
 

HC 1045-II  
Published on 15 November 2007 

by authority of the House of Commons 
London: The Stationery Office Limited 

£21.50   

House of Commons 

Science and Technology 
Committee  

Scientific Developments 
Relating to the 
Abortion Act 1967  

Twelfth Report of Session 2006…07  

Volume II  

Oral and Written Evidence   

Ordered by The House of Commons 
to be printed 9 October 2007  
 



 

 

The Science and Technology Committee 

The Science and Technology Committee is appointed by the House of Commons 
to examine the expenditure , administration and policy of  the Office of Science 
and Innovation and its associated public bodies. 

Current membership 

Mr Phil Willis MP (Liberal Democrat, Harrogate  and Knaresborough) (Chairman)  
Adam Afriyie MP (Conservative, Windsor) 
Mrs Nadine Dorries MP  (Conservative, Mid Bedfordshire) 
Mr Robert Flello MP (Labour, Stoke-on-Trent South) 
Linda Gilroy MP ( Labour, Plymouth Sutton)   
Dr Evan Harris MP (Liberal Democrat, Oxford West & Abingdon) 
Dr Brian Iddon MP ( Labour, Bolton South East ) 
Chris Mole MP (Labour/Co-op, Ipswich) 
Dr Bob Spink MP  (Conservative, Castle Point)  
Graham Stringer MP ( Labour, Manchester, Blackley ) 
Dr Desmond Turner MP  (Labour, Brighton Kemptown) 

Powers 

The Committee is one of the department al Select Committees, the powers of 
which are set out in House of Commons  Standing Orders, principally in SO 
No.152. These are available on th e Internet via www.parliament.uk 

Publications 

The Reports and evidence of the Commi ttee are published by The Stationery 
Office by Order of the House. All public ations of the Committee (including press 
notices) are on the Internet at www.parliament.uk/s&tcom 
A list of Reports from the Committee in this Parliament is include d at the back of 
this volume. 

Committee staff 

The current staff of the Committee are:  Dr Lynn Gardner (C lerk); Dr Celia 
Blacklock (Second Clerk); Mr Edward Wa ller (Assistant Clerk); Dr Christopher 
Tyler (Committee Specialist); Dr Joa nna Dally (Committee Specialist); Ana 
Ferreira (Committee Assistant); Christine  McGrane (Committee Secretary); and 
Jonathan Olivier Wright (Senior Office Clerk). 

Contacts 

All correspondence should be addressed to the Clerk of the Science and 
Technology Committee, Commi ttee Office, 7 Millbank, London SW1P 3JA. The 
telephone number for gene ral inquiries is: 020 7219 2793; the Committee•s e-
mail address is: scitechcom@parliament.uk 

 



 

 

Witnesses 

Monday 15 October 2007 

Professor Maria Fitzgerald, University College, London, Jane Fisher, 
Director, Antenatal Results and Choices, Dr Kate Guthrie, Faculty of 
Sexual and Reproductive Healthcare, Professor Neil Marlow, President, 
British Association of Perinatal Medicine, and Professor John Wyatt, 
Professor of Neonatal Medicine, University College London 

Ev 1

Professor Patricia Casey, University College, Dublin, Dr Ellie Lee, 
University of Kent, Professor Jane Norman, University of Glasgow, Dr 
Chris Richards, Newcastle University, and Dr Sam Rowlands, Warwick 
Medical School 

Ev 9

Wednesday 17 October 2007 

Dr Vincent Argent , Consultant Obstetrician and Gynaecologist, 
Dr Tony Calland , Chair of the British Medical Association•s Ethics 
Committee, Liz Davies , Director of UK Operations, Marie Stopes, and 
Kathy French , Advisor in Sexual Health, Royal College of Nursing 

Ev 21

Rev Dr John Fleming , Society for the Protection of Unborn Children, 
Anne Quesney,  Abortion Rights, Dr Peter Saunders,  Alive & Kicking, 
and Anne Weyman,  Family Planning Association 

Ev 30

Wednesday 24 October 2007 

Rt Hon Dawn Primarolo MP, Minister of State for Public Health, Dr 
Fiona Adshead, Deputy Chief Medical Officer, and Paula Cohen, 
Assistant Director of Legal Services, Department of Health 

Ev 41

 



 

List of written evidence 

1 Department of Health Ev 55  

2 Dr Ellie Lee, University of Kent Ev 60 

3 Lejeune Clinic for Children with Down•s Syndrome Ev 63 

4 Dr Stuart Derbyshire, University of Birmingham, School of Psychology Ev 66 

5 Professor Sally Sheldon, Kent Law School Ev 69 

6 ProLife Alliance (PLA) Ev 72 

7 Comment on Reproductive Ethics (CORE) Ev 76 

8 Ruth Graham et al, Newcastle University Ev 79 

9 Family Planning Association Ev 82 

10 Theresa Lynch Ev 87 

11 Guild of Catholic Doctors Ev 88 

12 Submission from the BMA Ev 89, 243 

13 History & Policy Ev 93 

14 Dr Joel Brind, University of New York Ev 96 

15 Professor Rev Robin Gill, University of Kent Ev 101 

16 Scottish Council on Human Bioethics Ev 102 

17 Royal College of Nursing Ev 105 

18 Faculty of Family Planning and Reproductive Health Care Ev 108 

19 All-Party Parliamentary Pro-Choice and Sexual Health Group Ev 112 

20 Medical Research Council Ev 113 

21 Professor Byron C. Calhoun, Professor and Vice-Chair, Department of Obstetrics and 
Gynecology, West Virginia University Ev 114 

22 Dr Vincent Argent Ev 116 

23 Dr Chris Richards and Dr Mark Houghton Ev 120, 244 

24 Reproductive Health Matters Ev 125 

25 Dr Sam Rowlands Ev 128, 251 

26 Dr Gregory Gardner Ev 134 

27 Dr Hans-Christian Raabe Ev 141 

28 David Randall, Final Year Medical Student Ev 146 

29 Royal College of Obstetricians and Gynaecologists Ev 151 

30 Professor Patricia Casey Ev 155 

31 Antenatal Results and Choices (ARC) Ev 163 

32 Brook Ev 165 

33 CARE Ev 167 

34 Christian Medical Fellowship Ev 172 

35 The Lawyers• Christian Fellowship Ev 177 

36 Council for Health and Wholeness Ev 181 

37 Professor John S Wyatt Ev 185, 244, 246 

38 Dr Alex Bunn Ev 189 

39 The Maranatha Community Ev 193 

40 Alive and Kicking Ev 200 

41 Society for the Protection of Unborn Children Ev 201 

42 Marie Stopes International Ev 206 

43 The British Association of Perinatal Medicine Ev 210 



 

 

44 Abortion Rights Ev 212 

45 Independent Advisory Group on Sexual Health and HIV Ev 216 

46 LIFE Ev 220 

47 BPAS Ev 222 

48 Sally Carson, Nurse Ev 239 

49 Madeleine Simms Ev 239 

50 Wendy Savage Ev 240 

51 Dr James Trussell, Dr Katherine A Guthrie and Dr Sam Rowlands Ev 252 

 

 

List of unprinted evidence 

The following memoranda have been reported to the House, but to save printing costs 
they have not been printed and copies ha ve been placed in the House of Commons 
Library, where they may be inspected by Members.  Other copies are in the Parliamentary 
Archives, and are available to the public for inspection.  Requests for inspection should be 
addressed to The Parliamentary Archives, Houses of Parliament, London SW1A 0PW (tel. 
020 7219 3074).  Opening hours are from 9.30 am to 5.00 pm on Mondays to Fridays. 

 
SDA 53   Correspondence sent by Dr Ellie Lee:   
 

Correspondence from Dr Henry David about the 'Prague Study' and 'The 
Fergusson study' 
 
Correspondence sent by Dr Sam Rowlands 

 
Correspondence from Dr Stuart Derbyshi re about the Anand paper on fetal 
pain 

 
Correspondence from Dr Margaret Oate s about Patricia Casey's submission 
to the STC. 
 

SDA 54   Patient information leaflets:  

Counselling and support services for termination of pregnancy 

Medical termination of pregnancy (leaflet) 

Medical termination of pregnancy (form) 

Surgical termination of pregnancy (leaflet) 

Surgical termination of pregnancy (form) 



 

List of Reports from the Committee during 
the current Parliament 

The reference number of the Government•s re sponse to each Report is printed in brackets 
after the HC printing number. 

Session 2006…07 

First Report Work of the Committee in 2005…06 HC 202 

Second Report Human Enhancement Technol ogies in Sport HC 67…I (Cm 7088) 

Third Report The Cooksey Review HC 204 (HC 978) 

Fourth Report Research Counci l Institutes HC 68…l (HC 979) 

Fifth Report Government Proposals for the Regulation of Hybrid and 
Chimera Embryos 

HC 272…l (Cm 7139) 

Sixth Report Office of Science and Innov ation: Scrutiny Report 2005 
and 2006 

HC 203 (HC 635) 

Seventh Report 2007: A Space Policy HC 66…I (HC 1042) 

Eighth Report Chairman of the Medical Re search Council: Introductory 
Hearing 

HC 746 (HC 1043) 

Ninth Report International Policies and Ac tivities of the Research 
Councils 

HC 472…I (HC 1044) 

Tenth Report Investigati ng the Oceans HC 470…I 

Eleventh Report  The Funding of Scie nce and Discovery Centres HC 903…I 

Session 2005…06 

First Report Meeting UK Energy and Climate Needs: The Role of 
Carbon Capture and Storage 

HC 578…I (HC 1036) 

Second Report Strategic Science Provision in English Universities: A 
Follow…up 

HC 1011 (HC 1382) 

Third Report Research Council Support fo r Knowledge Transfer HC 995…I (HC 1653) 

Fourth Report Watching the Directives: Scie ntific Advice on the EU 
Physical Agents (Electromagnetic Fields) Directive 

HC 1030 (HC 1654) 

Fifth Report Drug classification: maki ng a hash of it? HC 1031 (Cm 6941) 

Sixth Report Identity Card Technologies: Sc ientific Advice, Risk and HC 1032 (Cm 6942) 

Seventh Report Scientific  Advice, Risk and Evidence Based Policy Making HC 900…I  
HC (2006-07) 307 

First Special Report Forensic Science on Trial: Government Response to the 
Committee•s Seventh Report of Session 2004…05 

HC 427 

Second Special 
Report 

Strategic Science Provision in English Universities: 
Government Response to th e Committee•s Eighth Report 
of Session 2004…05 

HC 428 

 



3789252001 Page Type [SO] 12-11-07 23:52:40 Pag Table: COENEW PPSysB Unit: PAG2

Science and Technology Committee: Evidence Ev 1

Oral evidence

Taken before the Science and Technology Committee

on Monday 15 October 2007

Members present

Mr Phil Willis, in the Chair

Mrs Nadine Dorries Dr Bob Spink
Dr Evan Harris Graham Stringer
Dr Brian Iddon Dr Desmond Turner
Chris Mole

Witnesses:Professor Maria Fitzgerald, University College, London, Jane Fisher,Director, Antenatal
Results and Choices,Dr Kate Guthrie, Faculty of Sexual and Reproductive Healthcare,Professor Neil
Marlow, President, British Association of Perinatal Medicine, andProfessor John Wyatt,Professor of
Neonatal Medicine, University College London, gave evidence.

Q1 Chairman: Good afternoon everyone. Could I
welcome you to this, the “rst formal evidence session
of the science and technology select committee•s
investigation into scienti“c developments relating to
the Abortion Act of 1967. Welcome to our “rst panel
of witnesses this afternoon, to Professor Maria
Fitzgerald, Professor of Developmental
Neurobiology at UCL, Jane Fisher, director of
Antenatal Results and Choices, Dr Kate Guthrie,
the vice-president, Faculty of Sexual and
Reproductive Healthcare, Professor Nail Marlow,
the president of the British Association of Perinatal
Medicine and last but by no means least Professor
John Wyatt, professor of neonatal medicine at UCL.
Welcome to you all and thank you very much indeed
for coming at such brief notice. This is an inquiry
which is speci“cally dealing with the scienti“c
developments since 1967 and particularly since 1990
and the changes to the Human Fertilization &
Embryology Act which came in as a result of
amendments to that Act. We are strictly keeping to
that regime so if we move oV piste then I will stop
very quickly and move us back on to issues to do
with science and evidence. I will do exactly the same
to my colleagues if they trespass across the dividing
line. Professor Marlow, the Committee is hearing a
lot about viability and clearly in terms of late
termination the issue of viability is right at the heart
of that. What do we mean by •viabilityŽ? What does
the profession generally mean by •viabilityŽ and
how would you de“ne it?
Professor Marlow: It is the capability of surviving
the neonatal period and growing up into an adult.
You would draw a distinction between viability
which is the potential to survive and grow up into an
adult human being and vitality which is signs of life
at birth, which are two distinct things. When we talk
about viability, we often think of a group of babies
who are born at what we call border line viability
and those babies are usually born before 26 or 25
weeks of gestation. At around 24 weeks of gestation,
approximately half of babies will have the capacity
to survive and be discharged home. That is usually
the level at which we set our border line viability.

Q2 Chairman: Dr Guthrie, in 1990 the legislation
was changed making 24 weeks, if you like, the legal
age of viability. Has anything changed?
Dr Guthrie: In what respect? In terms of science and
technology?

Q3 Chairman:Yes.
Dr Guthrie: My understanding from the literature is
that it has not changed. Reading UK studies and
studies which I have read about but are yet to be
published, my understanding is that there have been
no great advances. There have been advances in
maybe looking at foetuses in the womb and we see
more for example with ultrasound but in terms of
viability and survival my understanding is that there
has been no great advance.

Q4 Chairman: In terms of Professor Marlow•s
de“nition of viability, you would accept that?
Dr Guthrie: I would entirely.

Q5 Chairman: What about you, Professor
Fitzgerald?
Professor Fitzgerald: That is not my area of
expertise.

Q6 Chairman:Professor Wyatt?
Professor Wyatt: I would accept that de“nition of
viability. It is the ability to survive and grow up into
adult life with optimal medical care.

Q7 Chairman:How do you stand on the 24 weeks?
That is the legal de“nition at the moment. It was
created in 1990 as a result of the change from 28
weeks to 24 weeks. Do you support that?
Professor Wyatt: In terms of the scienti“c evidence,
there have been advances in neonatal care obviously
since 1990. There is evidence overall that neonatal
survival has improved. There is a matter of
controversy and debate about the evidence. It is
important to di Verentiate between two types of
study. There is a kind of study that involves the
testing of the outcome of an entire population, often
a geographically de“ned population, so all the
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pregnancies in an area are enrolled and the outcome
of those pregnancies, including the babies born at
the limits of viability, is then assessed. There are
other kinds of studies based at single centres and
often centres of excellence in order to see the level of
care that is potential with optimal care.

Q8 Chairman:If we take this issue of the very best
centres of excellence, since 1990 or since 1967, are
babies born at 23 weeks or 22 weeks more or less
likely to survive than they were? Where is the
evidence to support that?
Professor Wyatt: There is a body of evidence
published internationally showing that in tertiary
centres of excellence survival has improved.
Certainly since the 1960s there has been an
incremental improvement in survival and that
carries on into the 1990s.

Q9 Chairman:Can I tie you down in terms of this
incremental increase? What are we talking about in
percentage terms, because there are very few babies
that are born below 24 weeks, to be fair.
Professor Wyatt: Indeed. What the evidence
suggests is that there is also a very large diVerence in
individual centres. This has also raised concerns, to
know why it is, if you take one centre, the survival
for instance of babies born at 23 weeks may be of the
order of 20% or 25% and in another centre the
survival of babies born at 23 weeks may be as high
as 50 or 60%. That has been recorded.

Q10 Dr Spink: Would this be as a result of clinical
decisions to use steroids, for instance?
Professor Wyatt: There are a number of factors
obviously that one can speculate aVect the chances
of survival round these borders of viability. One
factor is the level of expertise, staY ng and resources
that are available. Clearly, another factor I would
suggest is the ethical attitudes of the staV and the
parents that are taken towards babies around this
gestation. There is evidence to suggest that some
centres would have a more actively interventionist
kind of approach and other centres might have a less
interventionist approach to babies born around the
limits of viability. It seems likely that this is one of
the factors that in”uences the outcome. It has to be
said it has not been systematically studied and
therefore we do not know for certain what are these
factors that cause a variability of outcome in
diVerent centres. The evidence does seem to be there
in the literature that such variability does exist. It
means therefore that quoting a single “gure is not
really very appropriate. There is quite a wide range
that diVerent centres have reported.

Q11 Chairman:Jane, in terms of viability, are you in
tune with the rest of the panel that say, •We are okay
with the de“nition. We are just now arguing about
whether it is 24 weeks or below thatŽ?
Jane Fisher: Yes. Again, it is not our area of
expertise but certainly my experience is that what
has been said so far is correct.

Mrs Dorries: Professor Wyatt, on this area of
studies, you made some comments in the national
press on Sunday which were actually quite critical of
one of the studies which has been undertaken. I want
to ask you to what extent you thought that
particular study should inform our discussion. I
would like you to go into a bit more detail if you
would as to why the survival rate of 23 week babies,
particularly in your own unit, is so high. In your
unit, there are as many as 42% of 23 week survivors,
going up to 70% at 24 weeks. Why does your unit do
so well compared to the study of units across the UK
and do you think the study of the UK hospitals and
survival rates should be informing this Committee?

Q12 Chairman:Could you de“ne what •survivalŽ
means?
Professor Wyatt: Survival is slightly diVerent in
diVerent studies.

Q13 Chairman:What do you mean by it?
Professor Wyatt: In the study that I was involved
with, one particular study involved survival up to
one year of age. If babies are going to die, the
chances are they will die in the “rst few days of life,
but there is a possibility of children surviving the “rst
few months and then dying in later childhood.

Q14 Chairman:It is up to one year.
Professor Wyatt:One could take that as a de“nition.
If my remarks were seen as critical of the study, they
were certainly not intended to be critical of the
scienti“c value or merit of the studies that have been
performed to an extremely high, scienti“c standard.
They are extremely valuable and I think they do
inform us.

Q15 Dr Harris: Including EPICure?
Professor Wyatt: Including EPICure studies, yes. It
is very important that this data is assessed by the
Committee but I would argue, as I tried to, that there
is a diVerence between a very large, population
based study which eVectively says on average across
the UK this is what happens and the question of the
possible outcome that may occur from individual
centres.

Q16 Chairman: Is that not what happens with all
studies?
Professor Wyatt:The design of the study depends on
the question that you wish to answer.

Q17 Chairman:I am not trying to be pedantic here.
We are a Committee that is going to advise the
government in this particular area. The government
has to make policy across the country. It cannot
make policy for an individual unit. That is the point
I am making. Surely it is valid for the EPICure study
to be across the country?
Professor Wyatt: It is extremely helpful to see what
is happening across the country but there is also a
value in studies that say what is the outcome from
specialist centres. For instance, if we were looking at
something complete diVerent like breast cancer, you
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would say, •What is the survival of breast cancer
across the country?Ž but you might also be interested
to say in a specialist centre, under those special
circumstances, •What was the survival?Ž In other
words, they both give you information.
Chairman:I think it was important to tease that out.

Q18 Mrs Dorries: Therefore, would we say that the
viability of a baby born at 23 weeks depends into
which unit or hospital that baby is born?
Professor Wyatt:It must depend on a whole number
of factors but one of those factors is both the staY ng
and level of resources that are available to that baby
in terms of whether that baby is in a major centre.
Some of the hospitals that the EPICure looked at did
not have specialist resources for caring for very
premature babies. It must also depend on the
attitude of the staV and of the parents that are again
in that particular unit. I would anticipate there are
large variations. One of the other statistical in all
these studies is that in any one centre one is dealing
with very small numbers. Therefore, it is always
possible that you have statistical eVects which
in”uence the outcome in individual centres. The
value of very large studies such as EPICure is that by
taking a very large number of babies you reduce the
statistical error but, at the same time, you lose the
information about di Verences between centres.

Q19 Chairman:Surely the smaller the number the
greater the statistical variation?
Professor Wyatt:Exactly. That was the point I was
making. If you have a very small number, you have
a large, statistical error.

Q20 Dr Turner: Professor Wyatt, you talk simply in
terms of survival, in terms of living or dying. Can
you comment on the quality of life in terms of degree
of disability given the large number of disabilities in
preterm babies of this age? Do you have any views
on the reasons why these babies are delivered
preterm so early?
Professor Wyatt: It is sadly true that babies born
around the limits of viability have a high risk of
having subsequent problems and these problems
range from physical problems, neurological
problems, learning diY culties, behavioural
problems and so on. There is a large number of
studies which have been performed and are currently
being performed into the long term outcome. Again,
the studies have quite a range of variations in
outcome between diVerent studies. They vary in the
precise measures that are taken. To answer a
question such as the quality of life is very diY cult. It
is clear that some babies born at the limits of
viability tragically are profoundly disabled but the
evidence suggests that severe, profound disability is
actually relatively uncommon as a long term
outcome. We do have quite a large number of
children who have some learning diY culties,
behavioural problems, but I would resist the
suggestion that that means their life has no value or
that it is not appropriate for us to care or to give
these babies the very best chance of a good outcome.

Q21 Dr Turner: Can you comment on the reasons
for such early parturition? Do you think there is a
limit between prospective disability and early
delivery? In other words, a natural abortion, for
want of a better word?
Professor Wyatt:There has been a huge amount of
research as to why babies are born very prematurely
and we know that there are a large number of factors
which increase the risk of prematurity, but it is true
to say that in any group of premature babies a very
signi“cant proportion are those in which no reason
can be identi“ed as to why the mother went into
labour very prematurely. It is not true to say that the
presumption must be that there was a congenital
problem with the developing baby in the womb, with
the foetus, which was the cause of the prematurity.
The research that goes on into the cause of injury
suggests that in the majority of cases damage to the
brain and the developing nervous system happens
around the time of delivery, sometimes immediately
before, sometimes during the delivery process,
sometimes in the critical “rst few days of life,
sometimes later on during intensive care. These are
the issues which we are trying to address and many
workers in the “eld are trying to address to minimise
the damage that occurs to the brain around the time
of delivery.

Q22 Chairman: The thesis presented by Professor
Wyatt appears to be that if you have a high quality
specialist unit the chances of surviving below 23
weeks are signi“cantly increased. Those were the
words that were used: •signi“cantly increasedŽ.
That is what your article said.
Professor Wyatt:To clarify, less than 24 weeks.

Q23 Chairman:Sorry; less than 24 weeks. Is not 23
weeks less than 24 weeks?
Professor Wyatt:Yes.

Q24 Chairman:At 23 weeks. Have you picked that
up in the EPICure study?
Professor Marlow:Obviously the data are still being
analysed at present.

Q25 Chairman:I do not want you to reveal the data.
Just give us the facts.
Professor Marlow: In eVect I can see no statistical
improvement in survival at 23 weeks from the
preliminary analysis we have had of the data.

Q26 Chairman:Is that on individual units?
Professor Marlow: We have not looked at those
data yet. That is something that we will do some
time down the line but we have not had a chance
to analyse survival by unit. To my mind, there is
no incompatibility between what I have said and
what Professor Wyatt has said. In medicine we
always need centres of excellence that are pushing
boundaries back and are leading the way forward
for many of us to follow often. It is very important
that, if units have a philosophical agreement with
starting care at very low gestations, they should try
and provide the care to their ability. That is likely„
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and I think there is evidence from other countries„
if followed through to produce improved survival.
One of the problems is of course that the rates of
disability at low gestations do rise quite steeply.
Down at 25, 24 and 23 weeks we are certainly
looking at about 25% of the population who will
have serious, life long disabilities.

Q27 Chris Mole: Professor Marlow, you obviously
cannot reveal what is going to be in EPICure two
but in terms of our inquiry which is scienti“c
developments since 1990 primarily is the original
EPICure study still relevant for people to take into
consideration or is it becoming out of date?
Professor Marlow: I think the survival rates are
becoming out of date. If you look around the world
at very low gestations, there is very little evidence
that any of the rates of disability diVer between
diVerent countries. We recently compared the
outcome in a very low gestation in France to
ourselves and the results are identical. I have also
had the opportunity to look at data at North
America. Again, when they are de“ned by
gestation, the rates of disability are much the same.
I am fairly con“dent about that. Nobody has
shown really a signi“cant improvement in that rate
of disability over the last ten years. What we have
seen, certainly in the Trent region of the UK, are
signi“cant trends in survival at 24 weeks but we
have not seen those at 23 weeks. Even in an area
which is dealing with 67,000 births, we see an
almost twofold variation in survival at very low
gestations, at 23 weeks for example, which re”ects
the small numbers of children. One extra child
surviving one year pushes the “gures right up.
There is a lot of variability. It happens at very low
gestations and survival is mainly related to the
statistical con“dence around what happens over
one year.

