
Strategy to address the issue of crisis pregnancy:
[2004-2006] / Crisis Pregnancy Agency

Item Type Report

Authors Crisis Pregnancy Agency

Rights Crisis Pregnancy Agency

Download date 25/05/2023 03:11:22

Link to Item http://hdl.handle.net/10147/44443

Find this and similar works at - http://www.lenus.ie/hse

http://hdl.handle.net/10147/44443


STRATEGY
TO ADDRESS THE ISSUE OF CRISIS PREGNANCY



STRATEGY
TO ADDRESS THE ISSUE OF CRISIS PREGNANCY

PUBLISHED NOVEMBER 2003

2004-2006



CHAPTER

Forward by the Minister for Health & Children 03

Letter from the Chairperson 04

Acknowledgements by the Director 04

Chapter 1: INTRODUCTION 06

Background 06
How the Agency approaches its work 07

Vision and principles 07
How the Strategy was developed 07

Strategic dimensions 07
Context and challenges 08
Role of the Agency in progressing the Strategy 09

Chapter 2: BACKGROUND RESEARCH 11

Measuring crisis pregnancy 12
A profile of crisis pregnancy in Ireland 12
What factors contribute to the incidence of 
crisis pregnancy? 15
How can crisis pregnancy be prevented? 16
Crisis pregnancy decision-making and factors 
affecting outcomes 17

Chapter 3: A REDUCTION IN THE NUMBER 
OF CRISIS PREGNANCIES BY THE PROVISION 
OF EDUCATION, ADVICE AND CONTRACEPTIVE
SERVICES 19

Context and recent developments 20
How will the Strategy work to reduce the 
number of crisis pregnancies 22
Commitments from partner organisations 24
Recommendations for action by other organisations 24
Agency commitments for action 25

1. Policy, standards and research development 25
2. Improving personal knowledge and skills 25
3. Improving the skills of key communicators 25
4. Developing contraceptive services for the 

prevention of crisis pregnancy 26
5. Creating cultural change 26

Chapter 4: TO REDUCE THE NUMBER OF WOMEN 
WITH CRISIS PREGNANCIES WHO OPT FOR 
ABORTION BY OFFERING SUPPORTS AND 
SERVICES WHICH MAKE OTHER OPTIONS MORE
ATTRACTIVE 27

Context and recent developments 28
How the Strategy will work to reduce the 
number of women opting for abortion 30
Commitments from partner organisations 32

Adoption 32
Other commitments 32

Recommendations for action by other 
organisations 32
Agency commitments for action 33

1. Policy, standards and research development 33
2. Developing crisis pregnancy counselling 

services 33
3. Developing information on crisis pregnancy 

counselling 33
4. Building service capacity through 

partnerships 34
5. Influencing the development of social policy 34

11

CONTENTS



Chapter 5: 
THE PROVISION OF COUNSELLING AND MEDICAL
SERVICES AFTER CRISIS PREGNANCY 35

Context and recent developments 36
How the Strategy will work to meet the needs 
of women following crisis pregnancy 37
Agency commitments for action 37

1. Policy, standards and research development 37
2. Developing post-crisis pregnancy 

counselling services 37
3. Developing post-abortion information 

supports 38
4. Developing supports for women after crisis 

pregnancy 38

Chapter 6: 
CREATING CULTURAL CHANGE 39

Context 40
How the Strategy will work to influence 
cultural change 41
Agency commitments for action 42

Chapter 7: 
THE AGENCY’S RESEARCH PROGRAMME 43

Context and progress to date 44
Agency commitments for action 45
Measuring progress 46

Chapter 8: 
STRUCTURES TO SUPPORT THE STRATEGY 47

Governance structures 48
Consultation and partnership 48
Funding for the Strategy 49

Chapter 9:
PRIORITY ACTION PLAN 51

Priority Actions: Prevention 52
Priority Actions: Crisis Pregnancy Supports 53
Priority Actions: Post Crisis Pregnancy 55
Priority Actions: Cultural Change 55
Priority Actions: Research 55

APPENDICES 57

Appendix 1: Consultation for the strategy 58

Appendix 2: Projects funded by the Agency, 
2002-2004 59

Appendix 3: Membership of the Board, 61
Consultative Committee and Executive 
of the Crisis Pregnancy Agency

References 62

CHAPTER EIGHT

2

CONTENTS



crisis pregnancy agency STRATEGY 2004 - 2006

3

FOREWORD BY THE MINISTER FOR HEALTH AND CHILDREN

It gives me great pleasure to introduce the Strategy to Address
the Issue of Crisis Pregnancy. I would like to thank the Board of
the Agency, and in particular its Chairperson, Olive Braiden, for
the timely and thorough manner in which the Strategy has been
produced. I would also like to express my appreciation to the
Director, Sharon Foley, and staff of the Agency, the Consultative
Committee and all those organisations and individuals who
contributed to the development of the Strategy.

There is general agreement in society that, whatever one's views
on the substantive issue of abortion, we must make every effort to
tackle the problem of crisis pregnancy in Ireland, which involves
over 6,000 women from this country having an abortion in the 
UK each year. The November 2000 Report of the Joint Oireachtas Committee on the
Constitution on the issue of abortion, stated that various government departments, state
bodies and voluntary organisations have responsibilities for the issues which impact on this
problem. The Report considered that the complexity of the programmes needed, and the
cohesion necessary for their success, required a single planning focus. The Committee
proposed the establishment of an agency which would have responsibility for drawing up a
strategy to combat crisis pregnancies, to promote options (other than abortion) where a
crisis pregnancy occurs and to provide for post crisis pregnancy services. Having considered
the Committee’s recommendation, and following All-Party agreement on the issue, the
Government announced the establishment of the Crisis Pregnancy Agency in October 2001.  

Since its establishment the Agency has engaged in both an extensive consultation process
and a research programme in order to inform itself on all the issues surrounding crisis
pregnancy. As a result, the Strategy highlights the scale of the impact of crisis pregnancy on
the individual and community. In addition, it addresses the actions necessary to prevent
crisis pregnancies, to support those with crisis pregnancies and to provide counselling and
medical services to women after a crisis pregnancy. This is an ambitious strategy which
provides a blueprint to guide policy-makers and service providers towards the delivery of co-
ordinated programmes to prevent crisis pregnancy and to provide a comprehensive and
caring response to the needs of women who experience a crisis pregnancy.  

I welcome this report as a major contribution to the issue of addressing crisis pregnancy and
I look forward to working with the Agency in implementing the Strategy.

Micheál Martin, T.D.

MINISTER FOR HEALTH AND CHILDREN
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The Crisis Pregnancy Agency
is two years in existence. 
It is the State’s response to
decades of debate around
crisis pregnancy and,
especially, the issues of
contraception and abortion. In
establishing the Agency to
underpin and to embrace the
work of existing voluntary
bodies, as well as to lead
forward a process of
information, education,

research and advice, the State is reflecting the wishes of the
broader community to approach crisis pregnancy in a
constructive and non-confrontational way.

Voluntary agencies have worked for many years with women in
this distressing situation. The Crisis Pregnancy Agency is
established to support, not to duplicate, their work. The Agency
aims to be a policymaker, an educator, a researcher and an
opinion former in an area with more than its share of myth. It
aims to establish facts and to enter these into the public space
in a non-judgemental way.

The strategy which we now publish is the work of hundreds of
submissions and dozens of detailed consultations. The research
and the writing of it was a process of education, drawing on the
existing experience of the voluntary and State sectors.

Crisis pregnancy demands a change in culture which, in turn,
will require education of both men and women in their personal
lives, as well as that of Irish society in its public discourse.
Crisis pregnancy is not the exclusive problem of one age group,
nor is it the preserve of any one social group or geographical
community. Crisis pregnancy is a reality for child-bearing
women of every age, of every walk of life and in every part of
our country.

The Agency’s strategy is to lead the voluntary agencies and
State service providers to supply a trained, comprehensive and,
above all, non-judgemental service of advice and practical
support to women and, where possible, their partners and
families, when a crisis pregnancy occurs.

The Strategy to Address the Issue of Crisis Pregnancy is based
on both the existing experience of all already involved, as well
as a frank admission of the need for more research and
information.

But already we have found clear signposts to show the way
forward. Information, education and access to contraception
reduce both crisis pregnancy and sexually transmitted
infections. Our schools, if they are to totally prepare our
children for life, must prepare them for a life that will fully
acknowledge their sexuality.

The Crisis Pregnancy Agency neither questions the moral basis
for teaching sexual abstinence or the deeply felt ethos of those
who believe in it. What we know is that young people, even
those so young that we consider them now to be children, will
make their own decisions. Teaching prohibition is, of itself, not
enough. It must be placed in the context of a comprehensive
sexual education. Ignorance is not bliss, and crisis pregnancy
can be no one’s idea of a well founded family life.

In leading a process of education, the Crisis Pregnancy Agency
is deeply aware of the need to reach out to men. Crisis
pregnancy, if it is exclusively a women’s issue, is only so by
default. The partners of women in crisis pregnancy have a
responsibility, too, and that responsibility begins before, not
just after, conception. It is a responsibility to be educated, to be
fully aware and to know fully the life long consequences of
crisis pregnancy for all involved.

This strategy is a first in Ireland. With hindsight, it will be
questioned and, hopefully, improved upon. If, however, by the
research and debate that we now begin, we provide the tools
for a more informed critique in the future, then we will have
achieved a core objective of this first strategy of the Crisis
Pregnancy Agency. 

Olive Braiden CHAIRPERSON
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BACKGROUND
In late 2000, the Fifth Progress Report of the All-Party
Oireachtas Committee on the Constitution, in dealing
with the subject of abortion, concluded that "a major
problem facing Ireland is the large number of crisis
pregnancies…. There is an urgent need to take measures
to reduce the number of crisis pregnancies"2. The 
report also discussed the needs of women faced with
crisis pregnancy. The Committee recommended the
establishment of an agency specifically charged with 
the responsibility to develop a strategy to reduce the
number of crisis pregnancies and to ensure that women
faced with crisis pregnancy are offered "real and positive
alternatives"2. 

The Crisis Pregnancy Agency (henceforth "the Agency")
was set up in October 2001 as a direct response to this
recommendation. Its Establishment Order requires the
Agency to prepare a national strategy to address the
issue of crisis pregnancy and to work with appropriate
partners to promote and co-ordinate the attainment 
of the objectives it sets1. The Order defines crisis
pregnancy as "a pregnancy which is neither planned nor
desired by the woman concerned, and which represents
a personal crisis for her"1. The Agency understands this
definition to include the experience of those women for
whom a planned or desired pregnancy develops into a
crisis over time due to a change in circumstances.

The purpose of the Crisis Pregnancy Agency is to 
bring strategic focus to the issue of crisis pregnancy 
and so to add further value to the work of existing
service providers. The function of the Agency is, through
the development and implementation of this Strategy,  

to affect a reduction in the number of crisis pregnancies
and to ensure the provision of supports and services for
women faced with crisis pregnancy, both during and
after the pregnancy itself. 

The essence of the Strategy is contained in the Agency's
mandate as defined in its Establishment Order1. It is
"to provide 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 and medical services
after crisis pregnancy."

It is the belief of the Agency that the achievement of its
strategic objectives over its ten-year remit will reduce
the incidence of crisis pregnancy and the number of
women who choose abortion. 

The critical dimensions of the “Strategy to Address the
Issue of Crisis Pregnancy” are elaborated in chapters
three (Mandate a), four (Mandate b) and five (Mandate c).
Chapter six sets out the approach to be taken in creating
cultural change in matters relating to crisis pregnancy.
Chapter seven details the research and evaluation
programme related to the Strategy, while the findings of
research reviews undertaken to date by the Agency are
discussed in Chapter two. The remainder of this current
chapter explains the Agency's approach to its work, with 

INTRODUCTION
The Crisis Pregnancy Agency produced this Strategy to Address the Issue of Crisis Pregnancy
(henceforth "the Strategy") in order to fulfil its primary function as defined by its Statutory
Instrument: to prepare a strategy to address the issue of crisis pregnancy1. Informed by a
comprehensive research and consultation process, the Strategy provides a framework for
understanding the causes and consequences of crisis pregnancy and proposes realistic means 
for tackling the many issues which contribute to it. The Strategy is aimed at both policy makers
and service providers - those who can bring about the changes in both policy and practice
necessary for reducing the rate of crisis pregnancy and improving the experiences of those
women faced with the situation.
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particular emphasis on the development of the Strategy
and how it will be progressed. 

The Strategy outlines the objectives necessary to address
the issue of crisis pregnancy. The Priority Action Plan
has been designed for achievement over a three year
period, 2004 to 2006.  Some of the work has already
started in 2002-3. At the end of the three-year period,
the Strategy will be reviewed and, if necessary revised,
in light of research and evaluation findings. 

HOW THE AGENCY APPROACHES ITS WORK 

VISION AND PRINCIPLES 
The Agency keeps women at risk of or experiencing
crisis pregnancy, and those involved with them, at the
centre of its concerns at all times.

Its approach also ensures that its work is:
• based on consultation with women themselves 
• based on partnership and consultation with both

statutory and voluntary agencies which play a role in
the prevention of crisis pregnancy or in supporting
women during and after crisis pregnancy

• contributing to the development of public policy
• accountable 
• adding value to the existing range of statutory and

voluntary services
• through research and evaluation, nurturing

innovation and courage in the creation of 
pioneering solutions

• based on continually improving quality in order 
to develop best practice

This approach has informed the development 
and content of the Strategy and will inform its
implementation in the future.

VISION
Through the Strategy, the Agency will work to 
ensure that:
• women at risk of or experiencing crisis pregnancy

are assured that the implementation of the Strategy
will result in the delivery of comprehensive,
integrated, timely services in an empowering,
holistic and supportive manner

• Irish society becomes more open and caring in its
attitude towards crisis pregnancy. As well as
effecting attitudinal change, this involves fostering
the development of integrated and co-ordinated
service delivery aimed at preventing crisis pregnancy
and meeting the needs of those in crisis responsively
and with empathy. Cultural change is also required
to nurture innovation in resolving the issue of 
crisis pregnancy.

