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Foreword by Assistant National Director 
from the Office of Health Protection, HSE

I am very pleased to welcome this 

national strategic plan on crisis 

pregnancy.  The strategic plan 

builds on key successes achieved 

by the HSE Crisis Pregnancy 

Programme since 2001.

These include the successful implementation of 

two consecutive national strategies which have 

led to an expansion of crisis pregnancy and post 

abortion services nationally, wider implementation 

of relationships and sexuality education, the 

delivery of highly effective national social marketing 

campaigns designed to challenge unsafe sexual 

behaviours and the publication of high-quality 

research on crisis pregnancy and the context in 

which it occurs. Collaborative partnerships have 

been central to the successful delivery of the HSE 

Crisis Pregnancy Programme’s (the Programme’s) 

work.

Good sexual health, including reproductive 

capacity, is an intrinsic part of what it is to be 

human; it is a universal component of human 

development and wellbeing, central to relationship 

and family formation, community development 

and sustainability and, in its broadest sense, it is a 

signifier of the kind of culture and society we live 

in.  The Programme has overseen positive changes 

in behavioural trends relating to crisis pregnancy 
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over the ten-year period since its establishment.  

These have included a decrease in the number of 

women travelling to a different jurisdiction for an 

abortion, particularly women in their early twenties, 

and a decrease in the rate of births to teenagers. 

The Programme has also measured increases in 

consistent use of contraception among 18–25 year 

olds, the group most at risk of experiencing crisis 

pregnancies and sexually transmitted infections.

During the lifetime of its previous strategy, the 

former Crisis Pregnancy Agency was integrated 

into the Health Service Executive, which presented 

a challenging and eventful period of change. The 

functions of the Agency were transferred and 

legally vested with the Health Service Executive 

through the Health (Miscellaneous Provisions) 

Act 2009 and as of January 2010 the Agency 

became the HSE Crisis Pregnancy Programme.  

The Programme has adjusted very well to the 

integration and has shown flexibility and openness 

to working within new management structures. I 

wish to acknowledge the hard work and dedication 

shown by the Programme’s staff, led by Director Dr 

Stephanie O’Keeffe. 

I have every confidence that this five-year strategic 

plan for the period 2012–2016 comprises the 

components required to deliver an excellent 

programme of work to address as far as possible 

the Crisis Pregnancy Programme’s mandates. This 

strategy was developed on the basis of continuing 

commitment to successful collaboration and 

to facilitate inter-sectoral working to support 

improvements in sexual health. Key health service 

deliverables over the coming years will be to 

coordinate sexual health promotion activities and 

standardise plans and to ensure that the crisis 

pregnancy strategic plan is fully aligned across 

related health service programmes.

I wish to particularly thank the members of the 

Strategy Development Project Steering Group for 

their time, expertise and insights throughout the 

strategy development process. 

Dr Kevin Kelleher

Assistant National Director, Office of Health 
Protection, HSE
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Introduction by the Director of the HSE 
Crisis Pregnancy Programme

I am delighted to welcome our 

new national strategic plan 2012–    

2016 to reduce crisis pregnancy, 

the third consecutive plan 

setting out the strategic direction 

of the HSE Crisis Pregnancy 

Programme.

Legislation requires the HSE to undertake the 
formulation and implementation of a national 
strategy on crisis pregnancy. In 2011, the strategy 
development process was informed by a robust 
consultative process led by the Programme, 
in conjunction with other areas of the HSE, 
Departments of State and relevant stakeholders. 
Strategic vision, mission, priorities and actions 
were formulated in light of the latest research, 
consultation feedback and overarching national 
policy and legislative requirements. The strategy 

formulation process was guided by a Strategy 

Development Project Steering Group made up of 
representatives from the HSE, the former Crisis 
Pregnancy Agency Board and professional bodies.

While the priorities set out in this strategic plan 
primarily build on the work delivered to date, 
new evidence and consultation were critical to 
understand how far the Programme has come 
since its establishment and to elucidate what 
the emerging challenges are. Collaborative 
partnerships with statutory and non statutory 
organisations have been central to the successful 
delivery of our work to date and will continue to 
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be crucial over the course of this strategy.  I would 
like to thank all of the individuals and organisations 
that have worked with the Programme in this 
regard, with a particular thank you to the services 
funded by the Programme, who have adapted and 
responded well to new requirements over the 
course of the transition.

The Programme has experienced a challenging 
period over the past number of years. Since the 
transition into the HSE in January 2010, the position 
of the Programme within the HSE has moved from 
the Children and Family Services Directorate to 
the Public Health Directorate. Added to this, the 
Programme has experienced significant reductions 
in staffing levels due to the public service 
moratorium on recruitment. On a positive note, 
the Programme has adjusted very well to working 
efficiently within the HSE and has established 
excellent working relationships with HSE 
colleagues.  Of particular note is work carried out 
to date with the National Communications Unit and 
the Health Protection Surveillance Centre, which 
has mirrored the wider organisation’s increased 
focus on driving effectiveness and efficiencies.  The 
Programme looks forward to agreeing more formal 
partnerships and aligning goals to meet key result 
areas in the HSE’s annual service plans over the 
coming years.

The Programme is cognisant of the strategic and 
operational challenges ahead and that flexibility 
and adaptability will be key to delivering the 
strategic objectives to sustain impacts to date. 
We anticipate and look forward to working closely 
with government departments to develop and 
deliver policies relating to sexual health and crisis 

pregnancy prevention. I would like to thank all 
those who contributed to the strategy development 
consultation. I would like to thank the Programme’s 
staff for their dedication and hard work over 
a challenging period and for their input and 
commitment throughout the strategic development 
process.  I would also like to thank the Strategy 
Development Project Steering Group: Ms Katherine 
Bulbulia, Dr Aidan O’Hora, Dr Nazih Eldin and Dr 
Miriam Daly for their clear insights and direction 
throughout the process. I would like to particularly 
thank Dr Kevin Kelleher for his continuing support 
of our work.

Dr Stephanie O’Keeffe

Director, HSE Crisis Pregnancy Programme
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1.  Background & Strategic Overview

HSE Crisis Pregnancy Programme 
and Strategic Development
The HSE Crisis Pregnancy Programme is a 
national programme tasked with developing and 
implementing a national strategy to address the 
issue of crisis pregnancy in Ireland. Formerly the 
Crisis Pregnancy Agency, on the 1st of January 
2010 the crisis pregnancy functions, as set out 
in the Crisis Pregnancy Agency (Establishment) 
Order 2001, became  legally vested with the HSE 
through the Health (Miscellaneous Provisions) Act 
2009 and the Crisis Pregnancy Agency became 
known as the HSE Crisis Pregnancy Programme 
(the Programme). The Programme reports to the 
Assistant National Director from the office for  
Health Protection in the HSE.  Since the transition, 
the Programme has worked hard to develop strong 
links with other HSE services to achieve better 
integration and to create more opportunities to 
synchronise work.

The Programme works towards the achievement 
of three mandates as originally set out within the 
Crisis Pregnancy Agency (Establishment) Order 
2001 (S.I. No. 446 of 2001) and as amended within 
the Crisis Pregnancy Agency (Establishment) Order 
2001 (Amendment) Order 2007 (S.I. No. 175 of 
2007). The purpose of the Programme is to bring 
strategic focus to the issue of crisis pregnancy and 
to add further value to the work of existing service 
providers. The primary function is to prepare 
and implement a strategy to address the issue 
of crisis pregnancy, in consultation with relevant 
Departments of State and with such other persons 
as are considered appropriate.1

The three mandates set out in the statutory 
instrument are: 
1. A reduction in the number of crisis pregnancies 

by the provision of education, advice and 
contraceptive services. 

2. A reduction in the number of women with crisis 
pregnancies who opt for abortion by offering 
services and supports which make other options 
more attractive. 

3. The provision of counselling services, medical 
services and such other health services for 
the purpose of providing support after crisis 
pregnancy, as may be deemed appropriate by 
the Crisis Pregnancy Programme. 

This document outlines the strategic direction of the 
Programme for the period 2012 – 2016. This is the 
third consecutive national strategic plan developed 
to reduce the incidence of crisis pregnancy in 
Ireland.2  The strategic plan was developed on a 
phased basis, beginning with agreement of the 
strategic vision and mission statement. Critical to 
the strategic development process was gathering 
contributions from  stakeholders from the HSE, 
government departments, service providers and 
those working in the field of health, education and 
social care.  Over 50 stakeholders were invited by 
the Programme to provide written contributions 
and 17 organisations responded in this regard.  
More than 50 organisations were involved in 
the face-to-face consultation process, which 
included one-to-one interviews, focus groups and 
workshops.3  The strategic objectives were devised 
based on the findings from the consultation, an 
environmental analysis, a review of national and 
international research literature and external policy 
developments.  

1 Please refer to appendix (d) for full details of the functions of the HSE Crisis Pregnancy Programme.
2 Crisis Pregnancy Agency Strategy, 2004 – 2006; Crisis Pregnancy Agency Strategy, 2007 – 2011.
3 See Appendix C for further detail on the consultation process.
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Vision
The strategic vision outlines the fundamental 
purpose of the Programme and the ultimate 
outcome that the Programme works towards.  The 
vision for the period 2012 – 2016 was agreed as 
follows:

Through a national strategy, the HSE Crisis 
Pregnancy Programme will work to achieve its 
vision for a future where:
• Pregnancy and parenting are a welcomed and 

positive experience for women, their partners 
and families.

• Crisis pregnancies are experienced less often, 
but when they do occur, women and men can 
face and manage the crisis without fear for the 
future because appropriate support is available 
no matter what choice is made.

Mission
The strategic mission statement articulates why the 
Programme is in place and what approach is being 
taken towards the achievement of the strategic 
vision:

We are committed to reducing the occurrence of 
crisis pregnancy and supporting women and men 
experiencing a crisis pregnancy. We will do this by 
participating in a nationally coordinated approach 
that promotes good sexual health, informed 
decision-making, evidence-based practice and 
access to consistent, high quality services and 
supports.

The Programme has prioritised five key strategic 
objectives to help the Programme to deliver work 
relating to its mandates.  

Improvements in sexual 
health education, information 
and knowledge across the 
lifecycle

Improve knowledge and awareness of sexual health and 
relationships through the delivery of targeted communication 
campaigns, customised information and educational 
programmes, and other initiatives across a range of settings.