Q28 Chris Mole:Professors Marlow and Wyatt, are
you of the opinion that there is any link between
abortion and subsequent preterm births?
Professor Marlow: Recurrent abortion is thought
to be a risk factor for preterm births. I am not an
expert in that area and I would not push that
any further.
Professor Wyatt: There is scienti“c evidence of a
statistical association between a previous induced
about and an increased risk of subsequent
premature delivery. The problem with studies like
this of course is that statistical associations do not
in themselves prove a causal link and therefore
there is a number of scienti“c and other questions
that go on to try to tease out the question as to
whether or not there is a genuine causal link or a
statistical association. Having reviewed the
evidence myself, my impression is that there is
suY cient scienti“c evidence to suggest there is a
causal association and a number of large studies
that have been performed have suggested that there
may be a causal link. That is, to me, the force of
the evidence, such as it is.

Q29 Chris Mole: Is there a variation in that between
one induced abortion and multiple induced
abortions and the impact on the risk of subsequent
preterm birth?
Professor Wyatt: Statistically the evidence, the
majority of studies, appear to show that there is what
is called in rather unpleasant terms a dose response
relationship. If you have more than one induced
abortion, it increases the risk of a preterm delivery in
a subsequent pregnancy.

Q30 Chris Mole: But one might not?
Professor Wyatt:Statistically the majority of studies
suggest that one probably does but there are matters
of scienti“c controversy.

Q31 Chairman: Professor Marlow, would you
support that?
Professor Marlow: I would not disagree.

Q32 Chris Mole: Professor Wyatt, you have made
some comments about an estimate of the cost of
abortion and preterm births to society. How
accurately can we put monetary terms on those sorts
of issues?
Professor Wyatt: I am not a health economist and
these are very technical, complex areas. I would not
in any sense wish to. It is a study which, as far as I
am aware, has not been performed and, looking at
the health economic aspects of a whole number of
factors in terms of the provision of premature care,
it is something that is important.
Professor Marlow: Not all preterm delivery is at
border line viability. The vast majority of preterm
deliveries are at later gestations where survival is
very high in most centres across the UK and the
developed world.

Q33 Chairman:Below 24 weeks there has to be a lot
of intervention.
Professor Marlow:No. When you say there is a risk
of preterm birth, I would like to draw the distinction
between there being a risk of birth before 36 weeks
of gestation and birth before 24 weeks of gestation.
Mrs Dorries: The de“nition of preterm is 36 weeks.

Q34 Chris Mole: One of the technological
developments that has happened over the last
decade or so is the introduction of 4D images. Can
I ask all of the panel if they believe there is anything
we can learn from that that is relevant to this?
Professor Fitzgerald:At the moment what we can
learn is very limited simply because the technique is
still under development and still really at a stage of
trying to con“rm that a lot of the structures that you
see are similar to those seen in animals and other
mammals, trying to identify the diVerent areas, but
I think it is a technique that in the future will
probably be very useful for prediction of outcome if
that was what you were asking, yes, but perhaps not
so much at the moment.
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Q35 Chairman:Is that generally agreed?
Professor Marlow:It is helpful in terms of prediction
of abnormality and therefore one is able to see
structures that one would not see in ordinary, two
dimensional, real time, 3D ultrasound. I do not
think it tells us any more about foetal development
than we probably knew already.
Dr Spink: Would the panel accept that 4D imaging
has brought about or is starting to bring about a sea
change in public attitude towards abortion since
they can now see the child developing at 18 and 20
and 22 weeks in a way that they had not perceived
before when they were thinking about foetuses
rather than real children with real limbs, “ngers and
“nger nails, forming a relationship with their
mother, listening to their mother•s voice, even at that
stage? It has caused a change in public perception on
the value of abortion to society.

Q36 Chairman: There is a signi“cant diVerence
between what we mean by public perception and
how we measure it but I am sure Dr Guthrie and
Jane Fisher will answer that.
Dr Guthrie: Certainly there is public debate. I am a
clinician. My job I suppose is to interpret the science
to the women that I see in the clinic. My women are
certainly a lot more, shall we say, informed and they
are asking a lot more questions than they used to do.
That has not reduced the number of women seeking
abortions. There is something about, yes, there is
more knowledge or we think we have knowledge or
we have clues. How do we interpret them? The fact
remains that there is still a need out there for women
to access services. Despite what women know, it is
very interesting that the demand is still there.
Jane Fisher: They do provide what are quite
memorable images of a developing baby but what
has muddied the waters is people thinking we can get
more clinical information from those images and it is
important to make that distinction. Yes, the images
may be very beautiful but they are not necessarily
adding any more to clinical information about
developing babies.

Q37 Chris Mole: On the question of foetal organ
development, there is a lot that helps our
understanding of the concept of viability in terms of
the development of the nervous system, the
capability of the lungs to function and so on at
diVerent ages. How much has our understanding of
all that changed in the last 10 or 20 years?
Professor Fitzgerald:In terms of 4D imaging, I do
not think it has told us anything about the
development of the nervous system. An image of a
body tells you nothing about the nervous system. I
think it is really important to separate the brain from
all other organs. We really will be able to understand
a lot about general organ function and dysfunction
in foetal life but we still really have no knowledge of
what the structural correlates of consciousness are.
We simply do not know. That is incredibly
important. We can guess a number of things about
the development of the human brain at various
stages of gestation but it really will be just guessing.

All of our functional understanding of what infants
may or may not be able to process by the brain have
been performed after a baby is born, not in foetal
life. That is an incredibly important point because
the brain in a foetus is perfused eVectively by sleep
inducing chemicals. This is something that is not
well understood. It is not possible to extrapolate
back from a 23 or 24 week baby, which Professor
Marlow and Professor Wyatt have been talking
about, to how the nervous system will be functioning
in utero as a foetus. It is in a completely diVerent
environment.

Q38 Chairman:How do we know?
Professor Fitzgerald: We know that from two
important areas of study. One is from work on sheep
foetuses and is by Professor David Mellor in Sydney,
a huge body of work studying all of the hormones
that are perfusing the brain in a foetal lamb and
measuring brain activity over the whole gestation
period. We know it as well from the work of
Professor Lagercrantz at the Karolinska Institute
who also measured equivalent hormones in human
foetuses. There is very strong evidence that the
foetus is eVectively asleep. It is like you asking if a
man who is deeply sedated feels the same as a man
who is not. It is that kind of question.

Q39 Mrs Dorries: There has been a more recent
study, has there not, in the United States that shows
perhaps the opposite of what you are saying? You
said you are just guessing and you cannot say 100%
that a foetus cannot feel and cannot respond to toxic
stimuli or whatever. Therefore, if we do not know, is
it not more humane and preferable that we come
down on the side of the foetus and assume that the
foetus can feel? I ask this for a very speci“c reason.
I was present at two 4D screenings recently, one
where a needle was inserted into the abdomen of the
mother and the baby physically recoiled from the
needle on the screening, and the other one where a
baby was simply nudged and pressed in order to
change position. The baby obviously was pulling
faces and did not want to do it. Having witnessed
both of those 4D screenings of both of those babies,
one was very aware a needle was coming at it and the
other was very aware that its position was being
changed. If it was deeply asleep and unconscious,
how was this foetus aware of what was going on in
utero?
Professor Fitzgerald:I think it is important that you
understand the nature of the re”exes in an integrated
nervous system. If, God forbid, you were a
quadriplegic, you were somebody whose spinal cord
had been damaged like Superman•s1 was. It was
damaged at a very high level so you could feel
nothing below the level of the lesion. You could not
move and you could not feel anything. If I then put
a needle in your toe, you would feel nothing but your
whole body would recoil. The nervous system below
the level of the brain is incredibly organised.

1 Note from the witness: Referring to the actor, Christopher
Reeve, and campaigner for spinal cord injury research.
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Q40 Mrs Dorries: How do you know that?
Professor Fitzgerald: I am trying to give you a
rational argument. If we do not know something, we
have to use our rational, scienti“c approach to this.
If you take a very tiny, newborn baby, not a foetus„
and this has been shown by Oberlander in Canada in
a beautiful study„if you give them a painful
stimulus, they will scrunch up their face and they will
move their limbs and cry. We have shown this. There
is no question but that those infants have a response
to pain. However, that response is the same if they
are extensively brain damaged, if the white matter
tracts in their brain, the main roadways if you like,
take all the information above this level. The
response is exactly the same until the babies are 32
weeks. Then you begin to see a big diVerence. I am
not playing God here. I do not know how human
consciousness emerges. I do not think anybody
knows that. We have to be quite rational about this.
If a lot of responses are exactly the same when there
is no cerebral function, it is reasonable to infer that
they are re”exes. They are carried out at the level of
the spinal cord and at the level of the brain stem.
That is the lower bit of your brain in your neck. They
are very organised, sophisticated re”exes. They give
you an emotional reaction. They would give me an
emotional reaction. You look at them and you
construct something out of them. The foetus is not
conscious„that is what I believe„because its brain
is not connected together.
Mrs Dorries: Can I ask Professor Wyatt as a
neonatologist what his opinion is on that?

Q41 Chairman:Is this a specialism of yours?
Professor Wyatt:It is not a special area. I am aware
that this is a matter of great scienti“c controversy
and that there are diVerences between experts in this
“eld about whether the deep structures within the
brain may participate in the sensory awareness or
not. Ultimately, of course, we cannot know what it
is like.

Q42 Chairman: Are you aware of another study
which contradicts the Canadian study which
Professor Fitzgerald commented on?
Professor Wyatt:I am aware of a recently published
review article which reviews evidence in this area and
which suggests that the deep structures may play a
role in pain awareness but this is a matter of scienti“c
controversy which I am not an expert on.

Q43 Dr Harris: Professor Wyatt, you are quoted in
The Times on 3 October 2006 saying, •The link
between the cortex and the rest of the body does not
come into play until 23 to 24 weeks when the “rst
connections are created.Ž That was from a Science
Media Centre brie“ng you gave in relation partly to
these scans. Is that still your view?
Professor Wyatt: That is a matter of scienti“c
record. Professor Fitzgerald is the expert on that.
That is the point at which the “rst projections of
the cortex„

Q44 Dr Harris: The Guardianreported that brie“ng
as your colleague, Donald Peebles, a consultant in
foetal medicine at UCL, saying, •The temptation is
to associate with regard to these scans foetal
movements with adult movements.Ž I think that is a
step which is extraordinarily dangerous. I do not
think in scienti“c terms he has shed any light
whatsoever on the debate about the 24 week limit.
You are cited as agreeing that the ultrasound images
made no fundamental diVerence to the scientists•
understanding of neuroscience. Is that an accurate
re”ection of your views?
Professor Wyatt: The question was whether, as we
have just discussed earlier, the 4D images increased
the scienti“c understanding of the foetus•s
behaviour and at the moment I think the consensus
is they do not add a great deal in terms of the science
but they clearly have altered public perceptions.

Q45 Dr Harris: I am keen to stick to the science. It
is a science committee. On the EPICure studies,
Professors Wyatt and Marlow, if you get an average
“gure from EPICure of between 10…15% and some
centres are higher than that for whatever reason„
there are multiple reasons why that might be; they
might be receiving at their tertiary centres referrals
of babies who are hardy enough for transfer to start
with so that will not be the average baby„does that
suggest to you that there will be centres at the lower
end in order for the average still to be 10 to 15%? Is
that your “nding from EPICure one?
Professor Marlow: From the “rst EPICure study,
there is no doubt that within diVerent regions of the
country there was a wide variation in outcome. That
re”ects the attitudes and the services available at
the time.

Q46 Dr Harris: Even at 24 weeks, if the overall
survival is 60% and some are at 90, some might be as
low as 10, 15 or 20. If you chose that as the basis,
then 24 would not even be viable if you chose it
hospital by hospital.
Professor Marlow: That is one interpretation of it,
yes.

Q47 Dr Harris: The BAPM, of which you are
president, in their evidence said to us, •BAPM has
recently completed a further survey on the outcome
for babies under 26 weeks in 2006 and the results of
this work, EPICure two, are just becoming
available. We will not be able to quote the exact
outcomes for babies in EPICure two as the data is
being analysed. However, early indications are that
for infants below 24 weeks of gestation the survival
to discharge home was very similar between the
cohort of 1995 and that of 2006. Headline “gures of
approximately 10…15% survival were found.Ž
Would you accept that evidence?
Professor Marlow: I would accept that. That refers
to the survival of babies admitted for intensive care.
One has to understand that clearly the base
population will change your survival because many
with low gestations will sadly die in the delivery
room immediately after a live birth. A further
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proportion will die during labour. When a woman
presents in labour at 23 weeks, the overall survival
with very low gestations is considerably lower than
that quoted.

Q48 Chris Mole: At 22 weeks, what proportion of
babies need some intervention to start life?
Professor Marlow:All.

Q49 Chris Mole: 100%?
Professor Marlow:Yes.

Q50 Chris Mole: No babies are born naturally at
22 weeks?
Professor Marlow:They may be born naturally but
they do not survive without support.

Q51 Dr Harris: If I were to say to you that a
de“nition of viability for legal purposes would be it
is the lower point at which a baby would have a
reasonable chance of surviving without signi“cant
abnormality or impairment, would you say, based
on the data you are aware of that is in the public
domain such as that I have discussed, Professor
Marlow, that that would indicate that 24 weeks is
right; or would you say it should be diVerent based
on that particular de“nition?
Professor Marlow: In my opinion, 24 weeks is the
lowest gestation rate at which we routinely will
expect a good outcome.

Q52 Dr Harris: Professor Wyatt, you are able I hope
to send us the abstract of the data in your unit that
you referred to in your paper?
Professor Wyatt:Yes.

Q53 Dr Harris: What was the denominator for that?
Was that 40 or 42% survival at 23 weeks of all babies
showing signs of life in the delivery room or was it
a proportion of those admitted to neonatal intensive
care directly or by transfer?
Professor Wyatt: The denominator was all babies
born alive in the labour ward in the hospital at UCL.

Q54 Dr Harris: Do you accept there is another
problem with the variability? If there is a unit that is
very keen to resuscitate as much as possible, for
whatever motives, that might well drive the
percentage “gures down because there will be a
broader base for babies that are found to have signs
of life and then are intervened on? Do you accept„
it should not be a controversial point„that that is
another reason for the wide variability possibly
between countries and centres?
Professor Wyatt: It really repeats the point I made
earlier. The ethical attitudes towards any individual
baby will change the outcome. Such studies as there
suggest, I think not surprisingly, that where there is
a more active interventionist policy that does not
lead to a lowering of the “gure. That leads to an
improved survival. Where there is less
interventionist policy there tends to be reduced
survival.

Q55 Chairman:Professor Fitzgerald, crucial to this
inquiry is the fundamental question at what time
does the foetus feel pain. Clearly, the comments you
have made to us earlier have said that your
guesstimate, if you like, your professional advice to
the Committee is that, given the current state of the
science, you feel that the foetus does not feel pain
certainly at, say, 24 weeks. Does it at 30 weeks? What
is the diVerence? What happens in that period of
time?
Professor Fitzgerald:It is really important, without
going on about this too long, to de“ne what you
mean by feeling pain. There is reacting to pain. I do
not think anybody denies that from quite an early
age„literature suggests it can be as early as 13
weeks„a foetus will show a re”ex reaction to pain.
It is very important we separate that out from
whether they are feeling it or not. The only way we
can answer the question of whether they are feeling
pain or not is to understand something about the
activity in the brain in a foetus. If you examine the
activity in the brain in a preterm born baby, we have
shown that at 24 weeks there is evidence of cortical
activity. That is right at the highest level of the brain,
I guess. That is measured by blood ”ow though. It is
not a direct measure of the neurons or the nerve cells.
There is a sign the blood ”ow changes in the brain. I
am not at all of the view that there is no brain activity
in a 24 week baby. What I am arguing is that we
simply cannot extrapolate back into foetal life. It is
inappropriate. We do not understand enough about
it. I was asked how can it be that if a foetus is
basically drugged and asleep it can show these
reactions. An adult who is fast asleep shows very
strong re”ex reactions. If you were to try this on a
partner or a friend, if they are really fast asleep„it
is really true; people do not believe it„it is an
absolute fact that if somebody is deeply asleep, if you
tweak their toe, they will show a very strong bodily
reaction but they will not wake up and they will not
remember. It is really important that we separate out
the body•s reaction to whether a foetus is feeling
something or not. The current evidence suggests that
even if they do„I understand that some people
would rather take the line that we do not know so
they do„the foetus is really in a very heavily sedated
state anyway.

Q56 Dr Spink: Answers from parliamentary
questions from me very many years ago revealed
that very minor, totally insigni“cant abnormalities
such as a hair lip or a cleft palate were used as
excuses for many abortions at that time. Are you
happy with the current legal de“nition of
impairment, disability or handicap that is used in
terms of abortion, all of you? You can say yes or no.
Jane Fisher: From our standpoint, dealing with
women struggling with decisions about what to do
about their pregnancy after being given a diagnosis,
we can safely say that there are not legions of women
who are making easy decisions based on so-called
trivial reasons. Women and their partners and wider
families struggle hugely after something is diagnosed
in their unborn baby. They do not take it lightly. The



3789252001 Page Type [E] 12-11-07 23:52:40 Pag Table: COENEW PPSysB Unit: PAG2

Ev 8 Science and Technology Committee: Evidence

15 October 2007 Professor Maria Fitzgerald, Jane Fisher, Dr Kate Guthrie, Professor Neil Marlow and
Professor John Wyatt

law as it stands at the moment is open enough to
allow them with their clinicians to make the
decisions that are right for them in their unique
circumstances.

Q57 Dr Spink: Are you happy with the current legal
de“nition of impairment, disability or handicap?
Jane Fisher:Yes.
Professor Fitzgerald:It is not my area of expertise so
I am answering from a personal point of view. I am
happy with it.
Dr Guthrie: We have discussed it at the faculty and
we are happy, given what my colleague has said. We
support the current view as it is.
Professor Marlow:It is very diY cult to be very much
more speci“c than the current law. As such, I am
content with it.
Professor Wyatt: The wording of the Act is
extremely vague. Therefore, it is left very much to
the discretion of the clinician as to how this is
precisely interpreted. My understanding is that it has
never been tested in court as to precisely the meaning
of these words. Again, this is a personal view and I
wish to make it plain that I am giving evidence as a
personal individual and not as a representative of
any organisation. My own personal belief is that it
would be helpful for the profession if the wording
could be made more precise to give people what
Parliament•s intention is as to what these words
should mean.

Q58 Dr Turner: I would like the panel•s views on
how useful they think the RCOG/BMA guidelines
are in helping clinicians and parents come to a
decision on termination.
Professor Fitzgerald: That is not my area of
expertise.
Jane Fisher:We would only speak within the context
of termination for abnormality and we do not see a
problem with the guidelines as they stand.
Dr Guthrie: Can I ask which aspect of the RCOG
and BMA guidelines?

Q59 Dr Turner: For instance, whether treatment of
any detected abnormality either in utero or after
birth is possible, the child•s potential for self-
awareness, suVering that might be experienced, the
whole range of guidelines which are much more
familiar to you than they are to me.
Dr Guthrie: When we are talking about foetal
abnormality, it is such a complex area. Patients are
very dependent on the information they get from
their clinician, which is not just their obstetrician but
also their paediatrician, information on what is
known about the pregnancy, what potentially may
be the circumstances for the child when it is born,
going to the internet and anywhere else. There is a
whole load of information which will help them
reach their ultimate decision. That is why it is so
diY cult to pin it down.

Q60 Dr Turner:There are three areas which really do
matter where there may have been signi“cant
changes since 1990. Firstly, the diagnosis of

abnormalities at varying stages of gestation,
predicting the level of disability and treatment of
disabilities. Can any of you with a view please
comment on whether anything has moved in these
“elds that relates to the time limit of abortion, the
24 weeks?
Jane Fisher:Yes, screening for certain abnormalities
has moved on in that time„i.e., we now have a
programme of screening for Down syndrome that
can be performed earlier in pregnancy. That is one
condition.Stillwedeal regularlywithwomenwhoare
given information at their mid-pregnancy scan,
which can be as late in some centres as 22 weeks,
about a potential problem. They almost always have
to have further testing beyond that, so we would say
no, it has not moved on. The technology has moved
on certainly but our ability to give clear, accurate
prognoses from what we diagnose has not.

Q61 Dr Turner:Does anyone dissent from that?
Professor Marlow: I think diagnosis is considerably
more accurate now than it was before. Often when I
aminvited tospeak toparentswhoarecontemplating
a decision as to whether to continue with the
pregnancy or not, it allows me to give parents much
more accurate information. Often, that information
is not available until 22/23 weeks, often after an MR
scan or something similar. Apart from the accuracy
of diagnosis and thereby the accuracy with which one
can counsel parents, I see no major change.

Q62 Mrs Dorries: Professor Wyatt, given your
comment a moment ago about the link between
induced abortion and preterm deliveries, the Royal
College of Gynaecology guidelines 2004 do not make
any mention of this whatsoever. Do you not think
that women deserve to be fully informed of this
particular aspect of scienti“c evidence? Do you think
the RCOG guidelines need to be updated to re”ected
this so that women are better informed when they go
to a doctor to request a termination?
Professor Wyatt: I think on “rst principles it is
absolutely vital that women are fully informed about
the information that is available if they are
considering having an abortion. Therefore, I think
that guidelines do need to be constantly updated as
evidenceaccumulates. I think it isvery important that
appropriate attention is paid by those who counsel
women, abortion providers and so on, to make sure
that fully informed consent is obtained. In terms of
other medical and surgical procedures, we go to great
lengths toensure thatpeopleare fully informedabout
potential consequences.
Mrs Dorries: Is that a yes? You do think that the
RCOG guidelines 2004 should be updated to re”ect
this information?

Q63 Dr Harris: Could you explain your expertise in
this area when you answer that question?
Professor Wyatt: I do not have expertise in the
RCOG. It is for the RCOG to amend its own
guidelines. The principle is that guidelines should
re”ect the best available scienti“c evidence.
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Chairman:I do not think we would disagree with that
as a Committee. That is how Parliament works.

Q64 Graham Stringer:All the witnesses have been
very precise about a 23, 24 or 25 week gestation
period. Are you absolutely certain when you are
dealing with a premature birth that the baby is 24, 23
or 25 weeks? How do you know?
Professor Marlow:As someone faced with this from
time to time, it is a very relevant observation. The
dating of pregnancies has become very much more
accurateover the last10 to15yearsandcertainlyover
the period between 1995 when we did our “rst study
and last year the con“dence intervals around what a
gestation is on an early scan have come down quite
dramatically. Nonetheless, you are quite correct. It is
often diY cult to be sure of the exact gestation age of a
baby and of course the exact gestation might make a
lot of di Verence in a delivery room decision. That is
why in general terms we always suggest that someone
is present at the delivery to make an assessment of the
baby. If the baby is showing greater signs of vitality,
ourstanding instructionsareoftento interveneunless
the parents have asked otherwise. That is a
completely diVerent issue from survival and
disability. This legislation is a practical, pragmatic
solution to this levelofuncertainty thatweseearound
that area.

Q65 Graham Stringer:How does that uncertainty
aVect the statistics that you are presenting to us?
Professor Marlow:The statistics can only go on the
bestavailabledatingevidence thatwehaveand in this
country we are very lucky in that our obstetric
services are very good at picking women up early and
oVering early scans. The accuracy with that is to
within a few days. Given that, I feel much more
con“dent.15yearsago itwasnotuncommon forus to
be faced with a woman where we did not know what
thedateswere withanycertaintyand that wasamuch
more diY cult decision making process.

Witnesses:Professor Patricia Casey,University College, Dublin, Dr Ellie Lee, University of Kent, Professor
Jane Norman,University of Glasgow, Dr Chris Richards,Newcastle University, andDr Sam Rowlands,
Warwick Medical School, gave evidence.

