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Introduction. This paper will address epidemiology, complications, indications,
procedures and protocols, and women’s reasons for undergoing second trimester induced
abortion.
Terminology. CDC notes that “For the purposes of surveillance, a legal induced
abortion is defined as an intervention performed by a licensed clinician (e.g., a physician,
nurse-midwife, nurse practitioner, physician assistant) within the limits of state
regulations that is intended to terminate a suspected or known ongoing intrauterine
pregnancy and that does not result in a live birth” [emphasis added]. Thus, the intent of
any abortion is the death of the unborn child at any gestational age. In contrast, procedures
performed before the fetus is capable of surviving separation which are done in order to
save the life of the mother (for example for severe hypertension and other diseases) may
be more correctly referred to as non-abortive terminations of pregnancy or preterm
parturitions, since the goal of the procedure is not to kill the fetus, but to end pregnancy for
the preservation of the life of the mother, and to save her unborn child if at all possible.
Epidemiology. Statistics suggest that approximately 619,591 - 888,000 abortions
were performed in the United States in 2018 based on state-level and CDC data. Of these,
85.2% were performed in unmarried women. Approximately 39,979 abortions, or 7.8 % of
all abortions were performed at > 14 weeks’ gestation. While many more abortions are
performed in the first trimester than the second trimester, most abortion-related adverse
outcomes occur in second trimester or later abortions (Grimes 1985; Bartlett et al 2004;
Lohr et al 2010). That is, morbidity, and mortality from abortion tend to cluster in second
and third trimester procedures.
The percent of second trimester abortions in the U.S. has fluctuated over the last 4045 years (CDC and Alan Guttmacher Institute [AGI] data). For example, Epner et al (1998),
using 1992 AGI data, examined the distribution of types of abortion by numbers,
gestational age and race/ethnicity. They found that 11% of a total of 1,528,930 abortions,
or 170,550 procedures were performed at or after 13 weeks’ with 1% of abortions being
performed at > 21 weeks’ gestation. CDC data from the same year corroborates this, noting
that 11.5% of abortions were performed at > 13 weeks’ gestation, with 1.5% of abortions
performed at or after 21 weeks’ gestation. CDC’s 2018 abortion surveillance, which, as in
other years, is limited by the number of States not reporting, notes that in 2009, 8.2 % of a
total of 519,164, or 42,571 abortions were performed in the second trimester. In 2018,
8.5% of 395,960 abortions or 33,657 abortions were performed in the second trimester.
Epner’s study also describes the number of late second trimester abortions
performed at greater than 21 weeks’ gestation. Of the 16,450 abortions done at greater
than or equal to 21 weeks’ in 1998, 63% were done at 21-22 weeks’ gestation, 30% at 2324 weeks’, 5% at 25-26 weeks’ and 2% at >26 weeks’. For comparison, contemporaneous
CDC data indicated that 1.2% of all abortions were performed after 21 weeks’ gestation.
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Most second trimester abortions are performed in women who are 20-29 years old.
At every gestational age band from 14 to > 21 weeks’ gestation, the 20-29 year old group
has the largest number of abortions, followed by the 30-34 year old group.
Racial disparities. Though African Americans constitute only 13-14% of the U.S.
population, 33% of all abortions occur in African American women, based on CDC’s 2018
abortion surveillance (this sampling frame does not include data from California, Colorado,
Georgia, Hawaii, Illinois, Iowa, Louisiana, Maine, Maryland, Massachusetts, Nebraska, New
Hampshire, New Mexico, New York City, New York State, North Dakota, Oklahoma,
Pennsylvania, Rhode Island, Wisconsin, and Wyoming). Black women have higher abortion
rates than any other race/ethnicity. The abortion rate is the number of abortions per 1000
women of the same ethnicity. For African American women it is 21.2 per 1000, vs. 6.2 for
European American women, 11.9 for women of Other ancestry, and 10.9 for Hispanic
women. Black women also have higher abortion ratios than any other race/ethnicity. The
abortion ratio is the number of abortions per 1000 live births in a given population. For
black women it is 335, vs. 110 for white women, 213 for women of other ancestry and 158
for Hispanic women. Put differently, for every 1000 live births among African American
women, the abortion ratio indicates that roughly one-third fewer African American infants
are born annually than would have been born otherwise (excluding those not born alive
due to miscarriage and stillbirth). These statistics likely underestimate abortion rates and
ratios and hence the impact of abortion on the African American population, given that data
from states with large populations are not included in the CDC dataset.
38.6% of second trimester abortions are performed in Black women. The below
chart shows that in the second trimester, at every gestational age band up to 21 weeks’
gestation, more abortions are performed in African American women than any other
ethnicity. Because 22 reporting areas were excluded in this sampling frame (including
states with large populations such as California and New York) it is highly likely that these
numbers underestimate the number of second trimester abortions in African American
women, the short- and long-term impact of abortion on the health of African American
women, and the magnitude of the racial disparity in second trimester abortion between
African American women and women of other ethnicities.
Table 1. Number and percent of abortions, by gestational age and ethnicity, adapted
from CDC abortion surveillance, 2018*, at Abortion Surveillance — United States, 2018 |
MMWR (cdc.gov)†
Ethnicity