Contraception and 
contraceptive services

Ensure high levels of awareness of contraception and 
contraceptive services so as to increase consistent and 
correct use of contraception for at-risk groups.

Crisis pregnancy services Improve access to consistent high-quality crisis pregnancy 
counselling and post-abortion services and promote the 
availability of community-based post-natal and family 
supports.

Strategic collaboration and 
policy influence

Foster the development of strategic partnerships and 
alliances to increase the participation, resources and 
collective commitment in improving sexual health in Ireland 
and the reduction of crisis pregnancy

Knowledge transfer and 
research

Sustain a high-quality research base and increase the 
application of existing and new research through a 
comprehensive knowledge-transfer strategy directly 
targeting developments in policy and practice.

Strategic Objectives 2012 - 2016 
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2.  Profiling Crisis Pregnancy  

Crisis Pregnancy
Legislation defines a crisis pregnancy as ‘a 
pregnancy which is neither planned nor desired 
by the woman concerned and which represents 
a personal crisis for her’4. This definition is 
understood to include the experiences of women for 
whom a planned pregnancy develops into a crisis 
over time due to a change in circumstances.  

The Programme has a significant body of research 
evidence, which provides a comprehensive 
understanding of what a crisis pregnancy is, who 
experiences it and who is most at risk.  Clearly 
reasons differ depending on the age of the woman 
involved, and crisis pregnancy experience is linked 
to what point in her life it happens. Research finds 
that women who become pregnant unexpectedly 
must consider how a pregnancy will impact on 
other dimensions of their lives, including their 
personal relationships, their job, their education, 
their health and their financial situation. Research 
finds that the most common reason for a pregnancy 
being a crisis is that the pregnancy was not 
planned.5, 6  Research also finds that in recent years, 
employment and financial factors are featuring 
more strongly for women experiencing a crisis 
pregnancy than in the past, which reflects the 
impact that the socio-economic environment can 
have on women’s personal circumstances.7, 8  Medical 
difficulties during pregnancy are also emerging as 
an important reason for considering a pregnancy a 
crisis.9 

Prevalence of crisis pregnancy

Approximately one-fifth of men (21%) and one-third 
of women (35%) surveyed in 2010 with experience 
of pregnancy, experienced a crisis pregnancy.10  
Since 2003, these estimates have remained stable 
for men (22%) but have increased for women (from 
28%). The results for women are very comparable 
to a 2009 survey, which found that one in three 
women who had recently given birth to a new baby 
(between July 2007 and June 2009) reported that 
their pregnancy was a crisis pregnancy.11

Crisis pregnancy is not a phenomenon other 
countries measure and so international 
comparisons are not possible. Other countries 
recognise unplanned pregnancies, and comparative 
data is available for figures relating to teenage 
fertility and abortion. Sexual health indicators 
in Ireland demonstrate some positive trends in 
sexual health outcomes and sexual behaviours, 
particularly when compared to other countries. 
Ireland’s abortion rates are lower than many of our 
European counterparts.

Teenage pregnancy

The former Crisis Pregnancy Agency always sought 
to communicate that not all teenage births are 
interpreted as a crisis by the young person involved. 
Traditionally, however, the teenage birth rate was 
used as an indicator of crisis pregnancy.  In Ireland, 
the teenage birth rate12 has declined over the past 

4 Crisis Pregnancy Agency (Establishment) Order 2001 (S.I. No. 446 of 2001).
5 Rundle et al., 2004.
6 McBride et al., 2012.
7 Ibid. 
8 Russell et al., 2011.
9 Ibid.
10 McBride et al., 2012.
11 Russell et al, 2011.
12 The teenage birth rate is calculated by the number of births to females 15–19 years per 1,000 in the population.
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ten years from 20 births per 1,000 females aged 
15 – 19 years in 2001 to 12 births per 1,000 females 
aged 15 – 19 years in 2011.  In 2011, there were a 
total of 1,720 births to teenagers compared to 3,087 
in 2001. This marks a 44% decrease in the number 
of births to teenagers over the ten-year period. 

While the decline is sustained, very welcome, and 
accompanied by data demonstrating greater use of 
condoms among this age group, when compared 
to European counterparts the birth rate to teens 
in Ireland remains high to middling. The most 
recent comparative teenage birth data available 
for selected countries is from the UN Statistical 
Yearbook 2006.13  The country with the lowest teen 
birth rate in 2006 was the Netherlands (3.8 per 
1000) and the highest was the UK (26.7 per 1000). 
The teen birth rate in Ireland in the same year was 
16.4 per 1000 girls aged 15–19.  It is important to 
note, however, that low teenage birth rate in some 
European countries hides a relatively high teenage 
abortion rate. This is not the case in Ireland.

The abortion rate for teenagers (15 – 19) giving Irish 
addresses in the UK has decreased substantially 
over a ten-year period, from 6.0 abortions per 1,000 
females 15 – 19 years in 2001 to 3.2 abortions per 
1,000 females aged 15 – 19 years in 2011.14  In 2001 
the total number of abortions to females under 
20 years was 944 compared to 443 in 2011.15  This 
marks a 53% reduction over the ten-year period.  
Data from clinics in the Netherlands show that the 
number of teenagers travelling from Ireland for an 
abortion is very low. 

Who experiences a crisis pregnancy?

The average age at which a crisis pregnancy 
occurs remains stable at 24 years for women and 
25 years for men.  Research finds repeatedly that 
the proportion of crisis pregnancies experienced 

by women decreases with age.  Younger women in 
their twenties are far more likely to report that their 
pregnancy is a crisis pregnancy than women in their 
thirties and forties; 44% of all pregnancies reported 
by 18 – 25 year old women in 2010 were crisis 
pregnancies (41% in 2003), compared with 19% of 
pregnancies reported by 26 – 35 year olds (15% in 
2003) and 11% of pregnancies reported by 36 – 45 
year olds (7% in 2003).16 

The vast majority of people are in steady 
relationships when crisis pregnancies occur.  
Over 65% of women and men were in a steady 
relationship, cohabiting, engaged or married at 
the time.  Around one-third were not in steady 
relationships and around one in twenty were in 
another type of relationship, including an extra-
marital affair.

What are the outcomes of crisis 
pregnancy?

Parenting
Parenting is by far the most common outcome 
for women who experience a crisis pregnancy.  
Recent population research  commissioned by the 
Programme found that when asked about their 
most recent crisis pregnancy, just under three-
quarters of women chose to parent.17  

Abortion
The Programme analyses data collated by the 
Department of Health in the UK on the number 
of women travelling from Ireland to the UK for an 
abortion on an annual basis. The Programme also 
collects data annually from the Netherlands. The 
abortion rate has consistently decreased over a 
ten-year period. Since 2001 the number of women 
giving Irish addresses at UK abortion clinics has 
decreased from 6,673 to 4,149 in 2011 (the rate 
has declined from 7.518 to 4.119 per 1,000 females 

13 United Nations, 2006.
14 The abortion rate is calculated by the number of abortions to 15 – 19 year old teenagers per 1,000 in the population.
15 Department of Health UK, 2001 – 2010.
16 McBride et al., 2012.
17 Ibid.
18 Per 1,000 women aged 15-44 (UK only).
19 Per 1,000 women aged 15-44 in 2010 (UK and Netherlands statistics).
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aged between 15 and 44 years). This represents a 
38% decrease in the number of women travelling 
to the UK for abortion over the period.  Data 
from the Netherlands shows that abortions to 
women travelling from Ireland are now very low. 
Overall numbers for all women travelling to the 
Netherlands from Ireland for abortion fell from 461 
in 2006 to 33 in 2011.20  Figure 2.1 represents the 
declining abortion rates for women travelling from 
Ireland from UK and Dutch data. 

The abortion rate for women travelling from Ireland 
for abortion is low compared to the abortion rate for 
women in other jurisdictions. In 2010, the abortion 
rate among women travelling from Ireland was 4.4 
per 1000 women, compared to an abortion rate of 
6.8 in Switzerland, 8.7 in Holland, 17.5 in the UK 
and 20.9 in Sweden.21  

Adoption
Traditionally in Ireland adoption was a common 
response for women experiencing a crisis 
pregnancy; however, the number of women placing 

their babies for adoption has decreased significantly 
in recent decades and continues to fall on an annual 
basis. In 2010 (the most recent figure available),  
35 children were placed for non-family adoptions, 
compared to 88 in 2004, 99 in 2002 and 1,005 in 
1976.22, 23  This sizeable reduction is not uncommon 
internationally.  Approximately 86% of all domestic 
adoptions take place in just ten countries. 
The remaining 14% of domestic adoptions are 
distributed among eighty-six countries, forty-two 
of which record fewer than 100 domestic adoptions 
per year.  Ireland falls into this category.24

Key risk groups to be targeted

Sexually active women and men of all ages are 
at risk of experiencing a crisis pregnancy and 
sexually transmitted infections; however, research 
has identified the following groups as being at a 
particularly high risk:

Persons aged 18 – 25 years
Younger women are significantly more likely 
to experience a crisis pregnancy than older 

Figure 2.1 Abortion rates for women travelling from Ireland 2001 – 2011 (UK and Netherlands data)

20 Data collected from 2005 when the Netherlands was first identified as a principal destination for women from Ireland travelling for abortion services 
to European States other than the UK.

21 Ministerie van Volksgezondheid, Welzijn en Sport.  2011 (Dutch Dept of Health); all caveats are not included, e.g. some States calculate their rates on 
15-49 year olds; other 15–44 year olds. Irish rates are based on UK+NL data supplied by CPP to the Dutch authors of this report and based on a rate 
per 1,000 women 15–44 years.

22 The Adoption Board Annual Reports 2009 and 2010.
23 HSE CPP generated figures verified by the former Adoption Board in 2008.
24 United Nations, 2009.
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age groups – the proportion of pregnancies 
experienced as a crisis pregnancy among the 
youngest age group in the Irish Contraception and 
Crisis Pregnancy Study 2010 (18 – 25 years) was 
44% compared to 11% among women aged 36 to 
45.25 The average age of those who experience a 
crisis pregnancy is 24.26  Research suggests that 
the youngest age group is getting better at using 
contraception consistently - approximately 80% of 
18–25 year olds report that they use contraception 
every time they have sex and there has also been 
an increase from 4% to 12% in young people using 
more reliable methods of contraception such as 
the implant, injection, the contraceptive ring and 
the contraceptive patch. However, 20% are not 
using contraception consistently and they are more 
likely to define a pregnancy as a crisis because 
of their lifestyles and because it may limit future 
opportunities.27, 28  Alcohol and drug use were the 
most common reasons given by respondents in this 
group for non-consistent use of contraception in the 
past year.  In 2010 over one-quarter of young adults 
attributed unsafe sexual behaviour to alcohol and 
drugs.

