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Introduction by Chairman of Council 
" 

Our task is to respond to the request by the Minister for Health for us to 

evaluate and meet the training and information needs of general 

practitioners with regard to the provision of crisis pregnancy counselling. 

Our response must"be in accordance with the "Regulation of Information 

(Services Outside State for Termination of Pregnancies)" Act, 1995. In 

addressing this challenge, we recognise many problems and diffIculties. 

The Act recognises the right of women to seek abortion information and 

counselling and the right of doctors to refuse to co-operate in this process. 

We recognise two dilemmas for doctors. 

• Firstly, the reservations of those doctors who do decide to give infor

mation yet are denied the time-honoured practice of giving the woman 

a professional letter of referral. 

• Secondly there is due recognition in the Act of the right of doctors 

who are conscientious objectors to not co-operate in the process of 

procuring an abortion but there is no reference in the Act as to how 

the woman may achieve her objective. 

In addressing these dilemmas we offer no concrete solutions, other than 

our document now presented, and stand by our earlier public statement 

which says "In providing these services the General Practitioner is 

governed by his/her individual conscience, by the ethical guidelines as laid 

down by the Medical Council and the law of the land". In other words we 

are stating that where individual GPs have a conscientious objection, the 

onus lies on others to assist the woman in obtaining the necessary 

information. 

GPs routinely counsel women on a variety of problems during daily 

consultations including crisis pregnancy. However the issue of crisis 

ICGP TRAINING PROGRAMME & INFORMATION FOR GPs ON CRISIS PREGNANCY COUNSELLING 
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pregnancy has not been addressed in a focused way until now. The Act is 

the outcome of a constitutional amendment which itself is the subject of 

prolonged and well documented public debate and controversy. Reflecting 

the reality in society at large, there exists amongst general practitioners a 

diversity of opinion regarding the issue of abortion outside the state and 

the dissemination of information toward that aim. 

However, GPs are united in their desire to help any woman with a crisis 

pregnancy. Quite apart from moral considerations abortion is medically 

undesirable and with appropriate use of contraception, should be 

preventable. Yet the numbers seeking abortion in Britain does not appear 

to have fallen. Many women bypass their GPs when travelling for an 

abortion and receive no medical follow up afterwards. That is a situation 

which the vast majority of GPs would like to change. 

The GP is ideally positioned t~ counsel a woman with a crisis pregnancy. 

There is no clear evidence that referral to other professionals serves any 

useful purpose other than to "pass the buck". However it cannot be 

assumed that such counselling is at present adequately provided by all 

doctors. 

This training and information package is intended to begin to address 

these needs. It has been designed to be read by in~ividual doctors and to 

be used by tutors, trainers and teachers providing education in this area. 

Dr Michael Coughlan. Chairman of COlJ.l1cil. May 1995 , 
" 

.> 
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~ .. 
Objectives 

1 To reduce the abortion rate amongst Irish women and 
to reduce the incidence of unplanned pregnancies. 

2 To ensur~ informed choice. 

3 To ensure that those who travel for abortion outside the 
state do so safely and receive a quality medical service. 

4 To ensure continuity of care following abortion. 

S To reaffirm total confidentiality from the family doctor 
who knows the patient and who understands the full 
context in which her pregnancy arose and within which a 
solution must be found. 

6 To offer clinical guidelines to those GPs having a 
conscientious objection to the giving of abortion 
information indicating their rights and responsibilities to 
the patient. 

ICGP TRAINING PROGRAMME & INFORMATION fOR GP, ON CRISIS PREGNANCY COUNSELLING 
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Prevention of Crisis Pregnancies 

General practitioners are in a position to attempt to prevent unwanted and 

unplanned pregnancies as they provide ongoing medical care to their 

patients in an environment that allows doctor initiated issues to be 

discussed. Seventy per cent of women will attend their GPs in any year. 

Ninety fIve per cent will do so within fIve years. Thus GPs have repeated 

opportunities to address the issues that may contribute to a woman having 

a crisis pregnancy. These issues include: 

Our approach to contraception 
We need to take a much more pro-active approach to the providing of 

contraceptive information and advice to our patients, both male and 

female. 

In the past we have often discussed contraception only when the subject 

has been raised by the patient. General practitioners should consider 

introducing the subject of contraceptive needs when a patient attends for 

another reason. By creating opportunities for doctor-patient dialogue 

about contraception we can avail of the window of opportunity a consul

tation provides and address any identified need. This can be done 

sensitively and unobtrusively. The GP will quickly pick up whether the 

patient does not need contraceptive advice, has an unmet need or is 

ambivalent about the area while being sexually, active. The GP can then 

act on these issues as appropriate and explore them,further at another time 

if necessary. 

Identification of high risk groups 
These may be: -\, 

• women who think they are too young or too old to get pregna'rit 

• women with chronic ill-health 
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• women with life-threatening illness . 
• women of any age who are ignorant of the facts of fertility and con-

ception 

• women who have di-?organised lives or who suffer one life crisis after 

another 

• women who have an ambivalence to pregnancy and as a result contra

ception 

• men and women who are sexually active and do not take precautions 

Patient attitudes to sex 
Ambivalence towards contraception often stems from ambivalence 

towards sexuality and the expression of this in the form of sexual activity. 

Sex education in our schools is vital and will go some way towards 

addressing this problem but GPs have a role in making the consultation a 

safe place to discuss sexuality and thus contraception. We must encourage 

our patients to be open about this aspect of their lives. To do this we must 

ourselves be seen to be comfortable dealing with any issues that may arise. 

Male responsibility for contraception 
Any attempt to prevent crisis pregnancies must address the role men play 

in taking responsibility for contraception. By addressing only our female 

patients for contraceptive advice, we are confIrming the stereotype that it 

is solely a woman's problem. It is a challenge for GPs to see their male 

patients as equal partners in sexual responsibility. Until we do so, we are 

forfeiting half the potential opportunities for prevention. This group may 

present with particularly ambivalent attitudes to contraception and this 

needs to be addressed. 

ICGP TRAINING PROGRAMME & INFORMATION FOR GPs ON CRISIS PREGNANCY COUNSELLING 
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Counselling for Infonned Choice in Crisis Pregnancy 

Background 
In many instances the general practitioner (GP) is ideally positioned to 

comfort, advise and counsel a woman in crisis due to the unique knowl

edge and relationship which exists when providing her with an ongoing 

family health service. In other cases, the GP may be consulted by a woman 

he or she has not previously met and in such circumstances different skills 

may be required. 

