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Of The Signs of Conception (From Book I, Chapter Ill, of Des Maladies
Des Femmes Grosses Et Accouchées by Francis Mauriceau, Paris, 1668)

“I will not trouble myself to make a recital of a great number of signs
of conception . . . , but only the most essential and ordinary, by
which a Chirurgeon may be assured of it; of which some may be
presently perceived, others not till afterwards. . . .

‘She may know whether she retains the Seeds, if she perceives
nothing flow down from the womb after Copulation: The Woman
some few months after perceives also some small pain about her Navel,
and some little commotions in the bottom of her Belly, caused by the

womb’s closing itself to retain the Seeds . . . the light pain of the
Navel comes from the Blader [sic] of the Urine . . . which is a little
agitated. . . .

‘These are the signs of Conceptions. . . . Besides these signs,

there are others which cannot be known till some time after, as when
the Woman begins to have loathings, having no other Distemper, loseth
her appetite to meats which she did love: longs to eate [sic] strange
things, to which she was not accustomed, which happens according
to the quality of the humors predominating in her, and with which
she abounds: She hath often nauseatings and vomitings, which continue
a long time: The Tearms [sic] stopping, no other cause appearing,
having always been in good order; her Breasts swell, wax hard, and
cause pain, from the flowing of the blood and humours to them,
wanting their ordinary evacuation . . . the Navel starts, her Nipples
are very obscure or dark colored, with a yellow livid circle round
about: her Eyes are dejected and hollow, the whites of them duil and
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troubled: her blood when she hath conceived some time, is always
bad, because of the superfluities of it not being purged, as accustomed,
is altered and corrupted by their mixture.

‘All these signs concurring in Woman who hath used copu-
lation, or the most part of them together and successively, according
to their seasons; we may pass judgment, that she hath conceived,
notwithstanding that many of them may happen upon the suppression
of the terms, which usually produce the like.”

(Translation by Hugh Chamberlen, M.D., 1673)

A subject as controversial as abortion invites both confusion and
narrow partisanship among medical practitioners and in the public at
large. Sometimes the debate centers on whether abortions should be
performed or whether women should seek them; sometimes it focuses
on the circumstances under which abortions should be performed. Doc-
tors conduct intense debates on the techniques of abortion and the
qualifications of those who perform them. It is sometimes difficult to
capture a broad view of the problem in any philosophical, historical, or
medical sense. However, abortion is a subject that has concerned human
beings for thousands of years and appears to become more complex
each day.

It may be helpful to remember that pregnancy, first of all, is a
biologic event happening to an individual woman; that induced abortion,
or operative abortion, is a medical/surgical event happening to an in-
dividual woman at her initiative; that it is possible only in the presence
of an intrauterine pregnancy occurring in an individual woman; and that
pregnancy is a biologic condition with a risk of death. It is true that
pregnancy and abortion may have certain philosophical, moral, emotional,
or social consequences and that the practice of abortion has an identifiable
history in human affairs. All of these are valid and important subjects,
and anyone who purports to provide abortion services should be aware
of them.

The emphasis in this book, however, is on the medical and public
health aspects of abortion; it is also on the care of the individual patient.

The context of abortion practice, while it may occur with a back-
drop of social and political controversy, is eminently medical. It is medical
because women can die from pregnancy, and it is medical because they
can die from abortion. The context is epidemiologic, also, because preg-
nancy is a community as well as an individual phenomenon; so is abortion.
Pregnancy as a condition being experienced by individuals can directly
affect half the human species, women, and it indirectly affects the rest.
Not all women become pregnant, but most are susceptible to pregnancy.
Women who are in the reproductive ages (generally regarded as ages



The Epidemiologic Foundations of Abortion Practice 3

15-45, inclusive) comprise the population at risk. This includes those
who have only sporadic sexual activity.

Susceptibility and risk are examples of epidemiologic terms.
Epidemiology may be defined as the study of the distribution and de-
terminants of health and illness in the human community. Population
epidemiology relates the effects of fertility on the distribution and de-
terminants of health and illness, and vice versa.' The study of the health
effects of pregnancy and abortion is within the province of population
epidemiology.

From an epidemiologic point of view, we may say that a woman
who is fecund (capable of becoming pregnant) and who engages in
coitus with a fertile man at the time of maximum susceptibility (shortly
after ovulation) is “exposed to the risk” of pregnancy. Looking at the
community in general, the women in the reproductive ages who are
fecund and exposed to the risk of pregnancy constitute a population at
risk in the same way that, for example, a group of people who have not
been vaccinated against smallpox constitute a population at risk for
smallpox.

Among the population at risk, we can describe an incidence of
pregnancy (the number of new “cases’) and the prevalence of pregnancy
(the number of cases at any particular time). A case-finding technique
for pregnancy can include a urine screening test or pelvic examination
just as we might give someone a tuberculin skin test or take a chest
radiograph for tuberculosis. A screening examination may lead to a di-
agnosis of pregnancy. In fact, pregnancy may have certain signs and
symptoms, just as do mumps and measles. Laboratory studies can be
done that establish the diagnosis of pregnancy and document certain
physiological changes that accompany pregnancy. There may be certain
complications specifically associated with pregnancy. Many of these can
be fatal.

Pregnancy can be prevented by a wide variety of methods of
variable effectiveness. However, prevention usually involves health be-
havior, a kind of behavior described by sociologists that involves antic-
ipation of illness and the search for methods of prevention. Illness be-
havior, on the other hand, is the result of someone searching for medical
or surgical treatment of an existing condition, in this case, pregnancy.
Illness behavior includes the request for or acceptance of treatment of
the condition.

The treatment of pregnancy can take various forms. The medical
management of pregnancy is usually called prenatal care; the physician
does not intervene surgically in the pregnancy but monitors certain aspects
of the woman’s health, including blood pressure. Surgical intervention
may occur early if the woman desires to terminate the pregnancy or if
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her life is in immediate danger; it may occur late, as in cesarean section,
if the pregnancy is desired. The woman may benefit from or require
supportive psychotherapy; for example, she may benefit from problem
pregnancy counseling if she has difficulty deciding what to do about the
pregnancy, abortion counseling if she wishes to terminate the pregnancy,
and psychiatric treatment if she experiences a postpartum psychosis.

If this analysis seems to veer uncomfortably close to suggesting
that pregnancy is a kind of illness, it does: Many, if not all, aspects of
pregnancy can be understood best in terms of the cognitive framework
of illness.? It helps us understand, for example, why women all over the
world seek some form of treatment of pregnancy whether they are happily
pregnant or not.>” It helps us understand why the Cuna Indians of San
Blas Island, the Tikopia of the South Pacific, the inhabitants of Tepoztlan,
the Araucanian Indians, and many other tribal peoples regard pregnancy
as an illness.®'* The people of Tzintzuntzan, among others in Latin
America, say that a woman who is pregnant “esta enferma’ (is sick)
and that when she is delivering her baby she “se alivia”’ (gets well) or
(in the Peruvian Amazon Basin) “esta curando” (is healing).” It helps
us understand why Devereux found abortion practiced in 420 societies,
leading him to conclude that “abortion is an absolutely universal phe-
nomenon.”'% 7 It helps us understand why women will subject them-
selves to violence in order to interrupt pregnancy, and why this has been
observed in many cultures.'® It helps us understand why Western society
has invented an entire medical specialty, obstetrics, devoted to the in-
tensive medical care of women who are pregnant, so as to assure their
survival. Modern obstetrics is also concerned with assuring that women
with desired pregnancies have healthy babies, but the first emphasis has
been on saving the woman’s life and minimizing her impairment from
the risks and complications of pregnancy.

Curijously, American obstetrics has held a paradoxical view of
pregnancy in spite of this wholehearted and highly successful commit-
ment to saving the lives of pregnant women. In the chapter concerning
prenatal care in Eastman and Hellman's standard textbook, Williams’
Obstetrics, the authors wrote

From a biologic point of view pregnancy and labor represent
the highest function of the female reproductive system and a priori
should be considered a normal process. But when we recall the manifold
changes which occur in the maternal organism it is apparent that the
borderline between health and disease is less distinctly marked during
gestation than at other times, and derangement so slight as to be of
little consequence under ordinary circumstances may readily be the
precursor of pathologic conditions which may seriously threaten the
life of the mother or the child or both. It accordingly becomes necessary
to keep pregnant patients under strict supervision and to be constantly
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on the alert for the appearance of untoward symptoms [emphasis sup-
plied]. . . . Itis in the prevention of such calamities [ as eclampsia and
dystocia] that care and supervision of the pregnant woman has been
found to be of such value. Indeed, antepartum care is an absolute
necessity if a substantial number of women are to avoid disaster; and
it is belpful to all [emphasis supplied].”

The authors then describe in detail a very sound regimen of
antepartum care. The implications of this passage are clear: Pregnancy
is normal—the “highest function” of a woman’s reproductive system.
Ergo, that highest function is not reached while a woman remains not
pregnant. Yet the risks of serious morbidity and mortality are so much
increased over the nonpregnant state that constant medical supervision
is required when pregnancy occurs, particularly at the extreme ends of
the reproductive spectrum.’®? If the risks were not so considerable,
there would be no need for medical supervision.

There is a contradiction here: Pregnancy is a process in which
the normal (nonpregnant) physiology is markedly altered for a time and
a process that carries a significantly higher risk of morbidity and mortality
than nonpregnancy. But if nonpregnancy is normal, how is it possible
that pregnancy also is normal? Answer: If we say it is normal, it is normal.
Of course, Eastman and Hellman are seeking primarily to describe the
difference between an uncomplicated (normal) pregnancy and a com-
plicated (abnormal) pregnancy, a highly useful distinction in the context
of obstetric practice. However, their highest function argument is ex-
tended by others to define a woman as most “normal” when she is
pregnant or delivering a baby.