Young people who have sex before the age of 17
The age of first sex has not decreased in recent 
years. The median age remains 17 years for men 
and has increased slightly for women, to 18 years 
(from 17 years).  Research finds that young people 
who have first sex before the age of 17 are less 
likely to use contraception at that point and are 
70% more likely to experience a crisis pregnancy, 
three times more likely to experience abortion 
and three times more likely to report having an 
STI later in life.29  Research finds young people in 
the care of the State have increased vulnerability 
for sexual risk taking, early pregnancy and higher 
sexual health information deficits compared to their 
peers.30 

Persons from lower socioeconomic status 
backgrounds and/or with low educational 
attainment
Evidence demonstrates that socially or 
economically disadvantaged groups or those who 
have had limited exposure to the formal education 
system are particularly vulnerable to certain risk 
factors regarding sexual behaviour and more 
exposed to crisis pregnancy and STIs.31  Early 
school leavers are particularly vulnerable in this 
regard.32

Persons aged 35 and over
Research finds that the prevalence of crisis 
pregnancy among women in the 36 – 45 year age 
range is low compared to prevalence in younger 
age groups; however, research finds that a number 
of risk factors present in this group. Contraceptive 
use is becoming less consistent for both men 
and women in this age range.33  This is a cause 
for concern, particularly in light of Census 2011 
findings which report that the marital breakdown 
rate is up from 8.7 per cent in 2006 to 9.7 per cent 
in 201134 and therefore new sexual partnerships are 
likely to be forming (the marital breakdown rate is 
calculated as the number of separated and divorced 
persons as a proportion of those who were ever 
married).  Between 1999 and 2009 the number of 
STI notifications among 30 – 39 year olds increased 
more than four-fold and among the 40 pluses, just 
under six-fold.35  When crisis pregnancies occur 
for women in this group it may be more likely to be 
due to the fact that their family is complete or they 
have given birth recently. The abortion rate among 
women in this age group remains low and stable. 

25 McBride et al., 2012.
26 Ibid.
27 Rundle et al., 2004.
28 McBride et al., 2012.
29 Layte et al. 2006.
30 Meltzer et al., 2003; Schelble et al., 2010, Boonstra, 2011.
31 Layte et al., 2006.
32 Mayock and Byrne, 2004.
33 McBride et al., 2012.
34 Central Statistics Office, 2012.  This is Ireland.  Highlights from Census 2011, Part 1.  
35 Health Protection Surveillance Centre, 2011a. 
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Sexually Transmitted Infections & 
HIV/AIDS
Sexually transmitted infections (STIs) can give rise 
to illness, infertility and death. Early detection and 
treatment of STIs is important in order to protect 
the health of the population. 

The Health Protection Surveillance Centre 
(HPSC) is responsible for the ongoing, systematic 
collection, collation and analysis of data relating to 
trends in the notification of STIs in Ireland. There 
were 10,834 notifications of STIs in 2009. This is 
a decrease of 4.1% compared with 2008 (11,294 
notifications). Between 2008 and 2009 notifications 
of syphilis, herpes simplex, trichomoniasis and 
ano-genital warts increased, while there was a 
reduction in notifications of infectious hepatitis B, 
non-specific urethritis, C. trachomatis infection and 
gonorrhoea.36 

Chlamydia trachomatis infection was the most 
frequently reported STI, accounting for 53.4% of 
all notifications, followed by ano-genital warts 
(21.1%), and non-specific urethritis (11.2%).  Males 
accounted for 51.7% of all notifications and females 
for 47.1%.37 

Almost two-thirds (61.4%) of notifications were 
among those aged 20 – 29 years. This age group 
accounted for the majority of notifications for each 
STI, except syphilis and trichomoniasis. Forty-three 
per cent of notifications of trichomoniasis were in 
people aged 30 – 39 years, and this age group also 
accounted for 38.2% of syphilis notifications.

The proportion of notifications among those aged 
less than 20 years increased in 2009 to 12.7% of 
all STI notifications compared with 10.3% in 2008 
and 10.0% in 2007. Most notably, the proportion of 
notifications of gonorrhoea among those less than 
20 years old more than doubled to 16.1% in 2009 
compared with 7.0% in 2008 and 6.7% in 2007.38 

There were 320 newly diagnosed cases of HIV in 
Ireland during 2011 and 46 new cases of AIDS.  
Thirty-four per cent of the newly diagnosed HIV 
cases were heterosexually acquired, 42.5% were 
among men who have sex with men (MSM) and 
5% were among injecting drug users (IDUs). There 
was a male to female ratio of 2.8 to 1 for new HIV 
diagnoses.39 

The Irish Contraception and Crisis Pregnancy Study 
2010 found an increase over time in the number of 
adults reporting that they had been screened and/
or diagnosed with HIV or an STI. Overall, 36% of 
adults reported that they had been tested for HIV in 
their lifetime. 20% of men and 32% of women had 
been screened for an STI other than HIV and 14% of 
those screened reporting a positive diagnosis. 

Progress over Ten-Year Period
Trends in behaviour

As a core function of its work programme, the 
Programme systematically monitors behavioural 
trends directly relating to its mandates, using a 
range of measurement tools and indicators. Over 
the ten-year period since the Programme has been 
operational, the following positive behavioural 
trends have been tracked and measured:  

• The number of women travelling to the UK for 
abortion has reduced by a third. 

• The number of teenagers travelling to other 
jurisdictions for abortion has halved. 

• The number of births to teenagers has reduced 
by a third.

• The age of first sex has stabilized and the 
majority of young people wait until they are 17 to 
have sex – the age of consent in Ireland.

• Increased consistent use of contraception 
among 18 – 25 year olds.

• Increased uptake of methods of long acting 
reversible contraception. 

• Increased numbers of adults reporting that they 
received sex education.

36 Health Protection Surveillance Centre. 2011b. 
37 Ibid.
38 Ibid.
39 Health Protection Surveillance Centre, 2012. 
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Contributing factors

While it is extremely difficult to scientifically link 
behavioural trends to specific causal factors, 
a range of outputs delivered by partnerships 
supported by the Programme over the ten-year 
period are likely to have had some positive impacts 
on perceptions and behaviours around safer sex 
and crisis pregnancy.

Collaborative working
The Programme has established effective 
partnerships with a range of stakeholders to 
support the delivery of its mandates. Effective 
partnership is central to the successful delivery of 
the Programme’s work and will continue over the 
course of this strategy. Effective partnerships and 
projects to date include:

Education and 
Information

- The Department of Education and Skills – continuing to deliver an agreed set of 
actions to intensify cooperation regarding the implementation of RSE in schools.

- The Pharmaceutical Society of Ireland and the Irish Pharmaceutical Union 
- working together on initiatives to promote the importance of community 
pharmacists in the area of sexual health service and advice provision.

- The Union of Students of Ireland – partnership to improve and sustain high 
knowledge and awareness levels of safer sexual health behaviours and practices. 

- The National Youth Council of Ireland – initiatives to improve and support youth 
worker training in the delivery of RSE and resource development.

- HSE Health Promotion - working together on the development and dissemination 
of a range of sexual health resources for health professionals, teachers and youth 
workers. 

Services Support 
and Development

- Funded services - increased provision of crisis pregnancy prevention and 
counselling supports by more than 100% since 2003.

- The Irish College of General Practitioners - to standardise practice and improve 
skills with the aim of preventing and supporting women experiencing crisis 
pregnancy in primary care. 

Research and 
Policy

- The Department of Health – commissioned national population study on sexual 
health, attitudes and behaviours to inform policy development.

- HSE Health Protection Surveillance Centre - working to address information 
deficits and the need for a research framework in the area of sexual health.

- HSE Children & Family Services – working to research and address the sexual 
health and sexual education needs of young people in care.

- The Equality Authority – joint research and policy work to examine and address 
employment, workplace culture, management support and its impact on crisis 
pregnancy and women in employment.

- The National Disability Authority – initiatives and partnership to research 
and impact policy relating to care for women with an intellectual disability 
experiencing a crisis pregnancy.

Area of work Partners and projects
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Expansion of crisis pregnancy counselling services 
nationwide
More than a 100% increase in the number of crisis 
pregnancy counselling services has been achieved 
nationwide since 2001. By 2011 the Programme 
had increased the number of service providers 
delivering crisis pregnancy and post termination 
counselling services to 15. Free services are now 
available in over 50 locations nationwide and are 
providing for a range of options for potential clients 
both in terms of the mix of services offered and 
geographic considerations. 

Greater understanding of the context in which 
crisis pregnancy occurs 
Over a ten year period, the Programme has 
published in excess of 35 research reports on a 
wide range of topics relating to experience and 
prevention of crisis pregnancy, reproductive 
decision-making, sexual behaviour and parenting 
supports. This was developed as a direct response 
to the clear information gaps identified in 2002.  
The evidence base allows the Programme to have a 
thorough understanding of the contributory factors 
and approaches to prevention of crisis pregnancy 
for service delivery, policy and practice and public 
health campaigns.

Successful Social Marketing Campaigns 
The Programme has developed two high-profile 
public health social marketing campaigns; Think 
Contraception and Positive Options.  The Think 
Contraception campaign promotes correct and 
consistent use of contraception, particularly 
condoms.  Positive Options is an umberella brand 
that promotes crisis pregnancy counselling 
services.  Both campaigns have awareness rates of 
over 80% among young people. 
 
Improvements in Sex Education
The Programme has worked in partnership with 
the SPHE Support Service, HSE Health Promotion 
and the National Youth Council of Ireland on 
the development of a range of Relationship and 

Sexuality Education Resources for teachers and 
youth workers including Busybodies, the B4uDecide 
resource materials and the TRUST resource 
materials.  These resources have enhanced delivery 
of RSE and are used as part of training provided 
by the SPHE Support Service, the National Youth 
Council of Ireland and HSE Health Promotion.  

