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Abstract: There will always be women who need abortions after 12 weeks of pregnancy,
and their reasons are often compelling. Although second trimester abortions carry relatively
more risks than first trimester abortions, abortion is still very safe throughout the second
trimester if done in safe conditions. This paper is about law and policy on second trimester
abortions, which are allowed on more restrictive grounds than first trimester abortions in
most countries, if at all. It focuses on countries where most or at least some second trimester
abortions are allowed, including in Europe, where many women are still forced to travel for
second trimester abortions, and countries in the developing world, where most second
trimester abortions remain unsafe. The need for second trimester abortion should be met in
a safe, timely and sympathetic manner. Abortion should be legal at the woman’s request up
to 24 weeks and on therapeutic grounds after that, and no other barriers or hurdles should
be imposed on women seeking second trimester abortion. In-depth, country-based research
is needed, to bring out the facts on second trimester abortion, as evidence of why it should
be treated as a legitimate form of women’s health care and supported in public health policy.
Keywords: second trimester abortion, abortion law and policy, maternal mortality and
morbidity.

1. INTRODUCTION

Women seek second trimester abortions for much same reasons as first trimester
abortions, but they tend to be quite young women with little awareness of pregnancy
symptoms, poor women who need time to raise the money to pay the higher costs of a
second trimester abortion, women who do not know where to seek help, those who come
up against barriers created by the health system, women who only learn of fetal
indications in the second trimester, and women whose personal situations are

complicated and whose reasons for seeking abortion are often compelling. A qualitative

' A first version of this article was published in Reproductive Health Matters: Berer, Merge (2008), “A Critical
Appraisal of Laws on Second Trimester Abortion”, Reproductive Health Matters, Vol.16 (31), 3-13.
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study in the United States, for example, among 398 urban women seeking abortion at 5—
23 weeks of pregnancy, found that the women first presenting in the second trimester
came an average of 70 days later than those presenting in the first trimester. In 58% of
cases, this was due to delayed recognition of pregnancy and delayed confirmation of
pregnancy with a pregnancy test. Logistical delays occurred in arranging insurance to pay
for the abortion, problems locating a provider and time lost due to an inappropriate initial
referral, which were experienced in almost two-thirds of cases (Drey et al., 2006). Some
people consider all abortions after the first trimester as “late”. When they say this, they
often mean they think they are “too late”, and that there is something wrong with the
women who seek them, whom they think should be treated punitively as a result. This is
found even where abortion laws have been liberalized in the first trimester; the stigma of
abortion shifts to those in the second trimester. This is reflected in many laws covering
second trimester abortion, which either do not allow second trimester abortion at all or
restrict the grounds and create barriers to obtaining a second trimester abortion.

This paper looks briefly at data on the safety of second trimester abortion and the
proportion of abortions that take place in the second trimester. Its main focus is on the
laws and regulations governing second trimester abortion. It focuses on countries where
most or at least some second trimester abortions are allowed, including in Europe, where
women are still forced to travel for second trimester abortions, and countries in the
developing world, where most second trimester abortions remain unsafe. Examples are
taken from the United Nations’ Abortion: A Global Review, reports by the Center for
Reproductive Rights and Guttmacher Institute, articles in Reproductive Health Matters,
relevant articles indexed in PubMed, news stories and personal communications. This
paper is not a systematic review of countries and their laws or the literature, and it does
not go into the differences between what exists in law and practice, which would have
taken more time and resources than were available and would require a lengthy thesis or

a book.

