortion and damage to a woman’s physical and/
or psychological health. The findings demonstrate that these anti-choice  
claims are untrue. 

Physical complications
Pregnancy is not without physical risk: carrying a pregnancy to term and giving birth 
can cause complications and subsequent health problems or even death. Even if 
a woman is in good physical health continuing a pregnancy is more risky than an 
abortion. Complications after an abortion such as serious bleeding, internal damage 
to the uterus or cervix and infection are possible but very rare when, as in the UK, 
abortions are performed by trained, experienced professionals in sterile conditions.

Infertility
There is no link between abortion and infertility, miscarriage and stillbirth.20

Breast cancer
The largest study looking at a possible link between abortion and breast cancer 
followed 1.5 million women in Denmark. It found that women who had abortions 
had no greater risk of breast cancer than those who had not. Research showing  
a link between breast cancer and abortion has been discredited. A collaborative 
analysis of data from 53 studies reported in the Lancet stated that “worldwide 
epidemiological evidence indicates that pregnancies ending as either spontaneous  
or induced abortions do not have adverse effects on women’s subsequent risk of 
developing breast cancer.”21  

“Only a small minority of women experience any long term, 

adverse psychological after-effects following an abortion. ...  

[Risk factors are ambivalence before the abortion, lack of  

a supportive partner, a psychiatric history or membership of  

a cultural group that considers abortion wrong.] ...    

Early distress, although common, is usually a continuation  

of symptoms present before abortion.”22  
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Denial of access to abortion services

Safe, legal abortion rarely has negative psychological effects. The denial of  
access to abortion can have serious consequences for the woman and for the 
resultant child.23

Several research studies have compared the effects on women and their children 
of those granted abortion and those forced to continue with their pregnancy. The 
evidence shows that the psychological and social consequences of refused abortion 
are frequently more serious than the consequences of abortion. 

Motherhood 

In the UK, a substantial proportion of new mothers suffer from post-natal 
depression. There is as yet no universally agreed definition of this, except that  
it is a depressive condition which can affect a mother in the weeks and months  
after childbirth. It is generally thought to affect between 10 and 15 per cent of  
all new mothers.

Afterword
The 1967 Abortion Act, which legalised abortion in Britain, saved the lives and health 
of thousands of women and to this day remains fundamental to women’s autonomy, 
equality and freedom. 

But 40 years on British women still do not have the ‘right to choose’. Abortion, 
unlike any other medical procedure, is only legal with the permission of two doctors 
and in restricted circumstances. As a result, women can face obstructive GPs - one 
in ten is anti-choice -and a postcode lottery of NHS delays - some have to wait up 
to six weeks before they can access the procedure on the NHS and almost one in 
five faces independent sector fees.

In spite of these restrictions, a small but vociferous anti-abortion minority continues 
to lobby to turn the clock back on women’s reproductive rights. Help the pro-choice 
movement defeat these attacks. Join the campaign for a law that trusts women to 
make the abortion decision. 40 years on it is time to move forward – not back!

 •  Join Abortion Rights 

 •  Sign up for action alerts on www.abortionrights.org.uk

 •  Lobby your MP

 •  Break the taboo – Speak out about your abortion experience and  
  encourage others to & add your voice to the pro-choice majority  
  www.prochoicemajority.org.uk
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Glossary

Abortifacient Substance or drug that causes an abortion.

Abortion on demand / request When a woman can simply ask for an  

 abortion, without having to give reasons  

 or fulfil criteria.

Age of consent Age at which it is legal to have penetrative sex 

 (16 in the UK).

Back-street abortion Abortion performed illegally and secretly, 

 probably in unhygienic circumstances and  

 without anaesthetic.

Carrying a pregnancy to term  Completing the 40 weeks of pregnancy and  

 giving birth.

Cervix Neck of the uterus.

Conscientious objection Moral objection (to abortion).

Fallopian tube Tube from ovary to uterus.

Fertilisation Conception. When the egg cell meets  

 the sperm cell.

Fetus Developing baby.

Gestation Process of being carried in the uterus from 

 conception to birth. The length of time a 

 pregnancy has been going on.

Implantation When the fertilised egg settles into the  

 uterus wall.

Induced abortion Abortion, the intentional ending of  

 a pregnancy.

Infertility Inability to produce offspring.

Informed consent Consent given voluntarily, by a competent   

 person, able to fully understand the benefits  

 and potential risks of their decision.

Maternal mortality Death of a woman due to pregnancy or  

 birth-related problems

Miscarriage Natural ending of a pregnancy before the fetus  

 is viable (see spontaneous abortion).

Obstetrics and gynaecology Branch of medicine that deals with pregnancy,  

 childbirth and the female reproductive system.

Pessary Medication inserted into vagina.

Pregnancy State of having a fetus in uterus.

Quickening Moment when the woman first feels the  

 fetus move.  