It would appear that part of the reason for the ambivalence about
viewing pregnancy as normal and a state that requires constant supervision
is that many physicians accept, implicitly or explicitly, the widely shared
teleological definition of a woman as essentially a reproductive machine.
One physician suggested that woman be defined as ““a uterus surrounded
by a supporting organism and a directing personality.”** Adherence to
this perspective clearly tends to inhibit critical examination of the cor-
ollary assumption that human pregnancy is not only normal but also an
especially desirable event from the viewpoint of the woman's physio-
logical, psychological, and social functioning and that failure (or, worse,
refusal) to become or remain pregnant is, therefore, pathologic. In this
context, it is not surprising that even the major textbooks of obstetrics
pay little or no attention to how a woman feels when she is pregnant,
how she feels after an abortion, and whether she regarded her pregnancy
as normal or desirable.

Suchman has pointed out that the way an individual perceives
his health status may be more predictive of how he behaves in the face
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of illness than the actual medical diagnosis.** However, physicians trained
in the Western tradition of medical practice tend to be much more disease
oriented than patient oriented. Thus, their definitions of normality and
abnormality tend to be stated in terms of the physician’s perceptions
and cognitive categories rather than those of the patient.?

The institutionalized view of pregnancy as a hypernormal state
is perpetuated and enhanced by the linguistic categories of medical
education and practice. The typical, routine pregnancy in a young and
otherwise healthy woman is called a normal pregnancy unless it is com-
plicated by various problems, such as preeclampsia, hydramnios, threat-
ened abortion, abruptio placentae, hypofibrinogenemia, amniotic fluid
embolism, or any one of the other numerous clinical syndromes asso-
ciated with pregnancy.

“Normality” has always been subject to arbitrary social definition.
In fact, anthropologist Ruth Benedict once proposed that normality is
culturally defined.?® She gave examples of behavior in Kwakiutl society
that, while considered normal in that culture, would be considered un-
healthy and delusional to the point of being psychotic in Western society.
Anthropologist Margaret Mead later suggested that the question with
health is whether it is regarded as an existing average or an ideal or goal
to be attained.?” In Western society, it tends to be the latter.

If “normal” heaith is defined as the existing average, however,
it is likely to have a different connotation than if it is regarded as a goal
to be attained. For example, if almost every child in the village has such
a heavy roundworm burden that his stools look like spaghetti, and the
existing average is taken as normal, it is normal for a child to have worms.

Using the same analysis, we can say that it was normal for the
Cocos-Keeling Island women and it is normal for Shipibo Indian women
to be pregnant for 25% to 30% of their reproductive years (and therefore
relatively normal to be pregnant).?® 2° By comparison, the average sub-
urban American woman may expect to be pregnant for only 5% of her
fertile years. For the American woman, it is quite a bit less normal to
be pregnant.

Medical sociologist David Mechanic points out that many diseases
are not defined as illness states because they occur so frequently as to
be regarded as the common state of humanity.>® Perhaps pregnancy is
such a condition, and its ubiquity previously had certain advantages for
the human species.

Our culturally defined linguistic categories have accordingly
come to shape our perceptions of biologic reality and thereby reinforce
patterns with survival value.?3? There has been some cultural lag, how-
ever, with respect to our view of pregnancy. We cling to the outmoded
view of pregnancy as women’s highest, most normal function, even though
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Western medicine has begun treating pregnancy as a specialized kind
of illness and various authors have called attention to the pathologic
features of pregnancy.?®-° In 1668, Mauriceau referred to it as “a disease
of nine months’ duration” (maladie de neuf mois)*® In any case, its
resemblance to other illness states is no stranger to women, and it displays
many nonspecific features of illness.

In terms of cultural function, Western society already defines
pregnancy as an illness for which it has devised specific treatment pro-
grams ranging from medical management in the form of prenatal care
to surgical intervention in the forms of abortion and cesarean section.
These treatment programs have had positive results, which the patients
themselves recognize and seek out whenever they can afford it.

When the specialty of obstetrics began developing in the early
part of this century, for example, maternal mortality began a dramatic
decline. In 1930, maternity directly or indirectly caused 11% of all deaths
in women aged 15 to 45, whereas this proportion had declined to 3%
by 1959.37 Part of the decline was related to better living conditions and
nutrition. However, a significant part of the decline arose from the in-
creasingly effective medical management of pregnancy, including the
prevention and treatment of eclampsia, postpartum hemorrhage, and
postpartum infection.?® » Successful surgical intervention, including ce-
sarean section, in the cases of soft tissue and bony dystocia, also saved
many lives. Studies regarding the disadvantages for both mother and
offspring when there are short birth intervals have found that these im-
provements in mortality may also be the consequence of greater practice
of fertility control, with resultant smaller completed family size and
greater intervals between births.“*%® Indeed, the greater normality of
pregnancies in recent years (Ze., fewer complications and risks to the
average mother) is certainly to some extent the result of a greater prev-
alence of normal nonpregnancy.

In the United States, the combination of factors, including longer
birth intervals and fewer total pregnancies in the average fecund woman,
has resulted in a lowering of the maternal mortality rate from 680
per 100,000 in the early 1920s to the present 11.1 per 100,000 live
births.** The risks of serious morbidity and mortality have always been
a part of pregnancy and may continue to be for some time, but some
authors have contended that mortality rates can be brought still
lower.>-3

Clearly, the view that pregnancy is a woman’s most normal state
has low survival value for the individual in terms of our growing un-
derstanding of the risks inherent in pregnancy, and it has a decreasing
survival value for the species in the context of rapid population growth.
Instead of being adaptive, the view of pregnancy as normal—or, rather,
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as a modified state of health-—has become maladaptive both for indi-
viduals and for the species. Moreover, it does not explain the biologic
and social realities that accompany pregnancy.

However, this analysis leaves us with the dilemma of having to
cope with varying concepts of what is normal, what is health, what is
illness, and what is disease.

In defining health and illness, anthropologist Steven Polgar uses
the World Health Organization definition of health as the starting point;
that is, not only the absence of disease and symptoms but also the presence
of a sense of complete physical, mental, and social well-being.** He goes
on to define illness as temporary or permanent impairment of functioning
or appearance that need not be restricted to a decrease in the ability to
function in ordinary ways. This definition is concerned with the person
as a member of a group as well as with his or her biologic function.

Polgar also points out that explanations of illness serve, among
other things, to indicate courses of preventive and curative action as well
as to explain reality. Defining pregnancy as an illness would appear to
be consistent with Polgar’s definition.

There may be a difference between the disease entity as diagnosed
by the physician, however, and illness as experienced by the person.>®
As has been noted, health status as perceived by the patient may be more
important in determining behavior in the context of illness than the
correct medical diagnosis itself.

If the patient who is pregnant perceives herself as ill, for example,
this may be much more important in terms of pregnancy outcome than
the view of the physician that she is not.*® Moreover, Engel points out
that the presence of a complaint (7. e., symptoms of pregnancy) must be
regarded as presumptive evidence of disease.>’

The symptomatic aspects of pregnancy, while based on certain
physiological changes, are undoubtedly accentuated when the pregnancy
is unwanted or when it occurs in the context of disturbed interpersonal
relationships or other forms of stress. This has been demonstrated by
Grimm, Rosengren, Davids, Poffenberger, and other investigators.>®7°
Sontag and others have suggested that this may also have adverse effects
on the fetus.”*"7 There is clearly an interaction between physiological
changes, cultural patterns, and psychological stress, and this is particularly
true when the pregnancy does not occur under socially approved cir-
cumstances. Accordingly, it appears that “‘unwantedness” may be regarded
as a major complication of pregnancy, with surgical intervention in the
form of abortion as the indicated treatment rather than medical man-
agement, as would be the case with a wanted pregnancy.”’

In spite of a woman’s desire to terminate a pregnancy or a certain
physiological basis for a sense of physical illness or discomfort, the
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behavior and statements of health professionals often summarize the
predominant view that it it not the woman’s physical condition or the
fact of pregnancy that is the “illness,” but her thinking that is “diseased.””®

Since in Western culture pregnancy has traditionally been defined
as normal and the desire to terminate a pregnancy as pathologic, it follows
that every woman who wants an abortion must need to have her head
examined. That is exactly what happened in the late 1960s, when lib-
eralized abortion laws required psychiatric consultation for women seek-
ing legal abortion.

According to this logic, deviation from the accepted norm of
pregnancy, especially once the pregnancy has begun, is prima facie
evidence of abnormality. Thus, psychoanalyst May Romm once declared
that intense conflict about a pregnancy or about giving birth to a child
is “psychopathological.”” The treatment suggested for women with these
allegedly psychopathologic tendencies was, variously, psychotherapy,
marriage, offering the baby for adoption, or some combination of these
measures.

In fact, a woman seeking an abortion is making a circumstantial
self-definition of pregnancy as an illness for which she considers the
appropriate treatment to be abortion. In Mechanic’s terminology, she is
displaying “illness behavior.”’® Similarly, the woman who perceives the
signs and symptoms of a wanted pregnancy may also display illness
behavior and seek medical attention in the form of prenatal care.

Newman has described certain kinds of ritualistic and symbolic
communications with pregnant women by nonphysicians that imply
urgency and danger while calling attention to the status of preg-
nancy.®® # These communications, while tacitly or unconsciously rec-
ognizing the pregnancy itself as an illness, may be seen as magical at-
tempts to ward off such unhealthy or dangerous patterns of thinking by
ritual affirmation of the pregnant status.

In medical practice, pregnancy is treated as a specialized form
of illness even though physicians regard it as normal. This may be seen
as an example of cognitive dissonance.®®

If illness is ordinarily viewed as a departure from the usual state
of well-being, it is a priori, therefore, not normal.

