IS LATE-TERM ABORTION EVER NECESSARY?
Mary L. Davenport, M.D., FACOG†
In the aftermath of the killing of George Tiller, the Kansas abortionist, on May 31, 2009,
we have heard praises of his compassion and courage in performing late-term
abortions. According to NARAL Pro-Choice Colorado, “Dr. Tiller was one of few
doctors with the expertise necessary to provide safe, professional abortions under the
most difficult of circumstances: when a woman who had wanted children was told late
in her pregnancy that a severe fetal anomaly had developed or that continuing the
pregnancy threatened her own life.” 1 Former patients gave heart-wrenching
testimonies of late-term abortion being their only alternative upon discovery of fatal
birth defects. In his clinic’s video given to late-term abortion patients, Tiller welcomed
women who came to him to “end a pregnancy early because of some serious disease
process: cancer, lymphoma, diabetes, high blood pressure, heart disease,” as well as
those who were bearing children with fetal anomalies. The president of the Center for
Reproductive Rights, a legal advocacy organization, claimed that the closing of Tiller’s
clinic left “an immediate and immense void in the availability of abortion.”
But is late-term abortion (or any abortion) ever really necessary? Does the demise of a
clinic performing late-term abortions leave a “void” that is harmful to women?
The Tiller murder and the legislative and judicial hearings on partial-birth abortion
have focused public attention on late-term abortion in the U.S. Late-term abortion is not
an exact medical term, but it has been used to refer to abortions in the third trimester
(28-39 weeks) or even second trimester abortions (13-27 weeks). According to less-thanperfect statistics collected by the Centers for Disease Control (CDC) and the Guttmacher
Institute,2 12% of U.S. abortions, approximately 144,000 procedures a year, are
performed after the first trimester, that is, more than 12 weeks elapsed time after the
woman’s last menstrual period. About 15,600 abortions, 1.3% of the 1.2 million
abortions in 2005, occur after the 20th week.3
Late-term abortions have been part of the American landscape since the Supreme Court
issued its landmark 1973 rulings in Roe v. Wade and Doe v. Bolton – both issued on the
same day. Roe authorized abortion beyond the point of fetal viability to protect the “life
or health” of the mother. Doe provided such a broad definition of “health” that it
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effectively required that there be abortion-on-demand through a pregnancy’s entirety.4
Thus, the Supreme Court’s abortion decisions imposed on the United States one of the
most permissive abortion law regimes in the world.
Although the reproductive health pioneer, Dr. Elizabeth B. Connell, predicted in 1971
that contraception and early abortion would render late-term abortion obsolete, joining
“the bubonic plague and poliomyelitis as practically historic conditions,” the proportion
of late-term abortions has varied little in the last two decades. Ron Fitzsimmons,
executive director of the National Coalition of Abortion Providers, shocked the general
public in 1997 when he admitted that the vast majority of partial-birth abortions were
performed on healthy mothers and babies.5 Contrary to the assertion of abortion rights
supporters that late-term abortion is performed for serious reasons, surveys of late
abortion patients confirm that the vast majority occur because of delay in diagnosis of
pregnancy.6 They are done for similar reasons as early abortions: relationship
problems, young or old maternal age, education or financial concerns.7
Most of Tiller’s abortions conformed to the generally elective character of these lateterm procedures. Peggy Jarman of the Pro-Choice Action League stated that about
three-fourths of Tiller’s late-term patients were teenagers who denied to themselves or
their families that they were pregnant until that fact could no longer be obscured.8 The
Kansas Attorney General Phill Kline initiated a review of Tiller’s records of late-term
abortions. One of the nation’s most distinguished psychiatrists, Dr. Paul R. McHugh,
Johns Hopkins professor of psychiatry, was asked to determine if Tiller’s patients
satisfied Kansas requirement that they were likely to suffer a substantial and
irreversible impairment if not allowed to abort. Dr. McHugh reviewed Tiller patient
records and determined that they were not.9
Although most late-term abortions are elective, it is claimed that serious maternal
health problems require abortions. Intentional abortion for maternal health,
particularly after viability, is one of the great deceptions used to justify all abortion.