Speculum Device for opening vagina for medical   

 purposes.

Spontaneous abortion Miscarriage (see miscarriage).

Still-birth Delivery of a baby/fetus that has died in  

 the uterus.

Termination of pregnancy   Abortion, the intentional ending of  

 a pregnancy. 

Trimester First, second or third period of three months  

 of a pregnancy.

Uterus A hollow muscular organ located in the pelvic  

 cavity of women and female mammals in   

 which the fertilised egg implants and   

 develops. Also called womb.

Vagina Passage leading out from uterus. Birth canal.

Viability Point at which a fetus could survive outside  

 the woman’s body.
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Resources and Publications

If you are preparing a project, debate or lesson on abortion or just want  

to learn more about the issue you might find the following useful:

Pro-Choice Websites

Abortion Rights:  www.abortionrights.org.uk

Pro-choice majority: www.prochoicemajority.org.uk

Education for Choice: www.efc.org.uk

Voice for Choice: www.vfc.org.uk 

General Websites

Department of Health, Abortion Statistics: : www.dh.gov.uk/publications

Abortion Services

If you need to find out about abortion services speak to your GP, local sexual  

health or young people’s clinic. Find their numbers in the phone directory or  

contact one of the following for information on your nearest service:

Advice and Information

Brook Advisory Service: for young people up to 25: www.brook.org.uk T: 0800 0185 023 

fpa (formerly Family Planning Association): www.fpa.org.uk T: 0845 310 1334 

fpa Scotland; 0141 576 5088; fpa Northern Ireland: 028 9032 5488 (Belfast)  

or 028 7126 0016 (Derry)

Advice and Help 

Marie Stopes International Helplines: www.mariestopes.org.uk T: 0800 716 390 

British Pregnancy Advisory Service: www.bpas.org T: 08457 304030

PLEASE NOTE: LIFE, CARE and CRISIS centres are opposed to abortion,  

and so the information they offer may be biased.

International 
If you are interested in the international scene you may find the following publications and 

websites of interest:

International Planned Parenthood Federation (IPPF): www.ippf.org 

United Nations Population Fund (UNFPA): www.unfpa.org 

World Health Organisation (WHO): www.who.int/reproductivehealth 

Ipas: www.ipas.org 

NARAL: www.naral.org

For further links, please visit www.abortionrights.org.uk

Religion and Sexual Rights 

Catholics for a Free Choice: www.catholicsforchoice.org  

National Secular Society (do a search for abortion): www.secularism.org.uk

Publications
Brookes, B (1988) Abortion in England 1900-1967, Croom Helm, London

Hadley, J (1996) Abortion: Between Freedom and Necessity, Virago, London 

Journal of Medical Ethics 2001; 27 suppl II: ii X- ii X Edition on Abortion

Kenyon, E (1986) The Dilemma of Abortion, Faber and Faber Ltd, London

National Abortion Campaign & Marie Stopes International (1997) Voices for Choice,  
MSI, London

Mawer, Caroline, McGovern, Margaret, Early abortions: promoting real choice 
for women, fpa, November 2003, ISBN 1 899194 64 9 

Reproductive Health Matters 2002;10 (19): 31-44 Edition on Abortion
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Notes & Key for World Abortion Law

A note on terminology: “Countries” listed on the table include independent states and, where 
populations exceed one million, semi-autonomous regions, territories and jurisdictions of 
special status. The table therefore includes Hong Kong, Northern Ireland, Puerto Rico, Taiwan, 
and the West Bank and Gaza Strip. 

Gestational Limits Key 
Note: All Countries have a gestational limit of 12 weeks unless otherwise denoted. Gestational 
limits are calculated from the first day of the last menstrual period, which is generally 
considered to occur two weeks before conception. Statutory gestational limits calculated from 
the date of conception have thus been extended by two weeks. 
∆ Gestational limit of 90 days 
† Gestational limit of 8 weeks 
‡ Gestational limit of 10 weeks 
* Gestational limit of 14 weeks 
** Gestational limit of 18 weeks 
*** Gestational limit of 24 weeks 
V = Law does not limit pre-viability abortions 
º = Law does not indicate gestational limit 

Key for Additional Grounds, Restrictions and Other Indications: 

R Abortion permitted in cases of rape 
R1 Abortion permitted in the case of rape of a woman with a mental disability 
I Abortion permitted in cases of incest 
F Abortion permitted in cases of fetal impairment 
SA Spousal authorization required 
PA Parental authorization/notification required 
◊=  Federal system in which abortion law is determined at state level;  
 classification reflects legal status of abortion for largest number of people 
x Recent legislation eliminated all exceptions to prohibition on abortion;  
 availability of defense of necessity highly unlikely 
S Sex selective abortion prohibited 
U Law unclear 

Population statistics provided by the Alan Guttmacher Institute.

32