Chairman: Good afternoon to our second panel:
Professor Patricia Casey, professor of psychiatry at
University College, Dublin, Dr Ellie Lee, lecturer in
social policy at the University of Kent, Professor
Jane Norman, honorary consultant obstetrician and
gynaecologist at the University of Glasgow, Dr
Chris Richards, consultant paediatrician at the
Royal Victoria In“rmary, Newcastle upon Tyne,
and Dr Sam Rowlands, a visiting senior lecturer at
the Warwick Medical School. Welcome to you all.
You have seen from the “rst panel how kind my
Committee is in terms of questioning.

Q68 Graham Stringer:Dr Lee, last year there were
about 3,000 abortions between 20 and 22 weeks and
fewer than half of those were between 20 and 24

Q66 Graham Stringer:The accuracy really depends
on an early scan?
Professor Marlow: It does depend on an early scan.
Dr Harris: To the two neonatologists: we have been
given two types of evidence in this session and in
written evidence. When Parliament makes its
decision, in so far as it relates to viability, next year
on what the limit should be would you recommend
“rst, Professor Marlow, that it based it on data from
UK law, national studies in peer reviewed, published
papers like EPICure or anecdotal reports that have
not yet been published from individual hospitals as
the best way„
Chairman:That is leading.
Dr Harris: Let him answer the question.
Chairman:I am not taking that.
Dr Harris: Let me ask a wider question. I did not
realise in our standing orders there was a rule
about„
Chairman: There is because I am chairing this
Committee and I am the king.

Q67 Dr Harris: Can you give us advice on what sort
of evidence parliamentarians should rely on when
making decisions on nation-wide law about where
viability lies?
Professor Marlow: I think they should be aware of
the totality of the evidence but carefully conducted
population studies do show us very clearly the
prevailing outcome in this country and do not in any
way detract from centres of excellence trying to push
further the ground rules of scienti“c activity which
we need if we are ever going to make any advances
in this area.
Chairman: Professor Marlow, you will make a
politician yet. That was a very neat way of being able
to “nesse that question. On that note, could I thank
our panel, Professor Fitzgerald, Jane Fisher, Dr
Guthrie, Professor Neil Marlow and Professor John
Wyatt? Thank you very much indeed.

weeks. Why are there so many late abortions in
this country?
Dr Lee: Those “gures are not quite right. If you take
the entire 20 to 24 week band, it is about 1.5% of
terminations which comes at about 2,500
terminations, unless I heard you wrong?

Q69 Graham Stringer:The “gures I am briefed on
are 2,948 20 to 22 weeks and 1,262 22 to 24 weeks
which are 1.5% and 0.7%.
Dr Lee: I suppose it depends what you think is a
large number. The proportion of terminations at 22
to 24 weeks has remained the same. It is one of the
important points that I was trying to emphasise in
the evidence I submitted to the Committee. If we
look at where there has been a signi“cant shift over
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the past “ve years in the temporal patterning of
abortion, it is in the “rst trimester. One of the things
that is testament to is the import of policy
intervention in this area because policy intervention
does appear to have shifted the temporal patterning
of gestation from the latter end of the “rst trimester
into earlier in the “rst trimester, which is a signi“cant
gain in public health terms because there is wide
agreement that earlier abortions are better than later
ones. In terms of the data that we have, if we look at
the gestation band 20 to 24 weeks, it has remained
remarkably consistent over the years. It was to try
and look at the issue of remarkable consistency and
more widely also the earlier aspect of second
trimester abortion, so 13 to 20 weeks. That was why
we conducted the study that we did and why I
thought it was important for the Committee to see
the evidence that there is on this. If we take the latter
end of the second trimester band, the most
important factors which have emerged from the
available research about this are what distinguishes
women in that band from women earlier in the
second trimester. That is to say, if you compare 13 to
17 weeks with 18 weeks in and above. The two main
factors that stand out are, “rst of all, a particularly
high propensity for women at 18 weeks in and above
to experience delay at the point of referral. There is
a signi“cant issue here in terms of service provision
for the whole second trimester band but it
particularly pertains for 18 weeks and over. Women
reported more frequently delays at that gestation
band than at the earlier stage of the second trimester.
The “rst clinician they consulted either made it
diY cult for them to proceed and to be referred on or
did not know where to refer them. There is both an
issue of GPs not liking women requesting abortion
at this stage and therefore creating diY culties in
terms of further referral or not knowing where to
send them, which I think relates to the broader issue
of the recon“guration of abortion services in the late
second trimester which we can discuss if we want to.
The second factor which I was very struck by in
particular from the study that I worked on with
colleagues from Southampton University was that
more than half of women who were 21 weeks and
over reported that they did not perform a pregnancy
test until they were at least 18 weeks and two days
pregnant. That is to say, the women did not actually
con“rm the pregnancy until they were more than 18
weeks pregnant. That is the 21 weeks and above
band. What this suggests is a combination of late
recognition of pregnancy. For women at this stage of
late referral for abortion and late seeking of
abortion, they do not recognise they are pregnant.
Often it is because they have continued bleeding
which they interpret as a sign of continuing periods.
That is one issue. The other issue is that for a lot of
women who terminate pregnancies later on it is
associated with ambivalence and diY culties with
coming to terms with all of this. Sometimes women
do not want to do the pregnancy test because that
means you have to face up to all of this. These areas
and particularly this question of ambivalence are
very diY cult to “nd a straightforward resolution to.

Ambivalence in deciding what to do about an
unplanned pregnancy is part and parcel of what
unplanned pregnancy is all about, the experience of
it. I think it would be a very negative step to try and
push these women into making a decision about all
of this but it is a signi“cant factor in explaining why
later terminations occur.

Q70 Graham Stringer:In the studies you refer to
what are the demographics? Are there any
diVerences in the socio-economic background of
the women?
Dr Lee: The only study which has looked at that was
the one I was involved in. There are very few studies
for this country looking at why women have late
abortions. To my knowledge, apart from the one
that I was involved in, there are only two others of
any signi“cant size. There is some American data
but that is all there is. In the study that we were
involved in, we had returns from 883 women so it
was a relatively large sample size for studies of this
kind. Just over 100 of those women we could not get
the information for but as far as we could we
matched the returns with measures of socio-
economic background. Interestingly, there were
almost no correlations. There was a small, negative
correlation between diY culty in the women making
her mind up and socio-demographic information.
That is to say, women from lower socio-economic
groups appeared to “nd it easier to make the
decision but I de“nitely would not want to make too
much out of this because the overriding message
when we correlated these sets of data was that there
were no signi“cant correlations. Age was important
however.

Q71 Graham Stringer: Can you explain to the
Committee what the correlation was?
Dr Lee: It is a well known observation on the part of
people who provide abortion services that it tends to
be the case relative to women seeking abortion
within particular age bands that women who seek
abortion at later gestational stages tend to be
younger. These data often are really misrepresented
so people think that most women having late
abortions are teenagers. That is not true. Relative to
the age band, there is a high proportion of teenagers
who have abortions late. In our study what emerged
about all of this is that younger women reported
later recognition of pregnancy so they just did not
realise they were pregnant; diY culties in
communicating with others about it, particularly
with parents, so they hid the pregnancy; concerns
about what abortion involved which meant they
delayed requesting a termination of pregnancy.
Older women in contrast were more likely to report
than the younger women diY culties in deciding to
have an abortion related to issues to do with
relations with their male partners.

Q72 Graham Stringer:Has the work that you have
been involved in been peer reviewed?
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Dr Lee: At the moment we have one article submitted
which is being peer reviewed and we are writing
another currently. The reason I submitted the
document that I did„and itmaybe mymisreadingof
the advice given to people potentially submitting
evidence„is one of the things you said in the
guidelines was that you did not want already
published evidence. I therefore assumed that the
Committee would like insight into newly completed
studies. At the moment we are submitting papers and
they are undergoing the peer review process. The
entire methodology is publicly available though, the
complete report with methodology.

Q73 Graham Stringer: Are there any regional
correlations in the patterns of women presenting for
late abortions?
Dr Lee: That was not something which our study
detected. The study was based around quite
deliberately primarily British Pregnancy Advisory
Service clinics and two other independent sector
clinics.The reasonwedid thiswasbecause wewanted
to be able to “nd out evidence about the population
group of women seeking particularly late abortions.
About 80% of those abortions at 20 weeks and over
are carried out by the British Pregnancy Advisory
Service. What happens is that women attending these
clinics for laterabortionscomefromallover theplace
because therearenowso fewNHSfacilitiesproviding
these late abortions. It makes it quite diY cult, on the
basisof thekind of information wewere collecting, to
come up with any kind of sensible correlations about
geography. The one thing that is clear though is that
women presenting for late abortions often have to
travel a long distance for their consultation
appointment and for the procedure.

Q74DrTurner:Othercountries inEuropehavemuch
lower abortion limits than us. Can you comment on
that and in particular how they deal with the obvious
problem that was highlighted by the previous set of
witnesses, that in many cases abnormalities and
potential disabilities are not detected until 22 or 23
weeks?
Professor Casey:I am not sure I can answer that
becauseabortion isnot legal in Ireland.Womencome
to Britain for abortion. The numbers coming peaked
in 2001 and since then have declined signi“cantly.
The raw number coming in 2001 peaked at 6,700 and
the “gures for 2006 were 5,043, so there has been a big
reduction. We do not know why that is exactly. It has
been speculated that they are perhaps going to
Amsterdam on the cheap Ryanair ”ights that we all
hate using but are forced to sometimes. In fact, the
Dutch “gures are not showing that up because that
has been checked. We think there is a genuine
diminution in abortion in Ireland because we have
constant abortion debates in Ireland so young
women will be much more familiar with the issues.
Many of them will be very familiar because we have
had television programmes about the 4D imaging
that will have changes some women•s attitudes. That
is the situation in Ireland. I cannot really comment
beyond that.

Professor Norman:Just because abortion is illegal in
a country does not mean it does not happen. If you
look at Latin America, for instance, their abortion
rate is 30 to 60 per thousand women of reproductive
age compared to ours of about 15, although abortion
is illegal in Latin America. You cannot entirely
correlate the occurrence of abortion with the legality
of it in other countries.

Q75DrTurner:Wehavealreadyheard thatoneof the
factors in late abortion is indecision on the mother•s
part. Do you think that having a limit like the
German limit of 13 weeks sharpens the mind? Do you
think that German women, as a result of the 13 week
limit, are more decisive?
Dr Lee: I have never seen any studies which do or do
not sustain that proposition. People talk about
Europeanabortion laws.Europehasawholerangeof
diVerent sorts of abortion laws. The law in the
Netherlands is extremely liberal. The same holds for
Sweden, but not for France, Germany. They are very
diVerent. The one thing we do know is that
jurisdictions which have stricter controls around
second trimesterabortiongenerateabortion tourism.
Lack of access to all sorts of reproductive health
services creates tourism. Women travel to other
countries. We know there is an in”ow of women for
example from France to this country for second
trimester procedures. In relation to whether lowering
of the limit sharpens women•s minds, I think that is
pretty unlikely. Thinking about the study that I have
been involved in, more than 50% of the women in the
sample as a whole reported that they did not “rst
request an abortion until they were more than 13
weeks pregnant. That is to say, they were already out
of the “rst trimester band.The explanations that they
gave for these things do not seem to me to be ones
which would be aVected by the abortion law, the fact
that they were using contraception so it did not even
enter their heads that they would be pregnant or if
they had breakthrough bleeding and misinterpreted
that as periods. These things do not seem to me to be
things that would be changed by a reduced upper
limit, but I have never seen a study which has
investigated the point you have just raised.

Q76 Dr Turner: You do not think that lowering the
limit would encourage women to present earlier?
Dr Lee: No. What lowering the limit would do would
be to create traY c to countries which had a diVerent
limit or women would have to have the babies. That
would be the outcome. I do not think it would make
women present earlier. It is a shame Kate Guthrie is
not on thispanel because she sees women, but I see no
reason from research that I have been involved in to
imagine that.

Q77 Dr Turner: Can you think of any medical or
social reasons why the UK should be relatively
unique in Europe in having a 24 week limit as
opposed to the lower limits in other countries? Are
there any unique factors in the UK?
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Dr Lee: I could deliver an entire paper on this. My
suspicion is it is probably outside the remit of this
particular Committee but there are all sorts of very
interesting issues surrounding the evolution of
abortion laws in diVerent jurisdictions. One point to
bear in mind about the 1967 Act in this country is
that Britain was the “rst country of the ones that you
are talking about to legalise abortion. It happened in
a very particular context. The legalisation of
abortion in this country was the product of a
particular set of social in”uences. The thing that is
striking about the British abortion law is that it has
the highest upper limit. As we know„people always
make this point about other jurisdictions in Europe
as well„it does not permit abortion on request at
any stage. In one sense it is both the most
conservative and the most liberal if you see what I
mean, which is a very interesting phenomenon about
this law compared to other jurisdictions. If you look
at other jurisdictions, because they were subject to
diVerent sociological and historical factors, most of
these reforms were passed in the 1970s. That
explains the diVerence in them but that is really a
question of history and sociology.

Q78 Dr Turner: To your knowledge, are you aware
whether in other countries late abortions for what
would be in this country considered good, medical
reasons do actually occur?
Dr Lee: Yes, I think they do. I think women just go
to other places to get them.

Q79 Dr Turner: Do they occur in country?
Dr Lee: In countries where for example after 13
weeks abortion is only permitted on grounds where
there is foetal abnormality, women would travel.
That is my presumption but I am not an expert on
abortion practice in Europe.

Q80 Dr Turner: There is not reliable information?
Dr Lee: If you had somebody here from the
International Planned Parenthood Federation they
might be able to tell you.
Dr Rowlands:There is evidence from the papers that
I quote in my submission where abortion was denied
and papers have quoted there that up to 40% of
people de“nitely obtain abortions if they are denied,
even if they are denied and then appeal, as in the
Czech study that I quoted.

Q81 Dr Iddon: Professor Casey, how can we be sure
that abortion does increase the risk of mental illness?
Professor Casey:Because of the studies that have
been done that I have quoted to you. Some of them
are done on general populations. They are not done
on people with pre-existing psychiatric illness
saying, •I have had an abortion. Is this the cause?Ž
These are population studies that have looked at
admission rates, at outpatient attendance rates and
that have just followed through people in the general
population and related their mental health at a later
point to whether they have had an abortion or not
using very complex statistical analysis, using
multiple regression analysis usually. There is a

number of those studies that I have presented. There
has been a huge surge in studies since 2000 which is
why I picked 2000 as the date after which I would
submit published studies. There has been a huge
explosion in studies investigating this in very
diVerent cultures as well. The evidence is compelling
that there is an association between abortion and
mental health problems and that there is more than
an association. There is a causal link between them.
I am satis“ed of that from looking at the studies. It
was the case in the past that people said mental
health problems were related to prior mental health
problems. If somebody had a history of depression
in the past and then had an abortion, yes of course,
they were bound to develop emotional problems
subsequently. All of the recent studies have
controlled for prior history and family vulnerability.
They have controlled for those kinds of confounders
and have still found a link between mental health
problems and abortion.

Q82 Dr Iddon: Could you go into the causal factors
in a bit more detail and perhaps the confounding
factors as well?
Professor Casey: The confounding factors are
variables that would be related both to abortion and
to a mental health problem. A prior mental health
problem would be one. It might be that women with
prior mental health problems are more likely to seek
abortion but having a prior mental health problem
would also be related to developing a later mental
health problem. A confounder is related to both the
cause of the variable you are interested in and to the
outcome variable, so you control for them because
they muddy the waters. You want to be sure that you
are not muddying waters. That has been done in all
of these studies.

Q83 Dr Iddon:Could I turn to the other members of
the panel and ask whether in general they agree with
what Professor Casey is saying or whether there is
any disagreement?
Dr Rowlands: If you go back to basic principles,
women who have an unwanted pregnancy, the
studies that Professor Casey quotes are the best that
are available. They are very good methodology but
if you notice they are comparing the women with
unwanted pregnancy who have an abortion with
what you might call willing mothers and also in some
cases women who have miscarriages. If you go back
to basic principles what you would really want to
do„unfortunately it is not possible„is compare
women with unwanted pregnancies who are denied
abortion. I do quote one very small study which I
would not claim has any fancy methodology but that
comes from Singapore, where there is a law. It is a
lot more strict than in this country. That would be
the ideal thing but obviously it would be totally
impossible to have a proper, randomised trial. You
cannot do that. All we have are the kinds of studies
that I quote which I do agree are old but to follow
people up in Prague for 35 years is quite a feat. Those
are the studies that you need to look at, the women
who have had unplanned pregnancies and had their
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abortions denied and the ones where they have had
an abortion. I agree it is not possible but I am just
saying this to point out that these comparators in
these high falluting, good methodology studies are
not really the best comparators.

Q84 Chris Mole: What you are saying is that the
dominant factor could be the unplanned pregnancy
rather than the termination?
Dr Rowlands: Yes. We know that women with
unplanned pregnancies, if you look at their
personalities and social circumstances, diVer from
the general population. I pointed this out in my
submission. They have diVerent social problems,
drug misuse problems etc. They are diVerent.

Q85 Dr Iddon: Professor Casey said that the “gures
looked compelling to her. Would you use that word?
It sounds as if you would not and that you are a
sceptic.
Dr Rowlands:I was quite reasonably impressed with
them because they are good quality but
fundamentally they are not really comparing what
we want to compare with. A woman who has
planned her pregnancy, is happy to be pregnant and
has her baby is obviously very diVerent from the
people who have abortions.

Q86 Dr Spink: Are they the best, most professional
set of “gures available to us?
Dr Rowlands:Yes.
Dr Lee: There is one study of exactly the type Sam
describes for this country which is Gilchrist and
Hannaford, the Royal College of General
Psychiatrists and Royal College of General
Practitioners joint study, which is the largest study
that has ever been done in the world and includes
exactly the comparator groups that Sam mentions.

Q87 Chairman: These are the women who were
denied abortion?
Dr Lee: Yes, so it compares whether you continued
with abortion or whether you were denied abortion
and two other groups of women with very clearly
de“ned psychiatric sequelae. I think it is widely
accepted that this is probably the best study that has
ever been done in the world on this issue, but it is a
little dated. It was published in two stages. The
second stage was published in 1995 but it is widely
available and I think your submission referred to it,
or one of them did.

Q88 Dr Iddon: Is the work compelling?
Dr Lee: For that study it is compelling. I am much
less convinced by the smaller scale studies. There has
been for example a lot of talk of the Fergusson study
and this has been really bigged up by certain people
who want to make claims about the negative,
psychological sequelae of abortion. The Fergusson
study has reasonably good methodology but it does
not, by admission of the author, include women who
are denied abortion and it does not measure for
wantedness of the pregnancy. It is also only of young
women under 25 in New Zealand. There are pros

and cons for diVerent methodologies in the diVerent
studies Patricia cites, but they are all limited because
of their size and because of the lack of the
appropriate control group.
Dr Richards: I am aware of the Fergusson study and
it is very compelling. It shows that women who have
had induced abortion are twice as likely to have
mental health problems, three times as likely to have
major depressive illness, four times as likely to have
suicidal ideation than the comparative group who
have given birth.
Dr Lee: That is just mothers.

Q89 Dr Iddon: Are you talking about one study?
Professor Casey:No. We are talking about a number
of studies. I will go through the studies that my
colleagues have mentioned.

Q90 Chairman:You are talking about the Fergusson
study, are you not?
Dr Richards: Yes.

Q91 Mrs Dorries: Am I right that Fergusson took
25 years?
Professor Casey:Yes. I will describe the Fergusson
study brie”y for the Committee and for the
audience. It is a big study of women in the general
population in Christchurch. There are over 600
women in the study who have been followed for 25
years. It is part of a bigger study measuring a variety
of things. Because it is a longitudinal study, the
authors began at birth and it is continuing as we
speak. It was able to measure things like the presence
of sexual abuse, emotional abuse and various
vulnerability factors in childhood. It was also able to
measure things like substance abuse, separation,
marital breakdown of the parents, all of the kinds of
things that make people vulnerable to psychiatric
illness later in life, irrespective of what happens to
them. It then enquired about abortion as well and
whether women had or had not had abortion and it
divided them into two groups and compared the
variables that distinguished the abortion group from
the non-abortion group at the 25 year follow up
period. Not only that; it then put in all of the
confounders that might have led to the mental health
problems like whether there was child abuse or
whether the parents were separated. It put all of that
into the equation.

Q92 Chairman: It did not put in the fundamental
point that Dr Rowlands mentioned about those
people who requested an abortion but were denied
it?
Professor Casey:Because abortion is legal in New
Zealand. They are not denied it. Dr Rowlands did
mention the Prague study. You cannot mention
abortion denial any more because it is so widely
available. Can I come back to the Prague study? The
Prague study started in 1961 or 1962 and it looked
at wantedness. It found that children born to parents
who had not wanted them suVered more adverse
consequences later in life and that the diVerences
between the wanted children and the unwanted
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children diminished over time but that is one study.
There are two more recent studies from the United
States and I have them if the Committee would
like them.

Q93 Chairman:We have those in your evidence?
Professor Casey:No. I did not put these into my
evidence because I did not think wantedness was
going to come up.
Chairman:Send us details of that.

Q94 Dr Iddon: Can I ask Professor Norman for her
very important views on the question of mental
illness?
Professor Norman:I think we would all agree there
is an association between women who have abortion
and women who develop mental illness. What we
would disagree with, I suspect, is what is cause and
what is eVect. I have seen no evidence that is
compelling to suggest that having an abortion causes
mental illness. There is a strong association between
unwanted pregnancy and increased risk of suicide in
later life but it is not clear whether it is having the
unwanted pregnancy that increases the risk of
suicide or whether it is the abortion.
Professor Casey:There is one study looking at
unwanted pregnancy.

Q95 Chairman:Can we “nish with one witness “rst
of all?
Professor Norman:I am an obstetrician; I am not a
psychologist, but I note that the American
Psychological Association in their presentation to
Congress in 2005 felt there was no evidence that
induced abortion caused psychological harm.

Q96 Chairman:It is controversial?
Professor Norman:Yes.
Professor Casey: There is a study looking at
unwanted pregnancy by Reardon and Cool that was
published in the BMJ a few years ago. In relation to
the American Psychological Association, on foot of
the Fergusson study they have now removed from
their website any comments about the safety of
abortion.
Dr Lee: That is not true.
Professor Casey:They have set up an inquiry into it.

Q97 Dr Iddon: That was strong language, Dr Lee.
Could you just expand on that?
Dr Lee: Yes, I will expand on this because maybe
four or “ve submissions to this inquiry assert this
point about the APA. This must only be on the basis
of the authors• speculation where they put together
the publication of the Fergusson study. The fact is
that the APA took down an out of date fact sheet,
put two and two together, came up with 75 and
decided that one has caused the other. They
obviously have not been in touch with the APA. I
have been in touch with a member of the APA who
heads up the APA•s task force, who is in charge of
looking at this review of the evidence that they are
now doing. There is no relation between the two. It
was an out of date fact sheet. The APA position on

abortion is still available on their website for anyone
to see. I really think if people are suggesting that they
are putting in evidence to a committee which is
interested in looking at evidence, they could even ask
the APA about this before making unfounded
assertions. It is just not true.

Q98 Dr Iddon: Professor Casey, I am a scientist and
if I do a piece of work I do not expect anybody to
believe in it unless somebody else can reproduce it
somewhere else in another laboratory. I am always
sceptical of a single publication unless someone else
has brought up similar evidence somewhere else in
the world.
Professor Casey:There are several studies. I have
quoted them in my paper: the Reardon study
published in the Journal of the Canadian Medical
Association in 2003. That looked at poor women
giving birth or seeking abortions and looked at
their„

Q99 Dr Iddon: With respect, I do not think we have
time to go into the evidence but what you are saying
is these studies are repeatable?
Professor Casey:Yes, and they have been repeated.

Q100 Chairman:The Royal College of Obstetricians
and Gynaecologists is a fairly respectable body. Do
we agree on that?
Professor Norman:Yes.
Professor Casey:Provided they obtain psychiatric
information about it and I have read the RCOG
submission.

Q101 Chairman:Apart from you, Dr Casey, who
does not feel they are a respectable body
Professor Casey: I do. This is quite serious,
Chairman. Anybody commenting on„

Q102 Chairman:Can I just ask a question and then
perhaps you will give me an answer?
Professor Casey:Yes.