Counselling is an acquired skill. It embraces all aspects of general practice 

and family medicine. Good counselling skills are of paramount 

importance in crisis situations such as in bereavement, suicide intent, life 

threatening illness, breaking bad news, marital and family emergencies 

and in dealing with a crisis pregnancy. 

Each GP acquires and deve!ops counselling skills during the course of 

undergraduate education, vocational training, postgraduate continuing 

medical education (CME) and through experience in practice. This is a 

'continuum' and a life-long process. Counselling skills and communica

tion skills are interdependent. 

The following basic principles of counselling should apply: 

1. A person "cannot NOT communicate" (Watzlawick 1964, P2l.' 
" 

If a woman tells a doctor someth.ing and the doctor says nothing or 

refuses to discuss it, that doctor has communicated ,.~omething quite 

clearly, 

2. Human communication is a "multilevel phenomenon" (Watzlaw'ic~, 1964, 

P3,)' An attempt at communication may prove meaningless when it is 

reduced to one level. Communication has content, which is the informa-
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tion that the individual is conveying. Communication can only occur in a 

specific context. Contextual disagreements can cause one person in a 

conversation to misunderstand what the other has said. 
" 

"While we may like to thiok that we live in a world of reality, the reality is that 

we live in a world of personal opinion" (Watzlawick 1976).' 

Much of what each of us considers to be reality consists of the sum total 

of our personally arrived at, and absolutely unique, set of opinions. 

In dealing with a woman with a crisis pregnancy it is highly probable that 

the GP will be attempting to communicate with a woman who does not 

share his or her reality or perception of, the world. She may inhabit a 

totally different value system, may come from a totally different 

socia-economic background, and may represent a different ethnic or 

religious group. The issues of relationship, and how the woman thinks she 

is perceived, may become critical in communicating with her in the crisis 

situation. A primary task is to understand the situation as the woman in 

crisis sees it and to communicate with her in a way which is consonant 

with that view. 

The GP then has two choices: 

• Attempt to alter the rea"lity of the situation itself 

• Work towards changing the way the woman in crisis sees her situation 

While the second course of action may seem a diffIcult task, it may be the 

wiser course of action. In effect the GP tries to help the woman in crisis 

to change her perception of reality in such a way that she can see alter

native means of resolving her problem. 

3. A third basic rule of communication is that "the message sent out is not 

ICGP TRAINING PROGRAMME & INFORMATION FOR GPo ON CRISIS PREGNANCY COUNSELLING 
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necessarily the message received". (Watzlawick, 1964, P.42l. 

Establishing a relationship with the woman through language is a subtle 

process. Restraint, sensitivity and clarity of expression are required. What 

is said by the GP (content) may be vital in resolving the cris!s. 

4. Another important nuance of counselling is to focus upon behaviour, 

espeCially when the woman is a stranger. 

It is important to avoid presumptuous behaviour which implies that one 

knows what the woman is thinking or feeling. For example, if a doctor 

says "you are afraid aren't you?", he or she gives the impression of 

knowing what the woman is feeling. Instead, the GP may say, "What you 

said just now makes me think that you are afraid. Are you?" In that way 

the woman is given psychological 'room' to explain or to deny a feeling 

or attitude. In the same way, these two utterances may sound similar but 

are quite different: "You are hostile" differs from "What you said sounded 

hostile. Did I say something to make you angry?" The first utterance 

implies that the woman is 'bad' whereas the second focuses on the 

woman's words and indicates that the doctor is trying to understand why 

she said them. 

5. The GP should not be patronising or assume intimacy or friendship 

when he/she does not know the woman well. C'are should be taken not to , 
address her in a demeaning or cond~scending manner. The GP must above 

all refrain from being, or appearing to be, judgmental. . ' 
6. An essential component of counselling skills is . ~on-verbal 

communication i.e. the recognition of facial expressions, subtle gestures 

and postures which accompany speech. It is also important to be able to 

recognise negative communication such as hesitancy in giving informa-
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tion or deliberate omissions. 

7. Effective communication in crisis situations often demands time and 

with it considerabfe patience an.d careful thought. The GP should avoid 

rushing into a particular course of action, avoid giving guarantees and 

should acknowledge difficulties and challenges. It is necessary to remove 

the sense of urgency and to reassure the woman that time is available 

before decisions need to be made. In this respect it may be necessary to 

arrange several consultations spread over a number of days. It may 

involve other family members and other professionals in the counselling 

process. However, the doctor must keep in mind the medical necessity of 

avoiding undue delay particularly where 'abortion is the likely eventual 

outcome. 

In summary there are three main goals of the counselling process: 

• To establish rapport and gain the trust of the woman in crisis 

• To help her to formulate a clear definition of the problem 

• To enable her to establish goals for its management and resolution 

The role of the GP is: 

(1) Confirming the pregnancy 

(2) Helping the woman to make a decision about the future of her 
pregnancy 

(3) Carrying out the decision 

(4) Follow-up 

1. CONFIRMING THE PREGNANCY 

• Urine testing is reliable. Modern test kits detect HCG within a few 

ICGP TRAINING PROGRAMME 8. INFORMATION FOR GPs ON CRISIS PREGNANCY COUNSELLING 
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days of conception. Negative tests should be repeated in 3 - 5 days. 

Confirmation of pregnancy as early as possible is important to 

management. 

• Occasionally a pelvic examination may be useful if testin~ is negative 
and pregnancy is likely. 

• While doing the pregnancy test it is useful to establish what would the 
woman's attitude be to finding she was pregnant. Be careful not to 
assume that a married woman will be happy to be pregnant and an 
unmarried teenager necessarily unhappy. 

• Many women will attend after they have themselves confirmed the 
pregnancy by home testing. ' 

2. HELPING THE WOMAN TO MAKE A DECISION 
The nature of the woman's predicament and her attitude to it should be 

explored. The pregnancy maybe unplanned due to contraceptive failure, it 

may be unwanted because she feels she is too old or too busy to have a 

baby. She may have conceived outside her marriage. The pregnancy may 

have been planned but on reflection becomes unwanted if the risk of 

congenital abnormality becomes unacceptable. 

The woman's needs may include the following:· , , 
• space in which to make a reason~d decision 

• information about the alternatives available - what ,they entail and 
their risks ' 

" 

• an opportunity to explore the implications of each option ". 