Challenges and Emerging Issues
Notwithstanding successful impacts and 
developments, the strategic development process 
identified a range of emerging issues and 
challenges that need to be addressed over the 
course of this strategy.  These include:

Decreasing numbers of parents talking to 
children about sex

Findings show that the proportion of parents of 
12 – 18  year olds stating that they have talked to 
their children about relationships and sexuality 
has decreased since 2003. This is a challenge 
because research finds that open communication 
about sex and relationships between parents and 
children can be a protective factor, increasing use 
of contraception at first sex when they are older.40  
Teenagers are under increasing pressures to be 
sexually active. Many young teenagers describe 
immense expectations and pressures to engage in a 
range of sexual behaviours from a range of sources: 
television, the internet, advertising and their 
peers.41  Parents’ role in sexuality education needs 
to be strengthened so that young people develop 
healthy attitudes and values towards relationships 
and sex.

Full implementation of Relationships 
and Sexuality Education (RSE) in school 
settings

While implementation of RSE in post-primary 
schools is improving, it is still inconsistent.  A 
recent audit of post-primary schools has found that 
RSE delivery decreases in post-primary schools 

40  Layte et al., 2006.
41 Hyde, 2008.
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with increasing class year – implementation was 
at 81% in first year and reduced to 61% in sixth 
year.42  Very little research is available about 
implementation of RSE at the primary level. Full 
implementation of age-appropriate RSE is a key 
challenge for the Programme, as young people who 
received RSE in school or at home are almost twice 
as likely to use contraception at first sex compared 
to those who didn’t.43 

Increasing minority of females having sex 
before 17

While the majority of females are 17 when they 
have first sex, a small but increasing minority of 
females are experiencing first sex below the age 
of consent.44  This is concerning because those 
who engage in early first sex (16 or younger) are 
significantly less likely to have used contraception 
on that occasion45 and have been linked to negative 
sexual health outcomes including increased risk of 
crisis pregnancy, abortion and STIs later in life.46

Low awareness of pregnancy risk

Research finds an increasing proportion of men and 
women did not think they were at risk of becoming 
pregnant after an occasion of unprotected sex. 
54% of men and 47% of women who experienced 
a crisis pregnancy and did not use contraception 
when conception occurred said they did not 
consider that they might have been at risk of crisis 
pregnancy.47 Clearly attitudes to risks associated 
with unprotected sex need to be challenged in this 
regard.

Decline in consistent use of contraception 
among older groups

There has been a slight decline in the proportion 
of older adults using contraception consistently, 
particularly for adults aged between 36 and 45.48 
While the abortion rate remains at a relatively 
low level for women over 40, there have been no 
reductions in the number of abortions among 

this age group over the past ten years. Non use of 
contraception needs to be challenged among older 
groups.

Increases in crisis pregnancy due to 
financial difficulties

While being ‘too young’ or a pregnancy being 
‘unplanned’ remain the main reasons for a 
pregnancy being a crisis, reporting that the 
pregnancy was a crisis for financial reasons 
increased from 2% in 2003 to 9% in 2010.  While the 
numbers remain relatively low, this proportional 
increase represents a new group of people who may 
not have suffered financially in the past but who are 
struggling with a pregnancy primarily for economic 
reasons.49

Impact of crisis pregnancy on women’s 
mental health

Approximately 40% of women who experienced a 
crisis pregnancy reported that they had felt very 
nervous, downhearted and blue, or so down in 
the dumps that nothing could cheer them up, ‘a 
good bit of the time’, ‘most of the time’ or ‘all of 
the time’ during the crisis pregnancy (n=107).50  
These respondents were asked if, during the time 
of the pregnancy, they had thoughts of harming 
themselves or ending it all (collectively labelled as 
‘suicidal ideation’). 24% of the group of women who 
had reported mental health impacts experienced 
suicidal thoughts at some point during the time of 
their crisis pregnancy (n=26).  The challenge for the 
Programme is to ensure that these women in most 
need of crisis pregnancy counselling and supports 
get access to the services they need and attend for 
counselling.  

Low level uptake of crisis pregnancy 
services

Research shows that while there is good awareness 
of crisis pregnancy counselling services nationally, 
the proportion of people availing of these services 

42 Weafer et al., forthcoming.
43  McBride et al., 2012.
44 Ibid.
45 Ibid.
46 Layte et al., 2006.
47 McBride et al., 2012.
48 Ibid.
49 Ibid.
50 Ibid.
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is low. Irish attitudes have become more liberalised 
in recent years, and women experiencing a crisis 
pregnancy, who in the past may have been unable 
to discuss their pregnancy, are more likely to 
be supported by family and friends. The stigma 
attached to being too young or unmarried has 
diminished. A third of births are now occurring to 
unmarried mothers. However, notwithstanding 
these shifts, there is still a support requirement 
for many women in crisis pregnancy situations for 
a variety of reasons.  As outlined above, increases 
in financial and serious mental health issues 
relating to a crisis pregnancy require supports, 
and concealed pregnancies are still presenting 
in maternity hospitals annually.51  The challenge 
for the Programme and for service providers 
is to ensure that women in most need of crisis 
pregnancy services and supports feel that the 
services are relevant to them and will support their 
needs.

Non-Irish National Women

Research with non-Irish national women found 
that knowledge and information about sexual 
health and crisis pregnancy prevention services 
was poor, and experiences of accessing services 
limited, in comparison with young Irish women in 
the same age group. The need for sexual health 
services among non-Irish national women was 
apparent – as with Irish women, some of the 
women in the study reported engaging in sexual 
risk-taking regarding both pregnancy and STIs. 
The main barriers to accessing and participating 
in sexual and reproductive health services 
were linked to women’s cultural and religious 
backgrounds, their pre-migration experiences, 
the impact of the legal status on access to health 
services, costs and language and communication 
issues. The Programme recognises the need to 
design initiatives to reach migrant and newcomer 
communities with existing materials and 
information regarding crisis pregnancy and STI 
prevention and crisis pregnancy supports.

People with an intellectual disability

In recent years, GPs and crisis pregnancy services 
have reported seeing an increasing number of 
pregnant women with intellectual disabilities 
attending their services. Research finds that 
sexual healthcare and relationships for people 
with intellectual disabilities are complicated by 
legal and technical issues surrounding capacity 
to consent, both to medical treatment (including 
contraception) and to sexual intercourse. Negative 
attitudes to sexual activity among people with 
intellectual disabilities, a desire to protect them 
from exploitation and a lack of specialised care 
to enable women to participate in healthcare and 
reproductive decision-making can compromise 
the level of care people with an intellectual 
disability receives. Research also demonstrates 
that providing appropriate education and support 
services, supported by an effective legal framework, 
can improve their participation in decisions that 
affect their lives and lead to better sexual health 
and reproductive outcomes.52

51  Conlon, 2006.
52  O’Connor, 2010.
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3.  External Changes and Developments

Health Service Reform 
In January 2012, the Minister for Health dismantled 
the HSE. The current functions of the HSE are to 
be reallocated into seven new directorates as part 
of the overall process of structural reform.  The 
Minister for Health is developing a new system of 
Universal Health Insurance with a view to building 
capacity for Primary Care Teams and free provision 
of GP care to the public by 2015.

Implications

The Programme will keep abreast of all relevant 
developments in relation to the phased reshaping 
of the HSE and the planned introduction of 
Universal Health Insurance, which will have direct 
implications for crisis pregnancy related prevention 
and support services.

Public Health Policy Framework 
2012–2020
In 2011 the Department of Health initiated a 
consultation process to develop a national public 
health policy, with the aim of improving the health 
of the population by reducing health inequalities 
and addressing the causes of preventable illnesses. 
Evidence demonstrates that many public health 
issues are interlinked and certain populations are 
more likely to experience negative health outcomes.
  
Implications

This Public Health Policy Framework is a very 
positive first step towards a more integrated 
national strategic approach to public health. 

National Sexual Health Strategy
In 2012 it was announced that the Department 
of Health formally plans to develop a National 
Strategy on Sexual Health. Minister Roisin Shortall, 
TD, Minister of State for Primary Care, has been 
given responsibility for its development.

Implications

The Programme welcomes this announcement 
and will support the development of the sexual 
health strategy as far as possible. The research 
and expertise built up by the Programme will be 
of critical importance in the formulation of the 
strategy, particularly around prevention.  

Department of Children & Youth 
Affairs and Children & Family 
Support Agency
In March 2011, the Government established a new 
Department of Children and Youth Affairs (DCYA). 
This Department will lead the development of policy 
and integrated service delivery for children and 
young people.  A new Children and Family Support 
Agency is due to be established in 2012 with 
responsibility for children in the care of the State.

Implications

The new Department of Children and Youth Affairs 
and the new Children and Family Support Agency 
will be important to the work of the Programme 
in increasing and improving relationships and sex 
education, preventing crisis pregnancy among 
young people and supporting young people who 
experience crisis pregnancies in their teenage 
years. 
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Children and the Law: Medical 
Treatment
The legal age of consent for sexual intercourse 
is 17 years. The age of consent for medical 
treatment is 16 years. At present there are no 
national guidelines for professionals in dealing 
with young people under 16 year olds who attend 
for contraceptive services. Currently there are 
developments underway to address this issue - 
Children and the Law:  Medical Treatment report 
including the draft Health (Children and Consent 
to Health Care Treatment) Bill 2011. Following an 
extensive consultation process, the Law Reform 
Commission published this report and draft 
legislation regarding medical care and treatment 
of children and young people. The Bill sets out that 
16 and 17 year olds should be presumed competent 
to consent to and refuse health care and medical 
treatment. Young people under 16 should not be 
presumed competent and will be encouraged 
to involve their parents; however, in exceptional 
circumstances services may use a maturity test to 
determine whether the young person has sufficient 
maturity to understand the nature and purpose 
of the treatment. In 2011, the report and draft Bill 
were submitted to the Department of Justice and 
Equality for review.

Implications

In the event of legislative change in this area, the 
Programme will work in collaboration with health 
professionals to ensure the correct information and 
advice is available. 

Children First Child Protection 
Legislation
In 2012, the Minister for Children and Youth Affairs 
announced that the Children First: National 
Guidance for the Protection and Welfare of Children 
would be legislated for to strengthen current 
obligations around reporting child protection 

issues. The guidelines deal with the recognition, 
reporting and management of child safety 
concerns, to protect children from abuse.  Of key 
concern to the Programme is that the introduction 
of mandatory reporting for all instances of teenage 
sex could further compound existing barriers and 
establish new ones to attending sexual health and 
crisis pregnancy services, particularly for very 
vulnerable young people, resulting potentially 
in unsafe sexual behaviour or crisis pregnancy 
decision-making without appropriate counselling 
supports. 