Q103 Chairman:The bit I do not understand is that
the Royal College of Obstetricians and
Gynaecologists in their evidence to us say that the
incidence of seeing negative reaction to abortion is
low. In other words, they do not believe that there is
a strong correlation between abortion and mental
illness. Why have they got it so wrong?
Dr Richards: They agree on association. The
question is: is it causal? These new studies are very
good studies. Statisticians and psychiatrists are in
agreement that these are gold standard studies,
particularly that of Fergusson but there are others.
There is a question about why suicide is much more
common after abortion. The studies show clearly it
is. The question is: is it causal?

Q104 Chairman: It can also show us that road
accidents are more.
Dr Richards: There is six times the rate of suicide in
the year following induced abortion in the Finnish
paper. Someone looked at the rates of presentation
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of attempted suicide in Glamorgan in this country
and found a very striking eVect, which was that the
time before and after the suicide or the birth, in those
who had just had a birth, the suicide rate fell or
stayed very steady, but comparing before and after
abortion it rose very substantially in some age
groups.

Q105 Dr Harris: I was late into the private meeting
where we declare our interests and for the record I
need to declare my interest as a member of the
British Medical Association•s Medical Ethics
Committee and say that my partner works in this
“eld in policy. While we are on that subject,
Professor Casey, you said that you were absolutely
convinced that there was a causal association
between abortion and mental illness.
Professor Casey:Yes.

Q106 Dr Harris: You are a professor of psychiatry.
I just wanted to clarify where you are coming from
and what is your perspective to give you that
certainty. You have done reviews of this but you
have not done research on this yourself. You are not
a research active psychiatrist in this particular “eld,
but you have reviewed the work?
Professor Casey: I am not a research active
psychiatrist in the area of abortion because it is
impossible to do that in Ireland for obvious reasons,
but I have treated many women who have had
abortions. I am a clinician as well.
Dr Harris: This is in no way a criticism of you. I want
to make that clear, but you have not declared any
particular associations with the anti-abortion
movement. Would you say that you are anti-
abortion? Are you opposed to abortion being legal
in Ireland?
Dr Spink: Chairman, we have not asked any
particular questions of any witnesses. Are we going
to ask all witnesses, because„
Dr Harris: I would like to know, when we are having
a scienti“c evidence session, whether an assertion
that the witness is convinced that there is a causal
association between abortion and mental health„
and indeed Chris Richards said between abortion
and suicide, which is even stronger than Professor
Casey said in her paper; Dr Richards has declared
his interests in this area„and I wanted to ask that
question if I may. It is usual practice in select
committees.

Q107 Chairman: I understand the question but I
think Dr Casey has made the point that she has
formed that view on reviewing the evidence that was
before her.
Professor Casey:Yes.

Q108 Dr Harris: Can I remind you what you wrote
in a paper in Ireland just last year on 9 July 2006? •It
is sad that the state is being asked to declare as a non-
human a voiceless group within the human
community. If it succeeds it will truly be an
oppression since it will prevent the full potential of
these tiny humans from being realised by casting

them aside at this early point in their development.Ž
You go on at length to give a pro-life position.
Would it be fair to say that you are pro-life but that
has not in”uenced your judgment on whether
abortion causes mental health problems?
Professor Casey:Yes, I am pro-life and I am glad
that you accept that being pro-life does not
necessarily aVect my brain•s ability to assimilate
scienti“c information.

Q109 Dr Harris: On that basis, can you explain why
you left out the Gilchrist study of 1995 in the
evidence you submitted? I know it falls before 2000
which is a round number.
Professor Casey:The Gilchrist study is a very weak
study that involved over 1,000 general practitioners
in this country. There was no quality assurance that
they were all trained to identify psychiatric illness in
the same way. I have been involved in a big
European study of depression and we have regular
meetings for quality assurance purposes to make
sure that everybody does the same thing all the time.
There was no quality assurance.

Q110 Dr Harris: I understand you think it is a
poor study.
Professor Casey:Yes, I do.

Q111 Dr Harris: What about the con“dential
inquiry into maternal death 2002, which attempts to
measure every single death in this country? That has
failed to show in their published report any causal
association between abortion and suicide. You did
not even in passing mention that in your evidence
and other people I have spoken to say that it is
astonishing that your review of the evidence around
abortion and suicide would not mention that.
Professor Casey:I did not mention the con“dential
inquiry into homicide and suicide because it is not
scienti“c in the sense that there is not a particular
research design around it. It is basically number
crunching based on the numbers available. It is not
in peer reviewed journals. I speci“ed I wanted to use
peer reviewed papers.

Q112 Dr Harris: Dr Richards, you felt the Gilchrist
study was good enough to cite in your own evidence
when there was a part of it that you felt backed up
your conclusions. Could you explain to us and
Professor Casey why you think the Gilchrist study is
good enough quality to cite in your evidence?
Dr Richards: I cannot and I cannot recall that. I
would like to address your question about the
con“dentiality inquiry into maternal death because
that is important. It is raised as the gold standard for
maternal death in this country. It is not the way we
are going to “nd out whether induced abortion
causes death in women in this country. There is a
number of reasons why that is the case and I outline
those in my paper.

Q113 Dr Harris: I have now found the reference, xi,
and you should have your evidence before you which
is in paragraph 5.2. You said, •A further studyŽ„
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you do not say it is a poor study„•found levels of
deliberate self-harm to be almost 3 times more
frequent in those with unplanned pregnancy and
who had no history of psychiatric illness, but went
on to have an induced abortion, as compared to
those who kept their baby.Ž I know you are not a
psychiatrist and you have declared your interest as a
member of the Christian Medical Fellowship and a
director of the organisation that produces materials
from a Christian perspective for schools. I am just
wondering why you think that bit of the study was
good enough but Patricia Casey thinks the rest of it
was lousy. Was it selective?
Dr Richards: I was not trying to be selective. I was
trying to look at these studies. There are vast
numbers of them and many of them support an
association between suicidal ideation, depression,
mental disorders and having had an induced
abortion. That is one part of that paper that shows
that.
Chairman: To be fair, Dr Richards has not in fact
rubbished that particular piece of evidence. I want to
leave that at that point.

Q114 Mrs Dorries: Dr Richards, you have made
quite clear your belief that there is a link between
abortion and later suicidal and mental health, as has
Professor Casey. It is back to the RCOG guidelines
again, I am afraid. Should a woman not be
informed, when she goes to seek a termination from
a doctor, of the fact that she may suVer later in life„
or what the statistical evidence is„mental health
problems as a result of this termination? Should the
RCOG guidelines be updated so that a woman is
fully informed when she requests a termination?
Dr Richards: I am sure they should be amended.
Certainly at the moment they do not re”ect that.
They suggest that if there is a low mood after
abortion it is transient and not necessarily associated
with the abortion itself. I am sure these new studies
that have come out show an unanswerable case that
we must be warning women of a signi“cant risk of
depression and suicide following abortion.

Q115 Chairman:Would you agree?
Dr Richards: Yes, I do agree.

Q116 Chairman: To balance the argument, the
Royal College should review the evidence before it
gives guidance?
Dr Richards: Yes. I would like their guidance to be
evidence based. There is now strong evidence that„

Q117 Chairman:It is not for them to decide whether
that evidence is strong or not.
Dr Richards: It is also up to this Committee to see„

Q118 Chairman:I am accepting the point but I am
saying they ought to do that.
Professor Norman:I have in front of me what the
RCOG advises doctors to tell women about
abortion and there is a list of issues. Number nine is
that they suggest we advise„this seems to me to be
reasonable„that some studies suggest that rates for

psychiatric illness or self-harm are higher among
women who have had an abortion. It goes on to say,
•It must be borne in mind that these “ndings do not
imply a causal association.Ž I think that is a
reasonable interpretation of the literature as it is and
I think that is sensible advice for doctors to give.

Q119 Mrs Dorries: I would say it plays it down,
considering the issue of suicide.
Dr Richards: It says it is on the wane immediately
after abortion and that is not the case. These studies
show that there is prolonged low mood in these
women who have had abortions. It continues for
some months or years after the event of the induced
abortion.
Mrs Dorries: Which is why the guidelines play the
situation down. Dr Lee, I am interested in the
comment that you made about women and the
reasons why they present. You said that some
women present because of diY culties with a partner.
This is probably a slightly emotive question but I still
want to ask it anyway. On the previous panel we
heard particularly from Professor Wyatt that in his
unit at UCL 42% of babies born at 23 weeks live and
that gives up to 60 something per cent at 24 weeks.
It is even higher in the States. Who do you think has
the greater right? The woman who comes to you at
23 weeks because she wants a termination because
she is having diY culties with her partner, which is
one of the reasons you have cited„
Chairman:I am sorry. With due respect, this is not
for this inquiry. I am trying to get evidence which
comes out of our experts in terms of evidence that
they can put rather than their personal opinions.

Q120 Dr Spink: Does anyone on the panel believe
that abortion is always safer for the women
psychologically and physically than carrying a
pregnancy to term?
Professor Casey:I do not. I believe that abortion is
dangerous for women because of the mental health
problems that we have talked about. I believe that
that is true the later the abortion takes place but that
is not in any way to say that “rst trimester
abortions„

Q121 Dr Spink: Dr Lee?
Dr Lee: I think abortion is psychologically safer
than forcing a woman to carry a pregnancy to term
and deliver a child by denying her access to abortion.
In other words, I think that in so far as we have
evidence that compares the outcome of abortion
with the outcome of denied abortion„that is to say,
forcing women to have babies when they have
requested abortion„abortion is psychologically
safer.

Q122 Dr Spink:You believe abortion is always safer
for women physically and mentally than carrying
to term?
Dr Lee: No. You are missing the whole point.

Q123 Dr Spink:That was my question. Yes or no? Is
it or is it not?
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Dr Lee: You are missing the entire point.

Q124DrSpink:No.Youaremissing thequestion.Do
youbelieve thathavinganabortion isalwayssafer for
women physically and mentally than carrying to
term?
DrLee: In that case, if youproperlywanted toanswer
that question, you would need to broaden the scope
of the evidence and look at all of the studies that there
are about psychosis following childbirth. We know
that the Royal College of Psychiatrist estimate
around 15% of women who have babies have
postnatal depression, so there is your comparator.

Q125 Dr Spink:What Dr Lee appears to be saying is
that she is either not going to answer the question or
she does not know. Dr Lee, in answer to a question to
my colleague, Graham Stringer, when he was asking
about the 3,000 20 to 24 week abortions and
suggesting that that was a high “gure, you said, •It
depends what one considers to be a large number.Ž
My constituents consider when one is dealing with
human life one is a large number.
Dr Lee: That is their prerogative. They are allowed to
adopt whatever moral position they want. The point
that I was trying to make about the statistics is that if
wearehavingadiscussionabout terminationsat20to
24 weeks one of the important factors to look at is the
occurrence of those abortions relative to all
abortions. I am certainly very interested in trying to
create a framework in which we can reduce the
proportion of later abortions compared to early
abortions because early abortions are better for
women than late abortions. If we look at the
propensity for there to be 20 to 24 week abortions, it
has not changed over time and it is important to try
and understand why and what can be done about it.
Dr Spink: It was a very straightforward question. It is
not a trick question. Could I ask for a
straightforward, honest answer, please, from the
other members of the panel?
Chairman:All the answers are honest.

Q126 Dr Spink: Of course they are. Do you believe
that abortion is always safer mentally and physically
for a woman than carrying to term?
Professor Norman:On a population basis in the “rst
trimester it is safer for a woman to have a termination
of pregnancy than to continue with the pregnancy to
term. Whether that is the right thing for an individual
woman is up to the individualwoman and her doctor.
Dr Richards: Knowing what I recognise about the
sequelae, earlier on in the previous session we heard
about the risk of prematurity in further pregnancies.
We know about the risks of breast cancer which have
not been mentioned here. One can never guarantee to
any woman that it is going to be safer electively to
have an induced abortion than it is to go to term.

Q127 Dr Harris: Or vice versa.
Dr Rowlands:I agree with Professor Norman. On a
population basis in the “rst trimester the kind of
“gures that you get from the US are surgical
abortionsup tonineweeks,mortalityonepermillion;

medical abortions up to nine weeks, one per 100,000
anddeliveryoneper10,000.Youcanseewithmedical
abortion it would be a factor of ten times safer
physically. Psychologically it is diY cult and what I
said before I think is true. I do not know that we will
everhave studies that will reallyprove thisone wayor
the other.

Q128 Dr Spink: Late in the second trimester, would
you vary your judgment on that?
Dr Rowlands:I think it is very delicate. Those women
should be oVered counselling and they need to have
enough time but I think that abortion should be
available to them in this country.
Chairman:I want to moveon from the risks to mental
health. Obviously you have various opinions on this
particular issue on the panel. Various studies show
diVerent things and the studies which have been
quoted by Dr Casey and yourself, Dr Richards, the
panel have agreed have good methodology within
them. You have also pointed out, Dr Rowlands, that
there are also studies which are missing in order to be
able to compare particularly the control groups of
women who wanted to have a termination but were
denied and those who had an abortion at that time. I
want to move to the issue of other complications.

Q129 Mrs Dorries:Dr Richards, I would like to ask
you for your opinion on the inference that there
would be a link between breast cancer and abortion.
What I am trying to do is link the consequences of
abortion together here. We have heard about the
mental health risks and other problems associated
with abortion. Do you think there is a link between
breast cancer and abortion? We have had a paper
from an American doctor.
Dr Richards: You are well furnished with good
submissions on this subject.

Q130 Mrs Dorries:Do you recommend adopting the
submission by Professor Brind?
Dr Richards: I am absolutely convinced that, if you
compare women who keep their pregnancy with
those who have an induced abortion, those who have
an induced abortion are more likely to get breast
cancer later on.

Q131 Mrs Dorries: Is this women who have had an
induced abortion and then go on to have further
pregnanciesorwomenwhohavean inducedabortion
and then do not have any further pregnancies?
Dr Richards:Both. That is true but there is a question
about whether women who have had an induced
abortioncomparedwith thosewhoneverhaveachild
have a higher risk of breast cancer.

Q132 Dr Harris: Can I ask what your expertise is on
this point? Are you a breast surgeon? Are you an
oncologist?
Dr Richards:I am a clinical paediatrician.
Dr Harris: Howmanybreast cancersare there inyour
patient group?
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Q133 Mrs Dorries:Dr Lee is not a psychologist.
Dr Richards:I am answering Mrs Dorries•s question.
She says do I “nd the literature which has been
presented to your Committee convincing in that
regard and the answer is I do.
Mrs Dorries: Dr Lee is not a psychologist. She is a
lecturer.
Mrs Dorries: We do not question every witness on
their expertise.

Q134 Chairman:You have answered the question
that was put to you, Dr Richards, and I think Dr
Harris has made his point. In terms of this issue of
breast cancer and abortion, Dr Rowlands, do you
have a view on this?
Dr Rowlands: If you look at Professor Brind•s
submission and look at his reference list there, you
will notice that he omits Lindefors Harris, 1989,
Lazovich, 2000, Lash, 2004, Reeves, 2006 and
Michels, 2007 from his reference list. I just wanted
you to note that.

Q135 Chairman:Why, do you think?
Dr Rowlands:I do not know why.

Q136 Dr Harris: Are any of you aware that Dr Brind
runs something called the Breast Cancer Prevention
Institute which sells products to women on the basis
of a breast cancer risk that has been rejected by every
respected group„not individuals, whether they are
Chris Richards, Sam Rowlands or myself„of cancer
specialists anywhere in the western world?
Dr Rowlands: I did notice that Dr Gardener•s
submission refers to the Breast Cancer Prevention
Institute which is a website reference, which I would
not think was admissible.
Dr Richards: Dr Brind•s studies are well respected.
The RCOG said that his method of analysis in 1996
was well conducted with no major methodological
shortcomings and could not be disregarded. Those
are powerful words from the Royal College, are they
not?

Q137 Dr Harris: You are aware that Dr Brind
publishes sometimes in the journal of the American
Association of Physicians and Surgeons? Are you
awareofwhether thatgrouphasanideology?Areyou
aware whether that groups that runs that journal has
a particular„unusually for a journal, may I say„
policy that is American pro-life?
Dr Richards:Dr Harris, is you being a member of the
Human Secular Society an in”uence on how you ask
questions?
Dr Harris: You are not answering my question, are
you? I do not purport to be an expert witness coming
before my fellow parliamentarians. I would like you
to answer.
Chairman:Dr Harris, please respect the chair.
Dr Harris: I do of course respect you and your
expertise.

Q138 Chairman:I think Dr Richards has answered
the question and I think the answer to Dr Harris•s
question is?

Dr Richards:Sorry?

Q139 Dr Harris: Would you accept therefore that the
journal in which Dr Brind publishes has an actual
policy on pro-life anti-abortion in the United States?
Dr Richards:No, I would not.

Q140 Mrs Dorries: Do you believe that abortion in
itself increases the risk of subsequent premature
births? If so, do you think that if that is the case again
the RCOG guidelines should be updated to inform
women that this is the case along with everything else
that they are not informed of?
Dr Richards: I do believe so. I think we have seen in
the previous session that the evidence is substantial.
There are over 49 articles now, studies, showing an
association between prematurity and preterm labour
in subsequent pregnancies and a woman having had
an induced abortion. It is widely respected in the
literature that there is an association. We also have
potential causal explanations for why there is an
association. The actual process of the induced
abortion itself may weaken the cervix. It is
conjectural but there are potential explanations for
why there should be an association between induced
abortionandpreterm labour.AsProfessorWyatt did
say, it is interesting that there is what we call a dose
relationship„i.e., the more induced abortions that a
woman has experienced, the more likely preterm
delivery is going to be in the subsequent pregnancy.

Q141 Chairman:Could I ask for other views, please,
from the panel?
Professor Norman:Again, I amsurprisedatwhatyou
say about the RCOG guidelines because I have them
in front of me and they say that„

Q142 Mrs Dorries:I have read them also.
Professor Norman:Inyouradvice towomen, theysay
that you should say there may be an increased risk in
preterm delivery in association with abortion.
Mrs Dorries: Do you not think the RCOG play that
down slightly though? I think it is a very important
factor for a woman, along with other factors when
seeking an abortion, that she is given all the
information pertaining to that request. Having been
with twoteenagegirlswhilst theyrequestedabortions
as part of my own work into a Bill, that has not
happened. Nothing that was laid down in the RCOG
guidelines was explained to the girls when they went
for their terminations.That iswhy I thinkmaybe they
should be beefed up slightly.
Chairman: That is a diVerent issue to the RCOG
guidance itself, is it not?
Mrs Dorries: I think it needs to be stronger.

Q143 Chris Mole: Can any of our clinicians with
experience suggest whether there is likely to be a
diVerence between a medical abortion and a surgical
abortion? If, as Professor Wyatt suggested earlier,
there is an increase that is related to infection and
cervical damage, is that reduced by the use of
chemical induced abortions?
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Dr Richards: I would be very happy to answer that.
There was a pertinent study recently inThe New
England Journal of Medicine which compared
medical and surgical abortions over a period of time.
Its premise was that surgical abortions did not have a
higher risk of any of these complications, including
preterm delivery. It said that the rates following
medical abortion were similar to those following
surgicalabortion. If the premisewerecorrect, which I
donotbelieve it is, then it is true thatmedicalabortion
would also be safe. If surgical abortion is dangerous
and has the complications we have talked about„

Q144 Dr Harris: Can I have a consensus from the
panel? Do we agree or not that all people involved in
counselling women for abortion should be registered
and regulated in the UK or England with the
Department of Health? Does that seem reasonable?
Then they can have quality control over what they
have said.
Dr Rowlands:I would support that.

Q145 Dr Harris: Dr Richards?
Dr Richards:Can you repeat the question, please?

Q146 Dr Harris: Do you think that all people
providing this information, whether it be doctors or
counselling organisations, should be registered and
therefore regulated for quality in the content,
whatever it is, by in England the Department of
Health?
Dr Richards: Do I believe that a GP who knows the
woman best when she approaches for induced
abortion should be registered and regulated in the
advice that„

Q147 Dr Harris: They are by the GMC. I am just
talking about counselling organisations.
Dr Richards: This is all part of a general
practitioner•s work.

Q148 Dr Harris: I am talking about other people
involved because, as you know, there is counselling
oVered when people come for abortions. I would like
to ask the rest of the panel whether they think that is
reasonable.
ProfessorNorman:I think it is important thatwomen
aregivenappropriate,unbiasedadvice.Whether that
is best achieved by regulation I do not know.
Dr Lee: I agree with that. Also, I really think that the
RCOG and its committee which came up with the
guidelines on induced abortion updated in 2004 are
not being given a fair enough hearing here. Mrs
Dorries is wanting to make the point that what is said
in the evidence is not strong enough. The point about
the RCOG guidelines which I “nd very compelling in
the process through which they were generated was a
very careful process of reviewing the evidence as a
whole, taking into account everything that has been
published in respected journals and trying to present
a balanced account of the sum, rather than
emphasising what comes out of particular studies. As
a result, it is going to be„

Q149 Chairman:We are going to have the Royal
College in front of us. I would like, particularly from
Professor Norman and Dr Richards, an answer to
this fundamental question about the health risks to
women as a result of abortions and how you assess
those health risks.
Dr Richards: I believe you assess those health risks
with individual studies that look at the various
diVerent indices that you are concerned about. You
have had evidence presented to you about the risk to
psychological, psychiatric health. You have had
evidence about the risks of subsequent preterm
delivery and you have had evidence about breast
cancer. I found that collection of studies very
powerful.
Professor Norman:We have discussed psychological
sequelae and I do not want to rehearse those
arguments again. I would agree there may be an
increased of preterm birth associated with induced
abortion. We know how we can reduce those risks by
treating women earlier. We know that if women have
abortions earlier they are less likely to have cervical
damage whichmay lead to pretermbirth. If theyhave
their abortions done by people who are expert, again
that reduces that risk. I would entirely disagree with
you about breast cancer. I think the evidence is
compelling that there is no increased risk of breast
cancer in association with either induced abortion or
miscarriage. There was a very big study done by an
Oxford group which was published just at the same
time as the RCOG guidelines. They looked at 83,000
women with breast cancer and found no increased
risk of breast cancer in women who had had
abortions compared to women who had not been
pregnant. This view is also endorsed by the American
Cancer Society that says the level of evidence about
the lack of association between breast cancer and
induced abortion is grade one, so that is the best
evidence you could possibly get. The American
College of Obstetricians and Gynecologists also
endorses that.
Dr Rowlands:I said in my submission that the risk of
preterm birth and miscarriage appears to be
associated with induced abortion. There are data on
that but, as Professor Norman has said, we need to
look at things like cervical priming as to how we can
reduce these risks. At the moment it seems like
medicalabortion isverysafebutweneedmorestudies
onmedical abortionbecausewithout the instruments
it would appear less likely that there would be any
mechanical damage to the neck of the womb, but
obviously we need more studies on that.

Q150 Mrs Dorries:Dr Evan Harris asked Professor
Casey„and she answered the question„whether or
not she was pro-life. Dr Lee, are you pro-choice?
Dr Lee: Yes.

Q151 Dr Turner: Out of the women who ask for
abortions, do they always ful“l ground C of the
Abortion Act, meaning that the continuance of
pregnancy would involve risks greater than if the
pregnancy was terminated or of injury to the physical
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ormentalhealthof thepregnantwoman? Is thatpiece
of lawsatis“edbymostwomenwhoapply foranearly
abortion?
Professor Norman:Yes, I would say so.

Q152 Dr Turner:Does everybody agree with that?
DrRichards:Idonotagreewith it. It is rarely ful“lled.

Q153 Dr Turner:Can you say why?
Dr Richards: Because I think the risks of mental
health and physical damage to the woman following
abortion are substantial and greater than if they
continue to delivery. I believe that that ground is
rarely ful“lled and is wrongly interpreted by most
practitioners in this country.
Professor Casey:I cannot comment on it in relation
to physical illness. I can only comment on it in
relation to psychological illness and it certainly is
not ful“lled.
Dr Rowlands:I think it is ful“lled.