• an opportunity to assess her own feelings, wishes and 
circumstances 
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The aims of crisis pregnancy counselling are: 

• to enable the woman to reacb an informed decision that she won't 

regret , 
• to lessen the risk ,?f emotional disturbance, whatever decision is 

reached 

• to lessen the risk of a further unwanted pregnancy 

To achieve these aims the GP must: 

• be patient and careful 

• be willing to listen with interest 

• look and observe and be mindful of non-verbal communication and of , 
negative communication 

• endeavour to allay anxiety and dispel fears 

• reassure the woman that help is available to her in coming to a 
decision 

• remove the sense of urgency and panic which may exist 

• defuse the crisis so that the woman can come to a balanced decision 
in circumstances that are, as far as possible, non-threatening 

During the initial consultation: 
• the practice secretary should be advised to avoid interruptions 

• when the diagnosis of pregnancy is not yet confirmed it may help to 
delay the pregnancy test until late in the consultation because any 
advice given in the turmoil following a positive result may be poorly 

understood or retained . Thus before testing it may be useful to adopt 
a 'what if?' approach and to explore the woman's own ideas and fears 

and to address these in turn. 

• depending on how well one knows the woman the GP should consider 

ICGP TRAINING PROGRAMME & INFORMATION FOR GPs ON CRISIS PREGNANCY COUNSELLING 
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using techniques to improve the consultation process and the doctor
patient relationship, for example by sitting beside rather than opposite 
the woman and by placing a reassuring hand on her shoulder at an 
appropriate moment 

• the choices and various options should be considered and their 
implications and possible outcomes discussed clearly and truthfully 

• it may be appropriate for the woman's boyfriend or partner, or family 
member or friend to be invited (with her permission) to take part in 
the discussion 

• future counselling sessions should be planned in such a way that 
adequate time will be provided in an ideal setting. 

A woman may opt for one of three courses of action: 

• To continue the pregnancy and keep the baby 

• To continue the pregnancy and have the baby adopted 

• To seek an abortion 

The role of the GP is to offer information and support in an atmosphere 

that is free of pressure or constraints that may interfere with a woman's 

ability to think clearly and to decide for herself. A GP's personal opinions 

and beliefs should not interfere. It is not for GPs to attempt to influence a 

woman in her decision making, only to facilita,te that process. If he or she 

feels unable to explore the issue of abortion info.~mation with a patient, 

the woman should be informed of this as soon' as is appropriate. If 

conscience allows, the GP should then advise the womaq as to where else 

she might go for such information. 

Exploring attitudes and feelings: 
Is the pregnancy wanted? 
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If it is unwanted, why is this so? By establishing this the GP will learn if 

the patient has unrealistic fears about pregnancy such as the pain of 

labour which on~e explained may allow her to continue with the 

pregnancy. 

When she first suspected she was pregnant what was her attitude to .the 
pregnancy? 

This question will establish the woman's own views on the pregnancy and 

will reveal any ambivalence she may feel. If she is ambivalent, any 

decision she makes may result in her subsequently feeling it was the 

wrong one. 

Has she been able to talk to anyone else about her predicament? 

This is useful so as to establish how isolated she may be and if she needs 

help in telling others e.g. her parents. 

If she has talked to others what was their attitude? 

How did they react and what did they suggest? It is important to check 

that she is not being pressured by anyone. She may be influenced by the 

opinions of others but ultimately the decision must be hers. 

Before she got pregnant what was her attitude to single parenthood, 
adoption, illegitimacy, abortion - both in general and in her own case? 

Women who may have had strong anti-abortion views may present when 

their own circumstances change, requesting help with an abortion. If the 

woman decides to go ahead with an abortion she may need more support 

than others in coming to terms with her decision. 

What is the nature of the relationship she is in, if any? 

Even a stable relationship may be threatened by an unwanted pregnancy. 

If the relationship is unstable or no longer exists the woman may need 

ICGP TRAINING PROGRAMME & INFO~MATION FOR GPs ON CRISIS PREGNANCY COUNSELLING 
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extra support that a relationship would provide. 

Has this crisis come 'out of the blue' or are there other problems she 
may need help with? 

An unwanted pregnancy may be part of an otherwise settled life or may 

be one of a series of disasters in the woman's life. If the latter is the case 

she will need on-going practical help and support after the crisis is over. 

How did this pregnancy happen and how maya further unwanted 
pregnancy be avoided? 

This needs to be explored sensitively and may be best left to when the 

immediate crisis is over. The cause of the pregnancy will need to be 

addressed. Was it contraceptive failure, risk-taking behaviour or ambiva

lence or denial of her sexual feelings and activities? 

Is there anyone else who should be seen? 

Some partners will benefit from counselling. Some women particularly 

teenagers may benefIt from support in telling their parents. 

What are the financial implications of her choice? 

If the woman is single and chooses to continue the pregnancy she should 

be advised to attend her Community Welfare Officer to determine what 

benefIts she may be entitled to. This may includ.e fmancial support after 

the delivery and advice about housing. 
, 

For many women who choose to have an abortiofr, ~mance may be a signif-

icant obstacle, particularly those from the lower socio-economic·groups. A 

return trip to the UK plus clinic fees will cost a minimum. of IR£3S0. Some 

charitable clinics will adopt a sliding scale of fees if approach~d early. 

A number of the voluntary escort and befriending agendes may help in cases of 

severe fmandal hardship. They will occasionally arrange overnight accommodation. 
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Special Situat~ons: The teenager with a crisis pregnancy 
> 

• May present late 

• May cope by denial. 

• May be unrealistic and naive about her ability to cope with a baby 

• Should always be interviewed alone even if accompanied by a parent. 
Her ideas should be sought and she should feel that any decisions 
made are hers 

• May be reluctant to use contraception even if clearly at risk of further 
pregnancy 

• Under the age of 16 parental consent is required for abortion (in 
addition to the patient's own consent which is always mandatory) 

• Both abortion (particularly if late) and pregnancy/childbirth involve 
greater risks in young teenagers 

3. CARRYING OUT THE DECISION 
Keeping the baby 
Any woman who has a crisis pregnancy and continues with the pregnancy 

will need considerable support both during the pregnancy and afterwards. 

The general practitioner has a considerable role to play here. Voluntary 

organisatio~s like CURl\: provide a confIdential counselling and telephone 

service which the woman may benefit from. Supportive combined 

ante-natal care will provide ongoing opportunities for advice and follow

up. Assistance with applications for fmancial benefIts is useful. Ongoing 

support for the mother and baby is essential. Temporary fostering is an 

option if the woman experiences diffIculties caring for the child. 

Adoption: 
Women can be referred to CURA who will give advice about arranging 

ICGP TRAINING PROGRAMME & INFORMATION FOR GP. ON CRISIS PREGNANCY COUNSElliNG 
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adoption. If it is not acceptable for the woman to stay at home, placement 

with a family can be arranged until she delivers. Local social workers may 

also be involved in arranging adoption through the statutory agencies (see 

section on information) Follow-up by the GP is essential. 