The basis for these contradictions lies in the medical profession’s
failure to recognize the biosocial nature of illness and treatment and the
role of the patient in their determination.®-#® Recognition of the patient’s
role in the identification of illness and the choice of treatment invades
the realm of professional exclusivity with its attendant prestige and status.
This dilemma becomes particularly acute when a pregnant woman defines
her own pregnancy as an illness for which she considers the appropriate
treatment to be abortion.
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Some studies have found that from 750,000 to more than 1 million
births annually in the United States are unwanted by one or both parents.®
Other studies indicate that reasons for a large proportion of unwanted
births are primarily those that may be broadly defined as socioeconomic.
Either the additional child results in increased economic hardship for
the family unit, or the birth occurs in the context of disturbed social
relationships, or there is some variation on this theme.?®” In addition
to a large number of unwanted births, over 1.5 million abortions occur
annually in the United States, with 300 abortions per 1000 known preg-
nancies.”®% A study of motivations for abortion has found that the majority
are sought for socioeconomic reasons.’® Women seeking abortion seldom
give the real reason for doing so to investigators studying this issue. The
impression from clinical practice is that all but a few women seek abor-
tions for reasons that can be broadly defined as socioeconomic, and many
cite strictly economic reasons. Small-scale studies have supported this
pattern, but national studies of this issue have not been done.? %’

It appears that one third of all pregnant American women each
year define pregnancy as an illness for which they regard the appropriate
treatment to be abortion. The illness is not just biologic but is also social
and economic; it is not just social but has a biologic basis in fact.

In view of these facts and analyses, it appears to be helpful to
note those features, or parameters, of pregnancy that coincide with our
traditional cognitive framework for illness, to see how well it fits. The
test of the strength of the hypothesis lies in whether it explains reality
and whether it predicts events.

ILLNESS PARAMETERS OF PREGNANCY

The following illness parameters of the condition of pregnancy
may be described:

1. Etiology
Fertilization and implantation of ovum

2. Patbogenesis
Host—parasite relationship

3. Patbophysiology
Displacement and compression of abdominal contents
Ureteral dilatation'®*
Increased venous pressure
Increased estrogen and progesterone levels
Elevated basal metabolism rate'®®
Glycosuria'®
Increased aldosterone secretion

102, 103
104

107
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Sodium and water retention'?®-11¢
Decreased CO,'?
Hypercoagulability of blood!'% 113
Increased blood volume!** 113
Bone marrow hyperplasia!'®
Increased renal blood flow'”
Increased glomerular filtration rate
Increased hepatic metabolic activity
4. Clinical manifestations
Subclinical phase followed by distinct clinical signs and
symptoms, which provide the basis for clinical
diagnosis. Diagnosis may be also obtained through
gross examination of the products of conception.

118, 119
120

POSITIVE SIGNS OF PREGNANCY, ' 121
Hearing and counting the fetal heart beat
Perception of active fetal movements by the examiner
Radiologic recognition of the fetal skeleton
Sonographic recognition of the fetal parts

PROBABLE SIGNS OF PREGNANCY.1"1- 121
Enlargement of the abdomen
Changes in the size, shape, and consistency of the uterus
Changes in the cervix
Braxton Hicks contractions
Ballottement
Outlining the fetus
Positive hormonal test for pregnancy
PRESUMPTIVE SIGNS AND SYMPTOMS OF PREGNANCY. "' 121
Cessation of menses
Changes in the breasts
Nausea and vomiting'*
Discoloration of the mucous membranes of the vagina
and vulva
Pigmentation of the skin and development of abdominal
striae
Urinary disturbances
Fatigue
Perception of fetal movements
OTHER SYMPTOMS OF PREGNANCY. M1 121, 123
PicalZ‘i, 125
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Increased irritability!2

Marked fluctuations in libido

Leg cramps

Abdominal pain

Backache

Dyspnea

127

5. Laboratory findings

Chorionic gonadotropin presen

Hyperlipemia?!3®

Decreased serum calcium

Decreased serum iron'*?

Decreased hemoglobin'3?

Increased iron-binding capacity

Decreased serum folic acid"®**%7

Increased serum copper'3

Increased neutrophil alkaline phosphatase

Alterations in serum protein pattern; decreased
immunoglobulin G 42

Increased fibrinogen levels!*? 144

Positive C-reactive protein!#

Bacteriuria'4®

Histologic study of the products of conception

6. Complications

Both acute and subacute exacerbations specifically
associated with conception and pregnancy*'! 12!

Diseases of the trophoblast: benign—hydatidiform mole;
malignant—chorioadenoma destruens,
choriocarcinoma#- 148

Preeclampsia'®

Eclampsia

Anemia

Placenta previa

Placenta accreta

Abruptio placentae

Hypofibrinogenemia

Acute fatty liver!? 133

Dystocia

Uterine rupture

Amniotic fluid embolism?*7-1%°

Diabetes

Urinary tract infection

Multiple pregnancy

t128'129

131

134

139, 140

150, 151

154-156
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Ectopic pregnancy*® ¢*
Hyperemesis gravidarum
Displacement of the uterus
Thromboembolic disease’
Puerperal psychosis
Hemorrhage
Puerperal infection
Retention of placenta
Placenta percreta'®?
Uterine dysfunction
Sickle cell crisis'®
Right ovarian vein syndrome'> 166
7. Differential diagnosis*'' 1?12
Requires distinction between
Uncomplicated pregnancy
Hydatidiform mole
Pseudocyesis
Hematometra
Uterine sarcoma
Enlargement of uterus due to interstitial or sub-
mucous myomas
Extrauterine tumors
8. Treatment
Medical management in the form of prenatal care
Early surgical intervention in the form of abortion
Late surgical intervention in such a form as cesarean
section
Supportive psychotherapy
9. Prognosis
Characteristic duration, which varies within certain limits;
recovery, which may be spontaneous or induced;
definable recovery rate; and risk of permanent or
temporary sequelae. The case fatality rate varies
according to the patient’s general health status and the
availability of effective medical care, and pregnancy can
be listed as a cause of death. Its recurrence is episodic
among survivors not practicing effective preventive
measures.
10. Epidemiology
Universally occurring among females
Susceptibility highly variable and dependent on both
biologic and nonbiologic factors. A fecund woman
engaging in coitus with a fertile man at the time of
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maximum susceptibility is said to be exposed to the
risk of pregnancy.

Definable population at risk, an incidence of both
conception and pregnancy among the population at
risk, a point prevalence and period prevalence of
pregnancy, and periodicity in the latter three
characteristics®” 168

Community case-finding techniques: urine screening test
for the detection of pregnancy, followed by referral of
patients for appropriate treatment

11. Prevention

A wide variety of methods of variable effectiveness,

including abstinence and sterilization’
12. Bebavioral aspects

Health behavior in anticipation or prevention of
pregnancy

Illness behavior in seeking medical or surgical treatment
for an existing pregnancy

Participation in a sick role!’*-17

Other overlaid functions, such as status affirmation'”7-%

OTHER PATHOLOGIC FEATURES OF PREGNANCY

The relationship between the gravid female and the fetoplacental
unit can be understood best as one of host and parasite. Local and systemic
defense mechanisms on the part of the host may include increased uterine
circulation, uterine contraction, increased blood volume, and a variety
of other reactions, including isoimmunization. Billingham has suggested
that parturition may represent an immunologic rejection similar to re-
jection of a homograft.'® Aggressive mechanisms on the part of the
fetoplacental unit include local invasion by the syncytial trophoblast,
which is initially protected from maternal immunorejection; compression
of the abdominal viscera and vessels; rupture of the uterus or establish-
ment of ectopic pregnancy; elaboration of a luteotropic hormone; and
nutritional competition with the host.'®* # Kaplan and Grumbach hy-
pothesize that the increased maternal resistance to insulin produced by
the placental lactogen has the effect of sparing glucose for transfer to
the fetus.'® Page has speculated that the placenta elaborates a substance
that results in an increased placental blood perfusion by producing ma-
ternal hypertension, leading, in turn, to the development of preeclampsia
and eclampsia.'®

Cameron enumerates several conditions on which the successful
existence of a parasite depends: penetration into the host, adequate
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conditions of survival within the host, protective mechanisms of the
parasite against the defenses of the host, and absence of effective reaction
of the host.'#¢ Conditions of penetration into and persistence within the
host are known as invasiveness. The capacity of parasites to produce
disease is referred to as pathogenicity, while virulence is the measure
of this capacity.’®” These features do not depend exclusively on the
parasite but rather are determined by the interaction between parasite
and host.

In this context, it may be seen that pregnancy, while exhibiting
certain neoplastic characteristics, including actual malignancy at times,
is most easily categorized as a host—parasite relationship. To this end,
the effect of medical treatment, as in other parasitic conditions, is aimed
at three fundamental goals: the blocking of the deleterious effects of the
parasite or its destruction, the facilitation of the action of host systemic
defense mechanisms, and the improvement of the general conditions
of the host, which in itself results in an increase in defense mechanisms.*8®
The institutional arrangements and technology through which such goals
are identified and accomplished may be regarded as cultural adaptations
that augment maternal biologic adaptations.

The idea that pregnancy could be considered a pathologic process
does not seem at first to be consistent with the continued survival of the
human species for the past million or more years. However, any biologic
event, and particularly disease process, can be considered in the light
of adaptive responses that result in species survival and, secondarily,
survival of the individual organism.®-'! In this respect, pregnancy is a
highly successful biologic adaptation to the survival needs of the species,
although its survival value is changing under conditions of rapid pop-
ulation growth.* 2 As is true of other adaptations, it may have dis-
advantages for all or a portion of the individuals in that species.

Engel dealt with part of the theoretical aspects of this problem
in his proposal that grief be considered a disease; he pointed out that
grief is normal only in a statistical sense of being common.’ It is not
normal in the sense of total health. If disease is considered to be part
of an adaptive process, though, grief can be more properly viewed as a
disease. If the adaptive process is successful, recovery occurs and the
patient reachieves a state of health. If it is not successful, more illness
or even death results.