HOW THE STRATEGY WAS DEVELOPED

The process of developing the Strategy began as soon 
as the Agency was established. There were three main
elements:
• The Agency advertised publicly for submissions in

June 2002. Submissions were received from 246
individuals and organisations. 

• A targeted consultation process started in March
2003. Sixty consultations with individuals, groups and
service providers were held throughout the country. 

• Research and evidence in the area of crisis
pregnancy was reviewed. 

A summary of the outcomes of the research programme
to date is given in Chapter two. A summary of the
consultation process appears in Appendix one.

By these means the Agency gained:
• understanding of the scale and impact of crisis

pregnancy on the individual and community
• understanding of what leads to crisis pregnancy and

what factors influence the decisions made by women
in that situation

• a body of evidence concerning the best approaches
to tackling the issue of crisis pregnancy and setting
priorities for action

which, in turn, informed the Agency's strategic approach
as detailed below.

STRATEGIC DIMENSIONS
There are a number of dimensions to the strategic
approach adopted by the Agency:
• policy, standards and research development
• improving knowledge and skills
• building service capacity through partnerships
• influencing change in key areas (income supports,

employment, training and education, childcare,
accommodation) as they affect those who 
experience crisis pregnancies

• cultural change.

These approaches are elaborated below.

As the Agency began to develop the Strategy, it became
clear that, although research on the subject of crisis
pregnancy existed, there was little information on the
scale of the issue. Neither was there any significant
documentation on interventions which have worked 
well, either in Ireland or internationally. Consequently,
much of the research agenda of the Agency to date has
focused on filling these information gaps. The research
programme has also informed the Agency about deficits
in policy and standards impacting on the issue of crisis
pregnancy and how these might be addressed. 

7
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The issues surrounding crisis pregnancy vary widely 
and thus require a multi-faceted response. This is 
the first strategy of its kind in Ireland. While all actions
are grounded in available research, much that ideally
would assist in the identification of effective approaches
does not exist, particularly within an Irish context. The
exploratory and innovative nature of much of the work
will itself contribute to, as well as be guided by, policy,
standards and research development.

At all levels, there is a need to develop approaches to
improve the knowledge and skills of individuals. As well
as direct communication, this involves working to reach
people indirectly, through those who have the potential
to influence the individual ("key communicators"). These
include parents, teachers, youth leaders, the voluntary
sector, GPs, health service staff and, potentially, 
many others.

Increasing the knowledge and skills of the individual 
will not achieve a decrease in the number of crisis
pregnancies or ease the experience of crisis pregnancy
unless the person’s environment supports healthy,
informed choices. This involves developing appropriate,
accessible and affordable services. As it is not itself
involved in the direct delivery of services, the Agency
influences this area by developing partnerships with 
key service providers. Building service capacity through
partnerships in the areas of prevention, crisis pregnancy
and post-crisis pregnancy services is a crucial part of
the Agency’s remit.

To make a real difference to the lives of women faced
with crisis pregnancies, change is needed in a number
of important policy areas. The decisions made by the
woman at the centre of a crisis pregnancy are influenced
by many social and economic factors. A vital strand of
the Agency’s work is to influence change in key areas
(income supports, employment, training and education,
childcare, accommodation) as they affect those who
experience crisis pregnancies.

The research and consultation processes revealed 
that Irish culture does not foster safe sexual behaviour
sufficiently. Neither does it support adequately women
experiencing crisis pregnancy. While the Strategy alone
cannot reshape Irish culture, it will initiate informed
debate on key issues and play its part in cultural change.

These strategic approaches are applied to the provisions
of the Strategy in Chapters three to five.

CONTEXT AND CHALLENGES

No strategy is developed or implemented in a vacuum.
Many environmental and cultural factors influenced the
development of the Strategy to Address the Issue of
Crisis Pregnancy and will form the context for its
implementation. The most significant of these are
discussed below.

• Trends in fertility and family formation: In recent
decades, the role of marriage and patterns of family
formation have changed significantly in Ireland.
Although Ireland's fertility rate remains the highest
in Europe6, contraception is more freely available and
42.9% of sexually active females report that they
always use it 7. Many women are now delaying having
children until their thirties. Almost a third of births
occur outside marriage, though many are within
stable relationships. For example, in 1996, of a
sample of 2,000 women attending an antenatal 
clinic, 35% were unmarried and, of these, over 
25% said that they were in a stable relationship. 
Eleven percent (11%) of the total sample stated 
they were single8. 

• Trends in society as a whole: Irish society is
changing rapidly. Factors influencing the cultural
dynamic surrounding crisis pregnancy include:
- changes in patterns of work for parents 
- an increase in immigration to Ireland
- liberalisation of attitudes towards sexuality 

and contraception
- changes in how sexual activity is portrayed 

in popular culture
- increasing acceptance of single parenthood
- changes in patterns of sexual activity, with

earlier sexual initiation
- increases in alcohol consumption and drug use.

Taken together, these trends have a significant impact on
sexual behaviour which results in unplanned pregnancy,
and present a challenging context for the Strategy. The
Agency’s plans take cognisance of these trends.

The implementation of the Strategy will also be
influenced by certain practical considerations:
• Economic trends: The Crisis Pregnancy Agency will

be challenged to secure appropriate financial
resources in an environment of strong competition
for public funding.

• Structural environment: The Health Service Reform
Programme will effect changes in the structure and
governance of the health service which will impact
on the Agency’s partnerships and working
arrangements.



ROLE OF THE AGENCY IN PROGRESSING 
THE STRATEGY

As a strategic planning and co-ordinating body, the
Agency performs a series of important functions within
this complex picture: 

Broadening the understanding of crisis pregnancy
… by developing deeper appreciation of the issues
involved through research and consultation with
individuals affected by crisis pregnancy, policy makers
and service providers in the field.

Developing a strategic focus for the issue of crisis
pregnancy
… by developing and overseeing the implementation 
of this Strategy. 

Co-ordinating service delivery and developing services
to meet needs
… by working in partnership with existing service
providers. 

Creating strategic partnerships and alliances
… by bringing the issue of crisis pregnancy to the
attention of those State agencies, organisations and
groups which can effect change, and engaging with
them on the issue of crisis pregnancy. For example, the
Positive Options information campaign represents the
first time all crisis pregnancy agencies have worked
together to achieve change. Some of the changes
recommended are part of broader national initiatives
already underway, while others form the particular
remit of specific organisations. In these cases, the
Agency will support existing work and will highlight
issues relevant to crisis pregnancy. In other areas, 
the Agency will work to stimulate debate and initiate
new approaches.

Delivering particular targets and campaigns
… through its own work programme including the
delivery of specific public information campaigns 
such as Positive Options. 

The Agency is a policy-making organisation with a
specific remit. Most of the actions contained in the
Strategy will be undertaken in partnership with the
bodies and groups which have statutory responsibility 
or which provide services in areas that have an impact
on people experiencing crisis pregnancy.  

9
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Figure 1: Partner organisations for delivery of the Strategy
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MEASURING CRISIS PREGNANCY 

No accurate measure of crisis pregnancy in Ireland 
is currently available. In the past, the number of births
outside marriage was often considered an indication 
of the number of crisis pregnancies. This is no longer 
a useful measure as it ignores crisis pregnancies within
marriage and, as previously noted (page 8), pregnancies
outside marriage now constitute over 30% of all births.
Rather than indicating an increase in crisis pregnancies,
this reflects a growing trend across Europe in
cohabitation and having children outside marriage 9.

Teenage pregnancies are often cited as crisis
pregnancies. However, they are not always considered
crises by the teenagers themselves, despite the fact that
they often present social and/or educational challenges
for the teenagers’ parents and others 10. 

With regard to the rate of abortion, debate has centred
on the completeness of figures provided by the UK
Department of Health and Social Services. Quantifying
the accurate number of Irish women who opt for
abortions in the UK is not possible as some Irish 
women may give UK addresses in order to protect 
their confidentiality. 

Since, at present, actual figures for crisis pregnancy
cannot be accurately estimated, proxy indicators* are
needed to understand the extent of the problem. These
are likely to involve a combination of data concerning
abortions, adoptions and survey estimates of unplanned
pregnancies both within and outside marriage. 

*A proxy indicator is a substitute statistic related to the topic in question,

used where no accurate statistic is attainable.

UNDERSTANDING INFLUENCES ON CRISIS
PREGNANCY
A range of factors come into play regarding 
prevention and support for a woman at the centre of 
a crisis pregnancy. A successful strategy requires a
multi-faceted approach. The absence of Irish evidence
makes it difficult to predict cause and effect or to 
identify the key levers for change. In its first three 
years, the Agency will strive to establish a sound
evidence base for interventions.

ACKNOWLEDGING HISTORICAL GAPS IN SERVICE
DEVELOPMENT
There is currently a deficit of services aimed at
empowering men and women with the skills and
knowledge to prevent unwanted conception.
Contraceptive services, in particular, have been poorly
developed. The Agency has already completed an initial
audit of services and will use this to measure progress
in service development.

ABSENCE OF BASELINE DATA
The success of the Strategy will be evaluated by
measuring its impact on key baseline indicators. There
has been little systematic gathering of this data in the
past. An important part of the Agency’s work involves
gathering, measuring and interpreting the baseline 
data against which progress can be measured.

A PROFILE OF CRISIS PREGNANCY IN IRELAND

To construct this profile, the Agency reviewed literature
on the subject of crisis pregnancy. While available data 
is incomplete, it does illustrate the changing profile of
crisis pregnancy and, more particularly, the outcome 
of crisis pregnancy in Ireland. In the absence of direct
indicators for assessing the incidence of crisis pregnancy,
it is difficult to estimate whether or not the rate is rising. 

BACKGROUND RESEARCH

The Strategy is based on empirical evidence to the greatest possible extent. There are, however,
gaps in the information available concerning:

• the precise number of crisis pregnancies
• the number of women who opt for abortion
• the ways in which barriers to continuing pregnancy can be realistically addressed.

CHAPTER TWO
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While non-marital births are a poor indicator of 
crisis pregnancies and marital rates in Ireland have 
been shifting over time, it is clear that the number of
births outside marriage is increasing (see Figure 2).  
In 2001, 31.2% of births took place outside marriage,
compared with 16.9% in 1991, 5.4% in 1981 and 2.7% 
in 1971. Despite this increase, the number of births 
to teenagers in Ireland has remained relatively stable
over the last three decades 11. Ireland’s rate of teenage
conception and live births are on a par with many
European countries 12 (see Figure 2).

Levels of adoption and abortion are more accurate proxy
indicators of crisis pregnancy. In recent years, very few
women chose to place their babies for adoption. Only
0.4% of non-marital births in 2001 resulted in adoption,
down from 37.6% in 1978 13. It is clear that women no
longer view adoption as a viable option when faced 
with a crisis pregnancy. 

There have been substantial increases over the last two
decades in women giving Irish addresses at UK abortion
clinics (see Figure 3). 

As the figure illustrates, these increases are especially
apparent for women aged 20 to 24. Approximately 80% 
of abortions are to single women. Consistently, the
highest abortion rate (per 1,000 live births) is among
women between the ages of 20 and 24 and those over 
40. Up to 20% of conceptions within these two age
groups end in abortion 14.

When compared to changes in population over time, the
changes in the rate per 1000 women aged 15-44 years
was 2.6 in 1975, to 5.1 in 1981, to 5.2 in 1991 and 
to 7.5 in 2001.

crisis pregnancy agency STRATEGY 2004 - 2006
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Figure 2: Births outside of marriage, teenage births (19 years and under) in Ireland and abortions to Irish women Ł
in the UK, as a percentage  of total births, 1955 to 2002



The data shows that increasing numbers of women 
are choosing to have abortions when faced with crisis
pregnancies. 

It is difficult to get cross-country comparisons on
abortion rates as data is unreliable and often difficult 
to access. The most recent year for which comparative
data is availableis 199615. However, it appears that Irish
abortion rates, at approximately 7.2 per 1000 women,
are amongst the lowest in the EU and are comparable 
to the abortion rates found in Belgium, the Netherlands
and Germany16 17 18. The highest abortion rates can be
found in Sweden, the United Kingdom and Denmark 
with rates around 17-18 per 1000 women. In Eastern
European accession countries, the abortion rates have
always been much higher than in the EU. The highest
abortion rate is found in Romania 19 (52 per 1000
women). A summary of some of this data is given 
in Table one.

Irelands abortion rate in 2002 was 7.2 per 1000 women.∞

Table 1: 
Abortion rates (per 1000 women aged 15-44) 1975, 1986
and 1996 in selected European countries

1975 1986 1996
Ireland∞ 2.6 5.2 5.9
Netherlands* 5.2 5.3 6.5
Belgium unavailable 7.0 6.8
Finland 20.4 12.0 10.0
Italy unavailable 16.0 11.4
Sweden 20.2 18.9 18.7
England and Wales* 11.2 13.5 15.6

Source: Henshaw, S.K., Singh, S. & Haas, T. (1999). Recent Trends in

Abortion Rates Worldwide. (International Family Planning Perspectives.)

Vol. 25(1). P. 44-48.

∞ Source: Irish abortion figures, Department of Health and Social

Services, UK. These represent the number of women who give Irish

addresses at UK abortion clinics. Population data CSO Ireland.

* These rates include abortions of residents of that country only.
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Use of contraception
Since contraception was legalised in Ireland in 1979,
there has been a considerable reduction in birth rates
and total family size. Women are older when they have
their first child 66. Comparisons of the use of contraception
over time are hindered by lack of data, especially in
relation to men. For example, the SLAN survey 
showed that, between 1998 and 2002, the percentage 
of sexually active women reporting that they always use
contraception rose from 26.3% to 42.9%. Over the same
period, the percentage of men reporting that they always
use contraception fell from 35.6% to 26.3%7. There is 
a pressing need for research into the role of men and 
their attitudes towards the use of contraception. 

Studies which have examined patterns of contraceptive 
use among women experiencing crisis pregnancy have
generally documented a low level of usage. For example,
a 1992 study of Irish women seeking abortion in the 
UK  found that only 24% of women had been using
contraception at the time of conception21.