2. MORTALITY AND MORBIDITY RELATED TO UNSAFE SECOND TRIMESTER ABORTION
Approximately 42 million pregnancies were terminated in 2003, of which nearly 20 million
were unsafe. 98% of the unsafe abortions took place in developing countries with
restrictive abortion laws, resulting in an estimated 66,500 deaths (WHO, 2007).
Approximately five million women are hospitalized each year with complications following
unsafe abortion. By comparison, complications from safe abortion procedures and
hospitalization for these are very rare (Singh, 2006). The proportion of complications
related to unsafe second trimester abortion among women who have been hospitalized is

unknown. Today, in a growing number of settings where abortion is legally restricted,
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women are using the drug misoprostol (Cytotec) to cause a miscarriage, whether under a
doctor’s care or self-administered. This includes most of Latin America and the Caribbean,
parts of Asia, several countries in Africa and a few European countries.? This has greatly
reduced the severity of complications and meant that many women are seeking hospital
care primarily for incomplete abortions, which can be treated most of the time with
vacuum aspiration (Arilha and Barbosa, 1993). Although it is not recommended that
women attempt to use misoprostol outside a clinical setting after nine weeks of
pregnancy, anecdotal reports indicate that women who have no other option are doing so
anyway, including after 13 weeks. No one knows how common this is nor how many
women use an effective regimen or need additional treatment afterwards.

Few population-based studies in legally restricted settings, where almost all unsafe
abortions take place, distinguish how many take place in the second trimester. Both
complications and deaths in the second trimester are also often hidden in clinical records
and reports of deaths. A study in 2001 in two sites in two states of Mexico, for example,
with about 1.5 million inhabitants, found no officially registered second trimester abortion-
related deaths. However, verbal autopsy and review of clinical records and death
certificates found, among the 32 registered maternal deaths, four misclassified deaths that
were actually second trimester abortion related deaths (Walker et al., 2004), that were
probably purposely covered up to avoid investigation and prosecution. A revealing study
in Kenya in 2002 examined records of all women presenting prior to 22 weeks of
pregnancy with abortion-related complications at 54 district hospitals in a three-week
period. 809 patients were identified with abortion complications, of which approximately
16% were aged 14-19 years. Most (80%) presented with incomplete abortion.

Approximately 34% of the 809 women were in the second trimester of pregnancy.
Those with second trimester abortion complications were 3.6 times as likely to have signs
of mechanical injury as women with first trimester complications, and the second trimester
complications were 1.7 times as likely to be of moderate or high severity as the first
trimester complications. Moreover, six of the seven women who died were in the second
trimester. Even though it is thought that first trimester abortion deaths are declining in
Kenya, the data on second trimester complications underscore the need to make second
trimester procedures safer as well (Gebreselassie, 2005). The Soviet Union was the first
in the world to make abortion legal on request, in 1920. In Russia today, however, many
second trimester abortions have remained unsafe even though the law allowed them on a

wide range of grounds until 2003. A study analyzing all abortions and abortion-related

2 Reports at: Medical Abortion: An International Forum on Policies, Programs and Services. International
Consortium for Medical Abortion. Johannesburg, 17—-20 October 2004.
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deaths in 1999 found that only 6.6% of all abortions were performed between 13 and 27
weeks, but 76% of abortion-related deaths were associated with these abortions, both
inside and outside of medical institutions. Improving access to safe second trimester
methods, preventing delays and better treatment of complications were the key strategies
recommended for reducing second trimester abortion-related deaths (Zhirova, 2004).
Instead, in 2003, the Russian Federation restricted the legal grounds for abortions at 13—
22 weeks from 12 to four, 8 with the likelihood of detrimental public health consequences.
The number of women who attempt an unsafe abortion is estimated to be 20-25% higher
than the number who succeeds. Some women may make more than one attempt before
succeeding, each time risking their health and lives. Laws that create barriers to obtaining
an abortion thus mostly fail to stop women having them, but do force women to risk their
lives doing so, and probably contribute to making complete abortions later than they need

to be. How often this occurs with attempted second trimester abortions is unknown.