Wolf also viewed disease as response or adaptation to noxious
forces in the environment, as a reaction to, rather than an effect of,
noxious forces.'>

The concepts developed by Engel and Wolf would be consistent
with the view of pregnancy presented here, that is, that pregnancy has
been a biosocial and particularly biologic adaptation to the survival needs
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of the species in the general sense and is an individual physiological
adaptation in interaction with the fetoplacental unit. The latter physio-
logical adaptations may, as we have seen, result in either a spontaneous
recovery or serious impairment and death.

The best-known example of another biologic adaptation with
species survival advantages and individual disadvantages is sickle cell
trait and sickle cell disease of West Africa.!®® Heterozygous inheritance
results in protection against lethal falciparum malaria, but homozygous
inheritance is itself lethal for the small proportion of people who receive
it. Pregnancy seems to be in the same general category: It has had out-
standing survival advantages for the species but definite and often lethal
disadvantages for individuals experiencing it. Our persistence in calling
it normal in the face of these facts has been a cultural adaptation with
a high survival value for the species until recently.

The present situation is changed in three significant respects
from previous human evolutionary experience:

1. A greater assurance of individual survival has reduced
anxiety that the majority of a given couple’s offspring
will not survive to adulthood.

2. Technological developments, such as effective
contraception and safe abortion techniques, now provide
choices and offer perspectives about pregnancy that
previously were unavailable or, at least, less obvious.

3. Under current conditions of phenomenal human
population growth, normal (i.e., unlimited)
reproduction, if anything, endangers survival of the
human species and other species as well.

The preceding discussion allows us to view pregnancy in the
context of both individual human illness and species adaptation. Preg-
nancy is viewed, by Western society at least, as a normal phenomenon
to be distinguished from illness states, even though defining pregnancy
as normal neither explains what we know about pregnancy nor predicts
events surrounding pregnancy. The strength of any hypothesis is its utility
in dealing with reality. The hypothesis that pregnancy is merely an altered
state of normal health does not meet this test, nor does the null hypothesis
that pregnancy is not an illness.

The questions become these: Does the hypothesis that pregnancy
is an illness explain the fact that people everywhere often seek its pre-
vention, whatever the effectiveness of their methods, and have done so
since the earliest historical times?'®72°! Does it explain the fact that once
pregnancy occurs, important physiological changes take place, subjective
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symptoms appear, and a significant excess risk of death is experienced?
Does it explain the fact that medical supervision will be sought whether
the pregnancy is desired or not? Does it explain the fact that this is true
in nearly all human cultures and that the same cultures respond by the
maintenance of rituals, procedures, and specialized persons or skills
in order to meet the demand for supervision or assistance of some
kind??°22 Does it explain the fact that these activities continue in spite
of countless and repeated assertions that pregnancy is normal?

Pregnancy may not be an illness. If it is not, though, one must
ask: In what way is it not an illness? In fact, human pregnancy can be
viewed as an episodic, moderately extended chronic condition with a
definable mortality risk to which females are uniquely, although not
uniformly, susceptible and to which the following obtain:

It is almost entirely preventable through the use of effective
contraception and is entirely so through sterilization or
abstinence.

When not prevented, it is the individual result of a set of
species-specific biosocial adaptations with a changing
significance for species survival.

It is a neoplastic, endoparasitic (i.e., neoparasitic)
autoinfection of relatively high pathogenicity and low
average virulence, which is localized, self-limited, and
nontransmissible.

It may be defined as an illness requiring medical supervision
through cultural traditions (functional or explicit) or
individual illness behavior.

It may be treated with a variety of surgical and medical
procedures and with supportive psychotherapy, as indicated.

It may be tolerated, sought, or valued for the purposes of
reproduction, self-expression, or status afirmation.

It has an excellent prognosis for spontaneous recovery if
managed under careful medical supervision.

EPIDEMIOLOGY OF ABORTION

Having established the individual and community phenomenon
of pregnancy as a subject within the scope of medical epidemiology, we
may examine the comparative risks of pregnancy, its prevention, and
alternative treatment programs. Recognizing fully that the study of
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TABLE 1-1. Legal Abortions per 1000 Women Aged 15 to 44 Years—Selected
Countries, 1977-1981

Country Year Abortion Policy Abortion Rate
Netherlands* 1981 R 6.0
Scotland¥ 1981 S 9.2
Finland 1981 S 119
England and Wales* 1981 S 12.6
Norway 1981 R 16.4
Sweden 1981 R 19.4
Denmark 1981 R 20.7
German Democratic Republic 1977 R 225
United States 1980 S 29.3
Czechoslovakia 1981 R 32.1
Hungary 1981 S 353
Bulgaria 1979 S 69.6

* Residents only.

1 Including residents of Scotland aborted in England.

(R, on request; S, social or social-medical indication); (Tietze C: Induced Abortion: A
World Review, 1983. New York, The Population Council Inc., 1983)
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Fig. 1-3. Legal abortion ratios per 100 known pregnancies by age at
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Induced Abortion: A World Review, 1983, 5th ed. New York, The
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reproductive risks traditionally includes perinatal, neonatal, and in-
fant mortality risks, we must regard them as outside the scope of the
present work.

Tietze has estimated that as many as 55 million abortions may
be performed in the world each year, although he adds that variable
reporting methods, where they exist, make such figures highly specu-
lative.?*> Abortion policies and abortion rates vary significantly from
country to country (Fig. 1-1, Table 1-1).206:207

In the United States, the abortion rate has risen from approxi-
mately 0.13 per 1000 women aged 15 to 44 years in 1963 to 29.3 in 1980,
when over 1.5 million abortions were obtained by American women
(Fig. 1-2).2%8:29 The abortion ratio in the United States has risen during
that time from approximately 1.3 abortions per 1000 live births to 428,
and from 1.3 abortions per 1000 known pregnancies in 1963 to 300
abortions per 1000 known pregnancies in 1980.2°213 Abortion ratios
have tended to be higher among women at the extreme ends of the

60 — — 60

50 — e — 50 .g

= =4

c ©
Q c
o 40— " — a0 <
=} : H
38 2
- X~
: | s
2 30 — el — 30 =
© il Q
= Q
S 2

2 20— .

3 i 20 ‘5
g t
g 3
10 — —_— s
0 &

—

L8,

18-189 20-24 25-29 30-34 35-39 40or mo-r:
Age of woman

Abortion rate per Abortion ratio per
1,000 women 100 known pregnancies

Fig. 1-4. Legal abortion rates per 1000 women and abortion ratios per
100 known pregnancies by age at conception—United States, 1980.
(Tietze C: Induced Abortion: A World Review, 1983, 5th ed. New York,
The Population Council Inc., 1983)
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TABLE 1-2. Reported Legal Abortions Obtained by
Teenagers, Percent Distribution, and
Abortion Ratio: United States, 1977

Percent Distribution

Age Separate Cumulative Abortion Ratio*

13 0.7 0.7
14 3.1 3.8 1070
15 72 11.0 718
16 13.8 24.8 612
17 191 3.9 529
18 285 72.4 581
19 27.6 100.0 457

* Abortions per 1000 live births.

(With permission from Cates W Jr: Abortions for teenagers.
In Hodgson JE (ed): Abortion and Sterilization: Medical and
Social Aspects. New York, Grune & Stratton, 1981. Copyright:
Academic Press Inc. (London) Ltd)

reproductive spectrum (Figs. 1-3 and 1-4). Abortion ratios are twice as
high, or higher, for women aged 14 and under and 40 and over as for
women between the ages of 25 and 29; a larger proportion of the relatively
small numbers of pregnancies occurring among these groups is termi-
nated (Table 1-2) 2%

The significance of this for overall reproductive health is great,
since a disproportionate share of maternal mortality exclusive of abortion
deaths arises from pregnancies carried to term by women in these age-
groups, particularly the older women.?!> 2% This is offset to some extent
by the tendency of women in these groups, particularly teenagers, to
have abortions at more advanced stages of gestation, when the risks of
abortion are greater (Fig. 1-5).

Since 1940, however, both maternal mortality ratios (excluding
abortion deaths) and abortion mortality ratios have declined (Figs. 1-6
and 1-7) 2'72!® Abortion mortality ratios have declined more rapidly than
maternal mortality ratios, and they have declined precipitously since
1967 to 1970, the years in which state abortion laws, beginning in Col-
orado, were liberalized.?*> #2° Prior to that time, deaths due to septic
abortion, especially, were a serious public health problem, especially
for the poor and minorities.?2*-22% In 1967, the mortality rate (per 100,000
live births) due to septic abortion was 1.5 for whites and 10.2 for non-
whites.??? In 1965, Gold and co-workers reported that nearly 50% of all
maternal mortality in New York City was due to complications arising
from abortion during some periods, and this figure exceeded 60% for
Puerto Ricans.?®
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In fact, the overall number of deaths due to abortions of all types,
including spontaneous abortions, has declined in the United States since
1970 (Fig. 1-8). In addition, serious morbidity due to illegal abortion
has declined significantly.?®®

The most important state law changes occurred in New York’s
law in 1970, and declines in New York abortion mortality and morbidity
were among the most dramatic.??' From 1973 to 1983, New York had
no deaths from illegal abortion; in 1978, despite the fact that nearly
106,000 abortions were performed there, only one death due to abortion
occurred in New York City.*»?%?