Sexually transmitted infections (STIs)
Unprotected sexual activity can lead to crisis pregnancy
and can also result in sexually transmitted infections.
Data indicating the level of transmission of sexual
diseases gives some indication of the level of unsafe
sexual practices in Ireland.The total number of notified
STIs increased by 9.4% in 2001 compared to 2000.
Notified STIs have been increasing steadily since 1994,
increasing by 103.0% between 1995 and 2001 and by
335.5% between 1989 and 2001. For all STIs where the
age group is known, the 20-29 year age group represented
the largest group, with the exception of syphilis, where
the majority age group is between 30 - 39 years23.
While there are limitations in interpreting this data 
as a reliable indicator for unsafe sexual practices, 
the dramatic increase suggests a high level of 
sexual risk taking. 

WHAT FACTORS CONTRIBUTE TO THE INCIDENCE 
OF CRISIS PREGNANCY?

Researchers strive to understand why couples have
unprotected sex when they want to aviod conception. 
A Crisis Pregnancy Agency research report 22 reviewed
the range of factors that give rise to crisis pregnancies
at individual, relational, situational, contextual and
policy levels. These factors are summarised below.

At the individual level, factors such as age, socio-
economic status, knowledge about fertility and
contraception, skills, attitudes, intentions and self-
esteem affect both sexual risk-taking and the effective
use of contraception. None of these factors work in
isolation. For example, it is well documented that
knowledge, while an important factor in safe sexual
practices, does not, on its own, predict safer 
sexual practices. Having a good sense of self-esteem,
appropriate life skills, and attitudes are also important 22 65.
Differences between the attitudes of women and men
also have a bearing on the effective use of contraception.

Other factors are specific to the relationship, including
its internal dynamics and duration. Alongside the known
level of risk-taking within short-term relationships,
there also appears to be a phenomenon with people 
in long term relationships are progressively remiss,
manifesting itself in the poor use of contraception 24. 
This is where, over time, couples become less vigilant 
in using contraception every time they have sex, even
though they do not want it to result in pregnancy. The
ability to negotiate the use of contraception within the
relationship or sexual encounter also plays an important
role. If there is poor communication or if an individual
feels unable to address the issue, contraception is 
less likely to be used. Consideration of these factors
suggests that prevention should be targeted at those 
in both short and long-term relationships. 

Situational factors, such as whether alcohol has been
consumed or technical failure has occurred (e.g. burst
condoms), add to the complexity of contraceptive use and
decrease the probability of its effectiveness. Globally,
factors relating to access to all forms of contraception,
including availability and suitability of contraceptive
services, cost and confidentiality, are fundamental to
service use and the prevention of crisis pregnancy 25. 

Knowledge about contraception and how to use it
effectively, in addition to having access to contraceptive
services that are appropriate to the needs of different
groups, are consistent themes throughout the literature26.
Respondents to the Agency’s consultation process
reported problems in accessing contraception, especially
emergency contraception. This is particularly pertinent
for young people, people who live in rural areas and
women and men concerned about confidentiality. 
This is supported by international research 27. 

The factors outlined above are embedded within the
wider familial and social context. The influence of peers,
parents and broader societal forces such as the media
manifestly inform attitudes, expectations and behaviours.
Learning about relationships and sex is a lifelong
process which generally begins in the home. Research
has found that many aspects of family life affect young 
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people’s sexual behaviour 28. Poor family communication
can lead to increased risk-taking, while parents report
that they do not feel equipped to fulfil the role of
educator on matters of sexual health 25. In addition, there
are many widespread and persistent beliefs concerning
what is regarded as “normal” and expected behaviours.
These cultural norms inform the individual’s perception
of what is right or expected and also those of parents,
peers, doctors, teachers – all who have a role in
preventing and responding to crisis pregnancies.

Investigation into the causes of crisis pregnancy 
indicates that no one approach to resolving the issue 
can be effective in dealing with all the factors involved.
Increasing levels of knowledge and changing attitudes
will not solve the problem unless combined with
improved service delivery and supportive policy
initiatives at a number of levels. 

Strategic responses to reducing crisis pregnancy 
must be holistic, integrated and work on multiple 
levels, including the general social environment 
of the target population. This will involve policy shifts,
increased resources targeted to key areas, improved and
more developed services and education infrastructure
and the engagement of key stakeholders in the field.
These form the basis of the provisions of the Strategy 
to Address the Issue of Crisis Pregnancy, as detailed 
in Chapters three, six and seven. 

HOW CAN CRISIS PREGNANCY BE PREVENTED?

Despite the lack of Irish research on the prevention of
crisis pregnancy, evidence found in other countries can
inform progress, particularly in relation to best practice
guidelines and development of standards*. 

Cultural differences and varying national policies in
relation to sexual health, contraception and abortion
services make the interpretation of comparisons
between countries difficult. Despite this, policy reviews
show that countries with a pragmatic response to sexual
behaviours ensure that contraception is widely available
and used. Countries such as the Netherlands have had
coherent sexual health policies since the 1970s and now
experience lower teenage pregnancy and abortion rates.
Findings which emerge consistently from the literature
are summarised below 30. 

* A forthcoming Crisis Pregnancy Agency report, International Sexual

Health Strategies and Policy Initiatives: A Review of Content and

Effectiveness, summarises available reviews of international sexual

health policies and initiatives.

Overarching issues:
• Economic and socio-economic factors, such as the

overall wealth of a country and patterns of income
distribution, account for wide differences in
international conception rates among teenagers.
Large-scale societal issues are difficult to address
but must be taken into account when considering
crisis pregnancy and its prevention 31.

• Approaches to preventing crisis pregnancy generally
focus on developments and initiatives in the areas of
sex education and sexual health services 32.

• Internationally, the provision of contraceptive
services is associated with increased use of services
and a reduction in adverse outcomes such as crisis
pregnancy and abortion 33.

• The provision of emergency contraception, especially
where this is easily accessed and is available over
the counter, is associated with decreasing abortion
rates internationally 34.

• Service provision varies between countries, making
comparison difficult.

Issues concerning young people32:
• Lack of sexual health services for young people

and/or lack of targeted information on services 
are significant barriers to young people’s use of
contraception. Appropriateness of services and
approachability of staff members are also important.
Best practice guidelines for quality sexual health
services for young people indicate that, to be
effective, services must be accessible and
appropriate to their needs.

• The ratio of young people who are sexually active
does not account for differing fertility patterns
internationally. Regularity of contraceptive use 
is a better predictor of changes in fertility rates. 

• Sex education programmes which use a range of
communication techniques, focus on specific
behaviours and skills and are provided by suitably
trained people over a sufficient length of time are
generally associated with positive outcomes in terms 
of skills and knowledge.

• Comprehensive “abstinence plus” sexuality education,
in which young people are encouraged to delay sexual
activity but are also prepared for it, is the model used
in countries with lower teenage pregnancy rates,
rather than “abstinence alone” programmes 36.
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CRISIS PREGNANCY DECISION-MAKING AND
FACTORS AFFECTING OUTCOMES

As previously noted, research in the area of crisis
pregnancy decision-making (whether a woman chooses
to continue with or terminate her pregnancy or place
her child for adoption) is limited. This is partly due to
the sensitive and private nature of the experience for
women and the stigma and secrecy associated with
crisis pregnancy and abortion in Ireland. Consequently,
people who have had these experiences are difficult to
contact, and their opinions and voices are noticeably
missing from commentary in the field. 

Understanding of crisis pregnancy decision making is
currently based on a mixture of systematic research 37

and anecdotal evidence. Literature in the field tends to
concentrate on women’s decisions to have abortions, to
the relative neglect of research on decision making in
favour of parenting and adoption. 

Options for women experiencing crisis pregnancy 
Irish research shows that women do not generally think
about a crisis pregnancy in terms of a choice with three
possible alternate options 8. It suggests that women who
choose motherhood make their decision very quickly
and do not consider abortion 8. Women who choose to
have an abortion also tend to make the decision
immediately after discovering they are pregnant and
then often act very quickly. Women who choose adoption
tend to oscillate, weighing up the pros and cons of
adoption versus parenting alone, and do not generally
contemplate abortion. 

Choosing abortion 
Research conducted with Irish women in UK abortion
clinics documented that the reasons behind women’s
decisions to have abortions are directly related to their
experiences of relationships, their assessments of their
financial situations and other capabilities and their
aspirations for the future 8. 

Research suggests that while no woman chooses
abortion lightly, some women’s conviction that this is
the right choice for them is very strong 40. They may not
want to have children, at this time or, perhaps, ever.
Other women choose abortion because they feel their
situation is not conducive to parenting. This may be
because they already have children and are unable to
afford more, or because they do not believe they live in
the conditions necessary for rearing children. In addition, 

they may not feel their relationships are conducive to
bringing up children. Accommodation and financial
worries are also factors to consider, while some women
may feel that having children will affect their work
status or educational prospects. Many women feel
parenting would put these things on hold. These factors
may be compounded by feelings that they are unable 
to support children, either financially or emotionally8. 

In those contexts in which socio-economic factors
outweigh personal choice, rates of abortion can be
reduced by changes in policy and practice such as
further development of better services, supportive
workplaces and educational facilities. Accommodation
issues and providing financial assistance are also
important factors. Part of the solution may rest in
providing better information and practical supports 
to those choosing parenting or adoption. Other factors
however, are more difficult to identify. The Agency’s
research programme will commission research in 
order to understand better the complexities of 
abortion decisions.

Irish research suggests that over a third of women
choosing abortion do not contact a doctor or agency in
Ireland before they travel. Factors such as cost, waiting
lists, refusal of information and uncertainty about
support services are believed to account for this 8.

The majority of these women do not receive post-
abortion medical check-ups or seek post-abortion
counselling when they return to Ireland. Perceived
stigma and secrecy surrounding abortion make it likely
that, currently, women do not feel comfortable about
seeking post-abortion services.

Choosing adoption 
As previously noted (page 13), the number of women
choosing to have their babies adopted has fallen
dramatically since the 1970s. While there is a lack of
research examining why this is so, it is likely that the
history of adoption in Ireland has resulted in negative
attitudes toward adoption today 42. 

Research suggests that women contemplating 
adoption tend to weigh up the costs and benefits of 
lone motherhood and adoption throughout pregnancy 43,
and that those who opt for adoption in the end believe
that they would be stigmatised by their communities 
and families as lone parents. Societal attitudes towards
lone mothers play a large role in the decision making
process of this particular group of women 44. 
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Concealed pregnancies
Supported accommodation and complete secrecy 
are important considerations for women who wish 
to conceal their pregnancies. The tendency of some
women contemplating adoption to deny or conceal their
pregnancies up to a late stage has health implications
for the woman and her child, necessitating specific
responses from health professionals. 

Decision to keep the baby 
Research in this area is primarily concerned with
economical, health, educational and other
consequences of lone parenthood – after the decision
has been made to keep the baby. There is a dearth of
data examining why women choose lone motherhood
within the context of crisis pregnancy. 

It is clear, however, that marriage is no longer considered
necessary to make the birth of a baby acceptable. When
women decide to keep their babies, they confront the
reality of having to deal with stigmatised identities 8. For
women facing lone parenthood, telling partners, parents
and family becomes a very important and difficult task.
The reaction and ongoing support of family members is
fundamental to how the woman copes. The importance
of family support for lone mothers and their children
cannot be overestimated 46.

Women who choose to parent alone find an
incompatibility between work or education on the one
hand and pregnancy and parenting on the other, and
often have to revise their previous life aspirations. Many
women are prevented from accessing employment or
training because of the dearth of affordable childcare47.
This can lead to single mothers becoming socially,
emotionally and financially vulnerable.

Crisis pregnancies also occur within marriage. 
For example, the couple may feel that their family is
complete, they are too old or they are not in a position 
to rear a child. These couples have specific concerns
and support requirements.

Post-crisis pregnancy supports for women
There are currently very few services for women in
Ireland who have experienced a crisis pregnancy. Where
post-abortion supports do exist (e.g. post-abortion care),
there is the problem of assuring women that these are
confidential and suited to their needs. 

Research is also underway to identify the post-crisis
pregnancy needs of those who choose adoption. More
open models of adoption require ongoing support,
necessitating the redevelopment and re-design of
existing services. Supports for women who have 
chosen to keep their babies also require consideration.
Initiatives to meet post-crisis pregnancy support needs
are detailed in Chapter four. 
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At a policy level, Ireland currently lacks a national 
sexual health strategy with the specific goal of 
promoting sexual health and preventing adverse
outcomes, including sexually transmitted infections
(STIs) and crisis pregnancies. Consequently there is 
no clear policy direction driving service development 
or delivery. Such policy as does exist appears in the
National Health Promotion Strategy 48 and the National
AIDS Strategy 49 and is drawn together by the National
Health Strategy. 50

Sex education in schools
Until recently sex education in schools, termed
Relationships and Sexuality Education (RSE), was an
optional stand-alone element of school education. A
separate curriculum for RSE was developed for primary,
junior and senior cycles in 1996, and was accompanied
by specific training for primary and secondary school
teachers. Today, Social, Personal and Health Education
(SPHE) covers all aspects of health education and skills
building, including RSE, and is a mandatory part of 
the curriculum of the primary and junior cycles. An
integrated SPHE programme at senior cycle incorporating
RSE is being developed by the National Council for
Curriculum and Assessment. 

Several structures currently support this work. Each
Health Board region includes a Schools Support Service
in its Health Promotion Department for both primary 
and secondary schools, guided by the National Health
Promotion Strategy. 

The Department of Education and Science employs 
23 people to support SPHE at primary and secondary
levels. This includes the appointment of a National 
Co-ordinator for Relationships and Sexuality Education
(RSE) in 2001 on a contract basis. The role of this post is
to support schools and teachers in their implementation
of RSE by working primarily with the SPHE support
teams at primary and post-primary (junior cycle) levels.
Additionally, there is a requirement to provide help with
senior cycle RSE, pending the introduction of a senior
cycle SPHE programme.

In addition, the Department of Education and Science, 
in partnership with the Department of Health and
Children and the regional health boards, established the
Social, Personal and Health Education (SPHE) Support
Service for secondary schools in 2000, for 
a limited period. This involves a minimum of two 
senior positions to support schools’ work, funded 
jointly by the health and education sectors. 

Despite these supports, delivery and long term
commitment to RSE in schools remains problematic.