14-16
weeks’

16-18
weeks’

18-20
weeks’

>21 weeks’

Total

White

3796 (34.1)

2297 (35)

2214 (37.6)

1128 (41.7)

9435 (36)
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Black

4481 (40.3)

2635 (40.4)

2215 (37.7)

781 (28.9)

10,112
(38.6)

Other

888 (8)

454 (6.9)

473 (8.0)

315 (11.6)

2130 (8.1)

Hispanic

1948 (17.5)

1127 (17.3)

980 (16.6)

477 (17.6)

4532 (17.2)

TOTAL
11,113
6513
5882
2701
26,209
* Per CDC, “Data from 30 reporting areas; excludes data from 22 reporting areas including
California, Colorado, District of Columbia, Georgia, Hawaii, Illinois, Iowa, Louisiana, Maine,
Maryland, Massachusetts, Nebraska, New Hampshire, New Mexico, New York City, New
York State, North Dakota, Oklahoma, Pennsylvania, Rhode Island, Wisconsin, and
Wyoming”.
†These numbers were derived using the number of abortions performed at or after 14
weeks’ gestation as the denominator rather than the sum of all abortions.
Abortion methods. Abortions in the second trimester are performed using medical
or surgical protocols. In the United States 96.9% of abortions at > 13 weeks’ gestation are
performed surgically using dilation and evacuation (D&E), suction procedures, and
hysterotomy (incision into the uterus) or hysterectomy (removal of the uterus). The latter
2 procedures are more likely to be used when other abortion procedures have failed or
when complications ensue. Intact dilation and extraction (D&X) has also been used in the
past.
Per CDC data, approximately 3.1% of abortions in the second trimester are
performed using medical methods, mostly with prostaglandins administered orally or
vaginally with or without mifepristone to induce labor. The process of labor usually but not
always results in the death of the unborn child. A small percentage of medical abortions are
still being performed by instillation (injection) of prostaglandins, saline or urea into the
amniotic cavity, especially in the late second trimester and third trimester. Instillation
protocols were formerly used more commonly than at present and are “both less common
and not recommended” (Lerma et al, 2020) since they are associated with increased risk
for maternal adverse outcomes. Instillation procedures used in the late second trimester
and early third trimester induce labor and usually but not always kill the fetus, and may
result in the birth of a living premature infant. Despite the markedly increased risks for
complications and death associated with these procedures, CDC data from a limited
number of states indicate that in 2018, an estimated 219 out of 556,294 or 0.0394% of
abortions for which there were data on method used, used instillation procedures. Only
Arizona (112 cases), Massachusetts (8 cases) and New York (72 cases) reported the use of
4
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instillation procedures. Again, because data were not included from California, Illinois,
Louisiana, Maryland, New Hampshire, New Mexico, and Wyoming, this dataset likely
underestimates the number of instillation abortions being performed.
D&E is carried out by dilating the uterine cervix using dilators or medications, then
using instruments to grasp, crush, pull apart and remove the unborn child in pieces,
causing fetal death in the process. Formerly the D&X procedure was used, and involved
dilating the uterine cervix, rotating the fetus to a foot-down position, pulling him or her out
by the feet to the level of the head, and then using instruments to cut open or crush the
skull and suction out the brain to facilitate delivery of the head. D&X on a living fetus is
banned in the United States, and feticide (lethal injection of medications into the fetal heart,
amniotic sac or umbilical cord to cause death) is required prior to the procedure if D&X is
to be used. Many abortionists use feticide prior to second trimester D&E as well to ensure
that the aborted fetus does not show signs of life, and also because it is thought that feticide
may result in maceration (softening of the fetal skull and tissues) thus facilitating abortion.