As the result of these important changes, induced abortion has
become not only the most common operation but also one of the safest
operations performed in the United States, with half the risk of death

* Pakter J, personal communication.
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Abortion: A World Review, 1983, 5th ed. New York, The Population
Council Inc., 1983)

associated with tonsillectomy and one one-hundredth the risk of death
associated with appendectomy.?*® In 1978, the overall death-to-case rate
for legally induced abortions fell to 0.5 per 100,000 abortions, whereas
the death-to-case rate for term delivery resulting in live birth, excluding
abortion and not including deaths due to ectopic pregnancy, molar preg-
nancy, and fetal deaths, was 8 per 100,000 live births, making the risk
of death due to pregnancy untreated by abortion 16 times greater than
the risk of death due to abortion.?3* An overall comparison of death-to-
case rates for abortion and pregnancy for the years 1972 to 1978 shows
the risk of death per 100,000 events to be 1.9 for abortion versus 11 for
live birth.??
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TABLE 1-3. Death-to-Case Rate for Legal Abortions, by Weeks of Gestation:
United States, 1972 to 1978

Weeks of Relative

Gestation Deaths* Abortions+t Rated Risk§

<8 13 2,749,725 0.5 1.0
910 10 24 1,705,478 1.4 2.8

11to 12 20 883,932 2.3 4.6

13 to 15 20 300,186 6.7 134

16 to 20 47 338,488 13.9 27.8

=21 12 68,584 17.5 35.0

Totals 136 6,046,393 2.2

* Excludes deaths from ectopic pregnancy.

+ Based on distribution of 4,292,615 abortions (71.0%) with weeks of gestation known.
1 Deaths per 100,000 abortions.

§ Based on index rate for <8 menstrual weeks’ gestation of 0.5 per 100,000 abortions.
(Centers for Disease Control: Abortion Surveillance, 1978, November 1980)

In fact, through at least the first 16 weeks of pregnancy, abortion
is the safest treatment of a pregnancy with respect to a woman’s chances
of survival ?*® For pregnant teenagers, abortion is at least five times safer
with respect to survival than term pregnancy.”®” Because of the higher
risk of having a delivery by cesarean section, nulliparous teenagers car-
rying to term experience a considerably increased risk of major morbidity
and mortality over those who choose abortion.?**?¥ Fortier has even
recommended that a consent form be signed by women who choose
the greater dangers of term pregnancy.?*!

While overall mortality due to abortion is low, complication and
death-to-case rates vary according to the week of gestation in which the
abortion is performed and the procedure used.?* For example, the death-
to-case rate for legal abortion from 1972 to 1978 was 35 times greater
for abortions performed at 21 or more menstrual weeks’ gestation than
for those performed at 8 or less menstrual weeks’ gestation (Table 1-
3). Complication rates per 100 patients studied from 1971 to 1975 showed
a similar trend (Fig. 1-9). A comparison with maternal mortality shows
that for the period 1972 to 1980, abortion mortality was less through 15
menstrual weeks’ gestation but greater than maternal mortality after that
point (Fig. 1-10). Tietze notes that mortality increased 30% with each
week of gestation, although Cates and Grimes estimate a 50% increase
in the mortality rate per week.?4> 244

The Centers for Disease Control (CDC) point out, however, that
the type of abortion method affects the abortion death-to-case rate. For
example, from 1972 to 1978, instillation procedues were 1% to two times
as likely to result in death as instrumental evacuation procedures in
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second-trimester patients, while hysterectomy/hysterotomy procedures
were up to 12 times more likely to result in death for the same intervals
(Table 1-4). During the first trimester, hysterectomy/hysterotomy carries
a risk of death 100 times greater than routine vacuum aspiration abortion
(Table 1-5).%45 %6 It is clear that hysterectomy/hysterotomy cannot be
defended as a method of abortion.

Approximately 96% of all first-trimester abortions in the United
States are performed by instrumental evacuation, including vacuum as-
piration and curettage.*’ Minor controversies exist as to whether it is
acceptable to perform these procedures prior to the certain diagnosis
of pregnancy, but the death-to-case rate appears to be exceedingly low,
in the range of 0.1 per 100,000 procedures, or 1 per million.*

In second-trimester abortion, however, considerable debate con-
tinues regarding the safest and most appropriate method of abortion.
The debate was initiated, to some degree, by the publication in 1972 of

* Cates W Jr, personal communication.
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TABLE 1-4. Death-to-Case Rate* for Legal Abortions, by Type of Procedure
and Weeks of Gestation: United States, 1972 to 1978

Weeks of Gestation

Type of
Procedure =8 9-10 11-12  13-15 16-20 =21 Total
Curettage 0.4 1.3 2.3 1.0
Dilatation and
evacuation 5.6 14.1 13.5 7.7
Instillation 0.0 0.0 0.0 8.2 14.2 19.5 12.3
(Saline) 0.0) (0.0 (0.0) (2.2) (@17.6) (Q7.1) (13.9)
(Prostaglandin and
other agentst) 0.0) (0.0 (0.0) (24.8) (6.4) (26.7) (9.0)
Hysterotomy/
hysterectomy 0.0 55.5 37.2 68.3 45.2 147.3 42.8
Totalf 0.4 1.4 2.4 8.2 15.2 22.1 2.2

* Deaths per 100,000 abortions, based on distributions of abortions with type of procedure

and weeks of gestation known.

+ Denominators for rates include abortions reported as type of procedure ‘“other”
(1% of all abortions with procedure known).

1 Includes deaths with type of procedure “other” and unknown.

(Centers for Disease Control: Abortion Surveillance, 1978, November 1980)

TABLE 1-5. Deaths From Vaginal Termination and From Hysterotomy/Hys-
terectomy (Combined Figures): England and Wales, 1969 to 1977

Rate per Rate per
No. Vaginal 100,000 100,000
Termi- Proce- No. Hysterotomies Proce-
Year nations Deaths dures and Hysterectomies Deaths dures
1969 38,948 4 10.3 12,845 11 85.6
1970 68,703 7 10.2 14,159 6 42.4
1971 110,498 5 4.5 12,482 6 48.0
1972 132,819 8 6.0 9,203 6 65.2
1973 134,069 1 0.7 6,041 2 33.1
1974 150,004 5 33 4,098 1 24.4
1975 127,281 2 1.6 2,482 0
1976 117,761 1 0.8 1,940 0
1977 121,165 3 2.5 1,560 4 256.4

(With permission from Diggory P: Hysterotomy and hysterectomy as abortion techniques.
In Hodgson JE (ed): Abortion and Sterilization: Medical and Social Aspects. New York,
Grune & Stration, 1981. Copyright: Academic Press Inc. (London) Ltd)

the results of the study by the Joint Program for the Study of Abortion
(JPSA), sponsored by the Population Council. The JPSA study showed,
to the disbelief of many, that instrumental evacuation procedures per-
formed in the early part of the second trimester had lower complication
rates than instillation procedures performed in the early second trimes-
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ter.?*® At about the same time, the use of prostaglandins for second-
trimester abortion was introduced.?® The new drugs were greeted with
enthusiasm.»® 2> However, important complications began to be re-
ported, including a higher incidence of retained placenta, cervical trauma,
severe gastrointestinal side-effects, infection, hemorrhage, sudden death,
and live births.?>*%% While investigators of prostaglandins acknowledged
the limitations and dangers of the drugs, they also cited bias in com-
parative studies and such advantages as no danger of hypernatremia
associated with hypertonic saline administration, a lower incidence of
disseminated intravascular coagulation (DIC) syndrome, and a shorter
injection-to-abortion interval.?*¢-2

Since deaths due to both saline and prostaglandin instillations
fell to small numbers during the 1972 to 1978 interval, complication
rates were compared (Table 1-6). One study of prostaglandin F,,, (PGF,,)
showed three times the risk of hemorrhage, four times the risk of con-
vulsion, over two times the relative risk of significant fever, and an overall
risk of major complications of 1.6 when compared with saline.?®® Another
review found that while PGF,, acts more quickly than saline, it produces
more of other kinds of complications, including an increase (5 to 40
times) in the risk of live-born fetuses.??

New studies by the CDC, however, began to show lower com-
plication rates for second-trimester dilatation and evacuation (D & E)
procedures than either major instillation technique. The major compli-
cation rate for saline instillations was found to be over 2.5 times that of

TABLE 1-6. Legal Abortion Deaths* by Type of Procedure and Weeks of
Gestation: United States, 1972 to 1978

Weeks of Gestation

Type of

Procedure <8 9-10 11-12 13-15 16-20 >21 Total
Curettage 12 22 19 53

Dilatation and
evacuation 10 7 1 18
Instillation 5 36 9 50
(saline) (¢)) G1D) 6) (38)
(Prostaglandin) 3) (s) ¢ ()]
(Other agents) ¢)) ) (2) 3)

Hysterotomy/
hysterectomy 0 2 1 3 2 1 9
Othert 1 0 0 2 2 1 6
Total 13 24 20 20 47 12 136

* Excludes deaths from ectopic pregnancy.

t Includes two deaths with unknown type of procedure, one at 13 to 15 weeks and one
at 16 to 20 weeks of gestation.