Promoting sexual health
The Health Promotion Unit of the Department of Health
and Children have run, over a number of years, a range
of initiatives to promote safer sex. These include:
• a public information campaign, “Think Twice - it’s up

to you both” (2000 to 2002), aimed at promoting safer
sexual health 

A REDUCTION IN THE NUMBER OF 
CRISIS PREGNANCIES BY THE 
PROVISION OF EDUCATION, ADVICE 
AND CONTRACEPTIVE SERVICES 
Source: S.I. No. 446 of 2001, Crisis Pregnancy Agency, ( Establishment ) Order, 2001 1 Mandate 3: 4.1.a

CONTEXT AND RECENT DEVELOPMENTS 

A reduction in the rate of crisis pregnancy will be achieved through the strengthening of relevant
education, information and contraceptive services. As in many countries, consistent development
in these areas in Ireland has, traditionally, been weak. 
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• an annual “convenience advertising” campaign, in
which posters are placed on the back of toilet doors
to highlight the issue of safer sex

• supporting the development of regional sexual
health strategies in the Southern Health Board (SHB)
and North Western Health Board (NWHB) regions 

• supporting the implementation of the “Too Hot to
Handle” training provided through the National Youth
Health Programme (a partnership between the
National Youth Council of Ireland (NYCI), the
Department of Education and Science and the
Department of Health and Children). 

The National AIDS Strategy was published in 2000 with a
commitment to its full implementation reinforced by the
National Health Strategy (Objective 4: Action 3350). The
National AIDS Strategy Committee (NASC) provides
some funding for organisations involved with World AIDS
Day. As part of the development of their sexual health
strategies, several regional health boards are fashioning
regional responses to help prevent, detect and treat
sexually transmitted diseases.

Funding was provided for the regional Health Boards 
to develop contraception services from 1995 onwards.
Voluntary providers such as the Irish Family Planning
Association and the Dublin Well Woman Clinic 
took the lead in the development of specific
contraception services.

In addition, the emergency contraceptive, Levonelle©,
was licensed for use in 2003.

Research and strategic planning
The SHB published a sexual health strategy in 2002 52,
and several other health boards, notably the North
Western Health Board (NWHB) and the Mid-Western
Health Board (MWHB), are in the process of developing
their own sexual health strategies.

Research undertaken in the NWHB on the implementation
of RSE in schools is useful in progressing understanding
of some of the barriers to the implementation of RSE
within SPHE 53. This research will be extended nationally
by the Agency in partnership with the Department of
Education and Science.
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Table 2:
Contributory factors towards crisis pregnancy and prospective partners in the area(s) of prevention

Factors contributing to Factors contributing to solutions Prospective partners
crisis pregnancy

1

2  

3

Source: Crisis Pregnancy Agency, 2003. 

Note: This table is not exhaustive or in order of priority.

Good communication with parents;
SPHE/RSE programmes;
Positive cultural and media
influences;
Trained service providers.

Contraception:
- promotion 
- availability.

Accessible, available and
appropriate products and services;
Promotion of contraception
services available;

Change in attitudes towards 
sexual health; 
Progressive alcohol policies;
Proactive role of men;
Positive media influences;
Public debate on sexual health;
Education.

Department of Health and
Children, SPHE support services,
health boards, voluntary
organisations, national and local
parents’ organisations, schools,
youth organisations, media,
Education providers, training
centres and organisations, etc.

Department of Health and
Children, GPs and primary care
providers, health boards, 
family planning services, sexual
health promotion services.

Education sector, Health sector,
parents, media, service providers,
voluntary organisations, clubs 
and social settings, workplace,
employers, PR campaigns, social
partners.

Individual knowledge, skills and
factors within relationships 

Contraception: Use and
understanding of how to use
contraception

Access to sexual health and
contraception services

Creating a culture which supports
responsible and safe sexual
behaviour(s)
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CHAPTER THREE

HOW WILL THE STRATEGY WORK TO REDUCE 
THE NUMBER OF CRISIS PREGNANCIES

The Crisis Pregnancy Agency is charged with ensuring
that services and supports are developed at the levels 
of policy, strategy and practice in order to bring about 
a reduction in the number of crisis pregnancies. The
challenge is to create a strong focus on the promotion 
of safe sexual health, alongside the development of
prevention services. To do this the Crisis Pregnancy
Agency will work with a wide range of other
organisations. Table 2 lists prospective partners 
with a role to play in the area of prevention.

Through the Strategy’s focus on prevention, the goals 
of the Agency are to:
• develop individuals’ knowledge and skills to enable

them to avoid crisis pregnancy
• develop services so that women and men have 

the means to prevent crisis pregnancy
• foster a culture which supports decisions in favour 

of safe sexual health and motivates and stimulates
individuals to make safe choices.

Available research and key themes from the
consultation process indicate that the following
approaches are likely to be the most effective.

CREATING CULTURAL CHANGE

Historically, debate on sexual health in Ireland has been
polarised along moral divides. To date, there has been
little sustained, informed debate on the prevention of
crisis pregnancy, nor on the substantial rise in sexually
transmitted infections (STIs). The Agency will inform
debate on issues of sexual health so that, at a strategic
level, policies can be developed that reflect current
realities rather than hopeful aspirations and, at an
individual level, the concept of safe sexual health
becomes synonymous with normal behaviour. 
Research shows that cultures and environments which
acknowledge and plan for safe sexual health are more
likely to foster climates of responsibility and openness31.

To create an informed debate, the following is required:
• … an acknowlement of the reality of sexual

behaviours in Ireland and the changes in accepted
social and sexual norms which have taken place over 
recent years. 

This implies neither condoning nor judging sexual
practices, instead concentrating on promoting
personal sexual health. Research outlined in
Chapter seven indicates that a considerable number
of people engage in unsafe sexual practices, leaving
them exposed to crisis pregnancies and/or sexually 

transmitted infections (STIs). To be effective in
prevention, approaches must relate directly to the
factors that affect both male and female behaviour. 
The Agency will design targeted approaches for
different age groups and both sexes and, where
necessary, will be explicit and direct in its 
approach in order to reach people meaningfully.

• ….placement of a particular focus on adolescent
boys and girls

Adolescence is the time of life when knowledge 
and skills concerning sexual health are embedded. 
The legal age of consent to heterosexual intercourse
is 17 years of age for girls and 15 for boys 3. Teenage
pregnancy rates and small-scale research studies
indicate that for those adolescents that are sexually
active, the average age for initiation of sexual activity
is approximately 16 years of age 55. While it is not
prudent to condone early sexual activity, there is a
responsibility to assist young people to avoid the very
real risks that underage sex brings, particularly
concerning crisis pregnancy. The Agency plans to
develop approaches to achieving this goal within the
legal requirements.

The goal of preventative work with young people 
is to delay the onset of sexual activity while, at the
same time, ensuring that, if adolescents do decide 
to become sexually active, they are emotionally and
practically prepared. ”Abstinence only” approaches
are not proven to be effective in affecting rates of
teenage pregnancy or the onset of sexual activity 56.

The research and consultation process highlighted
the inadequate provision of RSE within the schools
setting and highlighted the joint role of both parents
and schools in the delivery of RSE. The Agency will
work towards securing stronger commitments
towards the delivery of RSE within the SPHE
curriculum at both a policy and a practice level.

• … an acknowledgment of the historical reticence 
and sensitivities in the area of sexual health 

In the past, sexual health was not openly discussed.
The Agency is aware of sensitivities in this area. The
Agency will test its approaches and, if necessary,
build its work gradually. This will not, however,
prevent it from being innovative and courageous in 
those approaches. The Agency will balance cultural
sensitivities with responsibility by focusing its work
on particular audiences and developing materials
appropriate to the culture of target groups.



DEVELOPING PARTNERSHIPS 
Organisations concerned with the prevention of sexually
transmitted infections, as well as those working on
crisis pregnancy, are key stakeholders in the area of
prevention. The Agency will work in partnership with 
the Health Promotion Unit of the Department of Health
and Children and other relevant organisations to foster
the development of a cohesive approach to providing
appropriate information, supports and services to 
target groups.

FOCUSING ON THE DEVELOPMENT OF CAPACITY
WITHIN SERVICE DELIVERY
Services aimed at enabling individuals to avoid crisis
pregnancy are underdeveloped in Ireland. For example,
contraception services are limited in rural areas and
uptake is further confounded by a lack of awareness 
of the type of service available. Ameliorating this
situation will involve:

• ….building contraception services
Statutory responsibility for the provision of
contraception services resides with the Department
of Health and Children and the Health Boards. 
The Agency will, however, advise on specific
developments as part of a national audit and 
review of contraception services. 

It will place particular emphasis on the development
of contraception services, both within the GP setting
and through specialised settings. Other concerns
include access to prevention programmes and 
age-specific services.

Emergency contraception plays an important 
role in the prevention of crisis pregnancy. Recent
research shows that women who seek emergency
contraception can be regular contraception users
whose contraception failed or those who, for various
reasons, did not use contraception but who have 
the skills and knowledge to recognise a risk of 
crisis pregnancy 57. This contradicts a common
perception of users of emergency contraception 
as somewhat irresponsible. 

Those women who are able to access emergency
contraception are often able to prevent crisis
pregnancy. Others have more limited access.
Research into service providers suggests that
inaccurate information on emergency contraception
and those who request it influences practitioners’
decisions to recommend its use 58. The Agency will
work to ensure access to emergency contraception
and to develop appropriate protocols for its use.

The GP service is well placed to provide a range 
of contraception services. The range of GP services
varies between regions, however. The Agency’s 
consultation process indicated that the services are
poorly understood by younger persons in particular.
Choice of GP is a concern in relation to sexual
health, particularly for many younger men and
women, who often perceive a lack of privacy and
confidentiality as a reason for wishing to access 
GPs outside their local areas 42.

• ….developing information on services
As services develop, it is important to ensure that
information on new services is widely available to
both women and men.

• ….developing new approaches
The promotion of sexual health and the prevention of
crisis pregnancies require constant regeneration and
recalibration to take account of current trends. The
Agency will test a number of approaches, both those
tried in other countries and others originating here,
to ascertain what approaches are effective in an 
Irish context. While some initiatives may be more
successful than others, learning will be gleaned 
by continual evaluation.

PROVISION OF INFORMATION

Direct sources
To achieve effective change in behaviour, initiatives
must relate directly to the individual woman or man
and impact on their personal perceptions of exposure
to risk. This involves developing the information
resources and channels of communication that
engage men and women most effectively. 

Indirect sources
There are a number of key people who can exercise
influence on the education and mentoring of other
people, particularly younger people, on the prevention
of crisis pregnancy. Those people in contact with
adolescent girls and boys or adult men and women
at risk of crisis pregnancy, need to feel confident
that they can provide sound and accurate
information and advice. The Strategy aims to
improve the skills of educators and mentors
concerning the prevention of crisis pregnancy.

POLICY, STANDARDS AND RESEARCH DEVELOPMENT
The prevention of unwanted pregnancy is only one
aspect of sexual health. Ideally, the Strategy to Address
the Issue of Crisis Pregnancy will be mirrored by a
national strategy to promote sexual health. The Agency
recommends the development of a national sexual
health strategy for Ireland (see page 24). 
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COMMITMENTS FROM PARTNER ORGANISATIONS

To date, the Agency has funded many statutory and
voluntary organisations to complete work related to 
the prevention of crisis pregnancy (Appendix 2). Future
commitments to partnership work include the following:

• The Agency, in partnership with the National
Children’s Office, will host an interdepartmental
forum for a defined period to:

- facilitate debate on the issue of teenage 
pregnancy

- facilitate networking at policy level
- analyse and detail progress on filling gaps 

in national policy direction.
The Agency supports the commitment given by the
National Children’s Office to complete a paper on
issues relating to medical consent and young people.

• The Department of Education and Science will
continue to work in partnership with the Agency to
improve preventative actions and to encourage lone
parents to continue their education. In that context, 
a qualitative evaluation will be undertaken on the
impact and level of implementation of SPHE in
schools, with particular attention to the RSE
elements.

• The Agency, in partnership with the Department 
of Health and Children, has commissioned a
knowledge, attitudes and behaviours survey (KABS),
to measure the knowledge, attitudes and behaviours
concerning the sexual health of Irish adults.

RECOMMENDATIONS FOR ACTION BY OTHER
ORGANISATIONS 

Beyond its existing partnership arrangements and its
own remit, the Crisis Pregnancy Agency recommends 
a number of actions to other organisations. The
implementation of these actions would have a significant
positive impact on the prevention of crisis pregnancy. 

…to the Department of Health and Children…
1. The Agency recommends that the Department of

Health and Children develop a national reproductive
and sexual health strategy.

2. The Agency recommends that its own development
of a national framework of standards for contraception
services be augmented by a plan for the expansion of
these services so that everyone, including financially
vulnerable groups such as young people and low
earners, can access them easily. 

… to the Department of Education and Science…
1. The Agency recommends that the Relationships 

and Sexuality Education (RSE) element of the SPHE
curriculum should be strengthened. In particular, 
the Agency recommends that: 
- the Department should invest long-term 

financial and other commitments towards 
the implementation of SPHE in schools 
through the existing Partnership Programme 

- existing national support structures should be
copperfastened and extended to primary schools

- supports should be developed further to ensure
delivery of RSE within the SPHE curriculum

- the Department should examine the potential for
developing a post graduate diploma for teaching
SPHE at primary and secondary levels in schools.
Additional strategies should be identified to
enhance the attractiveness of teaching SPHE.
Building on recent reports on pre-service training
for teachers at primary and post primary level, the
Department should enter into discussions with the
third level sector with a view to strengthening
pre-service training of teachers in SPHE.

- Building on experience under the the National
Youth Health Programme, the Department of
Education and Science and FÁS should ensure
that SPHE or equivalent programmes are
implemented in Youthreach, Traveller training
centres and community training workshop
programmes for early school leavers and in other
youth work settings, as appropriate. If necessary,
the remit and resources of the regional support
teams should be extended to help meet this need.

2. While the remit of the Department of Education and
Science in directing policy in the third level sector 
is limited, a leadership role by the Department in
facilitating the development of policies would be
instrumental in effecting change. The Agency
recommends that the Department of Education 
and Science, in partnership with the third level
sector, promotes the development of sexual health
policies to assist in preventing crisis pregnancy and 
to support students who are lone parents.