3. SECOND TRIMESTER ABORTIONS ARE SAFE WITH TRAINED PROVIDERS
In 1981, second trimester abortions comprised 10-15% of all reported terminations
globally, but were responsible for two-thirds of all major complications and over 50% of all
abortion-related maternal deaths (Tietze, 1981).®> Much has changed since 1981,
however. Abortion-related deaths have been declining globally in the past three decades
because many more countries now have safe, legal abortion, abortion methods have
become substantially safer and simpler, more providers have been trained, and women
with complications are more likely to seek and to receive medical help, even where
abortion is still legally restricted. Second trimester abortions carry relatively more risk and
account for a greater proportion of complications than first trimester abortions, even when
the procedure used is safe, the provider skilled and the quality of care high. This is
because abortion procedures and pregnancy itself are riskier as pregnancy progresses.
Nevertheless, even throughout the second trimester, abortion with a skilled provider is
very safe. Recent data from the United States, for example, show that there is only one
death per 1,000,000 abortions in the first eight weeks of pregnancy, one death per 29,000
abortions at 16—20 weeks, and one death per 11,000 abortions at 21 weeks or later
(Guttmacher Institute, 2008). An estimation of pregnancy-related mortality in the US by
pregnancy outcome found that abortion (induced and spontaneous) was associated with
the lowest risk, live birth intermediate risk (one death per 14,000 live births), and ectopic
pregnancy and fetal death the highest risk (Grimes, 2006). While the difference in risk

underlines the importance of encouraging women with unwanted pregnancy to seek

® More recent figures could not be found.
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abortion as soon as possible after a missed period, it also reassures that deaths from
abortion at all stages are rare when providers are trained. Complication rates with skilled
provision of currently approved second trimester abortion methods (mifepristone—

misoprostol and dilatation and evacuation [D&E]) are also very low (Grossman, 2008).

4. PROPORTION OF SAFE SECOND TRIMESTER ABORTIONS TO TOTAL ABORTIONS

There will always be women who need abortions after 13 weeks of pregnancy, but the
numbers diminish greatly by 20 weeks, becoming rare after 24 weeks. It is not the law that
makes this happen, but women themselves. For example, in Britain in 2007, 90% of
abortions took place by 12 weeks of pregnancy,” and only 1.5% of abortions took place
after 20 weeks (Department of Health, 2008), in a context where the law permits abortions
up to 24 weeks on exactly the same grounds as first trimester abortions and on more

limited grounds only after that.

Table 1. Abortions in Great Britain by number
of weeks of pregnancy, 20074

3-9 weeks 139,144  (70.1%)
10-12 weeks 38,998  (19.6%)
13-19 weeks 17,430 (8.8%)
>20 weeks 2,927 (1.5%)

(Arilha and Barbosa, 1993)

In South Africa, in contrast, reflecting the pre-law reform situation, over one-third of
abortions in 1997 were after 12 weeks (Reproductive Rights Alliance Barometer, 1998),
whereas now, second trimester abortions constitute 20% of all abortions (Harries et al.,
2007). This is in a context where the law allows abortion on request up to 12 weeks but
restricts the reasons at 13—-20 weeks to risk of injury to the woman’s physical or mental
health, substantial risk of severe fetal abnormality, rape or incest, or significant effect on
the socio-economic circumstances of the woman, and after 20 weeks, to danger to the
woman’s life and severe fetal abnormality (RHM, 1997). Although 20% is still a high
proportion, the reduction following law reform shows the close association of legality with

improved access to services.

* Britain has for many years had a lower proportion of total abortions before 13 weeks than several other
European countries.
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5. LAWS GOVERNING SECOND TRIMESTER ABORTION:5 INTENT TO RESTRICT

How late in pregnancy abortions should be permitted and carried out is treated as a
matter of great controversy in the public policy arena, especially where there is an active
anti-abortion movement. Given the lack of political support for second trimester abortions
historically, almost all existing abortion laws and regulations are restrictive (if not punitive)
in practice, even if not in intent, and serve to create barriers to obtaining a second
trimester abortion, sometimes impassable ones. Abortion in both first and second
trimesters is most commonly permitted on the following grounds:

e to save the life of the woman

to preserve the physical health of the woman
o to preserve the mental health of the woman
e pregnancy resulting from rape or incest

o risk of fetal impairment

e economic or social reasons

o atthe woman’s request.