The very fact that the baby of an ill mother is viable raises the question of why, indeed,
it is necessary to perform an abortion to end the pregnancy. With any serious maternal
health problem, termination of pregnancy can be accomplished by inducing labor or
performing a cesarean section, saving both mother and baby. If a mother needs radiation
or chemotherapy for cancer, the mother’s treatment can be postponed until viability, or
regimens can be selected that will be better tolerated by the unborn baby. In modern
neonatal intensive care units 90% of babies at 28 weeks survive, as do a significant
percentage of those at earlier gestations.
T. Murphy Goodwin, M.D., a distinguished professor of maternal-fetal medicine at the
University of Southern California, has written an eloquent article describing how
women are told they need abortions for their own health, when this is patently untrue.10
A major reason for unnecessary abortion referrals is ignorance, to put it bluntly,
especially on the part of physicians in medical specialties inexperienced in treating
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women with high-risk pregnancies. According to Goodwin, there are only three very
rare conditions that result in a maternal mortality greater than 20% in the setting of late
pregnancy.11 Even in these three situations there is room for latitude in waiting for fetal
viability if the mother chooses to accept that risk.
Goodwin’s essay presents several cases in which pregnant women with cardiac
conditions, cancer, or severe renal and autoimmune disease have been told categorically
that they “needed” an abortion for their health or to save their life. But in every case the
women were given wrong diagnoses, or incomplete information, and not offered any
alternatives other than abortion. One example was a 38-year-old woman, 11 weeks
pregnant, with breast cancer that had spread to the lymph nodes. She was told that
chemotherapy offered her the best chance for survival, that she needed to abort her
pregnancy prior to treatment, and that her prognosis was worse if she remained
pregnant. Goodwin states:
We discussed with her published evidence that breast cancer is not
affected by pregnancy and that the chemotherapy regimen required for
her condition is apparently well-tolerated by the fetus. The experience
with any given chemotherapy regimen is limited, and we were frank with
the patient that there were open questions about long-term effects. When
her physician was informed of the patient's desire to undergo
chemotherapy and continue the pregnancy, he suggested that we take care
of her and accept the liability. The patient underwent chemotherapy
(Adriamycin and Cytoxan) and delivered a baby boy who appeared
entirely normal at birth. That many chemotherapy regimens can be continued
without apparent ill-effect in pregnancy is information readily available to any
interested physician, but the patient was not informed.
In the prior case, the reluctance of the woman’s physician to treat her was caused by a
fear of being sued for unforeseen complications in the baby. An unfortunate reality is
that the legal burden for the physician is severe if all possible risks of continuing the
pregnancy are not communicated to the patient. In the U.S., multi-million dollar court
judgments for “wrongful life” are allowed if the patients assert that they would have
had an abortion had they known a particular problem might have ensued. It is
impossible to foresee and enumerate each and every possible complication. But if
abortion is recommended, even with minimal or no justification, there is no legal
penalty. Many women are thus not advised of all the possibilities for treatment and
referred for abortion unnecessarily. A good source of information to counter the proabortion bias among physicians in these difficult situations is consultation with a prolife maternal fetal medicine specialist.12
Fetal problems are the other serious rationale for considering abortion, and diagnosis of
these abnormalities has multiplied with the increased use of ultrasound in pregnancy.
Ultrasound studies of fetal anatomy are often done at 18-20 weeks, so abortions done as
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a result of these scans are late abortions. But ultrasound is imperfect and analysis of the
images can result in inaccurate interpretations. Pregnant women who have declined
abortion for fetuses diagnosed by ultrasound with fatal birth defects such as Potter’s
syndrome (kidney disease with no amniotic fluid) or thanatophoric dwarfism (a fatal
form of skeletal disease), have sometimes ended up giving birth to normal babies.