…to the Department of Finance…
The Agency recommends that the Department
reduces VAT on condoms from the current rate 
of 21% to the lower rate of 13.5%.

The Agency has initiated an extensive research
programme on the prevention of crisis pregnancy. 
As knowledge and understanding of the issue of crisis
pregnancy develops, the Agency will be better able 
to frame recommendations relating to the workplace,
accommodation and further health, education or
welfare supports. 
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AGENCY COMMITMENTS FOR ACTION

1. POLICY, STANDARDS AND RESEARCH
DEVELOPMENT

The Agency aims to: 
• develop its expertise in the prevention of crisis

pregnancy. The Agency will research and advise on
policies and practices concerning the prevention of
crisis pregnancy

• monitor and evaluate approaches to the prevention 
of crisis pregnancy. 

Specifically, the Agency plans to:
• establish a comprehensive research base to inform

and guide policies and practice on the prevention of
crisis pregnancy

• develop a series of expert papers on critical issues 
in policy and practice in order to foster debate and
understanding in the field of prevention, and to
disseminate these widely to practitioners at all levels

• establish baseline indicators on which to measure
progress

• research the role and needs of men around
prevention

• develop, through research and consultation,
standards of best practice in the areas of prevention
and service provision

• research and audit services to quantify national
needs in relation to contraception.

2. IMPROVING PERSONAL KNOWLEDGE AND SKILLS 

The Agency aims to increase personal knowledge 
and skills so that people are prepared for positive
relationships and safe sexual health.

Specifically, the Agency plans: 
• through various research initiatives, e.g. the

Knowledge, Attitudes and Behaviour Survey on 
sexual health, market research linked to national
campaigns, public pulse surveys (see page 46),
including specific research in educational, workplace
and social settings, the Agency will gauge existing
knowledge, attitudes and skills that play a role in
preventing crisis pregnancy, and will identify gaps.

• to develop national programmes aimed at filling
identified gaps in information, knowledge and skills
in relation to the prevention of crisis pregnancy.
…for adult men and women by
- the development of gender specific information 

resources 
- the development of communications and

promotions campaigns on crisis pregnancy
prevention 

- specific initiatives aimed at third-level students

…for adolescent boys and girls by
- examining how commitment towards, and the

implementation of, relationship and sexuality
education can be strengthened both strategically
and practically

- support for demonstration projects on 
prevention. A summary of current projects 
is given in Appendix 2.

3. IMPROVING THE SKILLS OF KEY COMMUNICATORS 

Key communicators are people who are in close contact
with individuals and who can inform and support
individuals in making healthy choices. Parents and
teachers are in a prime position to guide and mentor
young people, while health care organisations, GP
surgeries and the workplace provide relevant settings
for impacting on adult attitudes and behaviours.The
Agency aims to develop initiatives to equip parents,
teachers, health care staff and GPs with the skills to
guide and support individuals on issues relating to 
the prevention of crisis pregnancy.

Specifically, the Agency plans to: 
• research and consult with parents on their

knowledge and attitudes and their perceptions 
of ways to develop their own skills in the education
of their children in relationships and sexual 
health matters

• develop a national information project specifically for
parents using existing learning networks, the media,
video and information materials

• investigate methods of strengthening the delivery 
of RSE in schools and other educational settings,
including by communicating more effectively with
parents

• develop a key communicators project for health care
staff and GPs on the prevention of crisis pregnancy
and the promotion of sexual health.

crisis pregnancy agency STRATEGY 2004 - 2006

25



4. DEVELOPING CONTRACEPTIVE SERVICES FOR THE
PREVENTION OF CRISIS PREGNANCY

The Agency aims to work towards promoting the
universal availability of services to enable people 
to avoid crisis pregnancy. 

Specifically, the Agency plans to: 
• develop a framework of national standards for

contraception services 
• work with the Department of Health and Children

and the health authorities to develop services to
meet these standards 

• develop information channels to promote available
services to both men and women

• develop initiatives to improve services and access to
contraception, including emergency contraception.

5. CREATING CULTURAL CHANGE

As previously noted, cultures in which there are
positive sexual health outcomes (e.g. low teenage
pregnancy rates, low abortion rates) and cultures
with higher rates differ significantly in the manner
with which they deal with the issues of sexual health,
contraception and relationships 4.

How the Agency will work towards cultural change
is discussed in Chapter six.
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DEVELOPMENTS IN CHILDCARE
The National Childcare Strategy35 made
recommendations aimed at meeting the childcare 
needs of parents. Increases in Child Benefit (see page
30) and capital taxation allowances for private childcare
providers are among its effects to date. The Equal
Opportunities Childcare Programme 2000-2006 will
spend €436m over its lifetime on increasing the 
supply of childcare by 50%.

EQUALITY DEVELOPMENTS
The Employment Equality Act, 1998, and the 
Equal Status Act, 2000, outlaw discrimination on 
nine grounds, including family status. The Equality
Authority provides advice and, if required, legal
representation to those who experience discrimination.
Family status, particularly dismissal from employment
due to pregnancy, is a significant issue in its case files.
Women who have been dismissed because of pregnancy
are using the Employment Equality Act to bring claims
to the Labour Court and are receiving the equivalent 
of approximately a year’s salary in compensation67.

MATERNITY AND PARENTAL LEAVE 
The Maternity Protection Act, 1994, was recently
amended to allow for a minimum of 18 weeks’ paid
maternity leave, as well as an optional 8 weeks of
unpaid leave38. 

The Parental Leave Act, 1998, provides for the individual
and non-transferable right of both parents to 14 weeks
of unpaid leave to care for children under six years of
age. The employee may also have a number of days of
paid leave in order to deal with family emergencies
resulting from injury or illness of a family member.
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CONTEXT AND RECENT DEVELOPMENTS
Crisis pregnancy is a unique experience for each woman. A range of factors influence her choices.
Women and Crisis Pregnancy8, the seminal piece of work in this area, indicates that work, career,
perceived stigma, childcare, finance and feelings of being unable to cope or being too young to
have a child are key factors in women’s choice of abortion8. 

How change in many of these areas could be influenced is summarised in Table 3. Many agencies
have a role to play in delivering change, and most are already working to progress policies that
support parenthood. The Crisis Pregnancy Agency is committed to promoting further change and
supporting work to maintain the pace of change.



FFaaccttoorrss ccoonnttrriibbuuttiinngg ttoo ssoolluuttiioonnss

Supportive workplace practices (eg. flexible working, teleworking , reducing working
hours, changing roles, etc)
Progressive maternity and parental policies (e.g. parental leave, paid leave for child
related issues)
Careers counselling and support from HR departments and employers
Childcare (availability, affordability, location)

Cultural change
Positive media images of mothers parenting alone
Supportive welfare and taxation policies
Leadership from employers and HR departments towards pregnancy and parenthood
Recognition of lone parents in paid employment 

Parenting courses 
Counselling and local supports for lone parents
Social policy promoting the involvement of fathers, including the provision of
mediation services
Financial supports – welfare, childcare, taxation and housing

Supportive taxation and welfare policies
Financial advice 
Affordable accommodation
Available and affordable childcare 
Paid leave for child-related issues (sick leave, parental leave etc)

Appropriate housing (cost, suitability, security of tenure and availability of rented
accommodation for families)

Development of supports by education authorities to enable women to remain in
education (e.g. teaching support, childcare, assistance to compensate for time
missed as a result of pregnancy)

Availability and affordability of respite care and childcare that allows a parent to work
outside the home

Awareness and accessibility of supports
Counselling and mentoring
Parenting supports

Table 3: 
Issues facing women experiencing crisis pregnancy and factors contributing to solutions 

Issues

Career and job-
related concerns: 

Perceived stigma of 
lone motherhood

Consideration of children’s 
financial and emotional 
needs

Financial considerations

Accommodation

Education

Childcare

Coping strategies

Source: Crisis Pregnancy Agency, 2003. 

Note: This table is not exhaustive or in order of priority.
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CHILD BENEFIT 
In Ireland, Child Benefit (previously known as Children’s
Allowance) is payable to the parents or guardians of
children under 16 years of age, or under 19 years of age
if the child is in full time education or has a disability. It
provides financial support to all parents, regardless of
their income. The payment has increased substantially
over the past three years, from €53.79 per child in 2000
to €125.60 per child (and €157.30 for the third and
subsequent child) in 2003. This represents an 
increase of 233% over a three-year period.

CRISIS PREGNANCY COUNSELLING
The Department of Health and Children began 
funding crisis pregnancy counselling services in 1996.
The establishment of the Crisis Pregnancy Agency
facilitated the allocation of further funding to these
agencies in 2002-3. Crisis pregnancy counselling
agencies in receipt of State funding include Cherish,
CURA, Dublin Well Woman, Irish Family Planning
Association, LIFE and PACT. Treoir, Cunamh, the
Western Health Board (WHB) and Midland Health 
Board (MHB) have also received additional funding 
for the development of new crisis pregnancy 
counselling services. 

HOW THE STRATEGY WILL WORK TO REDUCE THE
NUMBER OF WOMEN OPTING FOR ABORTION

REDUCING THE NUMBER OF WOMEN WHO
EXPERIENCE CRISIS PREGNANCY

The most practical approach to reducing the number 
of women who choose abortion is to reduce the rate 
of crisis pregnancy overall. Research (see Chapter 2)
supports the view that more effective contraception
means fewer crisis pregnancies and thus fewer
abortions. Couples who use effective methods of
contraception consistently and correctly, are much 
less likely to face unintended pregnancies and
subsequent decisions about pregnancy than those 
who do not. Similarly, the availability of high-quality,
accessible and affordable contraceptive services has 
been shown, over time, to be associated with lower 
levels of abortion. To be most effective, contraception
services must be accompanied by educational
programmes on relationships and sexuality.

Contraception is not infallible, however. There will 
always be a proportion of unplanned pregnancies
resulting from contraceptive failure. Consistently and
correctly used, even the most reliable contraception 
is only 97% effective39 41 45.

POLICY, STANDARDS AND RESEARCH DEVELOPMENT

As previously noted (Chapter 2) women choose abortion
for a variety of reasons. The Strategy is unlikely to make
its strongest impact on women whose choice of abortion
stems from strong personal conviction that this is the
right choice for them. Some women might choose other
options if their knowledge and subsequent experience
of supports relating to other options were improved. 

Improving women’s options implies changing policies
and practices in the workplace, in the structure of
financial supports and in the provision of childcare 
and accommodation. In some of these areas, such as
childcare, change is underway. In other areas, progress
will depend on the co-operation of key bodies with the
appropriate remits. 

In the area of policy, standards and research
development relevant to reducing the rate of 
abortion the Agency will:
• research, monitor and frame the issues
• work through existing channels to inform policies

and practices
• document and amplify the voices of women who 

have had crisis pregnancies, so that society better
understands the nature of the crises facing women
and is empathetic and supportive of women who
experience their pregnancies as crises 

• assist in the development of standards for 
service provision, particularly in the area of 
crisis pregnancy counselling.

DEVELOPING CRISIS PREGNANCY COUNSELLING
SERVICES

People have mixed reactions when pregnancy is
suspected. As previously noted, (page 17) the decision to
have an abortion is often made very quickly, frequently
even before the pregnancy is confirmed. Slowing down
the decision-making process so that the woman has the
opportunity to make an informed choice is an important
element of dealing rationally with crisis pregnancy.
There is a role for crisis pregnancy counselling in
providing a calm space to discuss options and provide
information, thus removing the panic from the situation
to the greatest extent possible.

To provide this support to women experiencing crisis
pregnancy, counselling must become a normal part of
the process. By improving access to crisis pregnancy
counselling and promoting its use, it is anticipated 
that women will be more likely to seek and use crisis
pregnancy counselling as part of their decision-making
process. Offering a choice of service providers and
clarity about what is provided by each will help to
ensure that women considering parenting, adoption 
or abortion will be able to access services that are
relevant to their interests.
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Research with women who have experienced crisis
pregnancy is underway51. A review of crisis pregnancy
counselling, carried out in 2003 by National University 
of Ireland (NUI), Galway on behalf of the Agency54,
demonstrated the strong commitment and work of
agencies working in the field. The research highlighted
gaps for further development:
• better information is needed by existing and

potential clients, professional groups and
organisations which refer women to crisis 
pregnancy counselling

• the issue of equality of access was mentioned by 
all respondents 

• access to high quality training and information 
is needed

• standards for crisis pregnancy counselling should 
be developed

• respondents reported that efforts to link formally
with ootthheerr sseerrvviicceess which have contact with women
and their families will lead to a better quality 
of service 

• guidelines and protocols are needed for service
providers

• many counsellors reported that they have seen
women who have been traumatised through their
experience of “rogue”* crisis pregnancy 
counselling agencies.

* Rogue Agencies: Agencies which appear to offer information on all

aspects of crisis pregnancy but which in reality use manipulative

methods to try persuade women not to choose abortion.

DEVELOPING INFORMATION RESOURCES TO PROMOTE
AND SUPPORT CRISIS PREGNANCY COUNSELLING 
At present, there is a lack of targeted, accessible 
and useful information on services available to people
experiencing crisis pregnancy. The Positive Options
campaign, developed by the Agency in partnership with
crisis pregnancy organisations, aims to provide neutral
information on the range and availability of crisis
pregnancy services.

The Strategy seeks to develop specific supports 
for professionals in contact with women experiencing
crisis pregnancy. As “key communicators” in direct
contact with those involved in crisis pregnancy they 
can play a vital role in providing information on further
services and supports. 

Crisis pregnancy counselling, in particular, has 
the potential to provide women with standardised
information on available supports. Through the Strategy
the Agency will audit and review the type of information
available to women in crisis pregnancy counselling, so
that high standards are set and maintained. The recently 

redeveloped Treoir booklet provides an example of 
how useful information can be provided to unmarried
parents. This concept can be expanded into other
information distributed by crisis pregnancy 
counselling services. 

BUILDING SERVICE CAPACITY THROUGH PARTNERSHIPS 
Direct service provision
A range of organisations, both statutory and voluntary,
currently provide vital supports and services for women
experiencing crisis pregnancy. Many operate under
significant financial constraints. The Agency is committing
€1.17m annually towards the development of capacity
within crisis pregnancy services in the areas of:
• crisis pregnancy counselling and supports
• accommodation for women experiencing 

crisis pregnancy
• supports for teenage parents.