Implications

The Programme will communicate all relevant 
research findings to the Department of Children 
and Youth Affairs to support the legislative 
development process. 

European Court of Human Rights: 
A, B & C v Ireland 2010 ruling
In the 2010, case of A,B & C v Ireland the European 
Court of Human Rights unanimously ruled 
that Ireland’s failure to implement the existing 
constitutional right to a lawful abortion in Ireland 
when a woman’s life is at risk violated Applicant C’s 
rights under Article 8 of the European Convention 
on Human Rights. In early January 2012, in 
response to the ruling, the Government announced 
the establishment of an Expert Group, whose 
terms of reference are to recommend a series of 
options on how to implement the judgment, taking 
into account the constitutional, legal, medical and 
ethical considerations involved in the formulation 
of public policy in this area. The Expert Group is 
required to report to the Government by July 2012.

Implications

The Programme will respond to any changes in 
Government policy or legislation in relation to the 
provision of abortion services as appropriate.  
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Law Reform Commission’s Sexual 
Offences and Capacity to Consent 
Consultation Paper 
It is against the law for a person with an intellectual 
disability to engage in sexual relations. In 2011 
the Law Reform Commission (LRC) published a 
consultation paper: Sexual Offences and Capacity 
to Consent, proposing legislation incorporating 
a functional approach to assessing capacity to 
consent to sexual relations for people with an 
intellectual disability. The Programme is of the 
view that legislation on capacity to consent to 
sexual relations should be developed alongside the 
provision of contextually appropriate sex education.  
The LRC is currently developing a report and draft 
legislation to submit to the Department of Justice 
and Equality.

Implications

The Programme will keep abreast of legislative 
developments and will work in collaboration 
with key stakeholders to ensure that people 
with intellectual disabilities are provided with 
appropriate tools to express capacity to consent to 
sex and are made aware of the related risks and 
that public awareness initiatives are developed.

New Licensing Arrangements 
for Emergency Hormonal 
Contraception 
Emergency contraception can prevent an unplanned 
pregnancy from occurring after unprotected sexual 
intercourse or contraceptive failure.  There are 
currently two brands of emergency hormonal 
contraception licensed in Ireland, which can be 
taken up to 72 hours after unprotected sex. In 
February 2011, the licence of one of the brands, 
Norlevo, was changed by the Irish Medicines Board 
to over the counter (OTC), so that it is available 
from pharmacists without a prescription. The other 
brand, Levonelle, is still available on prescription 

from GPs. In May 2012, a new type of emergency 
hormonal contraception, which can be effective up 
to five days after unprotected sex, will be licensed 
in Ireland.  Ellaone, the brand name, will have a 
prescription-only licence and will be available from 
GPs and Family Planning Clinics nationwide. 

Implications

These new licensing arrangements will significantly 
improve access to and availability of emergency 
hormonal contraception. The Programme will work 
with stakeholders to increase public knowledge 
levels that emergency contraception can be an 
effective secondary method to prevent crisis 
pregnancy when contraception has failed or has 
not been used.  It is hoped that this in turn will lead 
to reduced levels of crisis pregnancy and abortion 
among women in Ireland.

Abortifacients 
There is evidence that a small number of people 
in Ireland have been purchasing herbal or 
pharmaceutical abortifacients (online or supplied 
on the ‘black market’) to induce termination of 
pregnancy. The prevalence of people accessing/
trying to access these drugs from the internet in 
this country through online purchasing appears to 
have increased.  The Programme also attempted to 
measure awareness and behaviour in a population 
survey.  The research found that 1 in 8 adults had 
heard of medications or herbs that can be taken 
to induce an abortion; 75% thought the practice 
was illegal, 6% thought it was legal and 19% were 
unsure. Of those who were aware of abortifacients 
(n=371), seven adults (3%) had used these types of 
medication or herbs in Ireland.53

Implications

The Programme will continue to work with key 
partners to monitor the trend and to address 
key public information gaps about the safety and 
illegality of this practice. 

53 McBride et al., 2012.



HSE Crisis Pregnancy Programme  National Strategy 2012 - 2016

20

4.  Strategic Framework 2012 - 2016

The Strategic Framework includes the following three components:

Vision

The vision of the Programme outlines its 
fundamental purpose and highlights the ultimate 
outcome that the Programme works towards on a 
day-to-day basis.

Through a National Strategy, the Programme will 

work to achieve its vision for a future where:

• Pregnancy and parenting are a welcomed and 

positive experience for women, their partners 

and families.

• Crisis pregnancies are experienced less often, 

but when they do occur, women and men can 

face and manage the crisis without fear for the 

future because appropriate support is available 

no matter what choice is made.

Mission

The mission of the Programme articulates why 
precisely it is in place and what approach it is 
taking to work towards the achievement of the 
above vision.

We are committed to reducing the occurrence of 

crisis pregnancy and supporting women and men 

experiencing a crisis pregnancy.

We will do this by participating in a nationally 

coordinated approach that promotes good sexual 

health, informed decision-making, evidence-

based practice and access to consistent, high-

quality services and supports.

• Vision 

• Mission

• Strategic Objectives 2012 - 2016
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Improvements in sexual 
health education, information 
and knowledge across the 
lifecycle

Improve knowledge and awareness of sexual health and 
relationships through the delivery of targeted communication 
campaigns, customised information and educational 
programmes, and other initiatives across a range of settings.

Contraception and 
contraceptive services

Ensure high levels of awareness of contraception and 
contraceptive services so as to increase consistent and 
correct use of contraception for at-risk groups.

Crisis pregnancy services Improve access to consistent high-quality crisis pregnancy 
counselling and post-abortion services and promote the 
availability of community-based post-natal and family 
supports.

Strategic collaboration and 
policy influence

Foster the development of strategic partnerships and 
alliances to increase the participation, resources and 
collective commitment in improving sexual health in Ireland 
and the reduction of crisis pregnancy.

Knowledge transfer and 
research

Sustain a high-quality research base and increase the 
application of existing and new research through a 
comprehensive knowledge-transfer strategy directly 
targeting developments in policy and practice.

Strategic Objectives

In order to deliver on the agreed mission as outlined above, the Programme has prioritised five key areas of 
focus for the lifetime of this strategy. These are:

Each of the five strategic objectives above is outlined in more detail over the following pages. A rationale for 
the inclusion of each objective is included and accompanied by a summary overview of the priority actions 
associated with each objective.
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Strategic Objective
Improvements in sexual health education, information and knowledge across the lifecycle

Rationale:
Formal education is a key protective factor 
related to safer sexual health behaviours and 
outcomes in later life. Evidence demonstrates that 
higher educational attainment and educational 
aspirations are significantly related to better 
sexual health. 

Learning is a lifelong process in all aspects of life. 
The acquisition of knowledge and understanding 
in the area of sexual health and relationships 
is no exception. Starting in childhood, positive 
relationships and sexual health education, 
information, knowledge and skills are essential 
to enable individuals (1) to take responsibility for 
their actions (2) to make responsible decisions 
and (3) to prevent adverse sexual health outcomes 
throughout the lifecycle. Evidence demonstrates 
that relevant, timely and meaningful relationships 
and sex education protects people against poor 
sexual health outcomes, such as experience of 
crisis pregnancy, STI and abortion.  

Different age groups pose different sexual health 
challenges. The voices of young people captured 
in a range of research reports demonstrate the 
pressures they are exposed to in a culture that 
increasingly commodifies sex and glamorises 
casual and risky sexual activity.  Early first sex is 
linked to negative sexual health outcomes later in 
life. Young adults are most at risk of experiencing 
a crisis pregnancy and although contraceptive use 

among them is generally high, they do not always 
use contraception consistently. People in their 
thirties and forties pose a challenge because they 
are using contraception less consistently than in 
the past, even when they do not want to conceive. 
These are public health challenges that must be 
addressed.

Targeted, appealing sexual health communications 
campaigns, with evidence-based messages are 
essential to promoting public knowledge and 
awareness of contraception and contraceptive 
use across the lifecycle.  Opportunities for these 
campaigns to contribute to STI reduction and 
broader health objectives will be identified and 
used.    

There are some positive signs regarding the 
impact of education and information on first sexual 
experience.  Research shows that increasing 
numbers of young people are waiting until they 
are older before having sex for the first time and 
young people are more likely to use contraception 
the first time they have sex: In 2010, 90% of young 
people used contraception the first time they had 
sex, in comparison to 80% in 2003.54, 55 

There are still a number of challenges that need to 
be overcome.  Although many parents are deeply 
concerned about how their adolescent might be 
influenced by pressures, open communication 

Improve knowledge and awareness of sexual health and relationships through the 
delivery of targeted communication campaigns, customised information and educational 
programmes, and other initiatives across a range of settings.

54 McBride et al., 2012.
55 Rundle et al., 2004.
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between parents and their children about 
relationships and sex, which would provide a more 
realistic depiction of sexual relationships and 
behaviour, is not yet a normalised behaviour in Irish 
society.   

While there have been improvements in 
implementation levels of SPHE/RSE in post-primary 
schools in the last ten years, implementation 
of RSE is still inconsistent, despite all schools 
being required to teach RSE up to sixth year.  The 
Department of Education and Skills (DES), the 
Social Personal and Health Education Support 
Service, HSE Health Promotion and the Programme 
have worked together to address some barriers; 
there have been improvements in resource 
materials, teacher training and subject inspections.  
However, barriers remain, and ways of overcoming 
these must be explored, such as enabling parents 
to ensure that RSE is taught in their child’s school 
and encouraging school principals to give SPHE/
RSE appropriate status as a subject in their school

Research also finds that particularly vulnerable 
groups, including young people in care, people 
with an intellectual disability, non nationals and 
early school leavers, have specific sexual health 
knowledge requirements that require more targeted 
approaches.

2012 – 2016 Actions
General

• Review and revise existing sexual health 
communication campaigns in light of up-to-date 
evidence and identify opportunities to contribute 
to STI reduction and broader sexual health 
objectives.

• Using a range of research inputs, implement 
education and awareness plans for vulnerable 
groups who are subject to elevated levels of 
risk in relation to crisis pregnancy and negative 
sexual health outcomes.