Beginning in the 1980s, D&E became increasingly popular, even though to date
there are no large randomized controlled trials (RCTs) of this method, or comparing it to
contemporary abortion methods. Such trials are the gold standard for assessing the safety
and efficacy of any procedure, especially in comparison to other procedures. A 2010
Cochrane Systematic Review of the medical literature on D&E noted 2 RCTs suitable for
review. One compared D&E with intra-amniotic infusion of prostaglandin F2-alpha (Grimes
et al, 1980). This trial enrolled a total of 94 patients and showed that D&E was safer and
faster than instillation of prostaglandin F2-alpha. But, as noted above, the latter procedure
is very rarely if ever used at present. The second trial randomized patients to D&E or labor
induction with mifepristone-misoprostol. However, this study enrolled only 18 patients (9
patients randomized to D&E and 9 to labor induction). In the absence of data from large
well-designed RCTs, numerous observational and retrospective studies have attempted to
compare D&E with more current abortion protocols.
Complications (mortality). The risk of death from abortion increases with
gestational age, and as Turok et al (2008) note, “these procedures are potentially more
morbid because of the increased size of fetal and placental tissue, increased blood volumes
and a distended uterus…”. Cates and Grimes (1981) used data from approximately 243,000
D&E procedures from 1972-1978 and noted that for women undergoing D&E the mortality
rate was 5.6 per 100,000 at 13-15 weeks’ gestation and 14.0 per 100,000 at > 16 weeks’. In
comparison, the mortality rate for dilation and curettage procedures at < 12 weeks’ was 1
per 100,000; for instillation procedures at > 13 weeks’ it was 13.9 per 100,000 for saline
and 9 per 100,000 for prostaglandin and other agents; and for hysterectomy and
hysterotomy 42.8 per 100,000. The authors note that “because the risk of death from D&E
is directly related to gestational age, the death:case rate [or ratio of deaths per 100,00
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procedures] in the 13-15 week interval (5.6/100,000) is significantly…less than at 16
weeks’ or later (14/100,000). Thus, the lower risk of dying from D&E compared with
instillation techniques appears primarily related to the comparative advantages of D&E in
the 13-15 week period. After 15 weeks’ gestation, the death:case rates for D&E and
instillation agents are quite similar…”.
Epner et al (1998) described second trimester abortion maternal mortality between
1974-1987 for 1,931,673 second trimester procedures and noted that with D&E, 2 per
100,000, 6.5 per 100,000 and 11.9 per 100,000 women who underwent abortion at 13-15
weeks’, 16-20 weeks’ and > 21 weeks’ gestation respectively, died as a result of the
procedure. The authors also noted that “At 21 weeks or more, the mortality rate was 16.7
per 100,000 procedures and exceeded the risk of maternal death from childbirth, though
the difference was not statistically significant”.
Bartlett et al (2004) examined risk factors for abortion related mortality from 1988
– 1997 using CDC data. Their study showed a decline in overall abortion-related mortality
over the study period as well as a decline in numbers of instillation procedures, from 10%
in 1972 to 3% in 1980. They also found that mortality rates for second trimester
procedures (not stratified by procedure type) were 1.7 per 100,000 at 13-15 weeks’
gestation, 3.4 per 100,000 at 16-20 weeks’, and 8.9 per 100,000 at > 21 weeks’. Mortality
rates for D&E were 2.5 times lower than for other procedures such as instillation, though
these differences were not significant and the analysis was limited by small numbers of
cases for some procedures, and availability of specific data.
Studies have quantified the association between increasing gestational age and
increasing risk for maternal mortality with second trimester abortion. In the above study
by Cates and Grimes, D&E procedures performed at 16 weeks’ gestation or later were
nearly 3 times more dangerous than those performed at 13-15 weeks’ gestation. The risk of