(see Appendix 2 for organisations funded).

INFLUENCING THE DEVELOPMENT OF SOCIAL POLICY 
The Agency intends to develop an understanding of 
the broad influences that affect women’s decisions 
to continue with or terminate crisis pregnancies. The
Agency will identify and provide support in those areas
of social policy in which change is needed. For example,
it will conduct further research into financial, health,
educational or other supports required by those choosing
to parent and will work in partnership with organisations
with remits in these areas. To this end it will build on its
current partnerships with the Department of Health and
Children, the Department of Social and Family Affairs,
the Department of Justice, Equality and Law Reform,
the Department of Education and Science, the National
Children’s Office and IBEC. Work is also required with
the relevant government departments with remits
relating to environment, housing and the workplace.

The Agency will also work to improve practical 
supports for women experiencing crisis pregnancy.
Issues for exploration include the provision of supported
accommodation, referral to specialised counselling
services and the provision of medical and other support
services for pregnant women who have an antenatal
diagnosis of malformations. 

The Agency is funding a three-year project with
Portiuncula Hospital to research the issue of concealed
pregnancies and to suggest appropriate responses.
Further recommendations will ensue as understanding
of this complex issue advances.
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COMMITMENTS FROM PARTNER ORGANISATIONS

ADOPTION

The Fifth Progress Report recommended that adoption
should be promoted positively as an option within crisis
pregnancy2. Practice in the past has resulted in negative
perceptions of adoption59. These, combined with the
structure and relatively static nature of services, have
influenced adoption rates to the extent that, in 2001,
there were 81 stranger adoptions of Irish-born children,
down from 1,128 in 197813.

In preparation for the Strategy, consultations were held
with adopted people, birth mothers, adoptive parents 
and relevant service providers. All groups recommended
that adoption be presented, rather than promoted, as an
option within crisis pregnancy. This view now informs 
the Agency’s work on adoption. The Agency’s priorities
for work in this area now are to:
• develop appropriate supports and services 
• ensure that service providers and key

communicators working in the field of crisis
pregnancy are able to present and discuss adoption
as an option. 

The Agency made a submission to the Department of
Health and Children on adoption legislation60 and has
discussed the recommendations below with the
Adoption Board.

Key recommendations concerning adoption as it relates
to crisis pregnancy
The Crisis Pregnancy Agency recommends that:
• a more complete picture of research is needed in

this area
• a national audit of adoption services to assist in the

identification of deficits be commissioned
• reform of adoption legislation, to allow for the

adoption of children of married parents and to
facilitate open adoption be implemented 

• a framework for domestic adoptions be developed  
• a training plan for staff of both adoption and crisis

pregnancy services to enable the presentation of
adoption as a viable option within crisis pregnancy
be developed

• resources be increased in order to improve service
quality, with particular emphasis on open adoption. 

Current developments
Many of the above recommendations will be addressed
in the forthcoming Strategic Plan of the Adoption Board.
The Agency and the Board have jointly commissioned
research designed to assess current provision of
domestic adoption services in Ireland and the extent 
to which this matches need, as perceived by service
providers, birth parents, adopted people and adoptive
parents. In addition, the Minister of State for Children

recently completed a consultation process on 
adoption legislation. 

OTHER COMMITMENTS
Following from its preparations for the Strategy, the
Agency approached Government Departments with
recommendations for collaborative work. The following
commitments have been made to date:
• The Agency will work in partnership with the

DDeeppaarrttmmeenntt ooff SSoocciiaall aanndd FFaammiillyy AAffffaaiirrss to establish
an Interdepartmental Forum bringing together
organisations involved in the creation of policy 
affecting lone parenthood with the aim of:
- stimulating debate on the issue of parenting 

alone
- networking at policy level
- analysing and detailing progress in filling gaps

in national policy direction. 

• The Agency welcomes the commitment given 
by the DDeeppaarrttmmeenntt ooff SSoocciiaall aanndd FFaammiillyy AAffffaaiirrss to
update and make available guidelines for payment 
of supplementary welfare allowances and the
discretionary payments administered under 
the scheme.

• The Agency will assist the FFaammiillyy SSuuppppoorrtt AAggeennccyy
as it works with a range of agencies including
Comhairle and Treoir to:
- co-ordinate an interagency information group to

audit current available information and identify
information gaps for those parenting alone

- develop further family support measures. 

RECOMMENDATIONS FOR ACTION BY OTHER
ORGANISATIONS 

Beyond its existing partnership arrangements and its own
remit the Crisis Pregnancy Agency recommends a number
of actions to other organisations. The implementation of
these actions would have a significant positive impact 
in the area of crisis pregnancy. 

…to the DDeeppaarrttmmeenntt ooff JJuussttiiccee,, EEqquuaalliittyy aanndd LLaaww
RReeffoorrmm…
To complement the substantial increase in childcare
provision made through the implementation of the
National Childcare Strategy, the Agency recommends
that the Department acts quickly to deal with those
issues which are still impacting negatively on the
availability of low-cost quality childcare.

…to the DDeeppaarrttmmeenntt ooff SSoocciiaall aanndd FFaammiillyy AAffffaaiirrss..
The Agency recommends that the earnings disregard
and rate of payment for the One-Parent Family Payment
be revised to take account of inflation.
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The Agency also recommends that the current rates of
rent supplements be updated in light of increases in
rent charged, especially in the greater Dublin area.

.. to the DDeeppaarrttmmeenntt ooff EEdduuccaattiioonn aanndd SScciieennccee…
1 The Agency recommends that entitlements and

supports available to assist teenage parents to remain
in school be extended nationally and promoted to
those in a position to advise pregnant teenagers.

2 The Agency recommends the Department to develop
guidelines for schools on how to facilitate teenage
parents to remain in education. Work undertaken by
the Teenage Parent Support Initiative in Limerick
could inform this development.

3 The Agency recommends the Department develop
policies on how to facilitate teenage parents’ and
others’ return to education.

4 The Agency recommends the Department, in
conjunction with the National Access Office and the
third level sector, to develop strategies to promote
the uptake of third-level education by lone parents.
In particular, young lone parents should be means
tested against their own incomes, rather than those
of their parents. 

Further recommendations, based on the Agency’s
research findings, will be made in relation to the
workplace, accommodation, income supports and 
other health and education related issues.

AGENCY COMMITMENTS FOR ACTION

1. POLICY, STANDARDS AND RESEARCH
DEVELOPMENT

The Agency aims to:
• advise on policies and practice in the area of 

crisis pregnancy
• research, monitor and evaluate approaches to

counselling and the provision of supports for 
women experiencing crisis pregnancy.

Specifically, the Agency plans to:
• instigate a research programme to inform debate 

on the socio-economic needs of women experiencing
crisis pregnancy

• research standards of best practice in crisis
pregnancy counselling

• disseminate research findings.

2. DEVELOPING CRISIS PREGNANCY COUNSELLING
SERVICES 

The Agency aims to develop crisis pregnancy
counselling services to meet the needs of women
experiencing crisis pregnancy.

Specifically, the Agency plans to:
• support crisis pregnancy counselling agencies to

expand their services
• develop and implement additional training in crisis

pregnancy counselling to ensure that, in the shortest
possible timeframe, all State-funded crisis
pregnancy counsellors are adequately trained. The
aim is to up-skill crisis pregnancy counsellors, to
standardise delivery and to promote best practice in
the field

• develop standards and protocols for crisis pregnancy
counselling.

FFiigguurree 44 : Levels of information to support crisis
pregnancy counselling

3. DEVELOPING INFORMATION ON CRISIS PREGNANCY
COUNSELLING

The Agency aims to develop information on crisis
pregnancy counselling services to ensure that
prospective users:
• know where and how to access crisis pregnancy

services
• understand what services and information are

provided and by whom
• are assured of an agreed standard of information
• can avail of information about further support

services through “key communicators” such as
health care staff and GPs. 

Specifically, the Agency plans to:
• implement a public information campaign, to include

written and audio-visual materials, to ensure that
prospective users are aware of the existence of crisis
pregnancy counselling and related services (Positive
Options campaign - phase 1) 
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• prepare written and audio-visual materials, to 
be distributed via providers of crisis pregnancy
counselling, which will ensure that all service users
receive standard information on their options and
further available supports (Positive Options
campaign - phase 2)

• develop materials and supports for “key
communicators” to enable them to provide
immediate assistance to women experiencing 
crisis pregnancy and to refer them to appropriate
sources of further help, if required.

4. BUILDING SERVICE CAPACITY THROUGH
PARTNERSHIPS

The Agency aims to continue to support service
development in the areas of crisis pregnancy
counselling, accommodation, information and other
immediate supports for those choosing to parent alone.

Specifically, the Agency plans to:
• continue its funding programme to service providers

(see Appendix 2) 
• evaluate the impact of prevention programmes

funded by the Agency 
• continue to progress the development of supported

accommodation within a framework aimed at
enabling users to move on to independent living 

• to look at ways in which women experiencing crisis
pregnancy can access supports on matters such as
employment and careers, continuing in education,
childcare and relationship counselling. 

5. INFLUENCING THE DEVELOPMENT OF SOCIAL
POLICY 

The Agency aims to:
continue to research those economic and social needs
which influence choices made by women experiencing
crisis pregnancy and use this research to create
dialogue for change within the arenas of childcare,
taxation, income support, housing and employment.

Specifically, the Agency plans to:
• establish a research programme to investigate and

document the economic and social needs of women
experiencing crisis pregnancy

• examine how women experiencing crisis pregnancy
are influenced by their socio-economic environment

• work in partnership with relevant organisations to
progress change 

• develop a focus on the factors affecting women 
in the workforce who experience crisis pregnancy 

• assist health boards to implement Teenage Parent
Support Initiatives and services targeted at women
who conceal their pregnancies.
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As previously discussed (page 29) a broad range of
support services is required after crisis pregnancy. With
regard specifically to abortion, evidence suggests that
post-abortion complications occur in 1-10% of cases, 
of which around 2% are considered serious. The risk of
complications increases for abortions carried out in the
later stages of pregnancy 61. Since an estimated 6,673
women giving Irish addresses had abortions in the UK 
in 2001, the latest year for which figures are available,
there could be up to 667 women a year with potential
problems, of whom 13 (2%) might have serious difficulties. 

The Royal College of Obstetricians and Gynaecologists,
UK (RCOG) asserts that “only a small minority of 
women experience any long-term, adverse psychological
sequelae after abortion. Early distress, although common,
is usually a continuation of symptoms present before the
abortion”62. This is a contentious issue, however, over
which opinion is divided internationally. The importance
of quality counselling at the time of decision-making
becomes apparent where there is a risk that the crisis
pregnancy and its outcome might exacerbate problems
for women with pre-existing psychological problems 
or for women who choose termination for social or
economic reasons rather than as an informed and 
free choice.

It is probable that most women do not require post-
abortion counselling. However, experience suggests 
that women with long-term psychological problems
related to their experience of abortion may not present
for assistance for some years63. In this sense post-
abortion counselling has more in common with general
counselling and psychotherapy than with crisis pregnancy
counselling and thus may require a different skill set.
The Agency will investigate these issues with a view 
to setting standards and defining protocols. Women 
who terminate their pregnancies following a diagnosis 
of foetal malformation require specific counselling
support, sometimes including genetic counselling.
There are at present no standard treatment protocols 
or post-abortion services for these women.

The Agency notes that:
• Irish research on the experience and needs of

women who have had abortions is lacking
• since, typically, women do not seek post-abortion

check-ups, there is a need to ensure that they are
aware of the signs and symptoms of post-abortion
complications 

• similarly, while recognising that not all women
require post-abortion counselling, greater clarity is
needed to define the parameters of post-abortion
counselling and to set service standards to ensure
that quality services are available and accessible to
all who need them.
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THE PROVISION OF COUNSELLING AND
MEDICAL SERVICES AFTER CRISIS
PREGNANCY
Source: S.I. No. 446 of 2001, Crisis Pregnancy Agency, (Establishment) Order, 2001

1 
Mandate 3: 4.1. c 

CONTEXT AND RECENT DEVELOPMENTS
The term “post-crisis pregnancy services” can be interpreted in different ways. The Fifth Progress
Report noted that many women who have had abortions “never receive post-abortion counselling
or a medical check-up”2. It recommended that post-abortion medical check-ups and counselling
services be developed and promoted vigorously. The Agency believes that this basic provision may
require supplementation by further services, the nature of which will become clear only over time.



HOW THE STRATEGY WILL WORK TO MEET THE NEEDS
OF WOMEN FOLLOWING CRISIS PREGNANCY

In the area of post-crisis pregnancy services the
Agency’s goals are to:
• design protocols for post-abortion medical check-

ups and counselling
• recommend the development of appropriate services

that are available and accessible to those who 
need them. 

Policy, standards and research development
The Agency will research the needs of women who have
experienced crisis pregnancy with a view to determining
Irish criteria for post-abortion counselling and post-
crisis abortion medical check-ups.

Creating cultural change
Abortion is a silent issue in Irish society. Typically,
women do not reveal they have had an abortion. They
may be unsure of what to expect should they need to
seek help. The Agency is committed to ensuring that 
the voice of these women is heard and contributes to 
the development of policy and practice. Research into
their views will feed into the Agency’s programme for
cultural change, as well as informing standard-setting
for post-abortion counselling and medical check-ups.
It is important to note, however, that even in countries
where abortion is legal, the uptake of post-abortion
check-ups is low. In the UK, only about 12% of women
who have had abortions present for post-abortion
check-ups64. Women appear to decide for themselves
whether or not they require further check-ups. The
Agency does not assume that all women require post-
abortion care but intends that it should be provided
when required. 

Developing partnerships 
In developing post-abortion supports and services, 
the Agency will forge links with those who provide
information on abortion, in order to ensure that accurate
information is provided to women before they travel
concerning where and how they can access help should
they need it on their return. In addition, the Agency will
provide for the distribution of this information by British
organisations providing services to women travelling
from Ireland.

Focusing on the development of capacity within 
service delivery
The Agency’s priority in this area is to develop and
extend the provision of appropriate post-crisis pregnancy
services. Post-abortion medical care can be delivered 
by a range of service providers, including GPs and family
planning clinics. Given the low uptake of post-abortion
check-ups it should be possible to provide them at low
cost, or free on the GMS.

