
Abortion and mental health

The December 2008 issue, with its original papers by Fergusson
et al,1 Dingle et al2 and its commentaries,3 was of great interest
to us. Fergusson et al have overcome some of the methodological
problems of previous studies.4 Nevertheless, their latest study has
weaknesses: the womens’ abortion status is not verified objectively,
only by self-report. There were 153 abortions in 117 women but
insufficient data to distinguish the effects of differing numbers
of abortions; it is known that women having more than one
abortion may differ in many respects from those having a single
abortion.4 Also, because of the relatively restrictive law in New
Zealand – ‘continuance of the pregnancy would result in serious
danger . . . to the . . . mental health of the woman’ – some selection
bias may have been in operation, allowing only women with more
traumatic histories to access abortion. We will not discuss the
Dingle et al paper, as its failure to account for pregnancy
intention (wantedness and timing) in those giving birth means
that the comparator is inappropriate.5

The Royal College of Psychiatrists’ Position Statement of 14
March 2008 mentions that a full systematic review is needed. This
has now been done.5 Only four studies fell into the authors’ ‘good
evidence and low risk of bias’ category. All four studies showed a
neutral effect of abortion on mental health, indicating no
significant differences between the study comparison groups. So
Fergusson et al’s study can be regarded as the first good-quality
study to show a possible negative effect when attempting to
answer the question: what is the relative risk of mental health
problems for women who chose abortion compared with those
who chose to have a live birth and who reported that the
pregnancy was unwanted/initially distressing?

As clinicians working in the field of sexual and reproductive
health, we favour the approach of Oates et al.3 We are supportive
of their idea that abortion is not a psychiatric issue and that the
Royal College of Psychiatrists should not develop a guideline on
abortion. We would never want to go back to the psychiatric
referral hurdle-jumping situation before and immediately after
the Abortion Act came into force.6 The adverse effects of denied
abortion must never be forgotten.7 Nevertheless, we do value
working in partnership with mental health teams for the benefit
of certain women requesting abortion who have a history of
mental health problems or persistent ambivalence.

Whether abortion causes harm to women’s mental health is a
question that is not scientifically testable, as women with
unwanted pregnancies cannot be randomly assigned to abortion
v. abortion denied groups.7 It seems inappropriate therefore for
Casey to talk of potential litigation against abortion providers

for failing to provide information on a possible causal link
between abortion and subsequent mental health problems.3 All
women should have rights to reproductive health and self-
determination, of which safe and dignified access to abortion
services is an important part.8
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Authors’ reply: We would like to thank Rowlands & Guthrie
for their positive comments about our paper.1 We do not agree
that the Dingle et al2 paper should be dismissed on the grounds
that it uses an inappropriate comparison. Although this dismissal
is consistent with the opinions stated in the review your
correspondents cite,3 it reflects a common misunderstanding.
There are, in fact, two closely related causal questions that one
can ask about abortion and mental health. The first concerns
whether or not abortion is an adverse life event that increases risks
of mental health problems. Answering this question is important
for understanding the extent to which women having abortions
are an at-risk population for subsequent mental health problems.
The second question concerns whether any mental health risks of
abortion are greater or less than the mental health risks of
unwanted pregnancies that come to term. Answering this question
is important for understanding the extent to which abortion may
mitigate or exacerbate any mental health problems associated with
unwanted pregnancy. Dingle and colleagues2 address the first
question by showing that women having abortions are an at-risk
population for mental health problems, and that these responses
seem similar to those of women who experience pregnancy loss.

Rowlands & Guthrie suggest that our paper has a number of
limitations relating to the assessment of abortion, the number of
abortions and the social context of the research. However, these
problems have different implications for interpreting our research.
Any under-ascertainment of abortion is likely to have the effects of
biasing estimates of relative risk downwards (providing that
under-ascertainment is statistically independent of mental health
outcomes); failure to show the effects of multiple abortions does
not threaten the validity of our conclusions, but may call the
precision of our conclusions into question; and the sociolegal
context within which the research was conducted implies that it
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is important to take pre-abortion mental health into account
(which we did).