a woman dying from second trimester abortion increased 50% for each additional week of
gestation.
Similarly, Bartlett et al found that “the risk of death increased exponentially with
increasing gestational age.” According to their statistical model, “there is a 38% increase in
risk of death for each additional week of gestation…currently, the risk of death increases
exponentially at all gestational ages, whereas for women obtaining abortions in the earlier
time period (1970-1979), the risk of death increased with increasing gestational age but
leveled off at the highest gestational ages…the risk of death at later gestational ages may be
less amenable to reduction because of the inherently greater technical complexity of later
abortions related to the anatomical and physiologic changes that occur as pregnancy
advances”. Other factors may play a role as well.
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Zane et al (2015) studied abortion-related mortality from 1998-2010 using CDC and
AGI data. The latter estimated a total of 1.6 million abortions as the denominator in this
time period, while CDC data estimated a total of 7,917,600 abortions as the denominator.
From 1998-2010 an estimated 108 women died following abortion, 21 women after
abortions performed between 14 and 17 weeks’ gestation, and 36 women after abortions
performed at > 18 weeks’. The authors applied an estimation method to AGI data using CDC
gestational age distributions since the AGI data (Jones and Jerman, 2014) did not report
abortion data by gestational age. The authors found that the mortality rate for women
undergoing second trimester abortion increased with gestational age, from 2.4 deaths per
100,000 abortions at 14-17 weeks’ gestation to 6.7 deaths per 100,000 abortions at > 18
weeks’ gestation.
Racial-ethnic disparities in second trimester abortion mortality rates indicate that
the procedure is markedly more dangerous for African American than for European
American women. Cates and Grimes noted that for D&E procedures performed in the
second trimester, “Women of black and other nonwhite races had death:case rates 3 times
higher than those of white women. Moreover, controlling for gestational age widened this
apparent difference between the 2 racial groups”. The apparent “benefit” of lower mortality
from D&E performed at earlier gestational ages was not experienced by African American
women, and the difference in mortality rates “between white and nonwhite women was
greater at 13-15 weeks’ than at later gestational ages”. Bartlett et al found that “The second
most significant risk factor for death [from abortion, after gestational age] overall was race.
Women of black and other races were 2.4 times as likely as white women to die of
complications of abortion…At all gestational ages, women of black and other races had
higher case mortality rates than white women”. Finding that “women of black and other
races tend to have abortions at later gestational ages”, the authors used statistical methods
to account for this difference and found that women of African American and other racesethnicities were still twice as likely as European American women to die from abortion at
any gestational age. This race-ethnicity specific risk is superimposed on the already
increased risk of second trimester abortion procedures. Despite changes in abortion
protocols and techniques noted by the authors, including routine use of ultrasound to
assess gestational age and improved dilation methods (Cates and Grimes), and a decline in
the use of instillation protocols from 10% in 1972 to 3% in 1980 (Bartlett et al), the racialethnic disparity in mortality persisted over the 23-year interval between the 2 studies.
Zane et al also reported that the abortion “mortality rate was 0.4 for non-Hispanic white
women, 0.5 for Hispanic women, 1.1 for black women and 0.7 for women of all other
races…Black women have a risk of abortion-related death that is three times greater than
that for white women”.
The reasons for this disturbing racial-ethnic disparity in mortality are not clear.