Provision of information
In order to ensure take-up of post-abortion services,
information must be provided in a factual manner which
neither ignores nor judges the individual’s decision to
have an abortion. The Agency’s research programme 
will inform the development, content and delivery of
information for women who have experienced 
crisis pregnancy.

AGENCY COMMITMENTS FOR ACTION

1. POLICY, STANDARDS AND RESEARCH
DEVELOPMENT
The Agency aims to: 
• research the needs of women after crisis pregnancy,

in particular, after abortion
• advise on policy and practice in this area. 

Specifically, the Agency will:
• establish standards of best practice for post-abortion

care and counselling
• with the appropriate bodies, assist in the

development of protocols for the medical care of
women following abortion

• research and set standards for post-abortion
counselling through research with women and
service providers

• channel research findings into relevant organisations
and discussion forums in order to inform policy and
practice.

2. DEVELOPING POST-CRISIS PREGNANCY
COUNSELLING SERVICES
The Agency aims to make specific recommendations 
for the development of services to meet the needs of
women who have had abortions.

Specifically, the Agency plans:
• to map needs in relation to post-abortion care 
• based on this, to make specific recommendations 

for the development of services
• to ensure that those in contact with women 

choosing abortion have the understanding, skills 
and knowledge to provide appropriate post-
abortion support

• to work through the relevant agencies to provide
appropriate counselling for women who terminate
their pregnancies following a diagnosis of 
foetal malformation.
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3. DEVELOPING POST-ABORTION INFORMATION
SUPPORTS 
The Agency aims to develop a range of accessible
information on post-abortion services and supports.

Specifically, the Agency plans to:
• gather evidence and opinion from women who have

had abortions, in order to ensure the relevance 
of information materials

• develop appropriate channels of communication 
so that those who need it receive information.

4. DEVELOPING SUPPORTS FOR WOMEN AFTER CRISIS
PREGNANCY
As previously noted in Chapter four, a key challenge 
for the Agency is to make parenting and adoption 
more attractive options for those experiencing crisis
pregnancy. The provision of supports beyond the 
initial crisis period is a vital factor in this Strategy. 

CHAPTER FIVE
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Social and cultural attitudes and values influence 
all aspects of preventing or coping with unplanned
pregnancy. At a policy level, these attitudes and values
translate into support for particular policies and
structures. To be successful, the Strategy must
influence the broad mass of Irish society as well as
policymakers and practitioners.

Recommendations from consultation and research 
The Fifth Progress Report refers throughout to the need
for an attitudinal change in order to nurture and support
women faced with crisis pregnancy 2. Similarly, the need
for social change in relation to safer sexual health was a
dominant theme of the consultation process.  

Research shows that the openness of a society in 
discussing and acknowledging sexuality and sexual
behaviours is a partial determinant of levels of crisis
pregnancies and safe sexual health4. In this regard, it is
instructive to observe the apparent mismatch between
what society perceives as “the real Ireland” and the
experiences of the individual. Examples raised during
the consultation process include:

• The need for better options for women faced with 
a crisis pregnancy who wish to carry their child to
term. Many respondents felt that services currently
do not provide for these possibilities adequately 
or positively.

• Calls were made for a change in the dominant culture
so that a woman experiencing crisis pregnancy can be
confident that she will be supported and understood
if she continues with the pregnancy, either as a
single parent or in placing her child for adoption. 

• Women choosing abortion want to be assured that
they will not be judged or condemned for their
decisions and need to know what support services
will be available to them on their return. 

• Many people expressed frustration with the lack of
services dealing with sexual health and contraception.

• The lack of openness in public debate on sexual 
and reproductive health was lamented. Respondents
drew the conclusion that advertising and the film
industry appear to define popular culture and sexual
norms, without any apparent counteracting influences.

• Alcohol and alcohol advertising were cited as having
undue influence over people’s lives.

• The role of men in preventing crisis pregnancy was
considered, along with discussion of how best to
ensure that they support women in the situation and
how to facilitate their active involvement as fathers.

These examples constitute a challenge for a fundamental
rethink on attitudes towards sexual health and crisis
pregnancy.
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CREATING CULTURAL CHANGE

CONTEXT
Irish society has changed dramatically in the past 30 years. As described in Chapter two, people 
are marrying later and family size has fallen. Cohabitation has increased markedly. Having a baby
outside marriage is now generally acceptable. However, concealed pregnancies persist within
Irish society, indicating that such acceptance is not universal. Similarly, while research reveals
that young people are increasingly sexually active55, some groups in Irish society remain
uncomfortable with the idea of young people being provided with information about sexuality 
and fertility.



What culture could be created?
To reduce substantially the number of crisis pregnancies
or the number of women who opt for abortion, Irish
society must ensure that the individual is empowered to
make safe and responsible choices. A culture open to
the provision of adequate services, which can debate the
issues surrounding sexual health openly and maturely,
is most likely to contribute to the supportive environment
vital for encouraging individual responsibility. Within the
terms of the Strategy, this kind of culture would:
• support women experiencing crisis pregnancy

without judging them or their choices, regardless of
their age, background or which options they choose

• not sensationalise issues associated with sexual
activity or crisis pregnancy

• acknowledge that relationships and sexual health
are normal parts of people’s lives

• promote responsibility at individual, gender and
societal levels, in relationships, sexual behaviour
and decision making about crisis pregnancy 

• promote responsibility at policy level towards the
provision of services to meet needs

• challenge negative, damaging or misleading
messages concerning sexual health and 
crisis pregnancy. 

HOW THE STRATEGY WILL WORK TO INFLUENCE
CULTURAL CHANGE

Initiating cultural shift and attitudinal change is not
easy. There is little research and experience with direct
relevance from which to draw, as analysis of cultural
change tends to be retrospective rather than prospective.
The Agency recognises the need for cultural change but
cannot hope to achieve it by itself. It can, however, plant
the seeds for change.

This Strategy represents Ireland’s first attempt to
approach the area of sexual health and crisis pregnancy
in a strategic manner. The Agency’s partnerships with
statutory and voluntary organisations will assist these
sectors in responding to the issues raised by crisis
pregnancy. This in itself will assist in creating cultural
change. The work of the Agency to date in channelling
funding towards agencies working in the area, and
increasing public awareness of options within crisis
pregnancy, constitutes an important beginning in raising
the profile of crisis pregnancy related issues.

To appreciate contemporary culture, it is vital to 
have a broad understanding of the reality of people’s
lives in relation to sexual health and crisis pregnancy 
in Ireland. The Agency, through its research programme,
will measure knowledge, attitudes and behaviour in the
areas of sexuality and sexual health (the KABS survey,
see Chapter 7). It will seek to understand current
experiences and expectations of the roles of men 
and women in Ireland, along with consideration of
relationships, stereotypes, self-esteem, risk-taking 
and crisis pregnancy. The research will give an
indication of those attitudes and behaviours that
contribute to the contemporary culture of sexual risk-
taking. Some of these attitudes might usefully be
dropped, whereas others may require strengthening.

The Crisis Pregnancy Agency is but one voice among
many. To broaden its base the Agency will work to
engage key influencers to add their support to the
Strategy and to participate in influencing their own
sphere of operation. The aim is to nurture advocates 
and experts in a variety of fields and settings who can
add weight and experience to the key messages of the
Strategy. To achieve this, the Agency will engage with
academics, policymakers, cultural commentators and
key media personnel to create dialogue and to inform
public opinion. It will bring together and facilitate debate
among those who devise and shape policy, opinion and
perception in order to increase their knowledge and
understanding of the issue of crisis pregnancy and the
supports and policy shifts required. The Agency will
facilitate key networks, channel information on key
topics and stimulate debate. 

At the same time, the Agency will aim to amplify the
voices of those with personal experience of crisis
pregnancy so that these voices inform debate and 
the formulation of policy.
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AGENCY COMMITMENTS FOR ACTION

The Agency aims to plan and implement:
• an advocacy and cultural change project, in

partnership with policymakers and service providers
who influence and shape cultural attitudes

• a programme of influencing public opinion through
public information campaigns and specific work with
the media.

Specifically, the Agency plans to develop:
• an evidence-based project on advocacy and cultural

change, designed to foster partnerships with
policymakers, academics, key change agents and
service providers. This will centre on implementing:
- a programme of work with policymakers and key 

influencers at a range of levels in order to 
broaden debate and increase understanding of 
antecedents and effective responses to crisis 
pregnancy 

- the development of specific networks for 
practitioners and key change agents in a range of
settings in order to broaden debate and increase 
understanding of effective approaches to dealing 
with the issue of crisis pregnancy.

• a specific work programme aimed at changing public
attitudes and behaviour. This will be achieved
through:
- direct information campaigns 
- commissioning of media programmes, targeted 

at specific audiences, as part of a national 
information campaign

- instigating a proactive programme of work with 
media professionals on crisis pregnancy and safe
sexual health.
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There are many reasons why pregnancies are 
deemed to be crises, and equally as many reasons 
why the women experiencing crisis pregnancy make
particular choices. Research on all of these factors has
not developed equally. There is a dearth of information
on some aspects of crisis pregnancy and a multitude of
reports and publications on others. For example, there
is very little research carried out on women with crisis
pregnancies in the workplace and women who choose
abortion. By contrast, there is a substantial bank of
research on women who choose to parent, especially 
on teenage parents and those living on income support.

Figure 5: Approach of the Agency to Research
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THE AGENCY’S RESEARCH PROGRAMME 

CONTEXT AND PROGRESS TO DATE
Research findings provide the rationale and evidence base for change. The Agency’s research
agenda will be crucial to influencing action aimed at reducing the rate of crisis pregnancy.



The approach of the Agency to research is to:
• document and build on existing research 
• use the findings of the Agency’s research

programme to inform debate in the area of 
crisis pregnancy

• commission research in priority areas. This approach
provided material for the provisions of this Strategy

• stimulate the development of evidence-based
practice by supporting the evaluation of funded
projects.

Dissemination and communication of research and
evaluation findings to user groups, service providers,
practitioners, policymakers, media and other interested
parties is a key tool for maximising the impact of certain
kinds of information. The Agency sees the dissemination
of research findings as crucial in driving change.

AGENCY COMMITMENTS FOR ACTION

Previous chapters of the Strategy detailed the 
priority objectives and plans of the Agency’s 
research programme.

Overall, the Agency aims to:
• develop a coherent understanding of the main issues

surrounding crisis pregnancy
• apply these to the development of good practice
• drive the development of policy, standards and

research relating to issues of crisis pregnancy (as
elaborated in previous chapters of the Strategy).

Specifically, along with the priorities enumerated in
previous chapters, the Agency plans to:
• review, collate and comment on existing research 

on prioritised subjects
• develop further knowledge and understanding in

areas in which gaps in research relating to issues 
in crisis pregnancy have been identified, through
direct commissioning 

• support the development of evidence-based
standards in key priority areas

• support the development of best practice through: 
- evaluation of both funded and internal 

programmes 
- dissemination of information. 

• foster debate on issues surrounding crisis pregnancy
by initiating and informing discussion on specific
topics

• nurture research advocates to stimulate research
interest in issues related to crisis pregnancy

• develop mechanisms to provide accurate information
on issues relating to crisis pregnancy

• provide a depository for research in the area. 

Table 4: 
RESEARCH COMMISSIONED BY THE AGENCY, 
2002-2003.

In 2003, the Agency completed the following review:
Review of antecedents of crisis pregnancy and decision
making in crisis pregnancy.

This report highlighted areas for immediate research.
The following were commissioned in 2003:
- promoting positive adolescent sexual health &

preventing teenage pregnancy 

- a review of international sexual health strategies 
and policy effectiveness 

- current practice of crisis pregnancy counselling 
in Ireland

- review of RSE and what works internationally

- CPA statistical report on crisis pregnancy

- research examining the links between alcohol and
use of emergency contraception

- a literature review of contraceptive needs and
services

- accommodation supports for women with  crisis
pregnancy: a literature review

- survey data on the general population to fill key 
data needs

- qualitative research on men, sexuality and crisis
pregnancy

- qualitative research with post primary students

- qualitative research on adult women and
contraceptive practice

- qualitative research with early school leavers -
prevention

- women’s experiences of crisis pregnancy counselling

- teenagers and the media: a media analysis of sexual
content on television

- mixed method research on adoption services: needs
and service development
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MEASURING PROGRESS

The Agency is aware that it must specify performance
indicators in order to make an assessment of progress
in relation to its mandate. These will be outlined in a
document due early in 2004, Research Evaluation
Framework for the Strategy to Address the Issue of
Crisis Pregnancy, which will draw on the initial output 
of the first pulse survey, currently in progress5. The
framework will specify aspects of evaluation at different
levels of activity and will outline the mechanisms
through which the effectiveness of the Crisis Pregnancy
Agency’s Strategy to Address the Issue of Crisis
Pregnancy will be assessed over its three-year
implementation period.

The strands for evaluation are:

1. Key performance indicators
Within each strand of work, a number of performance
indicators will be selected as initial indicators of
progress. Broadly, these will relate to:
• an increase in the availability and quality of services 
• an improvement in the knowledge and attitudes of

women and men
• a contextual indicator relating to broader influences. 

Other performance indicators will emerge over time
as the Agency’s understanding of key influences on
crisis pregnancy deepens.

It is the belief of the Agency that the achievement of its
strategic objectives over its ten-year remit will reduce
the incidence of crisis pregnancy and the number of
women who choose abortion.

2. Statistical monitoring 
The overall impact of strategic initiatives will be
monitored by tracking key baseline and behavioural
statistics over time. The Agency will prepare a statistical
report each year to track:
• vital statistics, e.g. fertility data 
• statistics on the levels of services provided
• statistics on aspects of crisis pregnancy relating to

prevention (e.g. contraceptive use) and outcome 
(e.g. lone parent data), where available

• public behavioural and attitudinal indicators. 
These form part of the collection of statistical
data, but require more elaborate collection
techniques. There are several components:

-- National sexual knowledge, attitudes and
behaviours survey (KABS): A national sexual
knowledge, attitudes and behaviours survey has
been commissioned in conjunction with the 
Department of Health and Children. 