Although legal grounds alone may not reflect the way in which the law is applied, nor
the quality of services, in more than 160 countries where legislation allows abortion on
broad indications, there is a lower incidence of and much lower mortality from unsafe
abortions, than in countries where legislation greatly restricts abortion. Most abortions
become safe mainly or only where women'’s reasons for abortion and the legal grounds for
abortion coincide (RHM, 2004).

64% of the world’s women live in countries where abortion is generally permissible,
and one quarter where it is severely restricted (Cohen, 2007). Like many documents on
global abortion law and policy, however, the source of these figures does not distinguish
between law and policy in the first and second trimester. Some generalizations can be
made, however. Where first trimester abortions are narrowly restricted, the law does not
tend to permit second trimester abortion at all, except to save the life of the woman.
Saving the woman'’s life is a crucial legal grounds, as its withdrawal in Nicaragua in 2006
has shown (RHM, 2007), but overall very few abortions are carried out on this grounds

except where serious ill-health in pregnant women is common.

° Wording used to describe the laws in this section comes from the texts where they were found, with minor
editing for clarity. Most are from translations, whether official or otherwise.
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In addition to protecting the woman’s life, countries that do permit first trimester
abortions also permit some second trimester abortions, usually on one or more of these
grounds: the woman’s health and sometimes mental health (narrowly or liberally
interpreted), rape and incest, and fetal abnormality. Some allow second trimester abortion
for all these reasons plus economic and social reasons, including South Africa
(Reproductive Rights Alliance Barometer, 1998). Only a few allow second trimester
abortion on request. Some countries require the approval of an appointed commission or
one or more physicians, including in places where physicians are scarce. Some countries’
laws are unclear as to what constitutes a legal second trimester procedure, for example,
many countries whose laws are restrictive in intent do not distinguish according to weeks
of pregnancy, e.g. in Latin America.

Britain since 1967, China since 1979 and the Netherlands since 1984 are among the
few to have the same legal grounds for both first and second trimester abortions up to 24
weeks. Britain requires the authorization of two doctors for all abortions with a broad list of
grounds (not on request), while the Netherlands has abortion on request but with a
required reflection period. In both countries, abortion is not permitted once the fetus is
able to survive outside the womb. In the Netherlands, this is interpreted variously by
physicians to mean after 22—-24 weeks, after which abortions are virtually never done
(Gevers, 2006; Loeber and Wijsen, 2008). In Britain, viability was considered to be 28
weeks until the law was amended in 1990, reducing the time limit to 24 weeks, and
creating exceptions after 24 weeks for which abortion would still be allowed. Those
exceptions are: risk of grave permanent injury to the physical or mental health of the
pregnant woman; risk to the life of the pregnant woman greater than if the pregnancy were
terminated; and substantial risk that if the child were born it would suffer from such
physical or mental abnormalities as to be seriously handicapped (Ingham et al., 2008).

China has allowed abortion with the consent of the woman, since 1979, up to six
months of pregnancy. Second trimester abortions are performed in a hospital by a
physician. Abortion services are provided by the Government of China as a public service.
The law allows 30 days of paid sick leave if the pregnancy is terminated after the first
trimester (UNPD, 2002).

Sweden has abortion on request up to the end of 18 completed weeks of pregnancy.
After that, abortion may be performed only if the National Board of Health and Welfare has
granted the woman permission for the procedure. Such permission may only be granted if
exceptional grounds exist for the abortion, and may not be granted if there is reason to
assume that the fetus is viable. In cases of grave danger to the life or health of the

woman, on account of her having an iliness or bodily defect, permission may be granted
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regardless of how far the pregnancy has progressed (Ministry of Health and Social Affairs,
2005).