African American women are more likely to be overweight or obese, and in selected
7
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populations, to have higher risk for chronic disease, but studies examining the impact of
obesity on abortion-related morbidity and mortality have yielded conflicting results. Some
studies show increased risk with increasing body mass index (BMI), and others show no
increased risk (Murphy et al, 2012; Lederle 2015). A contemporary study by Mark et al
(2018) found that second trimester abortion complications (hemorrhage, need for repeat
procedure, uterine perforation, cervical laceration, medication reaction, unexpected
surgery or unplanned hospital admission) increased with increasing BMI, from 1.6% for
normal weight women to 3.2% for overweight women, 3.4% for BMI = 30-34.9, 6.4% for
BMI = 35-39.9, and 8.7% for BMI > 40. The odds ratio for complications in women with BMI
> 40 compared with normal weight women was 5.9 (95% CI 1.93-8.07; p < 0.01). Because
of limitations in follow up the authors suggested that complication rates may have been
underestimated.
There is a need for better understanding of the factors contributing to the racialethnic disparity in second trimester abortion-related mortality for African American
women. Dehlendorf et al (2013) suggested a number of possible contributing factors,
though most were related to contraceptive use rather than to abortion per se. In any event,
the higher rates of procedure-related mortality from second trimester abortion coupled
with higher rates of second trimester abortion indicate that African American women are
disproportionately exposed to procedure-related mortality from second trimester
abortion.
Complications (morbidity). Multiple observational and retrospective studies have
evaluated complications associated with second trimester abortion. For example, Turok et
al (2007) studied differences in complications between second trimester abortions
performed in 475 women, in hospitals vs. free-standing clinics. The authors found that
major complications (defined as death, uterine perforation, hysterectomy, transfusion,
clotting disorders, deep venous thrombosis, pulmonary embolus, stroke or heart attack,
need for exploratory surgery, and prolonged hospitalization) occurred in 11% of hospital
D&E patients, 10% of hospital induction patients, and 1% of clinic patients (though there
were no deaths in study patients). Other complications included:
• Need for readmission (24% in the hospital D&E group, 1% in the clinic D&E group,
and 16% in the hospital induction group);
• Need for curettage after abortion for retained placenta and/or fetal parts (0% in the
hospital D&E group, 1% in the clinic D&E group, and 28% in the hospital induction
group);
• Infection of the fetal membranes after initiation of the procedure (1% in the hospital
D&E group, 0% in the clinic D&E group, and 6% in the hospital induction group);
and
• Uterine infection (1% in the hospital D&E group, 4% in the clinic D&E group, and
5% in the hospital induction group).
8
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Of note, the patients undergoing abortion or pregnancy termination in-hospital had more
medical problems, were further along in pregnancy (higher gestational ages) and were
more likely to be undergoing non-abortive pregnancy termination for fetal death in utero
than those seen in the clinic. The authors also note that complications may have been
underreported due to loss to follow-up.
Edlow et al (2011) noted that “[higher] gestational age was significantly associated
with maternal morbidity”, with women undergoing abortion at > 20 weeks’ being 2 ½
times more likely to suffer a complication than women undergoing abortion at < 20 weeks’.
Also, similar to the association between increasing mortality with increasing gestational
age noted by Bartlett et al, Lederle et al found a 30% increased risk for complications with
each additional week of gestation.
Table 2. Complications associated with second trimester abortion (medical and
surgical)
Complication
Bleeding and
hemorrhage†