Q154DrTurner:Wedonothaveaunanimityof view.
Do medical abortions carry a similar risk or greater
risk than surgical abortions?
Dr Richards: We have already mentioned a paper in
The New England Journal of Medicinewhich I think
many of us are aware of. I believe it is a Danish study
where they looked at the complications of medical
and surgical abortion over a period of time. It tells us
nothing about the absolute incidence of the
complications, such as ectopic pregnancy and
preterm delivery, but it does give us some indication
about the comparison between the two. Largely
speaking, the complications are at the same rate
between a medical and a surgical abortion. If the
premise is that surgical abortion is safe, you might
assume that medical abortion is safe but if you do
not„as we have seen evidence for here„then we
cannot make that assumption.

Q155 Dr Turner:Would anyone like to comment on
the death rates in the “rst year following an abortion?
Dr Richards: It is pertinent to medical abortion that
there has been a group of people who have died
suddenly following medical abortion. It is a rare
infection, clostridium sordelli, and it has probably
killed “ve or seven people in America and Canada.
This is very early days to know how frequent that
infection is going to be. What was striking was how
diY cult it was for the doctors looking after these
patients to diagnose it. It was very hidden. They did
not have fever; they did not have rash and then they
suddenly died. It is much too early to assume that
medical abortion is a safe means of abortion.

Q156 Mrs Dorries: Rosie Winterton in reply to a
parliamentary question responded that there had
been two deaths this year in this country from the
same thing.
Dr Rowlands:On the Clostridium Sordelli, yes, there
wasone death in Canada in a trial in2001.There were
“ve deaths in the US between when the mifepristone
was launched in 2000 until the present time. During
this time, during childbirth, there have been eight
cases. The Centers for Disease Control and the Food
and Drug Administration had a meeting in May 2006
and unfortunately there is very little information.
They agreed to increase surveillance and detection of
cases but the point is that death from this condition is
rarer than death from anaphylaxis after being given a
shot of penicillin. In the US during that time, where
those deaths happened, there were 600,000 medical
abortions. In Europe there were many hundreds of
thousands.Theonlycases thatare recordedareonein
Canada, four in California, which is peculiar and no
onehasbeenable toexplain that,andone inawestern
state of the USA but nowhere else in the world.
Dr Richards: The New England Journalreview
following thatarticlesaid that itmaymean thatdeath
from infection from medical abortion is ten times
greater than surgical abortion. In other words, they
considered that it was a signi“cant observation and
may be, but as yet unproven, a substantial risk from
medical abortions.We have tobevery cautious tosay
what •safeŽ means in this content.
Professor Norman:The RCOG guidelines have come
in for some criticism so I think I should say in their
defence that, in this particular situation, they do
advise that women are screened for particular
infectionswhentheyhaveterminationsofpregnancy,
including Chlamydia, and that antibiotics given
prophylactically to women having abortion, both
medical and surgical, to minimise the risks of these
adverse outcomes.

Q157DrHarris: CanIask therepresentative fromthe
Royal College whether you consider medical
abortion to be a satisfactorily safe procedure? We
know nothing is ever completely safe; walking down
the street is not safe.
Professor Norman:I certainly have not seen anything
that makes me think it is not safe. One of the
diY culties is we have only been doing medical
abortions for, what, ten years, so data is still
accumulating. From what we know about the way
thatmedicaland surgicalabortionsaredone, it seems
tome likely that theywill beat leastassafe, if notsafer
than, surgical abortions.
Chairman: On that note, could I thank Professor
Casey for coming from Dublin today, Dr Ellie Lee,
Professor Jane Norman, Dr Chris Richards and Dr
Sam Rowlands for your patience with the
Committee? Thank you very much indeed for your
evidence this afternoon.
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Chairman: I apologise to our witnesses and
members of the public that we are slightly late
starting this morning. May I welcome our “rst
panel of witnesses to the select committee: Dr
Vincent Argent, a consultant obstetrician and
gynaecologist, Dr Tony Calland, Chair of the
British Medical Association•s Ethics Committee,
Liz Davies, Director of UK Operations at Marie
Stopes, and Kathy French, Advisor in Sexual
Health from the Royal College of Nursing. We are
being televised this morning. Could I ask for any
declarations of interest from members of the
committee, please.
Dr Harris: I am a member of the BMA Medical
Ethics Committee and my partner works in sexual
health policy in this area.

Q158 Chairman:Dr Calland, may I start with you?
Why do we need two doctors• signatures?
Dr Calland: The BMA feels that for “rst trimester
abortions we no longer need them. For second
trimester and later abortions, because the risk of
the procedure is greater, therefore we feel that for
those later abortions two doctors• signature should
remain. Particularly for very early abortions and
those carried out through medical treatment rather
than surgical treatment in the “rst trimester,
because the risks of that procedure are now so
small„and you can argue about it„and probably
less than continuing with the pregnancy, we ask
why you need two doctors to sanction a procedure
that is of very small risk indeed, and much less risk
than perhaps an operation where you do not need
two signatures.

Q159 Chairman:For “rst trimester you do not see
there is the need; for second trimester, you do see
the need?
Dr Calland: Yes.
Dr Spink: I want to ask a speci“c matter of Dr
Calland. I can accept in the “rst trimester the
medical conclusion that you come to, but you
represent the Ethics Committee at the BMA and we
are dealing with human life here. From the ethical
rather than the medical viewpoint, do you think
there is a need to continue to retain a signi“cant
barrier so that women can be sure that they are
getting the best possible advice before making this
decision to end life?

Chairman: May I say that we are not dealing with
the ethics within this committee and in this inquiry.
We are dealing purely with the scienti“c basis on
which we need to two doctors• signatures, Bob.
Dr Spink: We have invited a BMA ethics
representative.

Q160 Chairman: He is actually responding on
behalf of the BMA in terms of whether there is a
scienti“c basis on which two doctors• signatures are
required. That is the basis of the inquiry. I am
trying to stick to that because if we move into
ethics, we will be all over the place. Liz, what do
you feel in terms of why we need two doctors in
terms of the health of patients?
Liz Davies: We certainly do not need two doctors•
signatures to give women permission to have an
abortion. Women are quite capable of making this
decision. They do not need to be saved from
themselves. At Marie Stopes we certainly have
always advocated that the necessity for two
signatures should be removed, at least in the “rst
trimester. I cannot agree that two signatures are
necessary in later abortions, purely because I think
as long as the woman is being given full
information regarding the risks of any procedures
she undertakes, again she is quite capable of
making that decision for herself. The reasons for
women seeking an abortion in the later stages we
see as equally valid to those in the early stages and
so I see no diVerence between early and late
abortion from that point of view.
Kathy French: I think the two doctors• signatures
made a lot of sense in 1967. We have moved on
from there. For the autonomous individual, the
need for two signatures is very cumbersome. It puts
a huge burden on women when somebody cannot
sign the signature. I do not think we need it in
current practice.

Q161 Chairman:Is that at any time during either
the “rst or second trimester?
Kathy French: I am not sure about the second
trimester. I think two signatures is again excessive.
There may be a need certainly one and that is about
discussion with the woman and the doctor who is
caring for her.
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Q162 Chairman:Dr Argent, in terms of the HSA1
form, is there any evidence that signing it without
seeing the patient “rst is putting the patient•s health
at risk?
Dr Argent: I am not sure there is any published
evidence that addresses that particular factor. I
have to say the practice of obtaining signatures in
some units is somewhat variable. This has not been
written up very much in journalism because
obviously people would not like to talk about it.

Q163 Mrs Dorries: Dr Argent, what proof do you
have then to make that claim?
Dr Argent: It is what I have observed over many
years of practice in abortion services.

Q164 Mrs Dorries:So it is anecdotal evidence then?
Dr Argent: Yes.

Q165 Mrs Dorries: It is not scienti“c?
Dr Argent: Yes.

Q166 Chairman: I am really quite anxious about
this issue of doctors• signatures and the health of
patients because we should have evidence of that.
Is there any evidence at all to say that having two
doctors• signatures actually improves the health
outcomes of patients who are presenting for
abortion?
Dr Argent: I am not aware of any evidence that
suggests that. Indeed, in many cases of course it
does actually say in HSA1 form that the doctor has
seen or not seen and examined the patient and
sometimes the clinician does not actually see the
client for a consultation. They sign the form on the
basis of reading the clinical notes.

Q167 Chairman:The RCOG said that that is an
acceptable practice?
Dr Argent: It would appear to be acceptable, yes.
It has been discussed by academic lawyers. It does
not state that in the Abortion Act itself but because
of the wording of the HSA1 form, it is accepted.

Q168 Chairman:It went to the House of Lords and
the House of Lords supported the RCOG in that.
Are they all wrong, in your view?
Dr Argent: Academic lawyers look at the question
of how a doctor forms an opinion in good faith that
the abortion becomes eligible under the terms of
the Act. Some would say it is diY cult to form that
opinion if you do not discuss the situation with the
client. Others would say that they are supportive
of women•s choice and therefore that of its own is
suY cient.

Q169 Dr Harris: Continuing that point, is it your
view that if a doctor is of the view that if a woman
wants an abortion and it is early enough so that it
is clear that, all other things being equal, it is going
to be less risky for her to have the abortion than
continue the pregnancy„full stop„even without
her motivation, that would be a common reason for
such a signing on Ground C, I think, in good faith?
Is that a reasonable suggestion?

Dr Argent: Yes, I think many medical colleagues
and other health care professionals would take the
view that if they believe that, that is suY cient to
justify an abortion under Ground C.

Q170 Dr Harris: Dr Calland, you will be aware that
although I am on your committee I took no part
in the formulation of your evidence to this inquiry.
I want to ask you about the issue of two doctors
in the second trimester. My understanding is that
the BMA just has not taken a view on the second
trimester. The Royal College has said that they can
understand the need for a second clinical opinion
as good practice in complex case perhaps of foetal
abnormality. Could you explain whether you think
that the need for a second opinion, which is good
clinical practice, is separate from a statutory
requirement to have two doctors• signatures on a
form?
Dr Calland: All I can do is reiterate BMA policy,
which really is around the “rst trimester. I think it
would be logical that where risk was increasing, it
would be of bene“t to have two signatures rather
than one. The BMA position is quite clear about
the “rst trimester. We do not consider the risks
there are signi“cant enough to warrant two
signatures and therefore that is the position we
have taken.

Q171 Dr Harris: I am just asking whether it is
better to have a second opinion„i.e. someone
seeing the patient in a formal second opinion way„
as opposed to just a second signature on a form
•patient unseenŽ?
Dr Calland: I do not think the BMA has a position
on that.

Q172 Mrs Dorries: I have a question to Dr Argent
and then one to Tony Calland. Dr Argent, you are
claiming anecdotally that every day doctors up and
down the country are breaking the law because it
is a legal requirement that two doctors sign the
signature, one would hope after having both seen
and consulted with the patient. You are telling us
that doctors every day break the law by carrying
out this procedure. The reason why we have two
doctors• signatures is that this is not like going to
have your appendix out or your tonsils out where
you go to a doctor and you are informed of what
is going to happen at the operation and then a
doctor signs. This is actually taking a life. Are the
two signatures not a requirement to protect the
doctors also as well as the patient, given that we
are talking about ending a life in abortion, not a
procedure?
Dr Argent: No, I am not saying that doctors are
breaking the law. What I am saying is that there is
a lack of clarity in the legal situation„

Q173 Mrs Dorries: I am sorry, you said many
doctors are not even signing the form„they are
just reading the clinical notes I think you said„
until after the abortion has even taken place. Is that
not breaking the law?
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Dr Argent: It is a legal requirement to have two
signatures on the HSA1 form before the abortion
is performed but in a small number of cases
sometimes it is almost actually signed in the
operating theatre by the surgeon with the patient
anaesthetised on the table.

Q174 Mrs Dorries: It has gone from being
anecdotal in your observation up and down the
country to„
Dr Argent: That is not necessarily illegal because
academic lawyers do disagree on the interpretation
of the Abortion Act. I think that some academic
lawyers do agree that the Abortion Act is badly
drafted and many of these situations are unclear.

Q175 Chairman: Rather than pursue this, would
you agree therefore, Dr Argent, and certainly Dr
Calland, that there is a requirement in fact for the
law to be clari“ed in this area? Is that what you
are saying?
Dr Argent: It would be helpful if there were clearer
guidelines about such matters as whether the
clinician or the health care professional actually
needs to see the client and discuss the situation
before signing the form. It would appear the logic
at the moment is that they do not have to do that.

Q176 Chairman: On the two doctors, before we
leave this point, could you tell us, Dr Calland, why
in the BMA•s view this is the only procedure where
two doctor•s signatures are required. Why this and
not anything else? If you could take somebody•s
lungs out and replace them or take their heart out
and replace it, you do not need two doctors•
signatures, but for this procedure you do. What is
so special about it?
Dr Calland: You are talking about second trimester
and beyond?

Q177 Chairman:The law as it stands at the moment
says that you need two signatures.
Dr Calland: It does. One would have to second-
guess what was in the mind of Parliament in 1967
as to why two doctors• signatures were there. We
could probably spend all morning trying to do that.
I am sorry to repeat myself. All I would say is that
because of the risk issue, the BMA feels that the
“rst trimester is now such a low risk, particularly
with medical abortion, that we do not need two
signatures to do that. We feel that because the risk
increases as you go through into second trimester
abortion and later where they take place, it is not
unreasonable to maintain the status quo for
whatever the reasons were.

Q178 Graham Stringer:Why is risk the issue? A
heart-lung transplant is much riskier than a second
trimester abortion. Why are you relying on risk?
Dr Calland: It is because we have done. That is the
argument that the BMA has used.

Q179 Mrs Dorries: I say to Dr Calland that I would
suggest it is because this is about ending a life. Dr
Calland, could you con“rm: the Ethics Committee

of the BMA took its position after a vote at a recent
conference that you held. Motions were put to the
”oor; you took your vote and this is where your
position came from. Could you con“rm that on
that day only pro-choice motions were put to the
”oor to be voted on?
Dr Calland: I think you have been in
correspondence with the BMA on this issue and
you have had it clari“ed how the BMA
conference works.
Mrs Dorries: I have. However, that does not change
the facts, does it?

Q180 Chairman: Could you please answer the
question? The question has been put in the inquiry.
Dr Calland: The reason that that particular motion
was chosen by the Agenda Committee„this is the
motion on “rst trimester abortion„was because we
did not have policy in that area. We knew that the
Abortion Act was going to be reviewed because of
the 40th anniversary and the opportunity was there.

Q181 Mrs Dorries: Dr Calland, that is not the
answer to the question that I am asking. The
question I asked you was: on the day that the
motion was voted on, were only pro-choice
motions put to the ”oor of the BMA?
Dr Calland: No. There was a series of motions. I
can read them all out to you if you wish.

Q182 Mrs Dorries: There were three.
Dr Calland: There was more than that. There was
a series of motions. The “rst of those motions was
the motion on “rst trimester abortion and that was
debated. As I am sure you are aware, time is
allowed for certain sections and after that motion,
because there were a lot of speakers and it was a
well-attended debate, time on that section ran out.
Therefore, we did not get to meet the other
abortion„

Q183 Chairman: Are you Chair of the Agenda
Committee, Dr Calland?
Dr Calland: I have nothing to do with the Agenda
Committee whatsoever.

Q184 Chairman:For the record, who is the Chair
of the Agenda Committee?
Dr Calland: I am not sure if it is not the Chairman
of the whole conference.

Q185 Chairman: Could we have that for the
purpose of our records?
Dr Calland: Michael Wills.

Q186 Dr Harris: May I suggestion that if you write
to us with the correspondence that addressed the
question in the “rst place, then we can circulate it.
It is a procedural matter. I would also like to ask
if you could write clarifying, because I cannot “nd
it in your evidence at all, any reference to two
signatures in the second trimester. I would be
grateful if you would take the opportunity to write
to say whether you have a policy on the second
trimester and, if so, on what that is based.
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Dr Calland: The policy on the second trimester is
to maintain the status quo. It was that we changed
it for the “rst trimester.
Dr Spink: Kathy, in reference to two doctors,
talked about the need to get two signatures being
a huge burden„your words„on women and about
it being very inconvenient. There was no mention
at all of the health impact or the ending of a life
and the moral impact of that. Dr Calland has
pointed out that the BMA is focused on the health
risk to the woman, not on the consequences of this
unique procedure, which is one to end life rather
than to save and improve the quality of life. Does
the panel think that there might be other
dimensions to this decision on two doctors, other
than just health, that there might be moral and
ethical questions as well and protection for the
doctor and protection for the parent who is looking
to abort, who may come across somebody with a
particular view, and if they have two signatures,
that will make the probability of them coming
across a doctor with a particular view„
Chairman: I am not allowing any questions which
ask our witnesses for moral or ethical views. I am
keeping purely to the facts. I am sorry, Bob. I know
you are trying to get in there, but I will not allow it.
Dr Spink: I regret that, Chairman, because for the
record could I just state that I believe that science
must also look at the moral and ethical
consequences and you can do that.
Chairman:You can do but you are not going to do
it in my committee at the moment.

Q187 Chris Mole: Kathy French, what evidence is
there to back up the RCN•s argument that nurses
should be given more responsibility in medical
abortions?
Kathy French: We do not do it. We have to work
within the legal framework at the moment and we
know that our colleagues in other countries have a
greater role around abortion. In terms of early
medical abortion, currently nurses provide all of
the care for the women, apart from prescribing the
medication needed. Many of our colleagues tell us
that this is a great disadvantage to them, that they
could actually speed up the process once that
woman has decided that is her option. This is not
all our members within the College; these are
nurses who are speci“cally working in the “eld of
abortion. It is not asking for every nurse out there
to take it up and we know that every nurse will not
want to, any more than they will want to prescribe
for other conditions.

Q188 Chris Mole:Can you be clear: does the RCN
actually have a view on what additional roles those
nurses working in abortion services could be taking
on if there was a change in the law?
Kathy French: Yes. Can I explain to you? If you
are looking after a woman who has decided to have
an early medical abortion, nurses currently provide
all the care. The one thing they cannot do is
prescribe the medication. It is that extra step that
some nurses would like to take.

Q189 Chris Mole: But they can prescribe most of
the medication for other procedures?
Kathy French: If you are a nurse prescirber, you
can prescribe anything in the National Formulary
but not mifepristone.

Q190 Chris Mole: But they can prescribe
mifepristone for other procedures?
Kathy French: For other conditions, yes, but not
for abortion.
Chairman: Can we ascertain whether you are you
talking purely about medical abortions that you
want nurses involved in?

Q191 Chris Mole: That was the question. The
counter argument that is raised is that you require
doctors for reasons of safety and not nurses. Does
the RCN have a view on whether nurses could
carry out surgical abortions safely?
Kathy French: Yes. Our view is that nurses• roles
have evolved over the years. I do not think anyone
in 1967 would ever have imagined what nurses are
currently doing now, or some nurses, not all nurses,
in terms of prescribing, hysteroscopies,
colposcopies, “tting of intrauterine contraception
and subdermal implants. These are gynaecological
procedures. There is a small group of nurses within
abortion services who would like, with appropriate
training, and it would have to be with training, as
part of the medical team to be able to do the very
early medical abortions. This is what they tell us.

Q192 Chris Mole: You said the one thing they
cannot do is prescribe. Another thing they cannot
do is take consent and sign the HSA1 form. Do you
think a properly trained nurse should be able to
do that?
Kathy French:They can take consent. That is very
diVerent. They can take consent for abortion but
they cannot sign the form.

Q193 Chris Mole: Do you think they should be
able to?
Kathy French: Yes, I think for nurses who are
appropriately trained and who want to and also
respecting those nurses who have a conscientious
objection, that must be respected. We are not
talking about volumes of nurses working in
isolation in a portakabin. It is nurses as part of a
team who are trained and very experienced and it
is not going to be large numbers.

Q194 Dr Iddon:Could you spell out in a little more
detail what in practice nurses are actually doing
now? You have explained that with medical
abortions but could you go into a little more detail
for surgical abortions?
Kathy French: In terms of nurses, nurses do all of
the counselling for women around abortion. They
will do ultrasound scans in many of the units,
certainly in the one that I worked in, take the
bloods, discuss ongoing contraception, get consent
from the women, discuss the procedure. In day
surgery units, they care for the women in pre- and
post-op procedures in terms of pain relief if that
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is necessary, the complete package of care. Clearly
within the law nurses cannot perform abortion. I
know this needs clarity because some people still
believe that nurses can but we at the College believe
under existing law that we cannot.

Q195 Dr Iddon: Is it your view that if nurses were
allowed to carry out particularly surgical abortions
but also medical abortions, a doctor should be
available in case complications occur?
Kathy French: Absolutely. This cannot be done in
isolation. You would need a doctor there, in the
same way that we do now. If a registrar or a house
oY cer is helping out with abortions, there is always
the lead consultant or a very senior person within
the premises. Yes, you would have to have that.

Q196 Dr Iddon: Could I ask the panel to comment
on the phrase •registered medical practitionerŽ
which is in the current legislation? Some people
believe there is a lack of clarity in that. Do we
regard nurses as registered medical practitioners or
should it be written in more strong language in any
further legislation that Parliament may bring in?
Any member of the panel could answer that.
Liz Davies: We took advice from counsel. We
sought legal advice on the term •medical
practitionerŽ as contained in the 1967 Abortion
Act. The advice came back that the term •medical
practitionerŽ related a doctor registered with the
GMC, which eVectively bars nurses from carrying
out these procedures.

Q197 Dr Iddon: So in your view we would have to
write in a phrase that clearly mentioned nurses in
some way?
Liz Davies: Yes, I think we need to clarify the term
•medical practitionerŽ or just call it •practitionerŽ
to enable nurses to be able to do this.

Q198 Dr Iddon: Is that generally agreed by all
members of the panel? Do any members want to
clarify that further?
Dr Calland: I think the history is that a •registered
medical practitionerŽ has always been taken to
mean a doctor registered with the General Medical
Council. That was the implication I would think in
the 1967 Act.

Q199 Dr Iddon: Dr Calland, can we be quite clear
on the view of the BMA with respect to nurses
becoming involved?
Dr Calland: The BMA does not have a conference
policy on this particular issue but generally
speaking I think if people in the BMA saw the term
•registered medical practitionerŽ they would
assume that meant a doctor.

Q200 Dr Iddon:The question was: would the BMA
object to nurses stepping in to this role?
Dr Calland: The BMA discussed this at their
conference. They did not support nurses stepping
into this role.

Q201 Chairman:Could I follow that up by asking
this? In the United States and South Africa where
in fact nurses do ful“l this role in more signi“cant
numbers, and legally do so, is there any evidence
that the outcomes in terms of patient care are any
worse than if doctors are involved?
Dr Calland: Personally, I cannot quote you any
evidence but the view at the conference, the debate
at the conference on this issue, was about patient
safety. It was felt, maybe not surprisingly since we
were all doctors there, that it would be safer if
doctors did it rather than nurses.

Q202 Chairman: But you have no evidence to
that eVect?
Dr Calland: I personally have no evidence.

Q203 Chairman: Dr Argent, you were nodding
your head then.
Dr Argent: It is just to clarify that the article
published in The Lancetdoes actually discuss that.
It shows that the outcome data on nurse
practitioners is equivalent to physicians and in fact
in some cases better.

Q204 Chairman:What would your view be then?
Would it be that nurse practitioners are perfectly
capable of carrying out procedures?
Dr Argent: I would agree with my colleagues.
Nurse practitioners now do many invasive surgical
procedures, such as colposcopies and
hysteroscopies. Some of these procedures do
require more technical expertise than carrying out
early medical and many surgical procedures. I
think it is quite possible that nurses could do early
surgical procedures. Indeed the Faculty of Family
Planning now produces a syllabus for training in
abortion care which consists of eight certi“cates.
Currently nurses are permitted to do one, two and
three which concern counselling and early medical
abortion. Their certi“cates four and upwards are
only available to doctors. The certi“cate follows a
proper syllabus actually designed to teach
practitioners how to carry out early surgical
procedures. That should be open to nurses.

Q205 Dr Iddon: Could we be quite clear from the
panel that those that support nurses being involved
would support nurses being involved right through
to the upper time limit„both trimesters, in other
words?
Kathy French:I would not because I know that the
very late terminations do carry risk and it is a very
skilled procedure. Certainly in my previous role it
was very much our more senior doctors who
undertook the later terminations up to 20 weeks. I
do not think nurses would want to go to that level.

Q206 Dr Iddon: We are talking about early
terminations?
Kathy French:I think there would be a cut-oV point
for nurses. That is my personal view.
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Q207 Dr Iddon: Is that generally agreed?
Liz Davies: Yes, in the Marie Stopes• programmes
in both Vietnam and in South Africa we have
nurses routinely performing early and “rst
trimester abortions. We use a fairly unique
procedure for this which is not in the norm, and
they are done very safely and there are no adverse
outcomes at all.