Abortion: 
If the woman chooses to end the pregnancy it is important for the patient 

to obtain reliable information about abortion clinics that have a good 

reputation. Unscrupulous private clinics do exist and Irish women have 

suffered medically by attending them when they did not know pf 

reputable alternatives. (see section on information). A doctor with a , 
conscientious objection may decide not to supply the necessary 

information. This right is provided for in the Termination of Pregnancy 

Information Act 1995. The general practitioner should write a medical 

record summary note and give this to the patient to take with her to the 

clinic. (see section on record summary note) 

4. FOLLOW-UP 
(See following section) The GP should arrange to follow-up the woman 

two to four weeks after the abortion. 

, 

" 
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Inforr~ation for GPs 

UK Legal Requirements I Abortion Techniques 
The legal requirements in the UK 
Under the 1967 lE ~ct, abortion performed by a registered medical 

practitioner is legal: 
, , 

if two registered medical practitioners are of the opinion, formed in good 

faith -

(a) that the continuance of the pregnancy would involve risk to the life 
of the pregnant woman, or of injury to the physical or mental 
health of the pregnant woman, or any existing children of her 
family, greater than if the pregnancy were terminated, or 

(b) that there is a sUbstantial risk that if the child were born it would 
suffer from such physical or mental abnormalities as to be 
seriously handicapped. 

In determining the risk of injury to health "account may be taken of the 

pregnant woman's actual or reasonably foreseeable environment." 

The law does not directly affect Irish GPs as they do not function as one of 

the two doctors who consent to the application for termination and fIll out 

the official referral form. In the UK the woman must convince the two 

doctors that she will be adversely affected by continuing the pregnancy. 

Not all women in the UK are able to have the termination that they 

request as the doctors may not agree to it. Access to abortion irj Scotland 

is more restrictive and this is thought to account for the lower abortion 

rate there. 

With Irish women attending clinics in the UK it is generally accepted by 

the doctors in the clinics that if the woman is prepared to make the trip to 

the UK and considering the personal and fmancial cost that she must incur 

ICGP TRAINING PROGRAMME & INFORMATION FOR GPs ON CRISIS PREGNANCY COUNSELLING 
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to do so, she will be very clear about her need for a termination and thus 

the request for abortion is normally granted. 

Abortion Techniques 
(a) First trimester 

Vacuum aspiration - The contents of the uterus can be emptied by suction 

up to 12-14 weeks of pregnancy. Depending on how early the gestation is 

the cervix will need to be dilated. This is painful and requires 

anaesthetic. 

(b) Second trimester 

Prostaglandins - Prostaglandin is instilled through the cervix in to the 

extra-amniotic space. The foetus is expelled in 8-18 hours. If the placenta 

is not expelled with the foetus, dilatation and evacuation needs to be 

done. 

Dilatation and evacuation alone is a less commonly used method. 

General anaesthetic is most commonly used for all terminations but the 

private clinics are increasingly using local anaesthetic to facilitate day 

case procedures. 

Facts and figures 
55% of abortions in England and Wales are carried out outside the NHS -, 
over half of these are in clinics operated by the thl'e~ largest charities. 

21% of abortions are repeat abortions. This may be due.}o carelessness, 

method failure or ambivalence about contraception and PI'eg~ancy, 

Reasons for abortion (UK)4 

88.5 % of abortions are performed for 'risk of if1jury to physical or mental 

health of the woman', 
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, -
Abortions performed for 'risk of handicap' account for 1.5% of the total. 

'Risk to life' of'ihe mother is cited in 0.2% of cases as reason for abortion. 

Abortion rate " 

More than 5,000 women 'attending abortion dinics in England and Wales 

in the last year gave Irish addresses - a national rate of 5.4/1,000 women 

aged 15-44. 

It is thought that a significant number of Irish women attending UK clinics 

give UK addresses so as to maintain secrecy, thus the national rate may be 

higher. 

International comparisons: 

Netherlands 5.3 

Scotland 9.0 

Eng. & Wales 14.2 

Sweden 19.8 

USA 28.0 

CUBA 58.0 

ICGP TRAINING PROGRAMME & INFORMATION FOR GP, ON CRISIS PREGNANCY COUNSELLING 



Information on Services 

Information on Services 
Available to Women with Crisis 
Pregnancies 
Information in this section is 

reproduced from information 

leaflets provided by the relevant 

organisations. It is intended as a 

guide only. 

IRELAND 
The Adoption Board 
Hawkins House, 
Hawkins Street, 
Dublin 2. 
Phone (01) 671 5888 

Adoption Advice Service 
Barnardos, 
Harold's Cross 
Dublin 6 
Phone (01) 496 0042 

St. Anne's Adoption Society 
Catholic Marriage Advisory Council 
of Ireland, 
All Hallows College, 
Drumcondra, 
Dublin 9 
Phone (01) 8375649 

34 Pau I Street 
Cork 
Phone (021) 273213 

PACT 
Protestant Adoption and Counselling 
Trust, 
71 Brighton Road, 
Rathgar, 
Dublin 6 
Phone (01) 690 6438 

CURA 
30 South Anne Street, 
Dublin 2 
Phone (01) 671 0598 

34 Paul Street, 
Cork 
Phone (021) 277544 

Contact number 
(0902) 74272 
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Region 
Athlone 
Belfast 
Derry 
Dundalk 
Ennis 
Galway 
Kilkenny 
Letterkenny 
Limerick 
Sligo 

(080 1 232) 740900 
(080 1 504) 268467 
(042) 37533 

Tralee 
Waterford 
Wexford 

(065) 29905 
(091) 62558 
(056) 22739 
(074) 23037 
(061) 318207 
(071) 43659 
(066) 27355 
(051) 76452 
(053) 22255 

Dublin Wellwoman Centre 
Headquarters: 73 Lower Leeson 
Street, 
Dublin 2. 
Phone (01) 661 0083/661 0086 

Irish Family Planning Association 
Halfpenny Court, 
36-37 Lower" Ormona Quay, 
Dublin 1. "-
Phone (01) 872-5033 

Family Planning Services Limited 
66 Pembroke Road, '. 
Dublin 4. 
Phone (01) 668 1108/668'3714 

Irish Family Planning Clinics 
Dublin 
5-7 Cathal Brugha Street, Dublin 1.: 
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(01) 872 7088 
59 Synge Street, Dublin 8. 
(01) 478 01721668 2420 

Level 3, The Square', ;~allaght, Dub!in 24 
(01) 459 7685/459 7686 

Limerick 
27 Mallow Street, 
Limerick. (061) 312026 

1 North Quay, Newcastlewest, Limerick. 
(069) 62933 
Galway 
Medi Care Services, Lismoyle House, 
Augustine Street, Galway. 
(091) 62992 
Wexford 
Glenna Terrace, Spawell Road , Co. Wexford . (053) 43040 
Kerry 
14 Ashe Street,Tralee, Co. Kerry. 
(066) 25322 
Cork 
23 Tuckey Street, Grand Parade, Cork. 
(021) 277906 
Meath 
37 Watergate Street, Navan, Co. Meath . 
(046) 28140 

All adoption services can be accessed through the appropriate health board 
social worker. 