These four laws are among the most liberal in the world as regards second trimester
abortion. Canada is unique, in that it has had no specific law on abortion at all since the
highest court struck down the existing law as inequitable in 1989. This happened following
a comprehensive study published in 1977 that found sharp disparities in women’s access
to therapeutic abortions. For example, approval of a committee was required but most
hospitals had no committee, or the committee never met. Obtaining permission could take
as long as eight weeks, which meant abortions requested early often occurred in the
second trimester. Repeated efforts by anti-abortion activists to date have failed to impose
a new law, though issues of access continue to make it difficult for rural women especially
to obtain abortions without travelling great distances (Rodgers, 2007).

A court case in the United States, Roe v. Wade 1973, allows abortion on request
through the second trimester, but access and funding for abortions are limited for many
women, especially by a tangle of complicated regulations and restrictions imposed both by
the federal government and many states. Since 2007, the so-called Partial Birth Abortion
Ban Act, first passed in 2003 and challenged unsuccessfully in court, “asserts that the
state’s interests in how an abortion is performed and in fetal life override women'’s rights”.
In banning a particular late abortion procedure, it has negative implications for evidence-
based practice, the training of providers and clinical innovation, as well as opening a door
for possible further restrictions in the law (Yanow and Weitz, 2008).

In the state of Victoria, Australia, women have access to abortion under common law,
through a judge’s 1969 ruling that permits abortion when it is necessary to protect the life
or health of the woman. It was agreed in 2006 that abortion should be decriminalised. A
2007 report to the Victoria state parliament recommends three possible models for
decriminalisation, up for a vote in 2008. One model would take abortion out of the Crimes
Act, but keep the decision about whether a procedure was “necessary” in the hands of
the medical profession and the law. The second model would allow women’s consent for
abortions up to 24 weeks of pregnancy, after which one or two doctors would have to
assess whether the continuation of the pregnancy posed a risk of harm to the woman. The
third model would make the woman the only decision-maker throughout; abortion would
only be deemed unlawful if conducted by unqualified people and without the woman’s
consent. 80% of people polled in the state indicated their support for abortion as a
woman’s decision (Windisch, 2008).

India’s Termination of Pregnancy Act 1971 allows an unwanted pregnancy to be
terminated up to 20 weeks of pregnancy, but requires a second doctor’s approval if the

pregnancy is beyond 12 weeks. The grounds include grave risk to the physical or mental
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health of the woman in her actual or foreseeable environment, as when pregnancy results
from contraceptive failure, or on humanitarian grounds, or if pregnancy results from a sex
crime such as rape or intercourse with a mentally-challenged woman, or on eugenic
grounds, where there is reason to suspect substantial risk that the child, if born, would
suffer from deformity or disease (Hirve, 2004).

While these are inclusive and broad grounds for the second trimester, India falls down
at the service delivery level, especially in rural areas. Getting a second doctor’s approval,
especially in a rural setting, would be punitive and restrictive in effect, if indeed it is
adhered to. Many of the generation of countries who reformed their laws after about 1995
have been less progressive. These include Albania, Cambodia, Nepal, Portugal, South
Africa, Switzerland and the Federal District of Mexico City. All of the countries (and the
city) in this group currently allow abortion on request up to 10, 12 and in a few cases 14
weeks of pregnancy. After that, the grounds become far more restrictive. This is similar to
France and lItaly, who reformed their laws in the mid-to late 1970s and included abortion
at the woman’s request, but only in the first trimester. In Cambodia, under a 1997 law
whose aim was to reduce maternal deaths from unsafe abortions and contribute to fertility
control, a woman may obtain an abortion on request during the first 12 weeks of
pregnancy. After this, abortions are allowed only if there is a probability of the pregnancy
developing abnormally or if the pregnancy poses a danger to the mother’s life; if the baby
who will be born can get an incurable disease; or if the pregnancy is caused by rape. In
these cases, the abortion must be approved by a group of two or three medical personnel
(UNPD, 2002). In some cases, e.g. Portugal and Mexico City, they were legislating
changes in a context in which abortion was so contested that advocates felt they could
only go so far and still hope to succeed. Portugal's 2007 law, for example, makes abortion
legal on request only up to ten weeks of pregnancy. Thereafter, abortion is allowed up to
24 weeks only if there are sound reasons for assuming that the child will suffer from a
serious incurable disease or congenital malformation (in the case of non-viable fetuses,
termination may be performed at any time), or if abortion is the only way to avert risk of
death or grave and irreversible damage to physical or mental health of the woman (WHO,
2007).