Rowlands & Guthrie also suggest that an adequate review of
this issue has been conducted by Charles et al.3 We do not agree.
This review has been criticised on the grounds of investigator bias4

and these concerns are supported by the somewhat anomalous
conclusions the authors draw. For example, the study by
Schmierge & Russo5 using the National Longitudinal Study of
Youth (NLSY) data is ranked as one of the four ‘good’ studies
despite the facts that only 40% of women having an abortion were
included, and mental health was measured using a single scale of
depression, with this outcome being assessed up to 13 years after
the abortion. All of these features will bias results towards the null
hypothesis. In addition, Charles et al3 failed to distinguish
between the different causal questions that may be asked about
abortion, and misleadingly dismissed a number of studies showing
links between abortion and mental health on the grounds that
they did not include an appropriate comparison group.

Finally, Rowlands & Guthrie claim that conclusions cannot be
drawn about the causal effects of abortion on mental health in the
absence of randomised controlled trials. We believe that this
argument overstates the case and there is now growing evidence
for two major conclusions about abortion and mental health.
First, exposure to abortion is an adverse life event which is
associated with a modest increase in risks of mental health
problems. Second, the mental health risks associated with
abortion may be larger, and certainly are not smaller, than the
mental health risks associated with unwanted pregnancies that
come to term.
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Longitudinal course of cognition in schizophrenia

In their meta-analysis,1 Szöke et al found significant improvements
in most neuropsychological variables, along with well-known
potential practice effects, and that semantic verbal fluency holds
promise as a suitable cognitive endophenotype in schizophrenia.
We acknowledge that this review is a step forward, attempting
to merge and quantify the evidence from both naturalistic
observational studies2 and clinical trials.3

We agree with the authors that the current literature is limited
by the virtual absence of healthy control groups. Since only 9 out
of 53 studies reported longitudinal neurocognitive data for
controls, it is difficult to disentangle whether patients’ cognitive
changes are true improvements or confounded by the non-specific
effects of practice-related learning.4 The use of healthy individuals
from test–retest studies (‘external controls’) is also problematic

and the parallel assessment of controls would rule out the
possibility that patients’ apparent cognitive stability is not
deterioration in disguise, as the authors accurately suggest.

In addition, we would like to highlight other critical issues that
may limit the conclusions. First, the authors’ choice to lower the
minimum study duration to 1 month led to the median test–retest
interval being only 4 months, which is shorter than the
recommended trial duration to evaluate cognitive changes (e.g.
at least 6 months).5 This also may have biased the review towards
short-term clinical trials intended to improve cognitive deficits,
especially with second-generation antipsychotics. Had a more
stringent and clinically relevant 1-year follow-up cut-off2 been
used, only 24 out of 53 studies would have been reviewed. Second,
approximately half of the 20 clinical trials previously reviewed3 are
open, and these are mostly clozapine trials of patients who are
treatment-resistant. Significant associations between cognitive
change and change in negative symptoms are more likely to occur
in these studies than in naturalistic follow-up studies.5 Third, we
feel the authors missed an opportunity to include the distinction
between patients with first-episode or chronic schizophrenia and
geriatric patients as a potential moderator variable. This could
have contributed to a better understanding of the probably
complex cognitive pathways during the lifespan.

Despite the number of longitudinal neurocognitive reports, less
is known than was originally supposed about the course of cognition
in schizophrenia. Only a small subset (n=4) of longitudinal reports
have compared these neurocognitive pathways with those of healthy
controls over at least 1 year. When reviews2 are not focused on the
neurocognitive effects of antipsychotics, stable long-term
performances and, in some cases, cognitive gains could be
expected, thus offering a rather pessimistic picture for cognitive
enhancement. This approach seems more useful for understanding
the long-term natural history of cognition in schizophrenia.
Conversely, this meta-analysis1 relies on short-term data, mostly
from clinical trials,3 and therefore more likely overestimates the
potential for cognitive improvement.

In summary, it would be misleading if the conclusions were
regarded as a major leap forward instead of as tentative hypotheses
awaiting further investigation. Since the possibility remains that the
current findings are more valuable to researchers, a new meta-
analysis that takes into consideration these and other limitations
might be more helpful for clinicians, patients and caregivers.
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