Health Board Contact Addresses 
Eastern Senior Social Worker, 

Child Care Services, 

Midlands 

Park Hse. North Circular Rd. 
Dublin 7. (01) 838 7122 

Senior Social Worker, 
Arden Road, 
Tullamore, Co.Offaly. 
(0506) 41301 - Mon, Wed. & Fri. 
{O502) 21135 - Tue & Thurs 

ICGP TRAINING PROGRAMME & INFORMATION FOR GPs ON CRISIS PREGNANCY COUNSELLING 



Mid Western Senior Social Worker, 
Unit 3, St Camillus Hospital, 
Shelbourne Road, Limerick. 
(061) 326677 

Nrth Eastern Senior Social Worker, 
Child & Family Centre, 
St Mary's Hospital, 
Dublin Road, Drogheda, 
Co. Louth. 
(041) 32963 

Nrth Western Senior Social Worker, Sligo/Leitrim, 
Markievicz House, Sligo. 

Sth Eastern 

Southern 

Western 

(071) 60222 

Donegal 
Community Care Offices, 
Isaac Butt Buildings 
Ballybofey, Co. Donegal. 
(074) 31391 

Senior Social Worker, 
County Clinic, James' Green, Kilkenny. 
(056) 52208 

Senior Social Worker, 
Floor 2, Abbey Court Hse. 
George's Quay, Cork. 
(021) 965511 

Senior Social Worker, 
Health Board Adoption Society, Child Care..Unit, 
Finance Buildings, 
Newcastle Road, Galway. 
(091) 23122 

25 
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GREAT BR'ITAIN 
In attempting to identify providers of abortion services offering quality medical care, 
we sought the informal advice of the Royal College of General Practitioners and 
others, The organisations listed below are non-profit making registered charities in 
which the Iri~h Colleg~ 'oi General Pra9titioners has no commercial or other interest. 

British 'Pregnancy Advisory Service 
Head Office 
Austy Manor 
Wooton Wawen, Solihull, 
West Midlands B95 6BX 
Tel: 0044 1564 793225 
Fax: 0044 1564 794935 

North London Branch, 
BPAS Surgical Unit, 
Ward K2, 
St Ann's Hospital Centre for 
Community Care, St Ann's Road, 
South Tottenham, 
London N 15 3TH 
Tel: 0044 181 8096600 

Details gerler,,1 Saturday SI Ann's St Ann's Sat 

51g £ Sig C Stg £ Sig C 

Pregnancy Test 8 8 8 8 

Abortion 

Assessment 45 45 45 45 

Surgery (local or general anaesthetic) 

Up to & including 14 weeks daycare 200 235 245 280 
Up to & including 14 weeks overnight 220 255 265 300 

15-19 weeks inclusive 345 380 390 425 

20-24 weeks 540 

Medical abortion 

Early medical up to 9 weeks (Mllegyne) 200 235' 245 280' 

Late medical up to 24 weeks 495 530 540 575 

Counselling 

Post abortion Iree to BPAS Clients 30 30 30 30 

'Saturday supplement 01 5tg £35 applies when the pessary is inserted on this day 

ICGP TRAINING PROGRAMME & INFORMATION FOR GPs ON CRISIS PREGNANCY COUNSELLING 
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Rosslyn Clinic, Pregnancy Advisory Service 

11-13 Charlotte Street, 

london, 

15 Rosslyn Road, East Twickenham, 
Middlesex TWI 2AR 

WIP IHD 

Tel: 00441714369919/171637 

8962 

Tel: 0044 181 891 6833 

_. -
Opto, ls Cost Stg [ 

Consultation only 

Gestation up to 14 weeks 

Gestation 14 weeks to 17 plus 

Gestation 18 weeks to 22 plus 

Sterilisation & Termination of Pregnancy 

(up to 14 weeks gestation) 

ESCORT 

45 

240 (including consultation) 

365 (including consultation and scan) 

420 (including consultation and scan) 

315 (including consultation) 

Escort is an organisation based in Liverpool which aims to assist Irish 
women seeking abortion in the UK by providing financial support, compan
ionship and in some cases accommodation. They have a limited budget 
which they would prefer to use on those with the greatest emotional and 
financial need. GPs can themselves make this assessment and advise 
women to contact the organisati9n through the Irish Family Planning 
Association or the Union of Students in Ireland (USI). 
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MARIE'STOPES HOUSE 
129 Whitfield Street, 
London WI!". 5RT 
Tel: 0044 171 383 4507 
Fax: 0044 171 3~3 7196 

108 Whitfield Stre'l!t, 
London WIP 6BE ' 
Tel: 0044 171 388 0662 

10 Queen Square, 
Leeds LS2 8AJ 
Tel: 0044 113 244 0685 

2 St John Street, 
Manchester M3 4DB 
Tel: 0044 161 832 4260 

Fairfield Clinic, 
88 Russell Rd, Buckhurst Hill, 
Essex IG9 5QB 
Tel: 0044 181 505 4641 

Parkview Clinic, 
87 Mattock Lane, 
London W5 5BJ 
Tel: 0044 181 5670102. 

Raleigh Clinic, 
La Raleigh Gardens, 
Brixton Hill, 
London SW2 6AB 
Tel: 0044 181 671 1541 

Preterm/P & G Centres, 
40 Mortimer Street, 
London WIN 7RB 
Tel: 00441715809001 

Detai ls Cost Stg £ 

Consultation only 

Daycare: 

Gestation up to 14 weeks 

Overnight: 

Gestation up to 14 weeks 

Gestation 15 to 20 weeks 

Gestation 20 to 24 weeks 

RU486: up to 9 weeks 

All the above services include 

consultation, treatment and aftercare 

Counselling: 

Post abortion counselling 

45 

260 

320 

430 

510 

290 

from 25 

RU486 is a prostaglandin type pessary that is inserted into the vagina to induce early abortion. 