In Cuba, since 1979, abortion is legal at the request of the woman through 12 weeks.
Abortions of 10-12 weeks require examination by a gynecologist and counseling from a
social worker. Women under 18 years of age must have parental consent and those under
16 require authorization by a medical committee. For second trimester abortion, in
addition to the conditions for first trimester procedures, the abortion must be authorized by

a committee of obstetricians, psychologists and social workers (UNPD, 2002).
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Under Nepal’'s 2002 law, abortion is allowed up to 12 weeks with the woman’s
consent; up to 18weeks if the pregnancy is the result of rape or incest, and at any time
during the pregnancy on the advice of a medical practitioner if the life, or physical or
mental health of the woman are at risk, or the fetus is deformed or incompatible with life.
This law is a huge advance compared to the country’s previous law, which allowed
abortion only to save the life of the woman (Shakya et al., 2004), but problems of
interpretation of what is allowed in the second trimester, e.g. the conditions for the mental
health indication, are concerning providers and policymakers.

In Switzerland, a law dating from 2001 allows abortion on request up to12 weeks and
for therapeutic reasons thereafter. Before that, women had to obtain a second medical
opinion confirming that their physical, mental or socio-medical health was at risk because
of the pregnancy, without any upper time limit. In 2006, the percentage of abortions above
12 weeks was only 3.8%. It has always been difficult to obtain an abortion after 12—-14
weeks in Switzerland, even before the new legislation and without an upper time limit. The
law was simply interpreted more restrictively in the second trimester. Women without a
compelling medical or socio-medical reason (e.g. maternal health, drug addiction, fetal
anomaly) travelled to other countries (mostly Netherlands, Britain and more recently
Spain) for abortion and still do, even though the new law allows for quite a liberal
interpretation of health grounds (Anne-Marie Rey, Abortion-Information (formerly USPDA),
Zollikofen, Personal communication, 2008).

Another group of countries whose laws were reformed in similar ways in the past ten
years include Benin, Bhutan, Burkina Faso, Chad, Colombia, Ethiopia, Guinea, Mali, Saint
Lucia, Swaziland, and Togo (Center for Reproductive Rights, 2007). These laws contain
restrictive grounds whereby abortion is legal to save the woman’s life and protect her
health (and in some cases also her mental health), and in some countries also in cases of
rape and incest and/or fetal impairment. In most cases, these laws have replaced laws
that narrowly allowed abortion only to save the woman’s life and possibly her health in
contexts where almost no legal abortions were being carried out. A large question in
relation to these new laws, however, is whether or not, since their passage, more women
have access to a safe second trimester abortion than before they were passed.

Moreover, it is not always clear whether these laws create the conditions to ensure
safe abortions can be carried out in either trimester of pregnancy. Burkina Faso, for
example, attached the following conditions to its 1996 law: voluntary interruption of
pregnancy is allowed at all times during pregnancy if two physicians attest that the
continuance of the pregnancy endangers the health of the woman or that a strong
possibility exists that the unborn child will be afflicted with a condition of exceptional

seriousness recognized as incurable at the time of diagnosis. Moreover, in a case of rape
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or incest established by the State prosecutor, a woman is authorized to request a
physician to perform an abortion during the first 10 weeks of pregnancy (UNPD, 2002).
With limited access to one doctor, let alone two, limited access to facilities for diagnosis of
fetal anomalies, and even less chance of proving rape or incest within a ten-week window,
these conditions are not likely to lead to legal abortions, let alone second trimester ones.