Incidence and
estimated cases
per year*
0.09-11.6%
(35-4637)

Infection†

1.3-3%
(520-1199)

Uterine perforation

0.45-3.7%
(180-1479)

Uterine rupture

0-4.8%
(0-1919)

Cervical laceration

1.3-3.8%
(520-1519)
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Embolus
Pulmonary embolus

0.1-0.2%
(39-800)

ACOG Practice Bulletin #135, 2013

Amniotic fluid
embolus‡

0.000125 0.001%
(<1-<1)

Coagulopathy

0.17-0.2
(67-80)

York 2012, Frick 2010, Lederle
2016

0.53% (2119)

Darney 1990

0.00005-2.4%
(<1-959)
0.2-21%
(80-8396)

Mentula 2011, Garofalo 2017

Exploratory surgery
Repair of bowel
injury
Hysterectomy
Retained fetal parts
and/or placenta
requiring D&C

Autry 2002, Mentula 2011, Lederle
2016, Peterson 1983, Jacot 1993
Ashok 2004, Altman 1985, Patel
2006, Castleman 2006
*Based on denominator of 39,979 second trimester abortions from CDC 2018 abortion
surveillance.
†The most common causes of abortion related mortality in the second trimester are
hemorrhage and infection (Zane et al, 2015)
‡Mortality rate for amniotic fluid embolism after second trimester abortion is 80% (ACOG
Practice Bulletin #135, 2013)
While many studies have described short-term or immediate complications of
abortion, such adverse outcomes as repeat curettage for retained placenta or fetal parts,
infection and hysterectomy have long-term significance. Repeat curettage is a risk factor
for damage to the uterine lining, which may be associated with infertility or abnormal
placental attachment in future pregnancies. Uterine infections following abortion are of
concern due to a possible effect on future fertility, and it is readily apparent that
hysterectomy results in irreversible loss of fertility.
Temporal changes in the incidence of second trimester abortion complications may
occur due to increasing rates of cesarean delivery. A previous study by Ben-Ami et al
(2009) did not find an increased risk for complications in women with a history of cesarean
delivery. Frick et al (2010) in contrast, found that women with a history of > 1 cesarean
delivery had 7 times the risk for major complications compared with those who had no
history of cesarean delivery.
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Finally, most discussions of second trimester morbidity focus appropriately on
complications suffered by the patient. However, Grossman et al (2008) noted that “any
discussion of which method [of second trimester abortion] to offer and which is considered
to be preferable needs to take into account not only the safety and efficacy of the procedure
but also the experience of the abortion…Proponents of surgical abortion have long argued
that D&E is far more efficacious, faster and…spares women having to endure labour and
the delivery of a bruised, dead fetus…Conversely, D&E is exceedingly predictable with
respect to the amount of time required”. In contrast to medical abortion, the authors note
that “D&E requires total physician involvement, and as gestational age increases, much of
the emotional burden of the procedure is borne by the physician…some practitioners feel it
very distressing to perform this procedure at advanced gestations. However, it may also be
true that some nurses attending the delivery of a fetus after medical induction in midtrimester abortion find it equally difficult.”
Similarly, Benditt (1979) added that following medical abortion, “in the end, she
[the patient] and the nurse are confronted by a fetus closely resembling a premature
infant…In D&E, on the other hand, much more responsibility is shifted to the
physician…The woman never sees the fetus. The physician, on the other hand, is faced with
the difficult task of crushing ossified fetal parts, and reconstructing fetal sections to make
sure the uterus has been completely evacuated”. It is important to keep in mind the
difficulty of the abortion experience for the mother, and also for the nurse and/or physician
attending her.
Indications. The number and percent of second trimester abortion procedures, and to some
extent the procedure used, vary according to the reason for the abortion (the indication).
Fetal indications include:
(1) Fetal anomalies such as an abnormal number of chromosomes (for example, Down
syndrome), neural tube defects (for example spina bifida), cardiac defects, and other
prenatally diagnosed abnormalities. Abortions performed due to diagnosis of a fetal
anomaly have been referred to as eugenic terminations of pregnancy because their
goal is to prevent the birth of an affected newborn and hence an individual with
disabilities, especially those which are heritable.
(2) Maternal indications include (a) Medical conditions for which ongoing pregnancy
poses a threat to the life of the mother, for example uterine infection, in utero fetal
death, and diseases such as severe hypertension or kidney failure; (b) Rape or
incest; (c) Mental health conditions; and (d) Social reasons.
Most second trimester abortions are performed when a healthy woman has a normal
fetus and desires to end her pregnancy. Data on reasons given by women for abortion are
not available from CDC due to reporting constraints. A number of States, however, collect
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these data (see Table 1 below). Relatively few second trimester abortions are performed
for the health of the mother (highest percentage 7.1% among States reporting) or fetal
anomalies (highest percentage 2.3% among States reporting). Because of different
sampling methods and denominators, comparisons between states are likely to not be
valid.
TABLE 3. Reasons for abortion by State, 2019
State, number of
abortions
performed in 2019