I! is licensed for use in certain UK clinics. 
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Patient Record Summary 

I>..~cfr.~~~! ......... .. ..................... ...... .......... .............................................. ............... .... ..... ... . 

. I?a~.~.<?f .I;!.i.~~~; ...... .... ...... ................. ............ .. .t:!~.~!.<?f. ~i!1 . i!'!.~rIl~.~g.~!'!~J.: ........ . 

p'1~~.~~ . p.1t().I).~.!.... .. . ............... ..... ............. ......... ... ........ .. ........... .. ..... .... .... .. ........ .. ..... .... . 

lM~.: .... .... .. .... .. .......................... .. .. .... .. .. ......... ........................ .. .. .. .. . 
~.~.~!i!!!()I)..\'!Y~~.~~I: ........................ .. , .... ... ... ...... .. ..... .. ... .... ............ ..... ............. .... .... .. 

~r.~gf!i!I).~Y..!:o.l).f:i.r.I11.~.IlY.; ................ .. .... " .... .!Jrif)~. t:t.9.~ U .. ~~a.rD.i.~.~t.i<?r . U ... ............. . '" 
ultrasound ( ) 

p.~ri!: .......... . 

~~~v!!l~.: ................ ...................... .............. ....................... ...... .... ....... .. .... ... .... ........ .. 
!\~~!<?f)~.: .. ?p.o.n.t~.nEl~~s ... . 

.. ..... " ..... J.ndu~ed ................. " ........ , ................ " .. .. ... .. 

. B.I.o<?~. ~r.,?up..:.. . ..... .. .... .. ..... ..... ... .. .. ... .1. ............. . 
~h.~.~~~ . .: ....... ............. .... ...... .... .. .... ... .... . 

~i!~~ .(iY.~.~ ... ':I!~~or.Y..; ........ .. ........... .. . 
~i!~~. !'~.Y~~!~.~r!!= .. 1-! is.~().ry.: .... .. . 

~i!~tM~.~.i.C;!I!.!:I.i.~t<?rY. :.... ...... .... .. ...... .... ...... .. .... .... .. .................... ................. .. .. 

P!.~gN.s!<?~Y.... .... .. ................... ...... .. ... .... .. ... .. ...... . 

1>..1!~rg!~s.: ................. ... ...... . ............... . 

••••••••• "'1' ••• • ••• ••••••• " ................ . 

..... "". 
~.~!)~r!l! . !'ri!~t!!!()n.~.~: ........... . 
.r~~.I)).~ : ................................ . 

~~Pf~~~.: .................. .......... ... ... .. . ............. ...... ..... , ....................... ;.,~ .... ~, .. ~: .. .'., ... ; . 
... .. .. .... .. " .... .. .. , ...................... ..... -... . ~ .............. " ... ..... .... ... , . .............. ' .......... '....: ... ~ ... ........ . 

Tel.~p.~~~e .~ .u~~~~: .. ....................................... _ ..... ........................ "_ .... .. .. . 

Note: Please address any correspondence to doctor named above and give to the patient: 
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Sample Patient Advice leaflet 

(To be given td'a woman who has decided to travel abroad for a 
termination of pregnancy.) 

Introduction 
Having been properly co.unselled the woman may decide to travel abroad 

for an abortion It then becomes the main concern of the GP to ensure that 

she does so safely, receives proper medical care, and returns for appro

priate follow-up. It is now normal good medical practice to supplement 

verbal advice and explanation with a written handout. This is particularly 

important when advising patients in crisis because their ability to concen

trate and to retain advice is impaired. A typical patient advice leaflet 

follows: 

Doctors who have a conscientious objection to abortion may regard the 

provision of patient advice as assisting abortion. 

ICGP TRAINING PROGRAMME & INFORMATION FOR GPs ON CRISIS PREGNANCY COUNSELLING 
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PATIENT ADVICE LEAFLET 
(For use by women who have decided to travel to the UK for a termination of pregnancy.) 

Ideally have someone accompany you to the clinic. The moral support is 

helpful. Inform at least one person that you are travelling and Why. 

Before attending the clinic for the termination: 

• Check that your appointment with the clinic has been confirmed 

• Check the location of the clinic - the clinic office and surgery may be 
in different places 

• Check transport to clinic 

• Check the requirements of the clinic as to what you should bring with 
you - clothing, toiletries, sanitary protection 

• Check payment requirements. Will they accept a banker's cheque or 
do they want cash? Be caref~1 carrying large amounts of cash about 
with you 

• Have you arranged accommodation? If not the clinic may be able to 
provide you with a list of bed & breakfasts and hostels for women 

Take the record summary your GP has provided you with. Check that you 

have your GPs telephone number. It is unlikely you will have any medical 

diffIculties while in the UK but if you do your GP't'/ill be able to provide 

advice about what to do. 

Are you staying overnight in the clinic? 

If not, you will need to have someone pick you up afterwards and accom

pany you to your accommodation. 
" 

What will happen to me at the clinic? 

• Procedures vary between clinics but in Britain you will have to be seen 
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" " 
by two do'ctors. The purpose of this is to first confirm that you are 
pregnant and' 'second to satisfy the British legal requirement that two 
doctors have agreed that you need to have a termination of pregnancy. 
British law requires the woman to state her reason for requesting a 
termination but not to explain or justify it. 'Psychological distress 
caused by continuing the pregnancy' is the most common reason 

given. 

• The first doctor's visit usually occurs the day before the term ination 
and includes an examination and discussion of the procedure. You will 
be asked to sign a consent form for the operation. The next day you 
will return early in the morning to the clinic where the operation is to 
take place. This may be in a different loctation. You will be seen by the 
doctor who will carry out the procedure. He or she will probably ask 
you some questions about your health . 

• You will have either a general anaesthetic where you are put to sleep 
fully or a local anaesthetic where your lower body is numbed. With a 
local anaesthetic there are less complications and the recovery time 
is quicker. The operation takes about ten minutes and you should not 

feel more than a little discomfort. 

• Afterwards you may feel some pain that is like a period pain. If it is 
uncomfortable you can request pain relief such as paracetamol. 

• After the termination you will usually be kept overnight so they can 
check that you have recovered fully. You will then be discharged in the 

early morning and be free to travel home. 

• You will probably have a period for up to a week after the termination. 
You may use sanitary towels or tampons for this. 

On returning to Ireland 
You should plan to visit your GP about two weeks after the termination. 

You should attend earlier if you have any of the following symptoms: 

ICGP TRAINING PROGRAMME & INFORMATION FOR GP> ON CRISIS PREGNANCY COUNSELLING 
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• Prolonged or heavy bleeding 

• Passi ng clots 

• Abdominal pain 

• Feeling unwell 

Contraception 
If you plan to resume sexual intercourse after the termination you may do 

so. Condoms are advised as protection against infection while you are still 

bleeding. Contraception is necessary immediately after a termination as 

ovulation may occur within a few days and as a result pregnancy can 

occur. If using 'the pill', it can be started on the day after the termination 

and continued as usual or started when your first period returns. A 

diaphragm can be used as before. An ruCD (coil) can be fItted immediately 

after termination but carries a hig\ler risk of infection and is best left until 

the fIrst period. 

The check-up with your GP 