Q208 Chairman:What about the second trimester?
Liz Davies: No, this is limited to the “rst trimester.
I would support Kathy that we need more skilled
doctors to provide later termination.
Dr Argent: In the United Kingdom there is a very
small number of gynaecologists who carry out
dilatation and evacuation surgical procedures after
16 weeks. It is a fairly specialised technique because
the procedure at that stage becomes more diY cult.
The Royal College has said that these colleagues
must be appropriately trained and maintain a
suY cient caseload. Practising gynaecologists will
tell you that there is a world of a diVerence between
doing a surgical dilatation and evacuation at 20
weeks and an MVA or a suction termination at,
say, six to ten weeks.

Q209 Mrs Dorries: I have a number of questions
for Kathy and one for Liz. Kathy, perhaps I should
declare that I was a member of the Royal College
of Nursing until I started my present job. Kathy,
could you inform me why in your evidence you
quoted non-peer-reviewed studies, those which
were carried out for example by the Pro-Choice
Forum on late abortion and why you only quoted
EPICURE when you were talking about survival
rate and did not refer to some of the units in the
UK which have excellent survival rates and are
manned by excellent nurses? You may want to
listen to my questions and the grouping. I also want
to ask you if you consulted all RCN members„
and I ask this as a previous member of the RCN„
when you were taking your position? Was it just a
small committee in the RCN that took its position
and if so, why and why did you not feel it
appropriate to discuss this with all nurses, given
that this is such an important issue?
Kathy French: I will take the second question “rst,
if I may. Any evidence we give to any committee,
even if it is the National Institute for Health and
Clinical Excellence, we only consult with the
members which are aVected. If it is mental health,
it is the mental health forums. In this situation, it
was nurses who work within sexual health and
gynae who are members and some of our members
who work in private organisations as well who are
members of the termination of pregnancy network.
It is those sorts of groups with which we consulted.

Q210 Mrs Dorries: Kathy, this issue has huge
consequences for many people and a lot of your
nurses are happy about the fact that you have not
consulted with them because this has moral and
ethical implications.

Kathy French: I think if it was a moral and ethical
issue, we would have consulted with all our
members. This was really about the scienti“c bit
around the care of the women. It resulted in our
looking to our members.

Q211 Mrs Dorries: Why did you quote in your
evidence non-peer-reviewed studies, such as those
by the Pro-Choice Forum and why did you only
refer to the EPICURE study when many of your
nurses are working in units with fantastic
survival rates?
Kathy French: I did not write that bit. I am here
on behalf of the Royal College of Nursing, so I
cannot take that up but I can certainly “nd out
why, if that helps.

Q212 Mrs Dorries: This is a question to Liz. It is
fortuitous that you are here this morning, given
that your organisation has just published a report
this morning. That reports says that two-thirds of
GPs want the time limit for abortion reduced from
24 weeks. Could you perhaps elaborate on that
study and tell us how many doctors were surveyed
and what questions were asked of doctors?
Liz Davies: I do not have the study with me. Of the
45,000 GPs in the UK, 1,000 were surveyed and
two-thirds of those were in favour of the legal limit
being reduced. We do not necessarily of course
agree with their opinion.

Q213 Dr Harris: Was there a 100% response rate?
There was a 100% return on the survey, was there?
Liz Davies: I confess that I am not sure of those
“gures.

Q214 Dr Harris: You are saying two-thirds of those
who returned the form?
Liz Davies: I do not have that with me.

Q215 Chairman: Liz has said she does not have
those details. It is not fair to press her.
Liz Davies: It is two-thirds who did respond.
Mrs Dorries: Two-thirds of GPs who responded to
your survey want the upper limit reduced from
24 weeks.

Q216 Dr Turner: Current legislation restricts the
carrying out of abortions to speci“cally approved
premises. Do you think we need to do more
research to determine the appropriateness,
practicality and acceptability of widening the range
of physical circumstances in which abortions could
be carried out„for instance, the home?
Dr Calland: The BMA debated this in the motion
at conference in the summer and the view was that
there should be no change in the registration of
premises. That is where we sit.

Q217 Dr Turner: Does anyone else have a view on
that? Can you expand further on the thinking
behind the BMA•s position?
Dr Calland: It was about patient safety and
considering, as I have indicated, it is a conference
of doctors, they felt that there were appropriate
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safeguards in place with the current situation and
they could not see the need at the moment to
alter it.

Q218 Dr Turner: There could not be an element of:
well, they would say that, would they not?
Dr Calland: You might say that.

Q219 Chairman: Could you tell Dr Turner the
evidence base for that?
Dr Calland: It was opinion.

Q220 Chairman:It was purely opinion?
Dr Calland: Yes, it was opinion. Conference
debates do not always follow evidence.
Dr Harris: That is very reassuring.

Q221 Dr Turner: You are probably going to say
that there is not any evidence but is there any
suggestion that a change in location might aVect
the psychological impact on the patient, perhaps
the lack of support?
Dr Calland: I cannot give a BMA line in answer to
that question because we really just do not have
one. You can draw all kinds of personal
conclusions but they are not representative of the
BMA as a whole.

Q222 Dr Turner: Dr Argent, as a clinician, do you
have a view?
Dr Argent: Indirectly yes because there is evidence
that services are better, there is a better outcome,
if there is a good robust follow-up service and
access to a help line. Many of those facilities are
not available in other premises. They tend to be
available in some of the private charitable
providers and some NHS clinics but by and large
in general practice that would not necessarily be
the case.

Q223 Dr Turner: It has been suggested that there
might be an advantage in terms of increasing the
capacity of abortion services and therefore ensuring
that women get a better opportunity for an earlier
abortion if it was allowed in the home. Is that a
widely held view in your experience? Do you see
any virtue in it?
Dr Argent: I am not sure about the question of
whether that applies to being unhappy with the
procedures at home but the general section on
health strategy is to make services more accessible.

Q224 Dr Turner: A wider range of facilities could
be useful?
Dr Argent: I am not sure about that.

Q225 Dr Turner: I thought that was what you were
saying. So you are not certain on that. If the range
of settings in which abortions can take place were
to be increased, including possibly the home, what
sort of support frameworks do you think would
need to be put in place to ensure both patient safety
and psychological safety and so on?

Dr Argent: For patient safety there needs to be a
comprehensive advice service and back-up service
with access to clinics that can see the patient fairly
soon. That would mean having access at night and
during the weekends.

Q226 Dr Turner: And perhaps an outreach service
as well?
Dr Argent: Yes.
Liz Davies: I think we have to approach this with
some caution because we have to look at the
organisation of services and the sheer scale of
abortion numbers in the UK and the fact that
specialist providers are able to accommodate
women very quickly and very speedily„I am not
sure that would happen if it was totally
deregulated„and also that we have the back-up
services in place, 24 hour help lines. I feel that the
NHS would be absolutely swamped and not be able
to cope if the situation changed.

Q227 Chairman:But, Liz, does not Marie Stopes
have a policy of giving misoprostol for women to
take at home?
Liz Davies: No, we are not allowed to do that. Both
medications, both the mifepristone and the
misoprostol, are actually taken on the premises but
the women do go home immediately afterwards to
undertake the actual process at home, but they
have to take the actual medication on our premises.

Q228 Chairman: The risk of a woman taking
misoprostol on your premises and then actually
having a miscarriage on the bus going home is a
real possibility. What is the advantage of doing that
over taking the misoprostol at home? That happens
in other countries. Is there any evidence that that
is a safer process for the woman concerned?
Liz Davies: Certainly we do counsel the woman
very carefully. We talk to her about how long it is
going to take her to travel home. We do tell her
about the side-eVects of the medication, what could
possibly happen. We usually “nd that the actual
miscarriage following misoprostol will take place
usually three to four hours afterwards, and so we
ensure that women do have suY cient time to get
home before that happens. We give our clients the
choice. Most of them, about 95%, will choose to go
home to undergo the process following the
medication.

Q229 Mrs Dorries:Can I ask you why you describe
this process as a miscarriage and not an abortion,
which is what it is?
Liz Davies: Basically it is an induced miscarriage.
Yes, it is an abortion, a medical abortion.

Q230 Mrs Dorries: It is an abortion?
Liz Davies: It is. It is an abortion.

Q231 Mrs Dorries: I would say it is misleading to
describe it as a miscarriage.
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Liz Davies: The methodology of that particular
nature of abortion does induce miscarriage, so even
though, yes, it is an induced abortion, it also
induces miscarriage of the foetus. It is not removed
surgically.
Chairman: I was not trying to mislead the
committee by saying that. It was the terminology
you have used in your evidence.

Q232 Mrs Dorries:Could I ask you about a woman
having a miscarriage on a bus and going home. We
know the process of both of these drugs, whether
the drugs are taken at home or in the clinic, induces
excruciating uterine pain, perhaps because the
uterus is contracting on a very small substance
within the uterus. Do you think it is appropriate
that 16, 17 and even 15 year old girls are sent home
in such pain to deal with this procedure at home
and deal with the amount of bleeding which we
know takes place? If you are not with somebody
who is trained, that could be very frightening. Do
you think it is appropriate that young girls go home
and bleed in this way on their own, suVer pain in
this way on their own, and then are asked to ”ush
their own abortion down the toilet?
Liz Davies: We do not send them home in pain or
bleeding.

Q233 Mrs Dorries: They are when they are at
home, when the abortion takes place.
Liz Davies: Yes, but we describe exactly what is
going to happen to them. Not all of them suVer the
excruciating pain you are talking about. Some
women “nd it a relatively easy process; some “nd
it more diY cult. It certainly is not cut and dried.
With younger people, we certainly advise them very
closely. We would not oVer a medical abortion if
we thought they were going home on their own
without any support.
Mrs Dorries: As a nurse, I did six months on gynae,
and I have never seen a woman have an abortion
who was not in pain.
Chairman: We are asking our witnesses for their
opinions here.
Mrs Dorries: Do you think that talking to
somebody and explaining the horrors of the
amount of vaginal bleeding and the pain that they
are going to go through is done well enough?
Chairman: With the greatest respect, the witness
has answered your question. I am moving on.

Q234 Dr Harris: I am addressing my remarks to
Liz Davis and Dr Argent. We have had a
considerable amount of written evidence looking at
studies of home administration of prostaglandin,
which is already, as I understand it, taken at home
by a woman who suVers a natural miscarriage in
order to ensure that there is complete emptying of
the uterus of the products of conception following
a natural miscarriage. We have had considerable
evidence from other countries saying that that is
both safe, eVective and acceptable, and indeed
survey evidence from this country which is in our
evidence saying that a majority of women would
like the option of being able not to have to come

all the way back in to take the prostaglandin, as in
America where I think over a million have been
done in this way perfectly safely. I wonder whether,
even if it is not the practice of your particular unit,
you would want that option as a provider? I think
another provider does do that and has done a
number of these and claims to us in evidence that
therefore they do earlier abortions very eVectively.
I would like to ask both of you whether you think
that should be an option and whether you think
there is some missing evidence out there that
suggests that even though it works in other
countries, there is something about British women
where it would not work.
Liz Davies: Certainly when British women come to
us for medical treatment do question why they have
to come back to the clinic a second time for the
second medication. Yes, we would certainly
advocate that the women should be allowed to take
the second part of the medication in the privacy of
their own homes without having to travel again.

Q235 Chairman:Dr Argent, are you aware of the
literature that we have received? What is your view?
Dr Argent: Yes, I agree that there is fairly good
scienti“c evidence that it is reasonably safe to take
misoprostol at home and that it is acceptable to
women. There does need to be more research on
outcomes because the practice of early medical
abortion in this country is relatively new.
Sometimes it is very diY cult to follow up these
women and see what happens afterwards. There
need to be more robust studies on patient safety.

Q236 Dr Harris: The Department of Health view
is that you cannot take it at home because homes
have not been designated as a class of place yet and
that the prostaglandin is an abortion in their
interpretation of the law. In order to do that
research properly as I understand, one would have
to change the law because you cannot do the
research if it is illegal. Do you think it is reasonable
to change the law in order at least to do the
research in a carefully controlled way?
Dr Argent: Yes, personally I would support that.
Liz Davies: I would, too.
Kathy French: I think there are two things to say
about it. Obviously the safety of the woman is
paramount but whatever decision is made, there
must be an element of choice for women. There will
be, as Nadine has just said, some women who will
not want to have that procedure happening at
home. They will want possibly the comfort,
particularly maybe in the younger age groups, to
be in the safety of hospitals. There must be some
element of choice there, without doubt.
Liz Davies: We oVer that choice.

Q237 Chairman:Could I ask the panel brie”y on
the issue of the psychological impact. Does it vary
between a woman having her “nal abortion at
home or having it in a hospital? Is there any
research evidence to say there is a diVerent
psychological outcome? Is anybody aware of any?



3789252002 Page Type [O] 12-11-07 23:53:45 Pag Table: COENEW PPSysB Unit: PAG3

Science and Technology Committee: Evidence Ev 29

17 October 2007 Dr Vincent Argent, Dr Tony Calland, Liz Davies and Kathy French

LizDavies:Anecdotally fromthewomenwhodo feed
back to us and with whom we engage following their
terminations„and we do follow up women„there is
no evidence to say that they have a greater
psychological impact if they have undergone the
process at home than in our clinics. In fact, often they
are very grateful for the opportunity to do so. They
feel they are able to do this in the privacy of their own
homes and not in a clinic with other people around.
Dr Argent: I understand the private charitable body
bpas actually carries out client satisfaction surveys
and they have found that there do not seem to be any
increased psychological problems, but that is not
scienti“c evidence; that is client satisfaction surveys.

Q238 Dr Harris: There is a reference here in the bpas
evidence to Hamoda et al in theBritish Journal of
Obstetrics and Gynaecology2005 July edition, which
did do a study of the acceptability of home medical
abortion to one million UK settings, based, as you
say, in four NHS gynaecology units. The record will
show that I merely remembered the reference and did
not read it out. I would like to ask one more question
about counselling. As I understand it, Liz Davies,
whenyouprovideabortionservices,youhave tooVer
counselling and your counselling services are
registered with the Department of Health to assure
quality control and there is a chance that they might
be inspected unannounced. Is that correct?
Liz Davies: No, we do not have to register our
counselling services. We use quali“ed counsellors to
provide any counselling. Every woman who calls our
central booking service to make an appointment is
oVered the option of counselling. We see counselling
and consultations as two discrete and fairly diVerent
processes.Awomanwill choosecounselling if shehas
any ambivalence about whether this is the right
course of action for her or whether she just feels she
wants to talk to somebody. The majority of women
who come to us feel that is totally irrelevant to them;
they have made their decision; they have talked to
whoever they need. They really just want to have the
abortion facilitated as quickly as possible. It is a
client-led option rather than an organisational-led
condition of having an abortion.

Q239DrHarris: Myunderstandingwas,andImaybe
wrong, that the counselling services that you use if a
woman chooses to take it are registered with the
Department of Health. Are you aware of that?
LizDavies:Iamnotsure if theyareregisteredwith the
DepartmentofHealth.Wealwaysmakesure theyare
quali“ed counsellors.
Chairman:Do you think they should be registered so
that there is a consistency of counselling service. That
is Dr Evans•s point.

Q240 Dr Harris: I have a reference here: the UK
Department of Health Register of Pregnancy
Advice Bureaux. My understanding is that, even if
you are not aware of it, your services are registered.
Do you think there is an argument that all people
purporting to provide pregnancy advice services
ought to be registered so that they are not

providing information that is clearly outside what
would be considered reasonable and rational
information?
Liz Davies: Again, I think we need to separate out
the two. Any premises we use for abortion advice,
in other words for initial consultation if they are
outside our clinics, have to be registered with the
Department of Health. Counselling services as a
discrete entity within that do not and we do not
necessarily register them as counselling; it is for
consultation. We use quali“ed counsellors within
that process if women choose to see them.

Q241 Dr Harris: My question is: should outside
bodies that oVer pregnancy counselling in your
view be subject to the same regulation and
registration as you are?
Liz Davies: Yes, I think they should.
Mrs Dorries: Dr Argent, you claimed that lowering
the upper limit from 24 weeks will mean that there
is not enough time for women who have had an
abnormality scan then to proceed to abortion.
Would you not accept that all abortions that took
place post-24 weeks in this country in 2006 for
foetal abnormalities were all carried out on Ground
A? Your claim is not the case because abortion for
foetal abnormalities can take place at any stage,
and that foetal abnormality is identi“ed at 20
weeks, of the pregnancy. So your claim that
reducing the upper limit from 24 weeks is wrong.
Would you agree with that?
Chairman: I think that is a leading question.

Q242 Mrs Dorries: Dr Argent has made the
statement. You have said that lowering the upper
limit from 24 weeks will mean that there is not then
enough time for women who have an abnormality
scan to proceed to abortion. That is not the case
because abnormalities are able to be aborted on
Ground E up until birth.
Dr Argent: My principal reason for suggesting that
the upper limit should be reduced from 24 weeks,
and I said to 16 weeks, is a purely pragmatic and
practical view based on other factors and not to do
with foetal abnormality.

Q243 Mrs Dorries: You concede that foetal
abnormalities can take place up until that time?
Dr Argent: Yes. I was suggesting that because
under the current law under Section E termination
of pregnancies are allowed right throughout
pregnancy for foetal abnormality, that that ful“ls
the requirement under Section E.

Q244 Dr Harris: Is 16 weeks your personal view or
that of an organisation, and is it based on science
or is it just your own feeling as someone who has
worked in the “eld?
Dr Argent: My reason for suggesting that
termination of pregnancy under C and E sections
should be reduced from 24 to 16 weeks was partly
a pragmatic quid pro quoview because very few
practitioners actually perform abortions after 16
weeks. Very few NHS services provide abortion
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after 16 weeks. In many hospitals they have a cut-
oV “gure of about 13, 14, 15, 16 weeks. That is
what actually happens in practice. This is not
written up in the literature very much. That
corresponds generally with public opinion in the
MORI polls. That suggests that the general public
would like to see easier access„

Witnesses:Rev Dr John Fleming, Society for the Protection of Unborn Children, Anne Quesney,Abortion
Rights, Dr Peter Saunders,Alive & Kicking, and Anne Weyman,Family Planning Association, gave
evidence.

Q246 Chairman:We welcome our second panel to
our inquiry this morning. Thank you all for coming.
I introduce you for the record: Rev Dr John
Fleming, bioethics consultant representing the
Society for the Protection of Unborn Children; Dr
Peter Saunders, General Secretary of the Christian
Medical Fellowship; Anne Quesney, Director of
Abortion Rights; and last Anne Weyman OBE, the
Chief Executive of Family Planning Association.
Welcome to you all. I am trying to be fairly strict in
this inquiry. We are looking at the science and how
that has changed so that we can inform any future
changes to legislation. We expect there will be
amendments to the Tissue and Embryos Bill in the
new Parliament. That may or may not come about
and, if it does, we hope that our inquiry will be able
to inform any debate on that matter. Dr Fleming,
how do you go about assessing the quality of
evidence so that you can form a view? What criteria
do you use in assessing the scienti“c evidence that is
available? Is that a fair question?
Dr Fleming: It is a fair question. The institute of
which I am a member, Southern Cross Bioethics
Institute, has on its staVpeople who are scienti“cally
quali“ed. We are very careful in setting down certain
criteria by which we assess the evidence. We do not
set ourselves apart from the broader scienti“c
community. We read the literature and we try to be
as objective and fair with that literature as we can be
because the establishing of scienti“c fact is a
profoundly ethical issue. That is, we have to sort out
what is true from what is untrue from what is
controversial or controverted. For example, you will
“nd in our submission here on the question of the
link between breast cancer and abortion that our
position is equivocal in the sense that we are not
persuaded that that is the case. There may be some
other groups that would and have taken a very
diVerent view but we try to be as objective as we can
without fear or favour for any particular
philosophical or ideological view that we might
hold.

Q247 Chairman: Would you not quote anything
unless it was peer reviewed, for instance?
Dr Fleming: We would cite stuV that was not peer
reviewed but we would take into account that it is
not peer reviewed. In other words, we are not going
to exclude anything in advance on the basis that the
sole repositories of all wisdom and knowledge are to
be found in peer-reviewed journals, prestigious as

Q245 Dr Harris: I asked you two questions: the
science behind that and whether it was a personal
view or not.
Dr Argent: It is a personal view and there is no
scienti“c evidence behind that.
Chairman:May I thank Dr Argent, Dr Calland, Liz
Davies and Kathy French for coming.

they are; there is a body of information that we take
into account as well. Where scienti“c data is
concerned, we balance that with the more rigorous
standards that would obtain in peer-reviewed
journals.

Q248 Chairman: Anne Quesney, how does your
organisation evaluate the evidence? What are the
criteria?
Anne Quesney:We try to be as objective as possible
by looking at historic evidence, by looking at
international evidence and scienti“c evidence to see
really what in the end we believe is in the best interest
of women. To give you an example, if you go back
to the situation prior to 1967, for instance, it is very
clear that women•s health and women•s lives were
not taken into account. I think it is very clear that
access to abortion has been of huge bene“t to
women. Looking at scienti“c evidence across the
board, I think it becomes very clear that that is a
recognised fact.

Q249 Chairman:In terms of evaluating the evidence,
again it would be peer reviewed mostly and where it
was not, you would make that clear?
Anne Quesney:We try to look at a variety of reviews
because I think you have to be critical in the “eld that
is so complex. A lot of the time we tend to have a very
scienti“c approach but in many ways abortion is also
a very practical issue for women. That also needs to
be taken into account.
Dr Saunders: I am here representing the Alive &
Kicking Alliance, which is 10 organisations, seven of
which have made written submissions. I am also here
in my capacity as General Secretary of the Christian
Medical Fellowship, which is an organisation with
5,000 UK doctors and 1,000 UK medical students
asmembers.

Q250 Chairman:In terms of the evidence„
Dr Saunders: As CMF, we are doctors who are
trained in assessing scienti“c evidence. We quote
almost exclusively peer-reviewed studies that have
been published in journals but, like John Fleming,
we would take other evidence into account if we felt
that, although not yet peer reviewed and published,
it was making an important contribution to the
debate. Examples might be Ellie Lee•s study from
Southampton, EPICURE II, or the study from
University College Hospital London that was
reported earlier this week on neonatal survival rates
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and presented at a medical conference. Generally,
we are looking to peer-reviewed studies but we do
make some exceptions.

Q251 Chairman: If EPICURE II for instance
demonstrated, having been peer reviewed, that there
was no evidence to suggest that babies born at 23
weeks had any greater chance of survival than they
did a year ago or 10 years ago, would you accept
that?
Dr Saunders:If EPICURE II is published in a peer-
reviewed journal, then I think it becomes part of the
body evidence that one must consider in coming to
conclusions about the viability of neonates at the
threshold of life. We have quite serious reservations
about the “rst EPICURE study for two reasons.
Firstly, we believe that it was a lowest common
denominator study that averages survival rates
across a whole range of diVerent units, from centres
of excellence to regional hospitals; and, secondly,
because we believe that EPICURE is not just now
providing evidence about neonatal survival but has
actually taken the position of a guideline in the
sense, as was reported in theSunday Timeslast week,
that some neonatologists are simply not •trying hard
enoughŽ for babies at the threshold because they
believe that they will not survive. We think that
along with EPICURE, we need to take into account
the best studies from centres of excellence. One of
the ones that has been quoted this week and is in our
own evidence is Hoekstra•s study from Minneapolis
which showed survival rates for 22 weeks, 23 weeks
and 24 weeks1.

Q252 Chairman:I am not getting into that. I am
trying to establish principally how you actually
assess your evidence. That is all I am trying to do at
the moment. How does the fpa assess their evidence?
The point I am trying to get at is: how do we get a
level playing “eld for this committee to decide on the
evidence? It is important that we get your views on
this.
Anne Weyman:The whole rationale behind fpa•s
work is the provision of information, particularly to
the public, which is based on the best evidence that
is available. That is on a whole range of topics:
contraception, sexually-transmitted infections,
abortion, pregnancy choices and the diVerent routes
women can take if they have an unintended
pregnancy, and on planning of pregnancy. There is
a whole range of areas. It is a complex task to assess
the evidence. Obviously we work from published
studies. We also work very much with professionals
who have great expertise in the “eld. We have expert
advisers whom we consult when we are looking at
evidence and putting forward information.
Obviously we want to go for the most reliable
scienti“c evidence, the peer-reviewed studies.
Sometimes you have to look at other information
because you do not have a full range of information
from the peer-reviewed studies. That is the way that
the professional bodies also work when they
produce guidance for professional practice. You

1 Note from the Witness: As 32%, 66% and 81% respectively.

have a hierarchy and you have to assess the quality
of that evidence for any statements that you going to
make and any views that you are going to form.