(Centers for Disease Control: Abortion Surveillance, 1978, November 1980)
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D & E, and a lower major complication rate for D & E by comparison
with instillation procedures was found from 13 through 16 menstrual
weeks (Tables 1-7 through 1-9) 262

Emphasizing growing evidence of the safety of D & E procedures
in the early second trimester, CDC investigators stressed the reduction
in complication rates that could result from performing D & E during
the ‘“‘gray zone” of 13 to 16 weeks rather than postponing abortion for
later instillation procedures (Fig. 1-11).283-2%8 In fact, a randomized clinical
trial of D & E versus PGF,, instillation for patients seeking second-
trimester abortions resulted in a 7% major complication rate for the
prostaglandin patients versus none for the D & E patients; the PGF,,
patients were 2.3 times more likely to experience complications requiring
treatment.?%

By 1978, D & E had become the most common method of second-
trimester abortion; it was used for 82% of all procedures performed in
the 13- to 15-week interval, and it accounted for 22% of all procedures
in the 16- to 20-week gestation interval 27

One important question that has arisen concerning D & E abortion
but relevant to other abortion methods is the comparative safety of dif-
ferent settings. Most second-trimester abortions have been performed
in hospital settings; in fact, the Alan Guumacher Institute reported in
1981 that 67% of 1978 second-trimester abortions occurred in hospital
settings.?”! By contrast, 75% of all first-trimester abortions occurred outside
of hospitals.?”* A preliminary review of hospital and nonhospital death-
to-case rates in abortions of 12 or less menstrual weeks’ gestation showed

TABLE 1-7. Numbers of Patients and Major Complication Rates per 100 Abor-
tions for Suction Curettage and Instillation Procedures, by Weeks
of Gestation

Suction Curettage Intrauterine Instillation  Significance
Tests for

Weeks No. Major No. Major Difference
Gestation Patients Complications Patients Complications Between Rates

0to 6 4,659 0.28

7t08 19,340 0.23

9to 10 21,542 0.39

11to0 12 11,956 0.51

13 to 14 4,351 0.71 1,100 2.27 p 0.001

15 to 16 1,409 0.92 2.542 1.77 p 0.05
17 to 20 590 0.85 7,004 1.81 p 0.10
21to 24 1,572 2.04

(With permission from Grimes DA, Schulz KF, Cates W Jr, et al: The Joint Program for
the Study of Abortion/CDC: A preliminary report. In Hern WM, Andrikopoulos B (eds):
Abortion in the Seventies. New York, National Abortion Federation, 1977)
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TABLE 1-8. Total and Major Complications per 100 Women, by Gestation,
Procedure, and Sterilization, for Total Patients and for Patients
With Follow-up (FU): United States, 1971 to 1975

Total Complications Major Complications
Gestation (Weeks), Total Patients Total Patients
Procedure, and Sterilization Patients With FU Patients With FU
All Patients
6 or less 7.2 10.3 0.4 0.6
7t08 4.7 6.6 0.3 0.4
9 t0 10 5.6 7.7 0.4 0.6
11 to 12 8.2 9.9 0.8 1.0
13 t0 14 17.0 18.1 1.4 1.6
15to 16 33.1 36.2 1.9 2.1
17 to 20 39.9 47 .4 2.2 2.5
21 or more 36.1 47.5 2.3 29
All gestations 12.3 14.9 0.8 1.0
Patients Without Preexisting
Complications or
Concurrent Sterilization
6 or less 7.2 10.3 0.2 0.3
7t08 4.4 6.1 0.2 03
9t 10 5.3 7.3 0.4 0.5
11 to 12 7.7 9.1 0.6 0.8
13 to 14 16.4 17.0 1.0 1.1
15to 16 33.1 35.7 1.4 1.5
17 to 20 39.7 46.7 1.9 2.3
21 or more 34.6 45.2 1.7 2.2
All gestations 12.1 14.5 0.7 0.8
Procedure®
Suction curettaget} 4.7 6.5 0.3 04
D & Ef§ 5.5 6.7 0.6 0.6
Salinef! 38.0 47.0 1.7 2.1
Prostaglanding 53.1 54.5 2.8 2.6
Hysterotomy® 47.0 48.1 13.9 15.2
Hysterectomy 49.5 48.8 13.4 13.4
Suction Curettage":
6 or less 6.0 9.2 0.2 0.3
7t08 4.0 5.7 0.2 03
9to 10 4.7 6.6 03 0.4
11 to 12 5.2 6.5 0.4 0.6
D & E*1§
13 to 16 5.6 6.8 0.6 0.7
17 or more 4.8 5.3 0.5 05
Saline* !
13 t0 16 42.1 50.9 1.7 1.7
17 or more 36.3 45.4 1.7 2.2
Prostaglandin*
13 to 16 55.0 55.5 2.8 2.1
17 or more 51.9 53.9 2.8 3.0

(continued)
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TABLE 1-8. Total and Major Complications per 100 Women, by Gestation,
Procedure, and Sterilization, for Total Patients and for Patients
With Follow-up (FU): United States, 1971 to 1975 (continued)

Total Complications Major Complications
Gestation (Weeks), Total Patients Total Patients
Procedure, and Sterilization Patients With FU Patients With FU
Tubal Sterilization*{**
Not done 4.7 6.5 0.3 04
By laparotomy 22.6 24.5 3.2 3.1
By laparoscopy 7.6 8.5 0.8 1.2

* Without preexisting complications.

1 At 12 weeks’ gestation or earlier.

1 Without tubal sterilization.

§ Dilatation and evacuation at 13 weeks’ gestation or later.

I Intra-amniotic instillation.

* With tubal sterilization.

** Aborted by suction curettage.

(With permission from Cates W Jr, Grimes DA: Morbidity and mortality of abortion in
the United States. In Hodgson JE (ed): Abortion and Sterilization: Medical and Social
Aspects. New York, Grune & Stratton, 1981. Copyright: Academic Press Inc. (London) Ltd.)

TABLE 1-9. Comparison of Outcomes of Dilatation and Evacuation, Intra-
amniotic Instillation of Hypertonic Saline, and Intra-amniotic
Instillation of Prostaglandin F,, for Induced Abortions Per-
formed at =13 Weeks’ Gestation

Intra-amniotic

Instillation

Outcomes D&E Saline PGF,,
Effectiveness

Success rate 99.9 97.6 925

Induction-abortion time (hr) 0.5 29.2 24.8
Specific Complications*

Incomplete abortion 0.90 28.27 36.10

Hemorrhage 0.71 1.86 5.80

Transfusion 0.19 0.96 1.53

Cervical laceration or fistula 1.16 0.55 0.64

Convulsion 0.02 0.08 0.32

Uterine perforation 0.32 0.05 0.16
Any Complication 5.83 37.45 53.26

* Complications per 100 procedures.

(With permission from Cates W Jr, Grimes DA: Morbidity and mortality of abortion
in the United States. In Hodgson JE (ed): Abortion and Sterilization: Medical and
Social Aspects. New York, Grune & Stratton, 1981. Copyright: Academic Press Inc.
(London) Ltd.)
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Fig. 1-11. Relative risk of major abortion-related morbidity due to
length of gestation and choice of method, compared with the risk
assaciated with suction at <8 weeks’ gestation. (Cates W Jr, Schulz KF,
Grimes DA et al: The effect of delay and method choice on the risk
of abortion morbidity. Fam Plann Perspect 9:266, 1977)

a slightly lower rate for nonhospital abortions.?”® Factors limiting inter-
pretation of these differences, however, included small numbers and
inability to control for confounding factors other than concurrent ster-
ilization and medical problems among the hospital patients. A subsequent
study showed identical death-to-case rates of 0.7 per 100,000 procedures
for both hospital and nonhospital first-trimester abortions.?”*

A study focusing on mortality rates for second-trimester D & E
procedures performed in hospitals compared with those performed in
clinics found a higher death-to-case rate in the hospital procedures.?”
However, there are several reasons why these differences may not reflect
atrue comparison: The numbers are small; there may have been selective
underreporting of deaths from either kind of facility; the true denomi-
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nators are not known; women who have their abortions in clinics may
be healthier or different in other ways from those having their abortions
in hospitals; D & E abortions performed in hospitals may occur later in
pregnancy than those performed in clinics, resulting in higher compli-
cation rates on that basis alone; and physicians performing second-
trimester D & E abortions in clinics may be more experienced than those
performing them in hospitals.

At this point, only the complication rates of outpatient case series
can provide evidence of trends, but far more experience and larger num-
bers will be necessary for a more accurate comparison of morbidity and
mortality rates.?76-2%3

Another controversy concerning both first- and second-trimester
abortions involves the type of cervical dilatation that is preferable: rigid
dilators or laminaria.?®* Numerous case series and a few comparative
studies have been done, but firm conclusions concerning comparative
infection rates, effects on future reproduction, and other complication
rates have not been established.®>2'° In a study of 15,438 women ex-
periencing first-trimester abostion, CDC investigators found that laminaria
use for dilatation showed a “‘strong protective effect” in the prevention
of cervical lacerations.?'! Increasingly, laminaria have been used to aug-
ment cervical dilatation during second-trimester instillation abortion
procedures, and they are increasingly used for second-trimester D & E
procedures.?*? However, they are not favored by most outpatient abortion
providers for first-trimester procedures.?'?

ANESTHESIA IN ABORTION

Following a case report of two deaths due to paracervical block
during first-trimester abortions in 1974, the CDC identified three oth-
ers.3* 315 The investigators concluded that the accurate administration
of appropriate doses of the anesthetic agent is the best way to prevent
fatal reactions, but they also suggested that the use of chloroprocaine
might be preferable to that of lidocaine because it is metabolized more
rapidly.

Blanco and colleagues found that patients in whom laminaria
were used for cervical dilatation experienced significantly more rapid
absorption of lidocaine, which reached higher blood levels, than did
patients who had not received laminaria treatment.>'® The CDC in-
terpretations take on more significance, in this case, when laminaria
are used.

In reviewing death-to-case rates for general versus local anesthesia
in patients receiving first-trimester abortions during the period from 1972
to 1977, CDC investigators found a two to four times greater risk of death
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associated with the use of general anesthesia.’’” In another study, general
anesthesia was found twice as likely to be associated with uterine per-
foration and cervical injury (Table 1-10).>*® The relative risk of blood
transfusion, cervical suture, and major surgery was 3.9, 2.1, and 7.6,
respectively, for general anesthesia compared with local anesthesia for
patients having abortions at 12 menstrual weeks’ gestation or less (Table
1-11). Patients having local anesthesia were more likely to have other,
less catastrophic, complications, such as postoperative fever.