This will allow your doctor to check that you have had no abnormal 

bleeding since the termination and that you feel well. He or she will 

discuss your contraceptive needs as appropriate. If you have any questions 

or concerns your GP will be happy to answer them. 

' . 
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Gui~elines for GPs on Post Abortion Check-ups 
" ~, -

The purpose ~f the check-up is: 
" 

• to establish the physical and p,Sychological well-being of the patient 

• to establish that the terminlltion has been successful and that the 
. woman has no retained products of conception 

• to address the subject of prevention of further unwanted pregnancies 
through use of appropriate contraception 

The non-judgmental approach 
Many Irish women have in the past bypassed their GPs when arranging a 

termination. This may make the GP feel uncomfortable about follow-up. 

However, it is more a reflection on the attitudes of Irish society generally 

than on the GP personally. It is important for their clinical care that these 

women feel that they can attend their GPs for follow-up without fear of 

reproach. Successful follow-up therefore starts in the relationship estab

lished before the decision to choose abortion. The GP must convey a 

positive message that whatever decision a woman makes s/he will want to 

see her again. 

Physical concerns at follow-up 

• The check should ideally take place at about two weeks. 

• Bleeding will usually reduce to brown staining about 1-2 weeks after 
the terrl}ination. Loss may continue up to the first period. The normal 
menstrual cycle should return in 4-6 weeks. 

• Bleeding that is bright red, with or without clots, more than one week 
after the termination, particularly if there is pain or fever suggests 
retained products of conception. 

• If this bleeding is associated with an enlarged uterus, admission to 
hospital should be arranged. If it is not, a course of antibiotics may 

ICGP TRAINING PROGRAMME & INFORMATION FOR GPs ON CRISIS PREGNANCY COUNSELLING 
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suffice. Careful follow-up is needed. Irish hospitals do not create diffi
culties about admitting women who have complications following 
terminations in the UK. 

• The pregnancy test may remain positive for a few days but should 
always be negative after two weeks. 

Psychosocial concerns 
It is to be remembered that the majority of women who terminate their 

pregnancies do not attend anyone for follow-up and a valuable opportu

nity is lost for discussion of the circumstances that led to the pregnancy. 

This area can only be discussed in detail after the termination as it will 

have little value in the crisis situation and might be interpreted by the 

patient as judgmental. 

Given the general rejection of abortion in Irish society, feelings of regret, 

stigma, and remorse may not be uncommon. These reactions by the 

patient may be confusingly mixed with a strong sense of relief. The GP 

should tactfully establish whether these sort of feelings exist - always 

ready to accept that they may not be present. Fear of discovery of a 

secretly arranged abortion may still be paramount. Anger towards others 

who contributed to the crisis - the father for his share of the blame (often 

with little responsibility for the consequences) and/or friends, family and 

society in general for their perceived attitudes of condeqmation may need 

to be expressed. 
", 

Contraception ~~ 

• From a purely medical point of view, abortion must be regarded as a 
serious failure of reliable contraception. It is important to establish 
whether conception resulted from mistaken beliefs about fertllitx or 
the need for precautions, unavailability of reliable means of contra-
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ception~' rJ:lethod failure due to incorrect use, or simply impulsive or 
careless behaviour. 

• Most women post abortion will be strongly motivated to accept contra
ceptive advice. This is an opportunity to follow-up contraceptive issues 
explored in counsellfng before the termination. 

• Some women may continue to be am bivalent about their need for 
contraception and th is must be addressed. If th is is so, a more 
profound exploration of their feelings and attitudes will be needed 
over a period of time. 

ICGP TRAINING PROGRAMME & INFORMATION FOR GPs ON CRISIS PREGNANCY COUNSELLING 
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Information for GPs 

Morbidity following induced abortion 
Ajoint study of the Royal College of General Practitioners and the Royal 

College of Obstetricians and Gynaecologists found a morbidity rate of 10% 

in women who had undergone induced abortion. In only 20/0 ~as this 

considered to be major. Six thousand one hundred and five women were 

studied.' (A surilInary of this article is included as an appendix.) 

Morbidity included: 

haemorrhage (4%) 

post operative infection (3.6%) 

psychiatric morbidity (2.4%) 

operative injury (0.6%) 

thromboembolic disease (0.5%). 

• First trimester abortion by vacuum aspiration is safe. Complications are 
rare and mortality is very low at 1 per 100,000 compared to maternal 
mortality of 10 per 100,000 

• Second trimester abortion is also safe but carries greater risks of 
infection with subsequent complication of infertility.6 

Recommendations for reducing morbidity include: 

• term inations earlier in gestation period , 

• reduction in delay attending clin ic and receiving an appointment 
" 

Note: This is particularly pertinent to the Irish situation as there will be an 
, '. 

inevitable delay for the patient who will have tQ make p&sonal 

arrangements such as work, family and fmances, '. 
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Physical effects of abortion 
Major physicaI'complications are uncommon particularly in fIrst trimester 

abortions. The risk rises with increasIng gestation and in teenage and older 

women. Complicatio~s. may inclUde perforation of the uterus, trauma to 

the cervix, haemorrhage, infection and retained products of conception 

requiring a D and C. Pelvic infection can occur if the woman has not been 

screened for sexually transmitted diseases. Long term risks such as cervical 

incompetence causing recurrent spontaneous abortion are rare. Long term 

risk may increase with recurrent abortions. 

Psychological effects of abortion 
Psychological sequelae are uncommon, usually mild and short lived.' They 

include guilt, regret, sleep disturbance and self reproach. Anniversary 

reactions have been found to be uncommon. These conclusions are based 

0.0 studies conducted in the UK. In the absence of published evidence on 

~e effects in Irish women, it is diffIcult to estimate the possible impact of 

Irish cultural values on psychological sequelae. 

Attempts have been made to identify factors which might influence 

adverse psychological effects after an abortion. Ambivalence towards 

abortion, coercion, medical indications for abortion, a history of psychi

atric illness, unsu'pportive attitudes of family and professionals have all 

been associated with unfavourable psychological sequelae. 

Guilt has been found to be more common in women who have physical 

grounds for abortion. These pregnancies may have been planned but 

become unwanted. 

ICGP TRAINING PROGRAMME & INFORMATION FOR GPs ON CRISIS PREGNANCY COUNSELLING 
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Confidentiality and related issues 

ConfIdentiality is a time honoured principle of medical ethics. The normal 

rules of confIdentiality apply to crisis pregnancy. ConfIdentiality is partic

ularly important in this area as crisis pregnancy and how it is dealt with 