Reasons given by women, or indications for abortion
Fetal anomaly
(number, %)

Arizona (13,093)
Florida (71,194)
Minnesota (9922)
Louisiana (8144)
Nebraska (2068)
Oklahoma (4995)

171 (1.3)
700 (0.98)
183 (1.8)
70 (0.86)
15 (0.7)
16 (0.3)

South Dakota (414)

Not
ascertained
67 (2.3)

Utah (2895)

Mother’s
physical
health
(number, %)
181 (1.4)
194 (0.27)
713 (7.1)
252 (3%)
82 (4%)
22 (0.4)

Sexual assault (rape and
incest), (number,%)

15 (3.6)

30 (0.00041)
109 (0.15)
96 (0.97)
49 (0.6)
7 (0.3)
Suppressed for
confidentiality
8 (1.9)

6 (0.2)

5(0.17)

The decision to undergo abortion of an unborn child diagnosed with anatomic or
chromosomal abnormalities is an agonizing one for parents. Very often, a diagnosis of fetal
abnormality comes as a shock later in gestation. At the time of diagnosis of an abnormality,
the pregnancy is already apparent to others, and parents can be overwhelmed by the
process (see, for example https://jezebel.com/later-abortion-a-love-story-1832631748).
There are, however, some important nuances related to testing, counseling and the
problem of false-positive diagnoses, that is, a diagnosis based on a test result that is
interpreted as positive but in fact is negative.
Screening for possible fetal abnormalities occurs in both the first and second
trimesters. Positive screening for chromosomal abnormalities may be confirmed using
chorionic villus sampling or amniocentesis, both of which carry risks including bleeding,
miscarriage and false-positive results. The latter can occur due to placental or somatic
mosaicism. Diagnostic ultrasound testing for fetal anomalies is typically performed in the
second trimester. As a result, the diagnosis of fetal abnormalities and the higher
complication rate associated with second trimester abortion (especially late second
trimester abortion) begin to impinge upon questions of viability.
12
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Edling et al (2021) for example, noted that the increasing complexity of prenatal
diagnostic technology, and the time required to complete and disclose it, pose challenges
for both clinicians and parents. The authors point out that “[d]ue to advances in neonatal
medicine, fetal viability and the upper limit of late induced abortions have been converging
over the last few decades”. They note that in Sweden, abortion is readily available up to 18
weeks’ and “two-thirds of the yearly 400-500 induced abortions after gestational week
(gw) 18 are due to fetal anomalies”, while acknowledging that “second trimester induced
abortions are associated with more complications compared with first trimester
abortions”. In Sweden, if a pregnancy is past 18 weeks’ gestation, permission must be
obtained from the national ethics committee for an abortion, because “The upper time limit
of induced abortion is the presumed viability of the fetus outside the uterus…intensive
neonatal care is offered in Sweden from gw 22+0, which is now considered the limit of
viability in clinical practice…both applications and permission are extremely rare””. The
authors’ study focused on how to expedite the process of parents’ decision-making to
“minimize terminations approaching the legal limit”, in order to attempt to reconcile the
“conflicting demands” of needing to establish a diagnosis and give parents time and
information to make a decision. But it is difficult to prescribe how much time a couple
needs to process information about anomalies in their unborn child and arrive at a
decision. Moreover, the possible option of in utero surgical or medical therapy or perinatal
hospice may change this decision-making process.
Another nuance in fetal diagnostics relates to the fact that prenatal diagnosis is by
definition presumptive. That is, until postmortem examination of the aborted fetus has
been carried out, the prenatal diagnosis cannot be confirmed. Confirmation of a diagnosis
of fetal abnormality is mandatory to identify false-positive cases and to attempt to reduce
or eliminate their occurrence. Situations where an erroneous prenatal diagnosis results in
abortion of a normal child are devastating to parents (see, for example,
https://www.theguardian.com/world/2021/jun/23/irish-couple-to-receive-damagesover-advice-that-led-to-unnecessary-abortion). As a quality measure, pathologists have