• Continue to fund initiatives aimed at supporting 
the implementation of sexual health and 
relationships education and training for parents 
and young people, with a focus on hard-to-reach 
parents and young people.

Schools

• Renew and update the Memorandum of 
Understanding with the DES and work 
collaboratively on a new set of projects 
including:
1) Identify projects and initiatives with the DES 

to address the leadership role of the school 
principal in prioritising SPHE/RSE at the 
school level.

2) Review and redesign as necessary relevant 
components of available RSE resources 
used in schools.

3) Examine opportunities to introduce specific 
SPHE/RSE pre-service and post-graduate 
qualifications.

4) Support the standardisation of the role of 
and resources used by external SPHE/RSE 
facilitators. 

5) Examine opportunities to strengthen ties 
between SPHE/RSE implementation within 
schools and in the home. 

6) Review options to ensure that early school 
leavers receive relationships and sexuality 
education.

Community Settings

• Implement relevant recommendations from the 
Sexual Health and Sexual Needs Assessment of 
Young People in Care. 

• Continue to work with youth organisations 
to improve and increase the provision of 
relationships and sex education in youth 
organisations with the aim of delaying early 
sex and encouraging contraception use among 
sexually active young people. 
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At Home

• Conduct a consultation with parents to identify 
barriers they experience in talking to their 
children about relationships and sex; to identify 
and evaluate existing resources and supports 
available to them and to establish what type of 
additional supports could be provided that would 
reach all parents with children aged under 18 
years.   

• Develop new resources/update existing 
resources as necessary and develop a 
sustainable dissemination/promotional 
mechanism. 

• Examine the specific needs of the parents of 
children with an intellectual disability in relation 
to relationships and sexuality education in the 
home. 

Target Outcomes:
➤ Increased and improved implementation of 

SPHE/RSE in school settings.

➤ Increased and improved provision of SPHE/RSE 
in community settings.

➤ Suite of resources in place, tailored to the 
specific needs of parents, teachers and youth 
workers, to support the provision of RSE in 
home, school and community settings.  

➤ Delivery of targeted communications campaigns.
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Strategic Objective
Contraception advice and contraceptive services

Rationale:
Inconsistent contraceptive behaviour and unsafe 
sex remains a pertinent public health challenge 
in the prevention of crisis pregnancies and the 
transmission of STIs.

Mixed results have been achieved during the 
lifetime of the Programme in relation to the 
consistent and correct use of contraception.  While 
younger adults are now more frequently exhibiting 
safer sexual behaviours in relation to contraceptive 
use, older age groups (sexually active and not 
wanting to conceive), have shown some downward 
trends. For example, 79% of young adults (18 – 25 
years) reported using contraception every time 
they had sex in 2010 compared to 76% in 2003. 
Among older age groups the figures for 2010 have 
regressed over the eight-year period.56, 57

Nearly half of women now report that they would 
prefer to get their contraceptive supplies from a 
pharmacy. Slightly more women in 2010 reported 
experiencing a difficulty accessing contraceptive 
services in 2010 (15%) versus 2003 (13%).58, 59 
Access/locality and embarrassment were the 
main reasons cited by this group of women. 
Research finds that the cost of contraception and 
contraceptive services is not a major barrier to 
access for most people. However, cost is more 
often an issue for younger people, as is access to 
sexual health services, particularly for those under 
the age of consent. 

The licensing of over-the-counter emergency 
hormonal contraception (EHC) in 2011 requires 
specific awareness initiatives. Approaches must 
also be progressed to ensure that the introduction 
of EHC does not impact on consistent use of 
primary methods of contraception. 

There is a pressing need to ensure that education 
coupled with easier and more equitable access 
to contraceptive and sexual health services will 
increase consistent use of contraception and 
protection from STIs.

It is the responsibility of the Department of Health 
to lead on policy in relation to the development 
of sexual health services. The reorganisation of 
the health service, the development of a National 
Public Health Policy, and developments at primary 
care level all present excellent opportunities to put 
in place appropriate governance and management 
structures to enhance the provision of contraceptive 
services in conjunction with other related sexual 
health services. The Programme, in conjunction 
with other parts of the HSE working in the area 
of sexual health, is in an ideal place to assist and 
support the Department in this regard. 

Ensure high levels of awareness and availability of contraception and contraceptive 
services so as to increase consistent and correct use of contraception for at-risk groups.

56 McBride et al., 2012.
57 Rundle et al., 2004.
58 Ibid.
59 Ibid.



HSE Crisis Pregnancy Programme  National Strategy 2012 - 2016

26

2012 – 2016 Actions
General

• Promote the need for specific consideration 
regarding the provision of contraceptive services 
in Ireland as part of the proposed National 
Sexual Health Strategy. 

- Ensure that this is strategically aligned with 
other policy developments relevant to STI 
service delivery and sexual health. 

• Keep abreast of developments in relation to 
the phased introduction of Universal Health 
Insurance (UHI) in Ireland and the associated 
consequences (direct/indirect) regarding access 
to GPs and other healthcare professionals.

Access

• Establish an Expert Group with the 
Pharmaceutical Society of Ireland (PSI) to 
examine the role of the pharmacist regarding 
the provision of community-based sexual health 
advice and services.

• Update ICGP guidelines on the prevention and 
management of crisis pregnancy.

• Support GPs and other healthcare professionals 
within primary care settings (as appropriate) 
to respond to prevention and management 
requirements of crisis pregnancy.

• Facilitate the development of effective 
and efficient referral pathways between 
contraceptive service providers and other crisis 
pregnancy related services. 

• In collaboration with the ICGP, increase 
availability of long-acting reversible 
contraception (LARC) methods through 
developments in training and a series of 
awareness raising initiatives.

- Introduce specific initiatives to increase 
knowledge and information levels amongst 
other health professionals and the general 
public.

• Review available options, with a particular 
focus on at-risk groups, to remove barriers 
to accessing contraception and contraceptive 
services.

• Fund initiatives that support access to 
contraception and contraceptive services, with 
a particular focus on at-risk groups, in order to 
increase take-up of services.

Awareness

• Increase awareness levels among the 
general public regarding the full spectrum 
of contraceptive options and services using 
targeted communication campaigns and other 
initiatives.

• Develop a new communications initiative to 
increase awareness of the role of the pharmacist 
in EHC provision with a view to ensuring EHC 
availability does not impact on consistency of 
use of primary methods of contraception and 
that it contributes to a reduction in levels of 
crisis pregnancy.

Target Outcomes:
➤ Improved uptake and use of contraceptive 

services across all identified ‘at-risk’ groups.

➤ Increased involvement by a range of healthcare 
professionals in relation to the provision of 
contraception advice and access to contraceptive 
services.

➤ Increased level of cohesiveness between 
healthcare professionals in terms of cross-
referrals and information sharing. 
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Strategic Objective
Crisis pregnancy services

Rationale:
The Programme has a mandate to provide services 
and support to women during and after a crisis 
pregnancy. In addition the Programme has a 
responsibility to ensure that all people experiencing 
a crisis pregnancy have access to suitably qualified 
and experienced counselling personnel. 

Crisis pregnancy counselling is about providing 
a safe space for a woman to discuss the options 
available to them and to arrive at a decision that is 
right for them given their individual circumstances. 
Counselling services must be non-directive, 
meaning that clients make their own decisions 
about their actions and behaviours.

The Programme has initiated work ensuring that 
counselling services funded by the Programme 
operate according to a standardised counselling 
quality framework promoting a transparent ethic 
of care. This ensures that an organisation’s ethos 
is clearly described on all its literature and women 
attending services are aware of each organisation’s 
ethos and services offered. A significant level of 
support has been provided to counsellors through 
the development of a certificate course in crisis 
pregnancy counselling skills in NUI Maynooth. 
Progress in enhancing the skill base of services 
needs to be replicated in the area of post-abortion 
counselling work.

Ensuring that the general public, and particularly 
those at higher levels of risk of crisis pregnancy, 
are aware of the various services in place is a 
continuous challenge for the Programme. 

Equitable access to services of consistent, 
high-quality provision is a core objective of the 
Programme. The Programme will continue to 
introduce various measures to drive access and 
quality parameters.

Given the positioning of the Programme within the 
HSE, it plans to further optimise service provision 
partnerships and collaborative opportunities where 
this is mutually advantageous from the perspective 
of the Programme and women experiencing crisis 
pregnancy.

A key requirement is the clarification and 
improvement of pathways between services both 
during and after a crisis pregnancy. The goal 
of the Programme is to ensure that all people 
experiencing crisis pregnancy are directed to 
services that can best support their needs at a given 
time. Supports need to be responsive to women’s 
needs and the needs of their partners and families 
and it is critical that women, health professionals 
and those coming into contact with women are 
aware of supports available to them.

Improve access to consistent, high-quality crisis pregnancy counselling and post-abortion 
services and promote the availability of community-based post-natal and family supports.
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2012 – 2016 Actions
Quality / Standards

• Develop and implement a self-assessment 
framework for use by crisis pregnancy services 
and post-abortion counselling services.

• Develop a standards framework and training 
programme to standardise delivery of high-
quality post-abortion counselling services.

• Support the development of standards regarding 
the provision of post-abortion medical check-
ups.

• Identify, in collaboration with the ICGP and other 
relevant stakeholders, training requirements for 
healthcare professionals regarding the provision 
of post-abortion medical check-ups.

Responsiveness

• Support the planning and development of crisis 
pregnancy services in Ireland through the 
structured assessment of supply and demand, 
service user preferences and other associated 
variables.

- Apply this assessment to reconfigure 
service provision on a continuous basis to 
ensure that the evolving needs of service 
users are met. 

Awareness

• Implement new initiatives to improve awareness 
levels of post-abortion services available in 
Ireland.

• Leverage relationships with post-natal, 
parenting and family support services to 
promote appropriate referrals and awareness of 
crisis pregnancy and crisis pregnancy services.

• Review the Programme’s campaign to increase 
awareness of disingenuous counselling agencies 
and introduce mechanisms to report upon 
women’s experience of such agencies.

- Consider international practice to inform 
future approaches in this regard.

Access

• Review referral pathways between healthcare 
service providers and crisis pregnancy services 
(and vice versa) in order to identify and remove 
any blockages / inefficiencies.