has particular resonance in Irish society. 

Certain issues arise: 
• Minors 
A person under the age of 16 cannot consent to a medical or surgical 
procedure, thus parental involvement will be necessary if she is to have 
an abortion. This must be explained to the young woman and her agree
ment sought to involve her parents if she wishes to pursue the option of 
abortion. 

However, if the parents of a minor present requesting termination of 
pregnancy for their daughter it must be established by the GP that this is 
what the minor wishes. If she is not in agreement and the GP thinks she 
is mature enough to make an informed decision the GP must respect the 
right of the minor to refuse the procedure. Thus the consent of the person 
undergoing the procedure must be obtained regardless of age. 

• Spouses 

The doctor-patient relationship between a woman seeking abortion and her 

GP supersedes marital relationships. Confidentiality must be maintained 

regardless of requests by spouses for information. This also applies to all 

areas of contraception such as the ruCD and 'morning ,after' pill. 

• Medical Records 

Particular care must be taken by GPs when storing sensitive. information 
~ 

in medical record systems. There should be limited access to such 

information by practice staff. Many women are highly sensitive to possible 

breeches of confidentiality in the area of abortion. The woman should be 

reassured by the doctor of his or her commitment to the principles of. 

confidentiality and every effort made to uphold this. 
" 
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Gui~elines for GPs with a Conscientious Objection 

The rights'of doctors who have a conscientious objection to abortion and '. 
therefore to any clinical action of theirs which they regard as assisting 

others to carry ollt an abortion, are provided for both in the Ethical 

Guidelines 'of the Medical Council and in the recent Termination of 

Pregnancy Information Act 1995. 

When counselling a woman with a crisis pregnancy the GP may become 

aware that the woman is opting to travel for an abortion (her legal right). 

She will thus need information on abortion services which are available 

outside the state. In such circumstances the GP may exercise the legal 

right to inform the woman of his or her disagreement with or 

conscientious objection to abortion or the 'giving of information. 

He or she should be careful not to be judgmental and should endeavour 

to counsel the woman in a balanced and non-threatening manner. If not 

the GP runs the risk of complicating the crisis or of contributing further 

to possible post-abortion physical or psychological problems. She may 

require further medical attention or counselling and must be in a position 

to receive this. In other words, the GP should remain mindful of his or her 

role in the continuity of patient care and should 'leave the door open'. 

Within these broad parameters individual doctors owe it to their patients 

and to themselves to clarify in a personal practice policy what they are 

and are not prepared to do. Some guidelines may be helpful : 

• It is probably still illegal to perform or procure, or to refer directly, any 
woman for an abortion within the Republic of Ireland 

• It is unprofessional for any general practitioner to fail to be available 
and accessible to his/her patient (either personally or when off duty 
through a designated and suitably qualified locum) for whatever 
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medical problems s/he may choose to present including the problem 
of a possible unplanned pregnancy 

A conscientious objection to abortion does not absolve the doctor of the 
duty : 

• to care for a patient distressed by a personal crisis 

• to provide non-directive medical advice based on all available factual 
information regarding her options, possible adverse effects etc. 

• to ensure that she is in possession of whatever personal medical 
records she needs were she to decide to seek an abortion 

• to sustain a professional relationship with the patient which will 
encourage her to return for post-abortion care or to make contact in 
the interim should she feel the need to do so 

• to provide post-abortion care including contraceptive advice 

• to preserve her right to confidential ity 

• to inform her of his/her conscientious objection to assisting abortion 
and offering her the opportunity to terminate the consultation at that 
point if she so wishes 

A conscientious objection to abortion does not permit the doctor to 
discourage the patient from seeking an abortion, ~ unprofessional 
means: 

• by using the consultation to condemn abortion on. moral grounds 
(unless asked directly by the patient to express a moral view) 

• by creating delay which increases the medical risk to the patient 

• by withholding important medical records 

• by threatening to withhold further care, or make her circumstances 
known to family, employers, friends or others 
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• by induci'ng fear by spurious information about services, methods, 
side effects, 'future fertility, psychiatric illness etc. 

A conscientious objhtion to abortion may rightfully include an 

objection to providing the patient with the names of colleagues known 

to hold different views. 

The publication of the doctor's position on the question of providing 

abortion information through the use of waiting room notices or practice 

infonnation leaflets should be a matter for individual discretion: 

ICGP TRAINING PROGRAMME & INFORMATION FOR GPs ON CRISIS PREGNANCY COUNSELLING 
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Appendix: 

In our review of the literature the following article was the largest, most 

comprehensive and recently published review of abortion and its sequelae. 

A brief summary is reprinted and referenced below. 

Joint Study of the Royal College of General Practitioners ~nd the 
Royal College of Obstetricians & G)naecologists. 

"Induced Abortion Operations And Their Early Sequelae" 

5 u m mary: '1n a group of 6,105 women undergoing induced abortion, 

morbidity related to the operation occurred in 10 per cent of women, but 

in only two per cent was this considered to be major. The main factors 

which independently affected morbidity were the place of operation, 

gestation at termination, method of operation, sterilisation at the time of 

abortion, and smoking habits. Morbidity rates were higher in association 

with operations carried out under the National Health Service than in 

private practice. Possible means of reducing early morbidity are 

discussed." 

Conclusion: '1nduced abortion in the United Kingdom is a relatively safe 

operation carrying a low rate of major morbidity. It is possible, however, 

that morbidity could be reduced in a number of ways. Although late 

requests for terminations cannot be avoided, it is important for waiting 

time to be reduced, thus allowing for earlier operatiens. In expert hands, 
"\. 

suction evacuation methods are at least as safe as uterine instillation 

procedures between 13 and 16 weeks of gestation. Sterilisation at termi-
"-

nation of pregnancy is a further factor associated with increased I,?0rbidity 

and requires careful justifIcation. , 

Finally, the differences in morbidity between private and NHS' sectors, 

which remain statistically significant even when the data haVe been < 

~ 

r' 
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controlled for'Qther risk factors, dearly merit dose attention." 

Ref: Journal of the Royal College of General Practitioners 1985; 35: 175-
180. 
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