COMBINATION OF STERILIZATION
AND ABORTION

According to a study by Shepard, sterilization by way of an ab-
dominal incision at the time of abortion carries a significantly increased
risk of morbidity than the same procedure when abortion is not being
performed.?’ Concurrent sterilization by hysterectomy similarly carries
considerably more risk, whereas endoscopic concurrent sterilization has
relatively lower complication rates. Fishburne and co-workers, Powe and
McGee, and Kwak and co-workers have all reported series of combined
procedures with few major complications, although the incidence of
uterine perforation, with one patient requiring hysterectomy, appears to
be considerably higher among patients having concurrent abortion and
sterilization 320-32

More recently, a review of ten deaths resulting from pulmonary
embolism in women experiencing abortion revealed that all but one of
the eight with embolism proved at autopsy had received general anes-
thesia and that four of the eight had experienced concurrent sterilization
at the time of the abortion.>® The fact that hypercoagulability during
and after pregnancy has been documented by previous research was
noted by the investigators.

It would appear that the extraordinary safety of abortion by in-
strumental evacuation is compromised seriously by concurrent steril-
ization, but more information is necessary to make an accurate evaluation
of the relative risks of interval versus concurrent sterilization.

COMPARATIVE MORTALITY RISKS OF
PREGNANCY PREVENTION AND
TREATMENT ALTERNATIVES

While it is seldom, if ever, stated in medical textbooks, the aim
of all medical treatment should be to prevent suffering and death when-
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ever possible and to apply the least harmful remedy for illness consistent
with survival of the patient. It probably will be generations before the
medical profession applies this standard to pregnancy, since many of its
members persist in the notion that pregnancy and childbirth are uniformly
desirable objectives for all women.

If we are to apply this standard to the prevention and treatment
of pregnancy, however, we may make a rational assessment of the risks
and survival benefits of various methods of fertility control in comparison
with the risks of unplanned and continued pregnancy.

First, we must recognize that various contraceptive measures
have certain risks associated with them: Oral contraceptive use may in-
clude risks of thromboembolism and heart attack, placement of an in-
trauterine device (IUD) may bring a risk of pelvic infection, laparoscopic
tubal sterilization may have risks of injury to abdominal viscera, and so
forth. Aside from the direct risks of reversible or permanent contraception,
residual risks may include the remote possibility of death due to preg-
nancy resulting from method failure. The latter possibility is greater with
the less efficient modes of contraception, such as the barrier methods.

Balanced against this are the risks of death due to untreated
pregnancy (in which the woman receives not even prenatal care); preg-
nancy continued to term under medical supervision, including those
pregnancies treated with late surgical intervention, such as cesarean sec-
tion or forceps delivery; and pregnancy treated with early surgical in-
tervention, as in the case of induced abortion. As we have seen, the latter
category includes a wide variety of risk levels, according to abortion
method, length of gestation when the abortion is performed, skill of the
operator, type of anesthesia, and so forth.

As a rule, women do not make decisions about pregnancy pre-
vention or treatment on the basis of statistical evaluations and medical
advice but rather on the basis of personal attitudes and necessities. At
times, medical considerations enter into the picture, but decisions are
usually made on the basis of such factors as desire or lack of desire for
parenthood, stability of relationships, educational status, emotional status,
or economic status, among others.

It is desirable and necessary, however, for health-care providers
and physicians in particular to be familiar with the relative risks and
combinations. Knowledge of these risk alternatives is essential to the
proper conduct of medical practice, and it is very helpful to the patient
who wants to know.

To this end, Tietze developed a table of risks comparing the
mortality consequences of term pregnancy, contraception, and induced
abortion on the basis of information available in 1969.3%¢ Tietze and
associates have continued to refine this method of analysis and have
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reached the conclusion that the lowest possible risk is experienced by
women using barrier methods of contraception backed up by early abor-
tion to terminate pregnancies resulting from method failure >%-3%” A more
recent study by Ory, using new data, including corrected maternal mor-
tality rates, current abortion mortality rates, and information concerning
the effects of smoking on contraceptive mortality, reinforces this con-
clusion.®*® Depending on the age-group, the next lowest risk categories
are in barrier methods alone, abortion alone, IUD only, and oral con-
traceptives only in women who do not smoke. Women who use no
contraception and are subjected to the risks of term birth have greater
risks, up to the age of 35, than those who use any method of fertility
control. After the age of 40, women who take oral contraceptives but do
not smoke have the highest mortality risk except for women 35 and over
who smoke and use oral contraceptives. Women in the latter category
account for a very large proportion of reproductive mortality, and the
mortality risk of combining smoking and oral contraceptive use appears
to extend to teenagers (Plate 1-1, Table 1-12).

In another approach, Beral recently proposed the construction
of a reproductive mortality rate including pregnancy-related deaths and
contraceptive deaths.*”® Pregnancy-related deaths include those due to
spontaneous and induced abortion, ectopic pregnancy, and all other
deaths related to pregnancy; contraceptive deaths include all those due
to contraception and sterilization.

A review of reproductive mortality trends for the United States
for the years 1955, 1965, and 1975 shows a steady decline in this aggregate
mortality rate (Fig. 1-12).%3° Ectopic pregnancy remained in the vicinity
of 5% of pregnancy-related deaths throughout, the proportion of abortion
deaths dropped from 18% to 5% of pregnancy-related deaths, and the
proportion of contraceptive deaths due to oral contraceptive use rose
from 0 to 45%. The authors estimate that total reproductive mortality
would be reduced by one third if women over the age of 35, especially
those who smoke, would avoid using oral contraceptives. They point
out that methods used for preventing pregnancy now cause almost as
many deaths as pregnancy itself.

BEHAVIORAL ASPECTS OF ABORTION
AND ABORTION MORTALITY

Among the most perplexing problems encountered by abortion-
service providers are those of repeat abortion, delay in seeking abortion,
and postabortion contraceptive acceptance or refusal. Since studies show,
for example, that delay in the performance of abortion results in important
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TABLE 1-12. Annual Number of Birth-related, Method-related, and Total
Deaths Associated With Control of Fertility per 100,000
Nonsterile Women, by Fertility Control Method, According to

Age-group
Age-group
Method of Control
and Outcome 15-19 20-24 25-29 30-34 35-39 40-44
No control, birth-related 7.0 7.4 9.1 14.8 25.7 28.2
Abortion, method-
related 0.5 1.1 13 1.9 1.8 1.1
Pill/nonsmoker 0.5 0.7 1.1 2.1 14.1 32.0
Birth-related ©.2) 0.2) ©0.2) ©.2) 0.3) 0.4)
Method-related 0.3) 0.5) 0.9) (1.9) (13.8) (31.6)
Pill/smoker 24 3.6 6.8 13.7 51.4 117.6
Birth-related 0.2) 0.2) 0.2) 0.2) (0.3) 0.4)
Method-related (2.2) (G.4) (6.6) (13.5) (51.1) (117.2)
1UD only 13 1.1 1.3 1.3 1.9 2.1
Birth-related (0.5) 0.3) (0.3) 0.3) (0.5) 0.7
Method-related 0.8) (0.8) (1.0) (1.0 (1.4) (1.4)
Condom, birth-related 1.1 1.6 0.7 0.2 0.3 0.4
Diaphragm/spermicide,
birth-related 1.9 1.2 1.2 1.3 2.2 2.8
Condom and abortion,
method-related 0.1 0.1 0.1 . . .
Rhythm, birth-related 25 1.6 1.6 1.7 2.9 3.6

*Fewer than 0.1.
(Ory H: Mortality associated with fertility and fertility control: 1983. Fam Plann Perspect
15:57, 1983)

increases in abortion mortality risks, it is an accepted goal of abortion-
service providers to see patients early in pregnancy, when the risks of
abortion are lower.?®! Aside from unnecessary delays as the result of
misinformation provided by health providers, bureaucratic problems,
lack of facilities, or official obstruction of abortion services by govern-
mental agencies, an important component of delay is in the abortion
patient’s own behavior.

Bracken and Kasl have reviewed numerous studies on delay in
seeking abortion.3*? Important components of delay include youth, un-
married status, first pregnancy, a history of unprotected coitus, and denial
of pregnancy.??>3>2 Citing methodologic problems with all existing stud-
ies, Bracken and Kasl describe five stages in the decision process with
regard to unwanted pregnancy and abortion: (1) acknowledgement of
pregnancy, (2) formulation of alternative outcomes—delivery or abortion,
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TABLE 1-12. Annual Number of Birth-related, Method-related, and Total
Deaths Associated With Control of Fertility per 100,000
Nonsterile Women, by Fertility Control Method, According to

Age-group
Age-group
Method of Control
and Outcome 15-19 20-24 25-29 30-34 35-39 40-44
No control, birth-related 7.0 7.4 9.1 14.8 25.7 28.2
Abortion, method-
related 0.5 1.1 1.3 1.9 1.8 1.1
Pill/nonsmoker 0.5 0.7 1.1 2.1 14.1 32.0
Birth-related ©.2) (0.2) (0.2) 0.2) (0.3) 0.4)
Method-related 0.3) (0.5) 0.9 1.9 (13.8) (31.6)
Pill/smoker 2.4 3.6 6.8 13.7 51.4 117.6
Birth-related 0.2) (0.2) ©0.2) 0.2) (0.3) 0.4)
Method-related 2.2) (3.4) 6.6) (13.5) (51.1) (117.2)
IUD only 1.3 1.1 1.3 1.3 1.9 2.1
Birth-related 0.5) 0.3) 0.3) (0.3) (0.5) 0.7
Method-related (0.8) (0.8) (1.0) (1.0) (1.4) (14)
Condom, birth-related 1.1 1.6 0.7 0.2 0.3 04
Diaphragm/spermicide,
birth-related 1.9 1.2 1.2 1.3 2.2 2.8
Condom and abortion,
method-related 0.1 0.1 0.1 . . .
Rhythm, birth-related 25 1.6 1.6 1.7 2.9 36

*Fewer than 0.1.
(Ory H: Mortality associated with fertility and fertility control: 1983. Fam Plann Perspect
15:57, 1983)

increases in abortion mortality risks, it is an accepted goal of abortion-
service providers to see patients early in pregnancy, when the risks of
abortion are lower.?®! Aside from unnecessary delays as the result of
misinformation provided by health providers, bureaucratic problems,
lack of facilities, or official obstruction of abortion services by govern-
mental agencies, an important component of delay is in the abortion
patient’s own behavior.