• Continue to fund the provision of crisis 
pregnancy counselling services by statutory and 
non-statutory providers in a manner that meets 
the needs of service users.

• Continue to support initiatives that assist those 
who need additional supports to continue with 
the pregnancy and with parenting. 

Target Outcomes:
➤ Increased level of cohesiveness between 

healthcare professionals in terms of cross-
referrals and information sharing.

➤ Increased awareness amongst the general 
public and healthcare professionals regarding 
the availability and remit of crisis pregnancy 
services in Ireland.

➤ Consistent satisfaction levels amongst service 
users in relation to their overall experience.

➤ Service provision is responsive to the changing 
demands and preferences of service users.
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Strategic Objective
Strategic collaboration and policy influence

Rationale:
The national policy environment has a direct and 
indirect impact on the mandates of the Programme. 
Policies concerning sexual health, education, 
children, welfare and employment have an impact 
on individual attitudes, behaviours and experiences 
in relation to crisis pregnancy prevention and 
decision-making. The Programme will continue 
to advocate for evidence-informed policy changes 
in line with its strategic direction and legislative 
requirements.

Strategic collaboration with key partners will 
continue to be prioritised to ensure that the 
effectiveness of the Programme is maximised and 
full advantage is taken of available efficiencies. 
Since its establishment, the Programme has 
productively worked with and engaged the expertise 
of statutory and non-statutory organisations to 
progress shared objectives. This underlying focus of 
the Programme will continue to be a key element of 
its approach. 

2012 – 2016 Actions
• Continue to manage and build on collaborative 

arrangements and partnerships, in light of the 
strategic direction and priorities outlined in 
strategic plan. Key organisations include:
- Crisis Pregnancy Counselling Services.
- Department of Children and Youth Affairs.
- Department of Education and Skills.
- Department of Health.
- Health Protection Surveillance Centre.
- HSE Child and Family Services.
- HSE Health Promotion.
- Irish College of General Practitioners.

- Irish Pharmacy Union.
- National Youth Council of Ireland.
- Pharmaceutical Society of Ireland.

• Prioritise and formulate new strategic 
relationships based on:
- Shared objectives in relation to the overall 

sexual health agenda.
- Opportunities to enhance cross-sectoral 

working in order to drive effectiveness and 
efficiencies.

• Contribute to the development of future policy 
and strategic developments of relevance to the 
Programme.  

• Support Government Departments to respond to 
developments of direct relevance to the mandate 
of the Programme as they arise. 

• Strengthen liaisons with international 
organisations and networks of a similar role and 
remit to the Programme.
- Organisations and networks focussing on 

research and policy development will be 
prioritised.

Target Outcomes:
➤ Productive and measurable outcomes from work 

with strategic partners.

➤ Opportunities to drive efficiencies are exercised.

➤ Measurable policy influence relevant to the 
mandates of the Programme.

➤ The Programme contributes to the national 
coordinated approach to promote good sexual 
health and improved sexual health outcomes.

Foster the development of strategic partnerships and alliances to increase the 
participation, resources and collective commitment in improving sexual health in Ireland 
and the reduction of crisis pregnancy.
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Strategic Objective
Knowledge transfer and research

Rationale:
The Programme strategically invests in research 
as a means of understanding the context in which 
crisis pregnancy is happening.  The Programme 
has published over 35 research reports on areas 
relating to fertility, crisis pregnancy, sexual 
health, contraception and reproductive decision-
making. These include a number of nationally 
representative surveys of sexual health on 
attitudes, knowledge and experiences of sexual 
risk-taking and crisis pregnancy among the Irish 
public. 

The evidence base is used by the Programme 
to build a case for policy change and stimulate 
public debate; to implement evidence-informed 
approaches to communications and information 
campaigns; to support long-term planning and 
evaluation of the work of the Programme and 
the Strategy and to contribute to evidence-
informed interventions and service improvement.  
The Programme has developed a ‘Research 
into Practice’ series for effective and targeted 
knowledge transfer of key research findings.

A continued focus on research is necessary 
to understand the context within which crisis 
pregnancies are occurring and to monitor the 
effectiveness of projects and initiatives progressed 
by the Programme.

Over the course of this strategic plan, the 
Programme will place a specific focus on

knowledge transfer. This will involve greater and 
sustained efforts to target key audiences from a 
range of diverse backgrounds to deliver messages 
in a clear and coherent manner. 

The Programme sees effective dissemination and 
knowledge transfer as playing a role in influencing 
behaviour, policy and cultural change.

2012 – 2016 Strategic Actions
Building on the Evidence Base

• Continue to build on the Programme’s 
evidence base as a means of understanding 
emerging trends and monitoring/evaluating the 
effectiveness of crisis pregnancy initiatives.

• Undertake research initiatives to address 
knowledge gaps. These might include:

- Patterns in Crisis Pregnancy counselling 
service use among women experiencing 
crisis pregnancy.

- Crisis pregnancy and other public health 
issues.

- Impacts of early sexualisation of children.

- Crisis pregnancy and intellectual disability.

- Sexual health needs of children in care.

• Review options to measure impact of the work 
of the Programme over the lifetime of this 
strategy.

Sustain a high-quality research base and increase the application of existing and new 
research through a comprehensive knowledge transfer strategy directly targeting 
developments in policy and practice.
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Research into Action

• Complete a knowledge transfer strategy to 
make the most of research investment to date 
and where possible ensure that all research 
commissioned by the Programme has a 
measurable impact.

• Progress integration work to ensure the 
knowledge transfer strategy benefits wider 
developments in health research.

Target Outcomes:
➤ The Programme serves as a knowledge hub 

and first point of contact in relation to crisis 
pregnancy knowledge.

➤ The Programme’s evidence base continues to 
inform policy and practice in Ireland.

➤ Research resources highlighting key research 
findings are developed for and disseminated 
to healthcare professionals and the public, to 
increase knowledge and awareness around 
crisis pregnancy.

➤ Knowledge transfer strategy developed and 
delivered.



5.  Implementing the Strategy

This final section outlines the key enablers to 
successfully implement the 2012 – 2016 Strategy. 

5.1 Key Enablers

The following represents the key enablers required 
in order to deliver on the ambition and intent of 
this strategic plan. Please note that these are not 
ranked in any specific order.
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Appropriate 
Funding 

The Programme has been subject, along with all other HSE Programmes, to a number 
of budgetary adjustments in recent years. This Strategy has been developed on the 
assumption that further adjustments will be required during the foreseeable future. 
However, should auxiliary or longer term adjustments be required, the associated 
implementation plan will need to be revised.  

CPP Team 
and Internal 
Resources 

The 2012 – 2016 Programme Strategy builds on the work to date of the Programme 
(and previously the Agency) since its establishment in 2001. As a consequence, the 
proposed work programme for the next five years is ambitious but deliverable. It is 
deliverable, however, only on the basis that the existing staff structure (as of January 
2011) and internal expertise is maintained by the Programme throughout the lifetime 
of this strategy.  

Strategic and 
Productive 
Partnerships

Since the establishment of the Programme, it has initiated a number of key strategic 
partnerships with a diverse range of stakeholders to deliver on mutual objectives. 
Each of the five strategic objectives outlined in this Strategy involve collaboration with 
a number of external partners. The Programme will increasingly look to establish and 
utilise partnerships to deliver on its mandate and provide added value across a range 
of other areas.

Availability of a 
Sustained Irish 
Evidence Base

The Programme is recognised for taking an evidence-informed approach to its work 
and applying research findings across all areas of its agreed remit. The evidence base 
cannot be treated as a static resource and as a result requires continuous and ongoing 
commitment in order for it to inform the work of the Programme and priority areas of 
focus.

Effective 
Communication 
and 
Dissemination

Given the education and awareness-raising role of the Programme, effective 
communication channels and vehicles are required to ensure that messages are 
delivered as intended to the target audience. The Programme will continue to utilise a 
range of approaches in this regard and will continuously monitor the effectiveness of 
these.
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Appendices

Name Role Organisation

Dr Kevin Kelleher Assistant National Director Health Service Executive – National 
Office of Health Protection

Ms Katharine Bulbulia Chairperson (former) Crisis Pregnancy Agency (former)

Dr Miriam Daly Director Women's Health Programme Irish College of General Practitioners

Ms Lynn Dowling Administration Assistant Health Service Executive – Crisis 
Pregnancy Programme

Dr Nazih Eldin Head of Health Promotion - Dublin North 
East

Health Service Executive – Health 
Promotion

Ms Maeve O’Brien Research & Policy Officer Health Service Executive – Crisis 
Pregnancy Programme

Dr Aidan O'Hora             Public Health Specialist Health Service Executive – Health 
Protection Surveillance Centre

Dr Stephanie O’Keeffe Director Health Service Executive – Crisis 
Pregnancy Programme

(a) Strategy Development Project Steering Group
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(b) Strategy Development Process

Step 1
Project Initiation

Step 2
Primary Inputs

Step 3
Synthesis

Step 5
Project Closing

Step 4
Strategic
Framework

• Establishment of 
a Project Steering 
Group and agreed 
governance 
structure

• Approval of project 
plan

• Completion of risk 
and analysis

• Completion of 
literature review

• Completion of 
environmental 
analysis

• Completion of 
Consultation 
Phase 1

• Analysis of Step 2 
inputs

• Presentation 
of findings on a 
thematic basis

• Consideration of 
implications for 
existing strategic 
intent/direction

• Development of 
recommmendation 
for future strategic 
intent/direction

• Revision of 
existing vision, 
mission and values

• Strategic options

• Draft strategic 
objectives and 
action plan

• Completion of 
draft strategic 
framework 
2012–2016

• Implementation 
resources

• Consideration of 
draft 2012–2016 
National Strategy 
by the Project 
Steering Group

• Refinement of 
draft Strategy

• Completion 
of 2012–2016 
National Strategy

• Publication 
of 2012–2016 
national strategy
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The HSE Crisis Pregnancy Programme wishes to thank the following individuals who contributed to this 
Strategy during the development process. Interviews and workshops:  

(c) Consultation Process

Name Job Title Organisation

Prof. Abbey Hyde Associate Professor University College Dublin 

Dr Aidan O'Hora Specialist Public Health Medicine HSE - Health Protection Surveillance 
Centre