Other parents have resisted recommended abortions for serious anatomical problems
such as prune belly syndrome, omphalocele, congenital absence of the diaphragm, and
other severe birth defects, and had their babies undergo surgical repair after birth. C.
Everett Koop, M.D., the former surgeon general and renowned pediatric surgeon, was
asked during the partial-birth abortion hearings if he had treated children “born with
organs outside of their bodies” (omphalocele). Dr. Koop replied, “Oh, yes indeed. I’ve
done that many times. The prognosis usually is good….the first child I ever did, with a
huge omphalocele much bigger than her head, went on to develop well and become the
head nurse in my intensive care unit many years later.”13
For fatal birth defects, abortion is sometimes presented as the only option. But a better
alternative is perinatal hospice. This involves continuing the pregnancy until labor
begins and giving birth normally, in a setting of comfort and support until natural
death occurs. It is similar to what is done for families with terminally ill children and
adults. Karen Santorum, a nurse and the wife of former Senator Rick Santorum, was
faced with the prospect of her own son, Gabriel, being born with a fatal birth defect.
She describes how Gabriel lived only two hours, but how in those two hours “we
experienced a lifetime of emotions. Love, sorrow, regret, joy----all were packed into
that brief span. To have rejected that experience would have been to reject life itself.”
The sense of peace and closure felt by families experiencing neonatal death in a hospice
setting contrasts markedly with the experience of families undergoing abortion for fetal
anomalies. Many couples who have had abortions for birth defects suffer from adverse
long-term psychological effects and prolonged grief reactions.14 Children who learn
that their mothers aborted their siblings can suffer feelings of worthlessness, guilt,
distrust and rage.15
Non-fatal birth defects can be more challenging. The most common prenatal diagnosis
resulting in mid-trimester abortion is Down syndrome. There has been an aggressive
campaign by the American College of Obstetrics and Gynecology to use new
technologies to detect Down syndrome in younger women through measurement of
fetal neck-fold thickness and first trimester blood tests, now that prenatal diagnosis and
abortion have succeeded in eliminating 90% of Down babies in women over 35. After
diagnosis of Down syndrome, families are often not presented with an honest
discussion of parenting their Down syndrome child, or the possibility of their Down
syndrome child attending school and leading a semi-independent life. There are
couples who are willing to adopt children with Down syndrome or other birth defects,
but genetic counselors frequently do not give patients this information. Diagnosis of a
child with a fetal anomaly is life-changing and a major stress, but many families rise to
the occasion and are able to cope with a disabled child. Although parents choosing

4

abortion may allege that the disabled child is better off not existing, disabled adults
would contest that assertion. When surveyed in numerous studies, no differences have
been found between disabled and “able-bodied” people as to their satisfaction with life.
The Tiller murder, as well as the legislative and judicial hearings on partial-birth
abortion, have exposed the public to a repugnant discussion of late-term abortion
techniques, which include fetal dismemberment, partial-birth abortion, and feticidal
injection of digoxin or potassium chloride into the unborn baby’s heart preceding multiday induction of labor.16 Late-term abortions result in more hemorrhage, lacerations and
uterine perforations than early abortions,17 as well as risk of maternal death
approaching that of carrying the baby to term.18 Subsequent pregnancies are at greater
risk for loss or premature delivery due to trauma from late-term abortions.19 The
psychological damage of aborting a late-term pregnancy, particularly one that is
desired, can be profound and long lasting.
In conclusion, although serious threats to health can occur, there is always a lifeaffirming way to care for mother and baby, no matter how bleak the prognosis. The
elimination of late-term abortion would not create a void in medical care, but would instead
result in a more humane world in which vulnerable humans would be treated with the
dignity and respect that they deserve.

***
Mary L. Davenport, M.D., FACOG, an obstetrician-gynecologist practicing in El Sobrante,
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