Q253 Dr Harris: I think what our inquiry is going to
do is not recommend how people should vote on
changing the law. What we are going to try to do is
say what we think the evidence says in so far as the
science, although there will be other factors„
feminism and the sanctity of life„which other
people will use to trump that sometimes, perhaps
frequently. That is why we are concentrating on the
science side of this. In so far as the science is
concerned, just to follow up what Mr Willis was
saying, Dr Saunders, if you were trying to judge the
science of where viability was and EPICURE II was
published in a peer-reviewed journal and it
suggested that viability was still 24 weeks, if I can use
that shorthand, would you give that more credence
in any way in your view on the narrow question of
where viability is, not where the upper time limit
should be, than an unpublished, un-peer-reviewed
case study from one hospital, like that you have cited
from the Sunday Times? Would you accept that there
is a diVerence in quality there for that narrow
question?
Dr Saunders:EPICURE I has been published in a
peer-reviewed journal; EPICURE II has not. The
study referred to on Monday was presented at a
scienti“c meeting and gave “gures for University
College Hospital London. However, there are a
number of other peer-reviewed studies from centres
of excellence around the world.

Q254 Dr Harris: I am talking about this country. I
should have made that clear. I will put the question
again. For this country, for where viability is for
women in this country, in the narrow question of
viability, talking theoretically now since you have
taken me down EPICURE I, if there was a peer-
reviewed published study that said 24 weeks was still
the case and that was across the country multi-
centre, would you give that greater weight than an
individual non-peer-reviewed, non-journal
published report from one hospital, whether that is
more or less?
Dr Saunders:I think that there is a much bigger body
of evidence than you are implying. I think that any
doctor coming to a conclusion„Could I “nish,
please?

Q255 Dr Harris: I would love you to “nish but I
would really love you to answer my question, which
is not asking you to look at the evidence. I am asking
you a theoretical question. I am not asking you to
search the world or your mind for other studies. I am
just asking: if there was a peer-reviewed study that
was national, that was published, would you give
that greater weight than an unpublished, non-peer-
reviewed report from a single hospital on the narrow
question of viability? I have asked this three times
now.
Dr Saunders:Yes, I would but I think when we are
coming to conclusions about viability, it would be
quite inappropriate and irresponsible to ignore the
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vast amount of international data about foetal
viability from the very best international centres and
concentrate just on UK data that has been very
widely criticised.
Dr Harris: You have to understand that we have
your written evidence. You have made that point in
your written evidence. We just have to get through
this oral session.
Chairman:Dr Harris, I am coming on to viability in
a minute.
Dr Harris: I want to ask several questions. Lots of
our submissions have selected papers, as it their
right, and interpreted them. Do you accept that
there is a practice which is to say: Let us have an
independent body do the systematic review„not
ourselves, whether it is fpa, Abortion Rights or your
organisations with an agenda„that controls
essentially for the instinct just to select the argument
on either side that supports it? Do you think that is
a legitimate thing to do? Do you think the Royal
College of Obstetricians and Gynaecologists is a
reasonably independent organisation that can look
at the whole literature and not be tempted? I put that
to Dr Saunders and to Dr Fleming.

Q256 Chairman:Can you answer that question as
brie”y as you can?
Dr Saunders: Yes, I do think there should be
independent panels which look objectively at all of
the studies that are available. I think there is a
temptation for people on both sides of this argument
to cherry-pick the studies that back up their
position. I think that criticism could be made of
several of the written submissions that have been
made. I have serious reservations about the Royal
College of Obstetrics and Gynaecology guidance on
abortion, “rstly, because it was published in
September 2004.

Q257 Dr Harris: I was not asking about the guidance
but about whether they are independent enough to
set up a panel that would do it. Dr Fleming?
Rev Dr Fleming:Yes, I do think in principle it is a
good idea to have clearing houses where data is
assessed and has as objective an account as possible
given of the data because of the tendency of all
organisations to cherry-pick those studies which
may support a pre-existing position. You mentioned
in your question about organisations with an
agenda. With great respect, I do not know of an
organisation that does not have one and if you do I
would be very glad to know what it is. RCOG is not
what I would regard as a body that would be good
for that. I think it ought to be some sort of body
which has clearly a representative collection of
individuals, where the various agendas, as you put it,
can rub against each other to some extent. If you are
going to be absolutely honest about this, not one of
us here does not have an agenda. If we accept that
that is the case in all honesty and we then say okay,
how can we derive some kind of clearing-house or
houses which can look at the evidence in the best way
possible„

Q258 Dr Harris: What comparative group should
we be using to distinguish between the health risks of
abortion versus covariate factors? In other words, if
you are looking at women who have had abortions,
what is the best comparator group? Is it all women?
Is it women who are mothers? Is it women with
pregnancies that are wanted? Is it women who have
unwanted pregnancies but cannot get an abortion?
Which do you think is the right comparison?
Rev Dr Fleming:The answer is all of those. I think
any research worth its salt has got to take account of
the various conditions of the persons involved from
whom you are seeking information otherwise you
are likely to come to lopsided conclusions. I do not
think that any reasonable research can just simply
ignore particular groups of women. If there is a
medical procedure being done on a group of women,
presumably with their full knowledge and consent,
then any adverse outcomes have to be measured
against those who have not had such a procedure,
whatever the procedure might be and then you are
going to have to look at the sub-groups where there
might be confounders which you have to take into
account.

Q259 Dr Harris: How do you take into account
confounders in choosing the right comparator
group? How does one deal with confounders? The
suggestion is that it is best to compare women who
have abortions with women who have all the same
backgrounds and have unwanted pregnancies and
where a higher proportion of them have drugs
misuse issues and domestic violence issues and so
forth but who cannot get abortions to see whether
the abortion itself has had an impact on that group
of women. Do you think that is powerful or do you
think it is ”awed?
Rev Dr Fleming: It depends on the risks you are
after. If you are after the psychological sequelae,
that might be the case. If you are after the physical
risks to the women of a particular medical
procedure, that might not be so appropriate. You
really need to determine what are the risk areas that
you want to examine before you can decide how you
are going to do it.

Q260 Dr Harris: You said yes for psychological
sequelae. In the memorandum from the Society for
the Protection of Unborn Children you say, at the
top of page 8, •a major UK study did not identify a
diVerence in total psychiatric disorders between
aborting women and those who carried to termŽ,
and you give the reference as the 1995 Gilchrist
study. You then say, •The same study did however
identify an increase in deliberate self-harm, which
includes substance abuse.Ž Are you aware that the
full sentence of the Gilchrist study says, • . . . in
women with no previous history of psychiatric
illness deliberate self-harm was more common in
those who had a terminationŽ„which is what you
are saying„•risk ratio 1.7, or who were refused a
termination, risk ratio 2.9Ž? That is the group that
you have agreed just now was the appropriate group
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for psychological sequelae. Can you explain why
you think you missed out the second half of the
sentence from the conclusions of that study?
Rev Dr Fleming:I will have to ask the researcher who
wrote that part of the study for the answer to the
question. Was it number 34?

Q261 Dr Harris: Paragraph 34, reference 51.
Rev Dr Fleming:I will ask them.

Q262 Chris Mole:Chairman, it would be interesting
to hear some of the other answers from the other
witnesses to that question.
Dr Saunders: I think it is incredibly important in
research to eliminate confounding variables in order
to establish a proper causal connection. Every time
I raise my arm someone in China drops dead but that
does not mean there is a causal connection. In the
same way, there are studies, for example, that show a
link between abortion and subsequent suicide in the
year following. It is a strong association which has
been demonstrated in linkage studies, but it is not yet
established that there is a causal relationship
between abortion and suicide because when you
correct for all the confounding variables, such as
socio-economic status and so on, the connection is
not as strong. However, if you do correct for all the
confounding variables and you “nd that there is still
a connection then it is strongly suggestive of a causal
relationship. An example of that would be one of the
most quoted studies this week the Ferguson study
from Christchurch, New Zealand linking abortion
with subsequent mental health problems in women,
where they took great eVort to remove all the
confounding variables and a pro-choice researcher
was surprised at his “ndings that the link still
persisted.

Q263 Dr Harris: Do you accept that the author said
he recognised he could not adjust for the
•wantednessŽ of the pregnancy as the factor there?
Dr Saunders:Yes.

Q264 Dr Turner: Both pro-choice campaigners and
pro-life campaigners focus very heavily on the issue
of viability and this becomes con”ated with the
upper time limit for abortions. I want to ask all of the
panel what they feel is the connection between the
upper time limit on abortion and the gestational age
at which a live birth is considered viable?
Rev Dr Fleming:It depends entirely on how you are
going to ask this question. There is a factual base on
the question of viability. You then have to move
from that piece of information„let us suppose we
could agree on what that viability is, 24 weeks, 23,
22, 21, whatever, and whether you can move from an
•isŽ to an •oughtŽ, which is an ethical question. All
I have heard around the table since I have been here
pretty much is ethics and speaking as a philosopher,
everybody is moving from •isŽ to •oughtŽ. The
question is in itself a profoundly ethical question. As
to a connection between the upper time limit on
abortion, that is a piece of information and the
gestational age at which a live body is considered
viable, I do not make much connection with it at all.

It seems to me that in principle there is no real
diVerence between what you do to a pre-viable
infant or a viable infant.

Q265 Dr Turner:Before you “nish your opinion, you
have stated the gestational age of viability as an
accepted fact or words to that eVect. Do I take it that
you are content with the opinion, which others
question, that 24 weeks is the generally accepted
limit of viability?
Rev Dr Fleming: I accept that it is a controverted
question and I think there will be those in a better
position scienti“cally than me to answer that with
greater precision. I am simply saying that from the
point of view of abortion I think it is an irrelevant
fact and your question implies an ethical response
because you are talking about a piece of
information, a fact that •isŽ and making it an
•oughtŽ. Any philosopher knows that is
fundamentally ethical. In my view the abortion issue
does not turn on viability.

Q266 Dr Turner: But ethics are informed by fact.
Rev Dr Fleming:Absolutely, but that is my point,
you are moving from •isŽ to •oughtŽ. You are
necessarily engaging in a philosophical enterprise.
Ms Quesney:I think the law in Britain is based on a
connection between the time limit and gestational
age. If you look at the last 17 years since that
decision was made to have a time limit for abortions
of 24 weeks, there have been very few changes in
terms of foetal viability. One of the issues we have
not really talked about much at all is women and
their needs. This may not be purely scienti“c, but I
think there is a growing body of evidence which
shows that there is a need for the very few women
who need to access abortions, for very complex
reasons, to be protected by law. As a society we
really need to make a choice about whether we need
to protect the most vulnerable people in our society.
Dr Saunders:This connection between viability and
the abortion law has its historical basis in the Infant
Life Preservation Act of 1929 which is still in force
in Britain, at least in England and Wales. The Infant
Life Preservation Act makes it a crime to procure an
abortion involving a baby •capable of being born
aliveŽ, that is the basis. I would submit that that is a
diVerent concept to viability, which has been the
main concern of this Committee. When we consider
viability there is a debate about when foetuses
become viable based on the interpretation of
evidence, the alleged inadequacies of EPICure, other
studies from higher centres and so on which we will
not go into further. If we were to look back at the
original intention of the law makers, it was to make
it illegal to procure an abortion for a baby •capable
of being born aliveŽ, that is why the 28 week limit
was chosen initially. It was modi“ed in 1990 by the
Human Fertilisation and Embryology Act because
foetal survival had improved with good neonatal
care. We would submit it has improved further in the
best centres. So we are in an anomalous situation at
the moment where, for example, the West Midlands
region can publish in theBritish Journal of Obstetrics
and Gynaecology, looking at the abortions anomaly
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between 1995 and 2004, as in the Pro-Life Alliance•s
evidence here, that there were 102 babies born alive
after •botched abortionsŽ. Technically those are
criminal acts under the Infant Life Preservation Act.
I think I would like to question why the Committee
is looking at the issue of viability rather than the one
that actually has legal signi“cance, which is
capability of being born alive, which although
similar is a diVerent concept.

Q267 Chairman: There is a fundamental issue
between viability and vitality. Do you make a
diVerence between the two or do you regard them as
the same?
Dr Saunders:There is a diVerence between a foetus
capable of being born alive and, on the other hand,
a foetus that, with the best neonatal and intensive
care, is likely to live with or without handicap. I
think that is a distinction that this Committee has
not yet made and it is an important distinction in
law.
Ms Weyman: I just wanted to make a general
comment “rst of all on this issue about the focus on
viability and the fact that this is something that has
interested both sets of organisations. My
organisation is particularly interested in a whole
range of other issues that this Committee is
discussing and I would be disappointed if I am not
able to comment on some of those things,
particularly around improving early access and
some of the things you were talking about in the
earlier part of the session. I think the “rst answer you
had to this question does rather reveal the important
divide here in the discussion around the time limit
between those who are fundamentally opposed to
abortion in any circumstances and would like to
have a time limit really which is zero and therefore
would push down the limit and this diY cult
discussion around what is the appropriate time.
When I consider this issue, it seems to me that
making any woman continue with a pregnancy and
have a child that she does not want is always a
terrible thing to do and has very bad eVects on that
woman.

Q268 Chairman:We are not discussing that. You
were asked a question about viability.
Ms Weyman: I understand that. I think the issue
about the time limit is an issue about how you
reconcile the diVering views and concerns about
abortion and the pressing needs of women. The
discussion about viability is obviously important in
that because that is something that very much
matters to people and the discussion in society as we
consider what is a controversial issue. On the
question that you raised about vitality and viability
and how you judge the fact that because one baby
may survive at a particular gestation against the
needs of women in that situation and the very few
women„I think we have to recognise that„who
have abortions at that stage of gestation, I think that
that is where you are making judgments which are
based on the scienti“c evidence and how you
evaluate those diVerent issues. Certainly our view as
an organisation based on the evidence, which much

more expert people have given to you on those
scienti“c issues than I can and that you heard on
Monday particularly, is that the evidence still
maintains that 24 weeks, when you take all that into
account, is the compromise that applies still today as
it did when it was introduced.
Dr Spink: The “gure was 3,000 last year and that
does not seem to me to be very few. Even one is
too many.

Q269 Dr Turner: Thank you for those answers
which, as I anticipated, covered a range of views.
The one thing which all of you clearly felt extremely
important was the issue of viability. That was vital if
you will pardon the pun! What medical progress do
you think has been made in recent years in terms of
improving the prospects for very pre-term babies,
and do these advances, if you accept that they are
signi“cant, have an impact on upper time limits for
abortions?
Rev Dr Fleming: There has clearly been some
improvement, that is undeniable from the literature.
As to whether or not there is anything there to justify
playing around with the time limits in the Abortion
Act as it currently is constituted, I am not persuaded.
It seems to me that of all of the issues we ought to
be thinking about that is not really at the top of my
agenda. I would say that it is such a controversial
matter as to whether you move from 24 to 23 to 22
to 20. It seems to me that there are more dangers
raised in trying to go down a pathway where there is
as yet no clear answer to the question. So I
personally think that it would be better to leave aside
playing around with the number of weeks at this
stage.
Ms Quesney:I think it is undeniable that there has
been some progress in medical techniques to keep
premature babies alive, but that should not stop us
from distinguishing between what is an unwanted
and wanted pregnancy. Forcing a woman, as Anne
Weyman pointed out, to carry on with a pregnancy
is something that is of no bene“t to society, to that
woman or to her family. One of the issues that was
pointed out in the written evidence is that in Holland
for instance they have very clear guidelines about
not resuscitating prematurely born babies below 25
weeks. It is probably a very pragmatic approach, but
I think we should probably take stock of what is
happening internationally on this issue as well.

Q270 Dr Turner: So you are not convinced that the
progress has meant that the gestational age of
viability has gone down?
Ms Quesney:I think there has been progress in terms
of keeping prematurely born babies alive. The
techniques that are being used in certain hospitals
are enabling those prematurely born babies to live
but sometimes at great cost to their personal health.
I think what we need to take into account as well is
that prematurely born babies born alive at that stage
do not necessarily survive.

Q271 Mrs Dorries: What I interpret your answer to
be is that even though a baby may be viable and that
baby may be able to live if born, as far as you are
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concerned viability has no bearing on whether or not
an abortion takes place. Do you believe an abortion
should take place at any stage during pregnancy?
Ms Quesney: I am quite comfortable with the
current time limit.

Q272 Mrs Dorries: So you think 24 weeks is the
limit?
Ms Quesney:I think it is very di Y cult for a woman
to make a very, very complex decision about
whether or not to terminate a pregnancy at that
stage or a woman who has a very wanted pregnancy
and is going into labour very early.

Q273 Dr Turner: Dr Saunders?
Dr Saunders:The fact that there have been massive
advances in neonatal paediatrics leading to the
survival of infants at lower gestation is really
undoubted. That was re”ected, “rst of all, in the fact
that the HFE Act changed the upper limit from 28
to 24 weeks. So there is no dispute that between 1967
and 1990 there was massive change.

Q274 Dr Turner: Do you think there has been
signi“cant change between 1990 and now, that is the
question?
Dr Saunders: I do. My wife worked in neonatal
paediatrics. In 1985 they had a 24-week old baby
survive in probably one of the top neonatal units in
New Zealand. It was so unusual that it became the
subject of a grand round and all the doctors came.
Now in the best centres of excellence, like
Minneapolis, 81% of 24-weekers are surviving. At
the risk of creating boredom, we must distinguish
between the kind of lowest common denominator
studies like EPICure which average across diVerent
centres and do not take into account the postcode
lottery of neonatal care that exists in this country.
When we do look at the centres of excellence it is
undoubted that at the very best centres there has
been a huge increase in the survival of infants at 23
and 24 weeks gestation between 1990 and 2007.

Q275 Dr Turner: Since you want to focus on the
centres of excellence, can you comment then on the
issues of vitality of those babies that survive given
that the number in the Epicure studies of those
babies which have a degree of handicap from mild to
severe is extremely high? Can you comment on that
aspect of those that you consider show a greater
survival rate in the centres of excellence?
Dr Saunders:I would take issue with the statement
that the level of disability of early survivors is
unacceptably high. Even if you look at the EPICure
“gures for 23 weeks, I think it was two out of 11
babies in that category, which is just under 20%2,
were in the severe disability category; others were
moderately disabled. I think then you are starting to
verge on moral territory where you are saying that
babies with disabilities should be resuscitated, which

2 Note from the Witness:When I checked these remembered
“gures I realised I had quoted the percentages (2% out of the
11% that survived) rather than the absolute numbers (5 out
of 22). The rounding oV of percentages accounts for a
change from just under to just over 20%.

I do not think we should be doing in this inquiry. The
“gure that is usually banded about by neonatal
paediatricians is that about 15…20% or so of early
survivors will have a signi“cant degree of disability
and a larger percentage than that will have some
disability and some will escape with no disability.

Q276 Dr Turner: Is your answer then that in the
centres of excellence the incidence of disability is not
diVerent?
Dr Saunders:As far as I understand, yes. What I
understand from my neonatal colleagues is that the
percentage of babies surviving with disability at 24
weeks now is pretty comparable to the percentage of
babies that survived with disability at 28 weeks 20 or
so years ago. What has happened with advances in
neonatal paediatrics is that babies who would have
survived with severe disability are surviving with no
disability, others who would have died are surviving
with moderate disability, and some who had no hope
are surviving with severe disability. We are simply
moving the line as neonatal paediatric care
improves.
Ms Weyman:We have looked at the evidence from
the various diVerent studies and also what the expert
bodies have been saying about this issue and we have
been looking at it for a long time and our view is that
there has not been such a signi“cant change and
therefore the present time limit would be the
appropriate one to continue with.

Q277 Dr Turner: There has been a lot of publicity
and a lot of emotive response certainly to 4D images
of babies in utero. What do you think that those
images actually tell us? Do we learn anything new
from them?
Rev Dr Fleming: Very early on in the days of the
abortion debate people were told that the foetus was
a bundle of proplasm (?) and blood and I have many
quotes to that eVect. What the images do is to give
us information about what it is that we are looking
at. You have to add to that the data about the
developing human being and then after that you
move into the territory of philosophical reasoning, ie
what do you make of that information. I think
ordinary people who respond to the picture of an
unborn child ought not to be dismissed as
responding emotively. We are human beings. I
respond emotively to a raft of things and which I am
very well justi“ed in responding to. It does a
disservice to the community that we all serve to
suggest that somehow or other people of the
scienti“c or philosophical dent of mind are more to
be trusted and believed in abstracting from an
emotional response than ordinary people. Often
times I have found the responses of ordinary people
to be far more instructive to me than some of the
nonsense I have heard from my fellow philosophers.

Q278 Dr Turner: Do these images actually tell us
anything concrete about the consciousness of a
foetus, its viability and all of those things?
Rev Dr Fleming: It tells ordinary people this is a
human being who is alive.
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Q279 Dr Turner: But we knew that anyway.
Rev Dr Fleming: We did not know that anyway
because the opposite was being said earlier in the
debate. I think the images have been eVective for
people who have been told certain things and they
see that that is not true.

Q280 Dr Spink: Is it arbitrary and misleading to
consider vitality, looking at this upper age limit,
considering, of course, that almost all babies would
have been viable had they not been aborted?
Rev Dr Fleming:Absolutely. I see considerations of
viability and vitality as without moral signi“cance to
the fundamental question that you are addressing.
There are many, many human beings who have
become less vital because of accidents that they have
had into life beyond birth. If a committee is
purporting to say we are going to stick to the science
then you are moving into immediate moral territory
once you raise the eugenic question of whether or
not a certain human being has too many disabilities
or too much disability to be allowed to be born.
Secondly, the viability question seems to me to be
again supremely irrelevant because by and large
unborn children left to gestate in the normal way will
come to viability.

Q281 Dr Spink: They are all viable, most of them.
Ms Quesney:I think, again, we have to make a
distinction between what happens when abortion is
illegal. I think everyone will remember what
happened in this country before 1967.

Q282 Dr Spink: I am asking about the speci“c issue
of viability. Is it misleading to look at viability since
almost all babies that are aborted would have been
viable had they not been aborted?
Ms Quesney:I think what is really prevalent about
this is women making decisions about their bodies,
about their futures, about their fertility and about
their reproductive lives. I think that is probably the
key for abortion rights especially. Let me just come
back to those 4D pictures.

Q283 Dr Spink: We have moved on from there.
Dr Saunders:My view is that the law on this in this
country is based on a moral or ethical
presupposition that the status of a human life is
contingent upon its capacity for communication,
consciousness, self-awareness and so on. I do not
think that viability„I would agree with John
Fleming„is a morally relevant parameter. When we
are moving to that position and saying that it is all
right to abort a foetus which does not have this
degree of self-awareness, consciousness and so on we
are moving out of science and into ethics.

Q284 Dr Spink: Let us put the morality on one side
and let us look at just the science. Do you accept that
the vast majority of those babies that were aborted
were viable had they not been aborted, from the
science viewpoint?
Dr Saunders:You are absolutely right that the vast
majority of “rst trimester abortions would have
resulted in live babies had we not intervened.

Ms Weyman: I think it is a completely irrelevant
question to the debate. What we are talking about is
an issue for women about what happens to them
when they are pregnant. The beliefs that obviously
some people have about life and when life starts and
how it should be regarded are not those that are
shared totally within our society. We live in a society
in which women are able, fortunately, to be able to
make a choice.

Q285 Dr Spink: Did you mean it was an irrelevant
question or an inconvenient question?
Ms Weyman:No, I think it is irrelevant. It may be a
relevant one in your beliefs system, but that is not the
beliefs that are held by everybody in society about
the question of life and when life starts and the
relative position of a woman and a foetus. I realise
we are not on the ethical issues, but this question has
been very much more about ethical questions.

Q286 Chairman:The whole issue of viability as far
as the Committee is concerned is that in 1990 the
issue of late terminations was reduced from 28 weeks
to 24 weeks on the basis of scienti“c evidence and
viability. Whether you agree with that or not„
Ms Weyman: I accept that.