studied whether the fragmentation of the fetal body caused by D&E hinders confirmatory
postmortem examination. Struksnaes et al (2016) carried out a study correlating fetal
ultrasound and autopsy findings in 1029 aborted fetuses. They noted a 1.3% false-positive
rate and emphasized that “fetal autopsy remains a quality control of ultrasound findings
resulting in TOP”.
Boecking et al (2017) studied 448 fetuses aborted by D&E. They found that for 89
pregnancies, a decision was made to abort the unborn child due to ultrasound diagnosis of
central nervous system (CNS) abnormalities. In 86% of these, postmortem correlation was
prevented by fragmentation of brain tissue and spinal cord structures, including “all 110
intracerebral abnormalities”. For congenital cardiac defects, 21% of abnormalities could
not be confirmed, and 51% of specimens were too fragmented to confirm a diagnosis. For
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trisomy 21, a chromosome abnormality, 18% of fetuses examined had no abnormal
findings, suggesting that the prenatal diagnosis may have been incorrect. The only other
means of verifying such chromosomal abnormalities would be to karyotype (perform
chromosome analysis) on the aborted fetus. Pavlicek et al, in contrast, observed 100%
correlation between fetal ultrasound and autopsy in 243 aborted fetuses.
Multiple studies have examined women’s reasons for delaying a decision to end
their pregnancy into the second trimester. These include conflict about abortion, discovery
of a fetal abnormality, inability to access first trimester abortion, and social reasons. The
most common reason given by women who end their pregnancies in the second trimester
is not wanting to have a child at the time of pregnancy. The decision-making process
related to second trimester abortion is complex, however as noted in recent studies (Drey
2006, Ingham 2008). Ingham et al in particular noted that in their study of “reasons for
delay in seeking or obtaining abortion” among 883 women, “No clear, single reason
emerges”.
In conclusion, most second trimester abortions are performed in healthy women
and end the lives of healthy fetuses. Women undergoing second trimester abortion are at
risk for significant morbidity and mortality, which increase with gestational age at
abortion, but the magnitude of this risk cannot be accurately quantified due to severe
limitations in the quality, consistency and completeness of state- and national-level
abortion data. There is an urgent need for an improved policy focus on this issue.
During the second trimester, at every gestational age up to 21 weeks, more
abortions are performed in African American women than any other ethnicity. They are
thus more likely to be exposed to the risks and adverse outcomes of second trimester
abortion. African American women are also two to three times more likely to die from
abortion. The impact of abortion on maternal morbidity and mortality, fetal mortality and
population health in African Americans is considerable, without any apparent benefit
proportional to the disparities in risk and outcomes. Women must be adequately counseled
about second trimester abortion’s risks, and every effort made to avoid abortion and its
negative outcomes – both for the women undergoing it, and for clinicians attending them.
The needs of women, particularly African American women, confronted with a pregnancy
about which they may have conflicting intentions and desires, and other concerns, should
be addressed in ways that help protect, support and nurture both mother and child.
Monique Chireau Wubbenhorst, M.D., M.P.H., F.A.C.O.G., F.A.H.A is a board-certified obstetriciangynecologist with over 20 years’ experience in patient care, teaching, research, health policy, public
health, global health and bioethics. Dr. Wubbenhorst’s clinical career has focused on caring for women
in underserved and disadvantaged populations, especially African American and Native American
communities, with a focus on women with medical, social and psychiatric comorbidities. She is a guest
contributor to the Charlotte Lozier Institute.
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