Brazil is an example of what happens when abortion for fetal indications is not legal.
Women who cannot obtain an illegal abortion are forced to continue the pregnancy and
deliver the baby, even if it will certainly die soon after birth, such as with anencephaly. In
Brazil, in these cases, women can seek a judge’s authorization from the office of the
Attorney General for an abortion. However, women carrying a fetus diagnosed with
anencephaly felt it was embarrassing and humiliating to have to go to court during such a
painful time (Ferreira da Costa et al., 2005). A temporary Ministerial order in 2004 granted
authorization of all pregnancy terminations in cases of anencephaly until such time as the
law could be changed (Freitas, 2004), only to rescind the order three months later. The
Brazilian Supreme Court will be taking up a case on anencephaly again in August 2008 to
re-review this decision. The presiding judge, Marco Aurelio, is quoted as saying he
believes anencephaly falls under therapeutic abortion because the fetus is not viable
outside of the uterus (IPAS, 2008).

British obstetrician—gynecologist David Paintin once wrote: “Although abortion after
24 weeks should be necessary only on the rare occasions when a fetal abnormality has
not been discovered earlier in pregnancy, it should be regarded as ethical regardless of its
timing” (Paintin, 1997). Debora Diniz from Brazil recommended that in cases of fetal
anomaly incompatible with life, termination should be classified as therapeutic premature
delivery, not as induced abortion, legally or medically, so that it is not regulated under
abortion law (Diniz, 2003). It would be far preferable, however, if abortion laws did not

create barriers in these cases.

6. CROSSING BORDERS FOR SECOND TRIMESTER ABORTIONS IN EUROPE
In most of Europe today, the state recognises that it has a duty of care to make abortion
safe. Nevertheless, Northern Ireland, Ireland, Malta and Poland, where abortion is legally
restricted, hypocritically count on other countries to take care of their “problem” for them.
Women'’s travelling from one European country to another for abortion has been
going on since eastern European countries followed the Soviet Union in legalizing
abortion in the 1950s, and western European women went to Poland and Yugoslavia for
abortions. In 1975, in contrast, about 90% of the 100,000 abortions performed in Dutch
clinics were women from abroad, mostly West Germans (Evert Ketting, personal

communication, July 2008). At least 130,500 Irish women have travelled to England and
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Wales to date to have abortions since 1968 (Department of Health, 2008). In 1976, 30,000
Spanish women were travelling annually to Britain for safe abortions (El Pais, 1976) and
at least one clinic in London specialized in abortions over 20 weeks for an international
clientele. The number of women travelling to Britain declined from 56,591 in 1973 to 9,833
in 2000 (Department of Health, 2006), and the number visiting the Netherlands for
abortion also decreased, from 10,000 in 1990 to about 4,000 in 2004 (Gevers, 2006).
Since more countries made abortion legal and accessible in the first trimester, most
women are now travelling for second trimester procedures.

Women over 12-14 weeks of pregnancy still have to travel elsewhere from France,
Portugal and Italy. They and women who are 20—24 weeks usually go to the Netherlands
or Britain and to Spain after 24 weeks, through clinic referrals. Those who travel to Spain
at 25-28 weeks are a handful each year but a very vulnerable group. Because legal
abortions are almost unobtainable in Poland, Polish women are travelling to Germany,
Czech Republic, Austria, Netherlands and Belarus. They are probably also going to other
Eastern European countries (Ukraine, Lithuania) if they live close to the border and have
connections in those countries (Wanda Nowicka, personal communication, October 2007).
The numbers seeking second trimester abortion are unknown. The Spanish law of 1985
allows abortion in the first 22 weeks of pregnancy in cases of fetal malformation, in the
first 12 weeks in cases of rape, and without a clear upper time limit if the woman’s mental
or physical health is at risk. Late second trimester abortion suddenly hit the news in
November and December 2007 after police raided several Barcelona clinics accused by
an anti-abortion group of carrying out late second trimester abortions illegally. Some of the
patients were believed to have been from other European countries. Several doctors and
clinic staff were detained, two Madrid clinics were closed and about 40 patients came
under investigation. The events prompted a wave of minor attacks, such as phone threats
or smashed windows, against abortion clinics (Deutsche Presse Agentur, 2008). In
response, 40 abortion clinics all over Spain staged an unprecedented strike in January
2008, supported by feminist and other groups. The situation exposed ambiguities in the
interpretation of the health grounds in the law, particularly mental health grounds, and the
Socialist Prime Minister Zapatero pledged to carry out reforms after he was re-elected in
March 2008. In April 2008, it was reported that charges against 21 women accused of
having illegal abortions had been dropped because the women had acted with the
conviction that they were not violating the law (E/ Periodico, 2008). In July 2008, the
Spanish government issued guidance that women’s medical records could only be
opened by court order, in order to protect the privacy of women who have abortions