Bracken and Kasl have reviewed numerous studies on delay in
seeking abortion.3*? Important components of delay include youth, un-
married status, first pregnancy, a history of unprotected coitus, and denial
of pregnancy.??*-3% Citing methodologic problems with all existing stud-
ies, Bracken and Kasl describe five stages in the decision process with
regard to unwanted pregnancy and abortion: (1) acknowledgement of
pregnancy, (2) formulation of alternative outcomes—delivery or abortion,



The Epidemiologic Foundations of Abortion Practice

42

(uoneossy [edlpapy ueduswy ‘zgeL
© 3uAdo) ‘7861 ‘68.Z:LbT VWVI "S21IS panun ay) ur Ayjeysow aanonpoiday :[e 19 1D uigny ‘W4 apAe] ‘dg
syoes) (aandadsenuod [e1o HO) ‘SL6L PUE ‘SI6L ‘SS6L 10} SABIS panun a3yl ui Ayjeriow aandnpoiday *zL-1 84

GL6L G961 SG61
% eap uonioqy 7, O
= Miean tonss \\ \\\\\\\ \\ %
%EY syieap Asueubard 120 \
\ AlITV1HOW f /)
8 L %LC syleap uonioqy4 -
- %E sylesp 91d01931
%19 sylesp Asueubaid JayiQ]
Pyo— 4 ] -2
(P10 "sIA %pp-GL uswiom jo syleap 30 %g=) %G8 SH1v3Q]
syleap 666=N ° y
4 Qa31v134 ADNVNDIHA] e
U/, 7 =

!
<
Gl usaWwom 000°00L +ad syreaq jo 'ON

SIB3A b

¥ %81 sijzeap uotioqy 4 | g
-sIA %S syieap s1do1034
(P10 "SJA H-G| uawom Jo syieap Jo anv 9L syieap Aoueubaid Joy0
suieap 986'L=N [ 1o
r %66 ALITVLHOW]
# Q31v13H ADNVNDIYH
\\\\\ b
2]
(P10 "SJA -G uaWwom 4o syyeap
$0 %9=) sYeap £0/'Z=N
-6
L0l

pio sieah pi-GL uawom (00’001
Jad syiesp ‘oN
aley Anjeriop aananpoiday



Behavioral Aspects of Abortion and Abortion Mortality 43

(3) selection of delivery or abortion, (4) commitment to chosen outcome,
and (5) adherence to the decision. The authors recommend prospective
studies of this decision process to understand better decision making
in unwanted pregnancy. David adds another category to the model pro-
posed by Bracken and Kasl for women whose decisions are character-
istically delayed, such as the poor, minority women, and teenagers.>>?
In studying behavioral factors leading to abortion deaths, inves-
tigators from the CDC identified four principal “behavioral risk factors”
that could contribute to an abortion death.?** These included (1) com-
munity factors, such as lack of services or laws requiring parental consent;
(2) patient factors, such as delay in seeking abortion or treatment of
complications; (3) physician factors, such as inadequate diagnosis or
treatment; and (4) health-care facility factors, such as unskilled personnel,
inadequate equipment, or inappropriate policies. It was found that two
or more behavioral risk factors contributed to the risk of death in 64%
of the deaths studied (Fig. 1-13). Nearly half of the deaths due to legal
abortion were the consequence of delay in obtaining abortion until past
the 13th week of gestation. In half or nearly half of the deaths due to
illegal abortion, risks of death were increased by inappropriate physician
treatment and by delays in seeking treatment for an obvious complication.
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REPEAT ABORTION

Within a few months after liberalization of New York’s abortion
law, abortion providers in New York City began encountering women
returning for repeat abortions, raising concerns that women would use
contraception less effectively when there was easy access to abortion
services. By July 1972, 2.5% of all procedures had been repeat abortions.**
However, Tietze concluded that the rising rate of repeat abortion was
principally a reflection of the increasing number of women who had first
abortions and, being fertile, were at risk of having repeat abortions with
subsequent pregnancies.?*® He cited several reasons why they might be
at higher risk than women who had not had abortions:

The age distribution of women who have had abortions is
different from those who have not, with women in the first
category more likely to be in the prime reproductive age
range.

Women who have had abortions are more likely to be
sexually active than those who have not had abortions.

Women who have had abortions are more likely to be able to
conceive than women who have not had abortions.

Women who have had abortions are more likely to accept
abortion as a means of avoiding a term pregnancy.

While a few women may use abortion instead of contraception
for fertility control, many more have difficulty in obtaining
contraception and using it effectively.?>’

In a study based on linked records of abortion patients obtaining
repeat abortions in Hawaii, Steinhoff and associates found no evidence
thataccess to abortion resulted in a decline in the use of contraception.>>®
Steinhoff confirmed an earlier study showing two patterns in abortion
use among the women studied.>®® One group of women used abortion
as a supplement to other family planning methods by postponing first
births or by preventing later births after the second child. The second
group tended to seek abortions to prevent higher parity order births and,
to a lesser degree, to postpone lower parity order births. The first group
tended to have higher socioeconomic status than the second group. It
was concluded that the repeat abortion rate was not likely to be lower
with contraceptives currently available and that teenagers and women
with low socioeconomic status are more likely to have difficulty con-
trolling their fertility without access to abortion.

A study by Schneider and Thompson of a small number of women
seeking repeat abortions concluded that these women are more likely
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to use contraception than women who are about to have a first abortion
but are less likely to do so than sexually active nonpregnant women.
The authors interpret their results to mean that women are more likely
to use contraception effectively for a short time after the abortion because
of the abortion experience and not the counseling they may receive but
that contraceptive use declines until it is less than that seen in women
without abortion experience.?%°

By contrast, Howe and co-workers found that women about to
have a repeat abortion were more likely to have used contraception in
an effort to prevent the current pregnancy than were women having their
first abortions.?®! Three fourths of the women studied did not perceive
or wish to use abortion as a primary method of fertility control.

POSTABORTION CONTRACEPTIVE USE

Howe's results are confirmed by other studies showing more
effective contraceptive use following abortion.>? Margolis and colleagues
found that 93% of patients at Preterm Clinic in Washington, DC, accepted
a method of contraception immediately following abortion and that 78%
were using one of the more effective methods (pill, IUD, or sterilization)
6 months after the abortion.3®® A later study performed at the same in-
stitution found that 93% were using contraception at the time of the
postabortion follow-up examination and all but 10% were using either
oral contraceptives or IUDs.** There is no evidence that most women
who have abortions continue to rely on them for fertility control.>¢®

CONCLUSION

An essential approach to the question of abortion practice is
asking the larger conceptual question: Why are we doing this? How is
the practice of performing abortions connected to the rest of the traditions
of medical diagnosis, treatment, and prevention of illness? Is the inter-
ruption of pregnancy an anomaly in the history of medicine? How do
we explain the overwhelming demand among women of all cultures for
special rituals, treatments, and institutions dealing with pregnancy,
whether the pregnancies are desired or not? How do we explain the fact
that women who have legal abortions under medical supervision are
more likely to survive pregnancy than those who carry pregnancy to
term, especially if pregnancy is “normal,” as we have been taught to
believe?
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If pregnancy is “normal,” how can we justify abortion? If preg-
nancy is defined as an “illness,” how is that consistent with past or
continued survival of the human species? What do these questions have
to do with the provision of abortion services, the choice of abortion
methods, and the attitudes of society toward abortion services?

In fact, these questions have a great deal to do with abortion
practice. Unless we answer them, we have no comprehensible theory
by which we can understand the history, context, or substance of our
actions and knowledge about abortion. In this chapter, I have tried to
show that there is an epidemiologic foundation for abortion practice that
derives from our existing knowledge about the etiology, physiology,
clinical course, prevention and treatment alternatives, and life risks as-
sociated with pregnancy. This epidemiologic foundation easily embraces
information as disparate as the data we have about the community phe-
nomena of pregnancy and abortion as well as the range of individual
choices that determine the occurrence and outcome of pregnancy ex-
perience.

In reviewing the enormous range of information we have, we
may arrive at several important perspectives that help us understand our
alternatives in treating both desired and undesired pregnancies:

Pregnancy should be seen as a biocultural event in the
context of other human illnesses.

The prevention and treatment of pregnancy should be seen
as biocultural events in the context of other forms of
health care.

The open recognition and treatment of pregnancy as an
illness would be consistent with the individual self-interest
of those experiencing pregnancy, good standards of medical
practice, and the continued survival of human and other
species.

The treatment of pregnancy should be tailored to the specific
needs of the individual woman, with her safety and her
desires as the highest priorities.

The choice of treatment of pregnancy should occur in the
context of the normal evaluation of medical treatment; that
is to say the safest and most appropriate treatment should
be chosen on the basis of the patient’s safety and long-term
risks and not according to the convenience of health-care
providers or political ideology.>®®

Due to the comparative mortality risks of induced abortion
and term birth, abortion is the indicated treatment of choice
for pregnancy unless pregnancy is desired for the purpose
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of reproduction.?®® In this sense, the distinction between
elective and therapeutic abortions is false; all abortions are
therapeutic. The elective treatment of pregnancy is the
medical management or late surgical intervention of
continued pregnancy to assure survival of the pregnant
woman through parturition and the puerperium.

There is no social, political, or economic justification for
withholding the treatment of choice in pregnancy.
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