Q287 Chairman:„that is what the Royal College of
Obstetricians advised the Government.
Ms Weyman: I answered the previous question
about that, which was about the viability question
and whether that has changed and we have
expressed our views about that.

Q288 Chairman: Dr Saunders, when you talked
about the Epicure study you mentioned, “rst of all,
about the lowest common denominator study and
then you talked about the average. Lowest common
denominator study, was that really what you meant
to say? Which is right? Did it average the
information it received or did it in fact take the
lowest common denominator?
Dr Saunders: I concede your point. I think I am
overstating the case by saying lowest common
denominator. It is an average we are talking about
between the best centres and the others.
Chairman:I really want to get on to mental health.

Q289 Dr Iddon: Could I ask you each to give your
opinion on whether you believe that abortion
increases the risk of mental health and whether the
restriction of access to abortion also has an eVect on
a woman•s mental health? Perhaps you could also
comment on any evidence of causal factors or
confounding factors.
Ms Weyman: As far as the evidence is concerned
aVecting women•s mental health, there is no
evidence to show that an abortion has an adverse
eVect on women•s mental health. Where there is a
mental health outcome this is quite often the result
of previously existing circumstances and condition
of the woman. We do not have much current
evidence about the impact of abortions if women are
denied abortions. However, the evidence that does
exist shows that that can have very severe
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consequences for a woman if she is forced to
continue with her pregnancy. Overall, being able to
make her own decision is in fact bene“cial for a
woman and there is no evidence for there being any
detriment.
Dr Saunders:There are a considerable number of
robust peer reviewed studies strongly suggesting that
women with a prior history of mental health
problems are especially vulnerable to further mental
health problems following an abortion. I do not
think this is really disputed at all by anyone in
psychiatry. However, the question of whether
women with no pre-existing mental health problems
are at greater risk from mental health problems has
been contentious. I think it would be fair to say,
looking at all the evidence, that the Ferguson study
is the “rst methodologically robust longitudinal
study that has con“rmed a link there. It needs to be
repeated in other areas to see if that link is
con“rmed. I do think there is now robust evidence
suggesting that link3.
Ms Quesney:Over the last 40 years one in three
women on average has had an abortion in this
country. If there were major psychological sequelae
related to abortion I think we would probably know
about it. Most women would really show some
serious problems. There is a huge amount of taboo
surrounding abortion. It is an issue that women are
not likely to talk about and it is an issue that women
are made to feel guilty about. I think we also need to
take that into account. Most of the women that we
would come across and most of the women generally
are women who feel an enormous sense of relief after
being able to access the abortion safely and that is a
really important point.
Rev Dr Fleming: I agree with every word that Dr
Saunders said. I want to add to it my own research
which has been published in the last month in which
we “nd„this is a two-year study„that Australians
generally are morally opposed to abortion in almost
all circumstances but they are pro-choice at the same
time. This deep con”ict within the community is
highly suggestive of reasons why it would be that
women who seek abortions or feel that their
situation is so oppressive to them that it can only be
relieved by an abortion at the same time will later
feel signi“cant distress, anxiety, guilt and so on from
the abortion. It is not something that is heaped oV
on them by others but it is a deep con”ict within the
human psyche, ie we want choice yet we do not feel
good about abortion. Just as in a deeply con”icted
society like Australia, if I was to replicate the study
I have done I think that would be found to be the
case in Britain as well.

Q290 Graham Stringer:Dr Saunders, you gave a
vivid explanation about the diVerence between cause
and correlation before. Can the panel tell us where
there is established cause between abortion and
death following an abortion by the woman, where
there is an established relationship with breast
cancer, an ectopic pregnancy or infertility? In what
areas has causality been de“nitely established?

3 Note from the Witness:with the Fergusson Study.

Dr Saunders: I think this relates to the whole
question of the safety of abortion. A lot of evidence
has quoted the Con“dential Enquiry into Maternal
Deaths as showing that an abortion is safer than
normal childbirth. The evidence that would lead us
to doubt that is, “rst of all, the evidence about the
link between abortion and mental health which I
have mentioned. Secondly, there is now very robust
evidence linking abortion with subsequent pre-term
delivery, in particular in the Thorpe Review of 2001,
in the EPIPAGE multi-centre study in France and in
the EUROPOP multi-centre study in ten countries
in Europe. It is quoted by the FPA in their evidence
and by Sam Rowlands in his that a previous
abortion raises your chance of having a premature
delivery by between 30 and 100%. If we are talking
about multiple abortions, there is a •doseŽ eVect in
that the more abortions you have the more likely you
are to have a subsequent pre-term delivery and the
more likely you are to have a very pre-term infant.
The data about breast cancer is far more
controversial. I would agree with John Fleming in
that I think the jury is still out. In our own
submission on this we refer to the RCOG guidance
of September 2004. If you read not their one line
conclusion but actually the body of evidence within
the guidance, they reviewed two large analyses of all
of the studies, one by Wingo and one by Brind. In the
Brind study, which shows a link between abortion
and breast cancer, they say in this guidance it does
not have methodological problems with it. I would
commend the Committee look at the criticisms of
the 2004 Lancet study from Oxford which
contradicts Brind•s “ndings and I commend that the
Committee look at Brind•s own critique of this and
also the critique by Greg Gardner which you also
have in the evidence before you. Having said all that,
at CMF we are still sitting on the fence. We think
women, in order to be properly informed, should be
told that the jury is still out, that there may be a link
but that more research is needed. There are two
other issues. These linkage studies from Finland and
California which show a signi“cant association
between abortion and death from suicide, homicide,
accidents and so on cannot be discounted. The “nal
thing I would say is that because the HSA1 form,
which does have a space to record complications, is
“lled in either at the time of the abortion, shortly
after or, as we have heard from Vincent Argent,
beforehand it will only record complications which
occur within the immediate time-frame of the
abortion itself. A lot of publicity has been given to
the complications of haemorrhage, infection,
subsequent infertility and so on that happen after the
form is sent in. There was a case recently in London
of a 14-year old girl who needed a hysterectomy after
an abortion and that will not appear in the statistics
simply because it will not appear on the HSA1 form.
So we have got reservations about the Con“dential
Enquiry into Maternal Deaths for all of those
reasons.

Q291 Graham Stringer: Do any of the other
witnesses believe in causality in any of these
conditions?
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Rev Dr Fleming:I am reminded of the analogy with
smoking. When I was a student at university I regret
to say that in the Sixties it was more association/
correlation between health outcomes and smoking
and over time we moved from association to
causality. I think the submission that I am putting
before you here suggests that there are signi“cant
increased risks of premature delivery. There are
infections resulting from abortion. On the breast
cancer thing, as I have said before, the jury is still
out. I think it would be foolish not to imagine that
there is enough there to suggest, at least in some
areas, there is a connective relationship between
abortions and outcomes.
Ms Quesney:There is always more evidence needed
to establish those links. If you make abortion illegal,
which is what some people are really trying to
achieve, then there will be huge amounts of women
dying as there are around the world. I think that is a
very important point of consideration for everyone.
Ms Weyman: We have obviously examined the
issues around the risks in our submission so I will not
go into that. Clearly it is important that we have
good evidence and on the basis of that evidence
women are advised, but in the end the situation for
a woman is making the decision for her in the
circumstances she is in as to what she wants to do.
The risks for her associated with continuing with the
pregnancy in the end, if she chooses to have an
abortion, are going to completely outweigh any
other risks, the extent to which they are proven and
the hypothetical risks that are also suggested as well.
I think it is fundamentally important that women
should be given the best information that is available
so that they can make the decisions that they would
want to make and we know that that is what good
services do and we know that women choose to
make the decision to have an abortion.

Q292 Mrs Dorries:We know that at between 20 and
24 weeks a foetus is anaesthetised and yet we had
evidence on Monday from Dr Maria Fitzgerald
saying that she believes that a foetus does not feel
pain until much later. Dr Saunders, what is your
take on foetal pain? At what point do you think the
foetus feels pain?
Dr Saunders: I have diY culties with the evidence
given by Maria Fitzgerald and that given by Stuart
Derbyshire in written form to the Committee over
foetal pain because I think there is a lot of
disagreement between physiologists who work in
this area about when the foetus “rst feels pain. Both
Derbyshire and Fitzgerald work from the
presupposition that pain cannot be felt until cortical
connections are established between the thalamus
and the cortex. That is highly contentious. I would
refer the Committee to a paper which is not in our
evidence because it was published this month by KJ
Anand. It is a major review of this whole issue in
Seminars in Perinatology, October 2007 which
makes this point very strongly that pain is in large
part a thalamic sensation and that we cannot draw
conclusions about whether or not foetuses feel pain
from the presence or absence of advanced thalamic
cortical connections.

Q293 Dr Spink:But there is scienti“c evidence from
4D imaging that foetuses smile and cry at 24 to 26
weeks, is there not? Would you agree with that?
Dr Saunders:We know a foetus from a very early
stage in pregnancy will withdraw from inoxious
stimulus. If you put a needle into a 22 weeker on a
neonatal unit it will cry. If we measure stress
hormones like catecholamines and cortisol, they are
present at an earlier stage than 20 weeks. The neural
connections there to the thalamus are present at 19
to 20 weeks. So the jury is still out on this issue and
I think we should give the foetus the bene“t of the
doubt.

Q294 Chairman:Are you saying that a quadriplegic
feels pain when you stick a pin in their foot?
Dr Saunders:No, I am not saying that, but I am
saying„

Q295 Chairman:Is that not the reason it does not
feel pain, because there has been a severing of the
spinal cord?
Dr Saunders:With all due respect, a quadriplegic
will feel pain if you stick a needle into his face, but
we are talking about a lesion occurring in the spinal
cord. If you look at adults who have lesions in their
sensory cortex„and Anand goes into this„they still
feel pain. Why is that? It suggests that the cortex is
not the only part of the brain that is involved in
conscious pain sensation. If that is true for adults
then surely we should be giving foetuses the bene“t
of the doubt. Bertrand Russell once said that a
“sherman told him that “sh had neither sense nor
sensation but how he knew that he could not tell
him. I think we need to ask people like Fitzgerald
and Derbyshire how they can be absolutely sure.
Given that the RCOG itself recommends
anaesthetics for babies being operated on or for fetal
surgery and late abortion„
Chairman:The evidence that Dr Fitzgerald gave this
Committee was very clear, she said she did not
know; that was her absolute starting point. There is
a fundamental diVerence there.
Dr Harris: I would like to move on to areas where
you have expertise rather than areas where you are
commenting on others• expertise.
Mrs Dorries: That is not a precedent.

Q296 Dr Harris: I would like Anne Weyman to have
the chance to comment about the issue of premises
and so forth, but before I do that I wanted to ask two
short questions. Firstly, just for my clari“cation, Dr
Saunders, you quoted a Greg Gardner as an
authority in respect of his evidence. Is he research
active in this area?
Dr Saunders:Dr Harris, you and I both know that
any doctor with proper medical training can go to
peer reviewed journals and look at the evidence and
draw conclusions and that is the beauty of evidence-
based medicine, it is that a houseman, an FY1, can
challenge a professor on the basis of the written
evidence.

Q297 Dr Harris: I just asked you who Dr Gardner
was.
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Dr Saunders:He is not a researcher in this area. He
is someone who has looked at all the evidence. I
think your implication that someone who has not
had hands-on research experience in a certain area is
not quali“ed to look at the data„

Q298 Dr Harris: Let us try and “nd some consensus.
Conscientious objection is within our subject area
today. Would you agree with me that it is going to
be necessary for doctors and health professionals to
have the right to conscientiously object? Would you
agree that that conscientious objection has to
include the right not to have to refer a patient for an
abortion so that someone else does it for you?
Dr Saunders:Chairman, is that a question about the
science? Should I answer it?

Q299 Chairman:I run this inquiry. I am ruling that
question out of order. I am going to “nish with one
“nal question and it is really about the two doctors•
signatures. Why do you feel that two doctors•
signatures are necessary for a termination when they
are not needed for any other medical procedure?
Rev Dr Fleming:I think you can argue both ways on
having one doctor•s signature being suY cient to
refer. I think that the complication, if I may say,
Chairman, in relation to the abortion issue is that if
an abortion is being referred on the basis of a
psychiatric condition you would think it would be
sensible for a psychiatrist to attest to that, that
would be the other signature. The initial referring
doctor may not have suY cient expertise for the
reasons why the abortion is being referred under law
and it may therefore be thought very prudent that
there should be a second signatory and that the
second signatory should have expertise in the
reasons why this referral is being made.

Q300 Chairman: And it is the only medical
procedure in your view that needs this? Nothing
else does?
Rev Dr Fleming:I am not saying nothing else does.
This is a particular kind of procedure. You are
talking about a medical procedure often being
prescribed for a social reason or a psychiatric reason
and that is highly unusual in medicine. Usually a
medical procedure is done for a medical reason. This
is not being done for a medical reason and in that
case, if the professed reason initially is a psychiatric
indication you would think that somebody who has
psychiatric expertise would be able to do it.
Ms Quesney:It certainly is one of the only medical
procedures that does require two doctors•
signatures. I think the other one is sectioning under
the 1983 Mental Health Act. I think there is also
growing support from medical professionals, the
BMA, the RCOG, the RCN, that the two doctors•
signatures are unnecessary, that they cause an
unnecessary burden on the NHS, but also, I think
very importantly, they cause a huge amount of delay
in certain cases for women and I think that is totally
unfair. That is also not taking into account the fact

that some doctors do veto women•s decisions. We
really need to get into a situation, like most other
European countries, where a woman makes the
abortion decision in consultation with her doctor
but not with the permission of two doctors.
Dr Saunders:I think we have to understand this in its
historical context. Abortion is quite unique because
under the OVences Against the Person Act 1861
abortion is still illegal in this country, which means
that if you commit an illegal abortion you can go to
prison for 14 years. The reason there are two doctors
in the Act has nothing to do with medicine or safety
but everything to do with legality.

Q301 Chairman: And you think it should be
retained?
Dr Saunders:It is to confer immunity upon doctors
who approve or carry out abortions on the grounds
that they have complied with the guidelines in the
Abortion Act and therefore are not acting
unlawfully. We must not confuse the legal and the
medical question.
Ms Weyman:There is absolutely no reason why we
should have the two doctors• signatures, for medical
or scienti“c reasons. It does seem rather odd that in
2007 we are still bound by an Act that was passed in
1861, the OVences Against the Person Act and that
really we should have something that does not cause
the delays. I think the delay issue is a very serious
medical issue, particularly if a woman encounters a
“rst doctor who will not sign the form, will not refer
her and does not make that clear. We know that
some of the delays that do occur, which then pushes
the abortion on, which makes it potentially less safe,
the risk increases as gestation increases, are quite
harmful to women.

Q302 Chairman:Finally, we heard from the “rst
panel their views about procedures at home. Do you
think there is a case for in fact having procedures in
place other than registered premises?
Rev Dr Fleming:I am persuaded that the safety of
the woman is far better guaranteed by abortion
procedures being carried out in the current facilities
that are provided under the Act.
Ms Quesney:Very much like in France or in the US,
I think there is a case for oVering women choice. I
think it is really important that when a woman
decides to have an abortion she is oVered the best
possible procedures and the choice to make that a
straightforward procedure.

Q303 Chairman:The patient•s choice?
Ms Quesney:Yes.
Dr Saunders:I agree with the BMA that there should
be no home abortion for the sort of reasons that
Nadine Dorries has outlined. I do not think the
psychological eVects on women, the small number of
women who would be upset by the pain and bleeding
and the whole process, have been properly
researched.
Ms Weyman: This is common practice in other
countries. Certainly the research that we
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commissioned, which was done in four centres in the
UK, showed that most of the women in the study
would have found it acceptable to have it at home
and indeed there were a signi“cant number who
would have preferred it. If you are in an environment
where you feel relaxed and happier then you feel less
pain. I think it is a question of choice. In many other
countries it is not and women only have the second
stage at home. Our view is that there should be

choice and that women should be able, given the
information and advice, to exercise their own
judgement about what is going to be best for them.
Chairman: On that note, could I apologise to the
panel for a very swift session and apologise to my
Committee because I am sure you wanted to ask
1,001 other things. Dr Fleming, Dr Sanders, Anne
Quesney and Anne Weyman, thank you very much
indeed.
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Q304 Chairman:Good morning. Welcome to the
last oral evidence session of our Science and
Technology Select Committee•s inquiry into the
scienti“c developments relating to the Abortion
Act 1967. Could we welcome the Rt Hon Dawn
Primarolo, MP, Minister of State. We understand
you are under the weather, but thank you very,
very much for coming. There is a lot of interest
obviously in this session. Could we also welcome
Dr Fiona Adshead, the Deputy Chief Medical
OY cer, and Paula Cohen, the Assistant Director of
Legal Services. We are delighted you are able to
join us because I think you have some interesting
questions to answer this morning. Minister, before
we start, could I say that this has been an
interesting inquiry, ahead of what we expect will be
very hotly contested amendments to the Tissues
and Embryos Bill. We have taken a vast amount
of evidence from sources here, on the Continent
and in the United States. This Act was “rst passed
in 1967 and amended in 1990. Is it fair to say that
the 1967 Act needs major revision because it is out
of date?
Dawn Primarolo: Good morning, Mr Willis. I hope
that my voice will hold up this morning. I have a
bad cold and I feel like I am the public health
minister for coughs and diseases spread diseases!
With regard to the 1967 Act and answering
questions on that, I am going to con“ne myself
entirely to what Parliament has decided in changes
to the 1967 Act and whether or not that currently
works. There have been suggestions, particularly
from other organisations, that the Act could be
improved around a number of points. There is
discussion around the time limits„it is a matter for
the House and I know this Committee is
considering it„and there are also issues with
regard to whether„

Q305 Chairman:I am coming to all those matters,
but, brie”y, do you feel that the Act as it currently
stands does not need amending?
Dawn Primarolo: The Act as it currently stands
works as Parliament intended and it works well
within those guidelines, yes. It is of course for
Parliament to decide, Mr Willis„it is not for me„
whether or not they want to make further changes.

Q306 Chairman:Do you think Parliament should
in fact have a view on this, given that it was 1990
when it was last debated? It is such an important
issue. It creates an enormous amount of interest on
all sides of the argument.
Dawn Primarolo: It is an important issue and there
are views expressed by a wide range of views and
very passionately. The Department of Health•s
view and the advice to me„and that is why there
are no proposals from the Government to amend
the Act„is that the Act works as intended and
does not require further amendment at the present
time. But, because of the existence of a free vote on
these matters, there have been a number of
attempts to change the 1967 Act which have not
succeeded, apart from the 1990 amendment, and
there are opportunities again.

Q307 Chairman:Let us get down to some of the
detail now. In terms of collecting data on abortion,
how does the Department do that so that we know
the data is accurate and informs not only the
professions and the interest groups but Parliament.
Dawn Primarolo: Are you talking about the
number of abortions, age, all of the data I give in
PQs? The Chief Medical OY cer has a noti“cation
system that comes through the Healthcare
Commission.
Dr Adshead:Essentially, as you will be aware, we
collect information as part of the Act. There are
noti“cations to the Chief Medical o Y cer. We
rigorously scrutinise those and we send back, on
average, about 5% of the forms that we receive in
order to get further information, where
information is necessary, and we use that to
monitor the Act.

Q308 Chairman:What worries me, Dr Adshead, is
that the information you are collecting does not in
fact deal with, for instance, mental health.
Dr Adshead:The noti“cation form has information
on why the doctors feel that the termination is
necessary and it does allow us to distinguish
between physical health and mental health reasons.
The form of opinion (as I believe it is called) does
not distinguish between the two. So there are two
noti“cations systems: one which is submitted to us
by the practitioner who performs the termination
and the other which gives the opinion„which is the
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two doctors• signatures. That is the one which does
not distinguish between the two forms. The
practitioner who performs the termination does
distinguish.

Q309 Mr Flello: Good morning. Do you see a
standard response on these forms? Do the same
sorts of words get put on the forms, which might
suggest that somebody has not thought about it but
has just put the phrase they always use?
Dr Adshead: The Act requires that doctors who
both sign the opinion form and obviously “ll in the
noti“cation form need to do so in good faith. As
you will be aware, the General Medical Council has
a code of practice around this. Clearly, the form,
by its very nature, is standardised because it has
diVerent data items on it, but it would be outside
the terms of the Act if the doctors were not acting
in good faith and had seriously considered this.

Q310 Mr Flello: With the greatest of respect, that
was not my question. My question is: What do you
see coming back?
Dr Adshead: We obviously see, at an aggregate
level, and we publish statistics that come from the
noti“cation forms. If we had any sense that we did
not feel the Act was being carried out in the form
in which Parliament intended, then obviously we
would investigate that.

Q311 Dr Spink: Has there ever been any instance
of you feeling that„ever, in the thousands and
thousands of abortions that take place every year,
one instance?
Dr Adshead:A previous secretary of state asked the
Chief Medical OY cer to carry out a review based
on concerns that appeared in the press about late
abortions and that report was published. If there
are any concerns that are brought to the
Department, then we would act on that
information.

Q312 Chairman: We are coming back to this,
because we really need to ask the lawyers a little
bit about it. Minister, before I pass you on to Dr
Spink, the Committee were concerned that on
Sunday an article appeared in a newspaper which
was giving your views about what this Committee
was going to ask you. Do you feel that was a
discourtesy to this Committee?
Dawn Primarolo: I did not see the article. I do not
know what the Committee is going to ask me, so
I could not speculate. My evidence was published
and the evidence is public, but I am here and I will
do my best to answer your questions.
Unfortunately, it is not always possible. There are
lots of things that have been attributed to me on a
whole range of things over the last two weeks.

Q313 Chairman: These were direct quotes which
you made to The Independent,which we had a
concern about because it seemed to be prejudging
what in fact the Committee would be asking you
and the responses you would make. But you did
not regard that as a discourtesy?

Dawn Primarolo: No. If that is a discourtesy„it
was in the evidence„obviously I would apologise
to the Committee, but I have not speculated at all
what the Committee might ask me because I do not
know what the Committee might ask me.

Q314 Dr Spink: You know about this issue because
I emailed you about it on Monday before raising
it on the ”oor of House as a point of order with
the Speaker. The Independentquoted that: •On
Wednesday, Dawn Primarolo, Public Health
Minster will tell the Commons Committee . . . Ž
and it went on to say what you would tell us, and
it said • . . . said one oY cial ahead of the Human
Tissue and Embryos Bill•s long passage through
Parliament.Ž Do you know who that oY cial was?
Dawn Primarolo: I am afraid I do not. Clearly, I
had notice of the point of order that you raised
and, as the Speaker said, with regards speci“cally
to the question of the timing, that is in the evidence.
I do not have that, and I would say that I do not
feel that is any more information than was in the
written submission, but, Dr Spink, if that has
oVended you or others„
Chairman: I think we have made the point.
Dr Spink: Could I follow that up.
Chairman: No, I do not want to pursue this now.
Dr Spink: I do want to pursue it, Chairman.
Chairman: I do not.

Q315 Dr Spink: Very brie”y. Should you know
who the oY cial was?
Dawn Primarolo: I do not„
Chairman:Minister, I do not want you to respond
because we have far too many things to get
through. We have made the point.
Dr Spink: Chairman, the oY cial was not saying
what the evidence said; the oY cial was saying what
the Minister was going to say, not what had been
said in the evidence, so it was a discourtesy.
Chairman: Dr Spink, please. We will ask the
Minister, if she wishes to clarify that further, to do
so outside this meeting. I really want to get on to
the evidence now of our report. I have raised the
issue which you asked me to do, and we now need
to move on.
Dr Spink: Chairman, you volunteered to raise the
issue. I did not ask you to raise the issue, I think
you will recall.

Q316 Mrs Dorries: Minister, your records say that
you are committed to the liberalisation of the
abortion law. Do you think, given your opinion
and the statements you have made or that your
oY cial has made this week, you are the right
minister for the job, or that maybe somebody with
a fairer viewpoint on this issue should be in your
place?
Dawn Primarolo: I am not here to discuss my
personal views. I am here, as the Minister, to
answer questions that the Committee puts to me
about the information that the Department has. I
am perfectly capable of giving that information,
where I have it, to this Committee, and I will do
so quite clearly.








































































































































































































































































































































































































