(Agence France-Presse, 2008).
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In what may or may not have been a related case, a 24-year-old Dutch—Moroccan
woman was arrested in November 2007, under suspicion that she had had a late second
trimester abortion (rumor said anything from 22 to 27 weeks) in one of the Spanish clinics
being investigated there. Though legal under Spanish law, the abortion would have been
illegal under Dutch law, and the Dutch clinic where she first sought help was also
investigated, as it was alleged that they had referred her — quite legally if they did so — to
Spain. The woman was not permitted to speak to anyone except her solicitor, and not
released from prison for four weeks. It later emerged that she had told her partner she had
had a stillbirth. He became suspicious and informed the police (Associated Press, 2008;
Radio Netherlands, 2998). The case shocked both politicians and legal experts in the
Netherlands, as it was the first time since the 1981 legislation was passed that anyone
had been arrested, let alone imprisoned, for having terminated a pregnancy (E-mail
communication, Maria France's, Thea Schipper, FIAPAC board members,14 December
2007). Both the Spanish and Dutch cases remain to be resolved at this writing. They
signal that even in countries where late abortions have been legal for a quarter of a
century and widely accepted, anti-abortion agitation can disrupt lives and threaten the

provision of services literally overnight, as also happened in Poland.

7. DISCUSSION AND RECOMMENDATION

It has been an eye-opener to learn, during the reading for this paper, how uncommon it is
for global abortion statistics and other information on abortion produced by international
institutions to be disaggregated or analyzed in depth according to number of weeks of
pregnancy. It is primarily in the clinical literature on abortion methods and data on
maternal mortality that length of pregnancy is a central factor. Second trimester abortion
has become a popular target of anti-abortion campaigners. Because of the ambivalence of
many people who are otherwise pro-choice with regard to early abortions, second
trimester abortion has been relatively neglected in progressive abortion law reform in
recent years, including in countries where first trimester abortion is available on broad
grounds or on request. Where abortion remains legally restricted, the higher risk to the
health and lives of women forced to seek unsafe second trimester procedures or travel to
other countries for abortion has mostly been hidden or ignored. These are some of the
many indications of the stigma attached to second trimester abortion. Countries’ laws and
regulations on second trimester abortion may perhaps be taken as a truer measure of the
extent to which they are committed to voluntary motherhood and women’s right to decide
the number and spacing of their children, for this reason. It is time for the restrictive nature

of most second trimester abortions laws to be challenged.
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While everyone who supports safe, legal abortion agrees that women should be able
to obtain an abortion as early as possible, the need for abortion in the second trimester
will continue to exist, and should be acknowledged and supported. A progressive, women-

centered law on abortion should provide that:

¢ the need for second trimester abortions is met in a safe, timely and sympathetic

manner;

e abortion is legal at the pregnant woman’s request up t024 weeks gestation and on

therapeutic grounds after that (e.g. as per current British law), and

e no other barriers or hurdles should be imposed on women seeking second
trimester abortion. In-depth, country-based research is needed, to bring out the
facts on second trimester abortion, as evidence of why it should be treated as a

legitimate form of women’s health care and supported in public health policy.
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