Aine Lynch CEO National Parents Council - Primary

Aisling Gillen General Manager HSE - Children & Families Services

Alessandra Fantini Assistant Principal Department of Health 

Alison Begas Chief Executive Dublin Well Woman

Alwiye Xuseyn Migrant Women’s Health Officer Akidwa

Ambrose McLoughlin Registrar / CEO Pharmaceutical Society of Ireland

Anne Kennedy CEO Life Pregnancy Care

Berit Anderson Senior Social Worker Pact “Here 2 Help”

Biddy O’Neill Acting Assistant National Director HSE Health Promotion

Brenda Kneafsey Aftercare Support Coordinator Empowering People in Care

Brigid Collins Representative Pavee Point

Rev. Bruce Pierce Director of Education Church of Ireland

Dr Catherine Conlon Researcher University College Dublin

Catherine Duffy National Planning Specialist HSE Primary Care
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Dr Davida De La Harpe National Head of Health Intelligence HSE Health Intelligence

Dr Fergus Hogan Men’s Health Representative Waterford Institute of Technology

Fiona Neary Director Rape Crisis Network

Frances Byrne CEO OPEN

Frances Shearer National Coordinator for SPHE Department of Education and Skills

Prof. Hannah McGee Dean of Medicine Royal College of Surgeons in Ireland

Dr Helen McMillan Obstetrics and Gynaecology 
specialist

Cork University Maternity Hospital

Jessica Dempsey Communications Officer Chambers of Commerce

Jim Breslin Secretary General Department of Children and Youth 
Affairs

Dr John Devlin Deputy Chief Medical Officer Department of Health

Julie Kerins Senior Social Worker Cúnamh

Karen Kiernan Director One Family

Kevin O’Hagan Project Officer National Youth Council of Ireland

Laurence Bond Head of Research Equality Authority

Liz Canavan CEO Adoption Authority

Louise Graham National Coordinator CURA

Margaret Kelly Principal Officer Department of Education and Skills

Margot Doherty Assistant CEO Treoir

Mary Condren General Practitioner Irish College of General Practioners

Mary Cunningham Director National Youth Council of Ireland
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In addition, two focus groups were held with teenagers enrolled in early school-leavers programmes. The 
Programme wishes to thank the following for their cooperation and assistance:

Mary Doyle Director General Department of Children and Youth 
Affairs

Niall Behan CEO Irish Family Planning Association 
(IFPA)

Pat Bennett CEO Family Support Agency

Paul Connors Assistant National Director HSE National Communications Unit

Renee Dempsey CEO Equality Authority

Prof. Richard Layte Research Professor Economic and Social Research 
Institute

Roisin Dermody Representative for people with 
disabilities

Rose Tully Public Relations Officer National Parent’s Council Post 
Primary

Scott Ahern Welfare Officer Union of Students of Ireland

Dr Sean Denyer Principal Fellow Centre for Effective Services

Sherie De Burgh Counselling Coordinator One Family

Sinead Hanafin Head of Research Department of Health 

Siobhan Barron Director National Disability Authority

Sunniva McDonagh Barrister at Law Irish Episcopal Conference

Tommy Walshe President National Parents Council - Post 
Primary

Triona Fitzpatrick Social Worker Irish Foster Carer’s Association

Ursula Byrne Acting CEO An Bord Altranais

Lourdes Community Training Centre, Lower Sean McDermott Street, Dublin 1.

Newbridge Community Training Centre, Co Kildare.
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Barnardos. 

Blanchardstown Youth Service.

HSE Health Promotion Officers with responsibility for Sexual Health.

HSE Social Inclusion.

HSE South Kerry (Children and Family Services).

Irish Medicines Board.

Joint Managerial Body.

Limerick Social Service Council Ltd.

Mary Immaculate College, Limerick.

National Disability Authority.

Pharmaceutical Society of Ireland.

Portiuncula Hospital.

Real Deal Programme.

Squashy Couch (Adolescent Health and Information Project), Waterford.

Treoir.

West Cork Counselling & Support Services.

Youth Health Service, Cork.

The Programme  also wishes to acknowledge the receipt of written submissions from the following 
organisations:

The Health (Miscellaneous Provisions) Act, 2009 provides for the administration and business in connection 
with the performance of the following functions to be transferred to the HSE. These functions are those 
vested in the Programme under Article 4 (i), (ii), (v), (vi), (vii), (viii), (ix) and (x) of the Crisis Pregnancy Agency 
Establishment Order.

The functions of the Programme are as follows:

i. In consultation with Departments of State specified in the schedule and with such other persons as 
considered appropriate to prepare a strategy to address the issue of crisis pregnancy, this Strategy to 
provide, inter alia, for:

a. a reduction in the number of crisis pregnancies by the provision of education, advice and 
contraceptive services

b. a reduction in the number of women with crisis pregnancies who opt for abortion by offering services 
and supports which make other options more attractive

c. the provision of counselling services, medical services, and such other health services for the 
purpose of providing support, after crisis pregnancy, as may be deemed appropriate by the 
Programme

(d) Functions of the HSE Crisis Pregnancy Programme – Health Act 2009
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ii. to work in partnership with the appropriate agencies to promote and co-ordinate the attainment of the 
objectives contained in the Strategy;

iii. to produce periodic reports on progress and to propose remedial action where required;

iv. to further the attainment of the objectives specified in Articles 4(i)(a), 4(i)(b) and 4 (i)(c), in co-operation 
with such other persons as may be considered appropriate by the Programme by:

a. promoting public awareness
b. developing, promoting and disseminating information and information material, and
c. fostering the provision of education and training to include:

- the commissioning of media advertising campaigns
- the commissioning of electronic media campaigns
- the development of resource materials, promotional materials and training materials
- the dissemination of these materials and/or 
- such other methods as the Programme shall seem appropriate for the purpose of performing its 

functions under paragraph (vi) of this article
- to draw up codes of best practice for consideration by agencies and individuals involved in 

providing services to women with crisis pregnancies
- to promote and commission research into aspects of crisis pregnancy, as considered necessary
- to furnish advice, whenever it is so required by the Minister or on its own initiative, to the Minister 

or other Ministers of the Government on issues relating to crisis pregnancy
- to perform any other functions in relation to crisis pregnancy that the Minister may from time to 

time assign to it.

Boonstra, H. D. (2011). Teen pregnancy among young women in foster care: A primer. Guttmacher Policy 
Review. [online]. 14(2). Available from: http://www.guttmacher.org/pubs/gpr/14/2/gpr140208.pdf [Assessed 
27 October 2011]

Central Statistical Office. (2011). This is Ireland – Highlights from Census 2011, Part 1. Dublin: Stationery 
Office.

Conlon, C. (2006). Concealed pregnancy: A case study approach from an Irish setting. Dublin: Crisis 
Pregnancy Agency. (Report No. 15).

Crisis Pregnancy Agency. (2003). 2004 - 2006 Strategy: To address the issue of crisis pregnancy. Dublin: Crisis 
Pregnancy Agency.

Crisis Pregnancy Agency. (2007). 2007 - 20011 Strategy: Leading an integrated approach to reducing crisis 
pregnancy. Dublin: Crisis Pregnancy Agency.

Department of Health, UK. (2001 – 2011). Abortion Statistics, England and Wales. [online]. London: 
Department of Health. Available from: http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/
PublicationsLibrary

(e) References



HSE Crisis Pregnancy Programme  National Strategy 2012 - 2016

40

Health Protection Surveillance Centre. (2011a). Trends in sexually transmitted infection (STI) notifications, 
1995 – 2009. Dublin: HSE Health Protection Surveillance Centre.

Health Protection Surveillance Centre. (2011b). Sexually transmitted infections in Ireland 2009. Dublin: HSE 
Health Protection Surveillance Centre.

Health Protection Surveillance Centre. (2012). HIV in Ireland in 2011. Dublin: HSE Health Protection 
Surveillance Centre.

Hyde, H., Drennan, D., Howlett, H., & Brady, B. (2008). Heterosexual experiences of secondary school pupils 
in Ireland: Sexual coercion in context. Culture, Health & Sexuality, 10(5), p.479-493.

Layte, R., McGee, H., Quail, A., Rundle, K., Cousins, G., Donnelly, C., Mulcahy, F., Conroy, R. (2006). The Irish 
study of sexual health and relationships. Dublin: Crisis Pregnancy Agency & Department of Health and 
Children.  

Mayock, P., & Byrne, T. (2004). A study of sexual health issues, attitudes and behaviours: The views of early 
school leavers. Dublin: Crisis Pregnancy Agency. (Report No. 8).

McBride, O., Mongan, K., & McGee, H. (2012). Irish contraception and crisis pregnancy study 2010 (ICCP-
2010): A survey of the general population. Dublin: HSE Crisis Pregnancy Programme. (Report No. 24).

Meltzer, H., Gatward, R., Corbin, T., Goodman, R, & Ford, T. (2003). The mental health of young people looked 
after by local authorities in England. UK: ONS, HMSO.

Ministerie van Volksgezondheid, Welzijn en Sport. (2011). Jaarrapportage 2010 van de Wet afbreking 
zwangerschap. Netherlands.

O’Connor, J. (2010). Literature review on provision of appropriate and accessible support to people with 
intellectual disability who are experiencing crisis pregnancy. Dublin: Crisis Pregnancy Agency & National 
Disability Authority.

Rundle, K., McGee, H., & Layte, R. (2004). Irish study of contraception and crisis pregnancy (ICCP): A survey of 
the general population. Dublin: Crisis Pregnancy Agency. (Report No. 7). 

Russell, H., Watson, D., & Banks, J. (2011). Pregnancy at work: A national survey. Dublin: HSE Crisis 
Pregnancy Programme & the Equality Authority.

Schelble, J. L., Franks, B. A., & Miller, M. D. (2010). Emotion dysregulation and academic resilience in 
maltreated children.  Child & Youth Care Forum, 39(4), p.289-303.

United Nations. (2008). Demographic Yearbook 2006: Birth Data. [online]. United Nations, Statistics Division. 
Available from: http://unstats.un.org/unsd/demographic/products/dyb/dyb2006.htm

United Nations. (2009). Child adoption: Trends and Policies. New York: United Nations, Department of 
Economic and Social Affairs, Population Division. Available from:  http://www.un.org/esa/population/
publications/adoption2010/child_adoption.pdf

Weafer, J. & Weafer, A. M. (Forthcoming). Audit of RSE Visitors in post primary schools. Dublin: HSE Crisis 
Pregnancy Programme. 