-- Pulse surveys: These are periodic cross-
sectional population surveys exploring 
recognition of services among target groups, 
monitoring changes in sexual risk-taking over 
time and examining knowledge of contraception, 
fertility etc.

-- Evaluation of communications initiatives: 
The Agency’s communications programme 
will contain measures for evaluating national
initiatives and projects, as well as evaluation
frameworks for stand-alone projects aimed 
at specific target groups. 

3. Direct evaluation of strategic objectives
The Research Evaluation Framework for the Strategy 
Address the Issue of Crisis Pregnancy will outline 
plans for evaluation of the targets set within this
Strategy. The overall evaluation of the progress 
made within the Strategy will prove invaluable 
in developing further long-term plans.
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GOVERNANCE STRUCTURES

BOARD OF THE AGENCY

Membership of the Board of the Agency is drawn 
from government departments, key relevant health
disciplines and the general community (see Appendix 3).
Funding is provided by government as recommended 
by the Oireachtas All-Party Committee on Health 
and Children.

The Executive of the Agency
The Executive of the Agency comprises a Director, 
a senior management team supported by research,
administration and communications/health promotion
staff. The work programme is divided into three main
areas:
• administration and funding programme
• research programme
• health promotion, communications and information

programme.
The Agency will work to ensure that the organisational
structure is aligned with the Strategy and annual
business plans.

CONSULTATION AND PARTNERSHIP

The Consultative Committee of the Crisis 
Pregnancy Agency
The Statutory Instrument which established the 
Agency provided for the establishment of a 20 person
consultative committee drawing on the expertise of
various statutory and non-statutory organisations. The
function of the Consultative Committee is... “to advise
the Agency in relation to (a) any matters pertaining 
to crisis pregnancy as are referred to it by the Agency 
and (b) any other matters coming within the remit 
of the Agency 1.”

The Consultative Committee will provide expert advice 
to the Board of the Agency and will provide a forum for
organisations with an interest in the work of the Agency
to present their views. An annual work plan will be
agreed with the committee. Current membership is
listed in Appendix three.

Partnership and Consultation Groups
The Agency is committed to working with a broad 
range of voluntary and statutory groups to achieve the
challenging objectives set in the Strategy. To date, the
crisis pregnancy agencies, a health board liaison group,
an information sub-group and smaller working groups
greatly assisted in advising the Agency on approaches.
Similar arrangements will continue to be used in the
future. Much of the work of the Agency will be project-
based and, for most of the major projects undertaken 
by the Agency, partnership and consultation will be 
built into the project plan.

The annual business plan will provide an opportunity for
the Agency to examine how partnership arrangements
can best be achieved in the roll-out of programmes.
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STRUCTURES TO SUPPORT 
THE STRATEGY 

The Agency is governed by an independent board appointed by the Minister for Health and
Children in October 2001.  



FUNDING FOR THE STRATEGY

Annual funding is provided to the Agency by the Minister
for Health and Children in line with the provisions set
out in the Statutory Instrument for its establishment.
This states, “The Minister may pay to the Agency, in each
year out of moneys provided by the Oireachtas, a grant 
or grants, of such amount or amounts as the Minister
may decide”1.

The Agency received €6.5 million in 2002. This 
funding was reduced to €5.791 million in 2003. The
Agency will seek adequate funding to deliver on the
strategic priorities identified within the Strategy and
will work to ensure value for money in the operation 
of the Agency’s business.  

The Priority Action Plan sets out those actions 
deemed necessary to achieve the objectives set out 
in the Strategy. 

Figure 6: Structures of the Crisis Pregnancy Agency
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Clip from Positive Options television commercial,
October 2003.
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PRIORITY ACTIONS: PREVENTION

A. POLICY, STANDARDS AND RESEARCH DEVELOPMENT
• Commencement of a national sexual health

knowledge, attitudes and behaviours Survey (KABS).
• Development of a series of evidence-based

standards for prevention work.
• Preparation of policy and practice input papers 

on critical issues. 

B. IMPROVING PERSONAL KNOWLEDGE AND SKILLS
National information resource project
• Completion of an audit of information gaps in 2003 
• Development of information resource materials to fill

identified gaps, to be delivered over three years to: 
Primary targets: 
- older children and pre-sexually active

adolescents
- sexually active adolescents/students
- sexually active adults
- older women 
- general public.
Secondary routes:
- educators and mentors
- parents.

This project will be undertaken in partnership with the
Health Promotion Unit of the Department of Health and
Children and other service providers.

National crisis pregnancy prevention project for adults
• Beginning in 2004, development of a communications

and promotion campaign aimed primarily at the 
20-30 age group, with separate aspects targeting
both men and women, focusing specifically on the
development of life skills of adults in relation to
sexual health and the prevention of crisis pregnancy. 

Development of specific materials and promotions
focusing on reducing risky behaviours among this
age group.

• Targeted annual promotional campaigns in
partnership with employers and other key sectors.

• There will be a focus on third-level students
involving:
- partnerships with USI and other student bodies

to promote safe sex and pregnancy prevention 
on campus

- the development of partnerships with the
National Health-Promoting Colleges Network
and student health services

- the development, in partnership with the 
third level sector, of guidelines to assist in the
prevention of crisis pregnancy and the support
students who are lone parents.

Knowledge and skills development for young people. 
The Agency will develop a series of actions to improve
the life skills of adolescents in relation to sexual health
and the prevention of crisis pregnancy. Specific actions
include:
RSE project
• The Agency will work in partnership with the

Department of Education and Science, the SPHE
Support Service and the regional health boards in
order to examine ways, at both a national and
regional levels, to strengthen commitment towards
the provision of RSE as a part of SPHE.

Pilot demonstration projects
• The Agency funded pilot demonstration projects 

in the South Eastern Health Board (SEHB) and
Southern Health Board (SHB) regions, which focus
on the development of “youth-friendly” information
and services projects. The Agency also funded a 
pilot project in the SEHB focusing on developing 
a peer-led information project based in the school
setting.These projects will be evaluated in order 
to inform the development of further projects.

CHAPTER NINE

52

PRIORITY ACTION PLAN 

This Strategy outlines the Agency’s objectives for the next three years. Annual business plans 
will explain how these are to be achieved. The Agency will seek adequate funding to enable it 
to deliver on its strategic objectives and continue to add value to the existing work of the many
agencies and service providers working in the field. 



C. IMPROVING THE SKILLS OF KEY COMMUNICATORS
• In 2004, the Agency will collate existing consultation

and research on the needs of parents and identify
information gaps requiring remedial action. 

• The Agency will develop support and networking
links with organisations concerned with providing
supports to parents.

• In conjunction with the National Parents Council, the
Agency will develop a national project to support the
implementation of the parents’ training programme,
Team Up.

• As part of the national information resource project
(page 52), the Agency will develop further
information supports, including video and TV
resources for parents.

• The Agency will develop a series of evidence-based
practice guidelines for practitioners, aimed at
supporting heath service workers in their role in
prevention.

Development of supports for educators and mentors
There will be a specific focus on supporting teachers 
in the delivery of RSE/SPHE as part of work examining
RSE supports. Other initiatives include:

- a project with the National Youth Health
Programme to develop information and 
supports for trainers in informal 
youth settings

- funding of a project, in partnership with 
Youthreach, to develop information and supports 
for leaders in informal education settings.

D. DEVELOPING CONTRACEPTIVE SERVICES FOR
PREVENTION OF CRISIS PREGNANCY
National standards framework
• In 2004 the Agency will begin to develop a

framework for the enhancement of contraception
services. This work will be informed by an audit of
services and research into needs.

Emergency contraception
• The Agency will develop a number of initiatives to

ensure emergency contraception is available
nationally. These will include:
- integration of emergency contraception as an 

element within the national standards framework
- a promotional campaign on the role and use of 

emergency contraception, aimed at practitioners
- investigation of the development of an information

supports for emergency contraception
- development of protocols for prescription, in 

partnership with the key agencies and training 
bodies.

Developing GP services
• The Agency will work in partnership with the Irish

College of General Practitioners (ICGP) on a number
of projects, including:
- a research project to measure current provision 

of crisis pregnancy and contraception services
- updating of prescribing guidelines for emergency

contraception 
- as part of a “key communicators” project updating

of the “Training Programme and Information 
for General Practitioners (in response to the
Termination of Pregnancy Information Act, 1995)”.

Primer demonstration initiatives
• As funding becomes available, the Agency will

develop primer demonstration initiatives in order 
to examine how the contraception services can be
enhanced in areas of poor provision. Depending 
on funding, two projects will be developed over a
three-year period, in partnership with health boards.

Advocacy for change in pricing of contraception
• The Agency will prepare a policy input paper on VAT

on contraception to feed into budget preparations.
• The Agency will work with other concerned groups,

to lobby for a reduction in the price of condoms.

PRIORITY ACTIONS: CRISIS PREGNANCY SUPPORTS

A. POLICY, STANDARDS AND RESEARCH DEVELOPMENT
• Publication of the findings of research on crisis preg-

nancy counselling carried out by National University
of Ireland (NUI), Galway on behalf of the Agency.

• Commissioning of further research in 2003 on
women’s experience of crisis pregnancy counselling.

• Development of a series of standards and protocols
of care for crisis pregnancy counselling, to include: 
- the reissue of guidelines from the Department 

of Health and Children on the application of the 
Regulation of Information (services outside the 
State for termination of pregnancies) Act (1995)7

- client confidentiality 
- services for specific ethnic groups.
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B. DEVELOPING CRISIS PREGNANCY COUNSELLING
SERVICES
• Continuing support for the expansion of national

crisis pregnancy counselling services.
• Administration of the core funding grant (previously

administered by the NAHB) and extension of core
funding to the main crisis pregnancy counselling
agencies in Ireland.

• Funding for other services related to crisis pregnancy
(see Appendix 2). 

• Establishment of a working group in 2004 to
research and make recommendations to the Agency
on how best to develop a training module on crisis
pregnancy counselling for crisis pregnancy counsellors.

C. PROVIDING INFORMATION ABOUT CRISIS
PREGNANCY COUNSELLING

• Development of the Positive Options campaign over
a three-year period to maintain and build on current
levels of public recall using TV, radio, text messaging
services and written materials available in a range 
of settings.

• Development, in partnership with the main crisis
pregnancy agencies, a second phase of the Positive
Options campaign to include information resources
for use within crisis pregnancy counselling.

• Monitoring and evaluation of knowledge and
awareness of crisis pregnancy counselling services.

• Use of this evaluation to inform the development 
of innovative campaigns aimed at specific target
groups, e.g. ethnic groups.

• Develop, in partnership with the ICGP and SHB, a 
key communicators’ project for GPs (see page 53). 

D. BUILDING SERVICE CAPACITY THROUGH
PARTNERSHIPS
• Monitoring and evaluation of projects funded by 

the Agency. 
• Auditing of supported accommodation services 

to assist in planning for service development.
• Investigation of how best to provide support services

(such as career or education counselling) required 
by women faced with a crisis pregnancy.

• Initiation of a programme in partnership with
employers, highlighting the specific needs of women
in the workplace experiencing crisis pregnancy.

E. INFLUENCING THE DEVELOPMENT OF 
SOCIAL POLICY
• Research into the broad social and economic

influences on crisis pregnancy. 
• Production of policy input papers in 2004-5 on

critical issues (e.g. crisis pregnancy and the
workplace, crisis pregnancy and accommodation,
crisis pregnancy and taxation policies).

• Further development of workplace issues.
• Partnership with the National Children’s Office to

establish an interdepartmental forum, for a defined
period, under the Office’s auspices in order to: 
- facilitate debate on teenage pregnancy
- facilitate networking at policy level
- analyse and detail progress relating to gaps 

in national policy direction. 
• Partnership with health boards on teen parent

support initiatives and on enhancing maternity
services for women with crisis pregnancies,
particularly in relation to developing supports 
for women who conceal their pregnancies.

• Partnership with the Family Support Unit of
Department of Social and Family Affairs to set 
up an interdepartmental forum bringing together
organisations involved in the creation of policy
affecting lone parenthood.

• Partnership with the Family Support Agency 
to examine the information needs of those 
parenting alone.
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PRIORITY ACTIONS: POST-CRISIS PREGNANCY

A. POLICY, STANDARDS AND RESEARCH
DEVELOPMENT
• Research in 2004 into the experiences and service

needs of women who have had abortions.
• Literature review of available evidence on the effects

of abortion.
• Make recommendations for standards within post-

abortion counselling.
• Partnership with the Irish College of General

Practitioners (ICGP) to update guidelines for GPs and
other medical personnel working with women who
choose terminations, both before and after abortion. 

• “Key communicators” project to up-skill
professionals in the area of post-abortion care.

B. DEVELOPING POST-CRISIS PREGNANCY MEDICAL
AND COUNSELLING SERVICES
• Mapping of access to post-abortion medical check-

ups and post-abortion counselling, with a view to
making recommendations for the provision of
countrywide access.

• Identification of post-abortion counsellors.
• Develop with the Irish College of General

Practitioners (informed by the pilot project in 
the Southern Health Board) a training programme
for GPs in post-abortion care.

• Provision of post-abortion check-ups through the
IFPA and Well Woman clinics.

• Advocate to the Department of Health & Children for
post-abortion check-ups to be included as part 
of the General Medical Service (GMS) contract.

• Partnership with the obstetrics and gynaecology
profession to develop policy and practice
recommendations for counselling and guidance
services for those with an antenatal diagnosis 
of malformation.

C. DEVELOPING INFORMATION SUPPORTS 
FOLLOWING ABORTION
• Review of current information on post-abortion

services.
• With professional counselling bodies, medical

practitioners and UK-based agencies and as part 
of a post-abortion information project, development
of appropriate information materials and 
delivery methods.

• Development of standards for post-abortion
literature.

PRIORITY ACTIONS: CULTURAL CHANGE

• Establishment of key partnerships to assist in
planning advocacy and cultural change projects.

• Examination of:
- how current cultures can be measured
- attitudes of service providers and policymakers
- means to influence culture.

• Stimulation of information flow at policy and
practitioner levels by:
- facilitating debate on cultural change and 

framing issues
- providing discussion documents
- developing Web-based knowledge networks 

to facilitate learning
- generation of information materials, in an 

accessible format, for service providers
- facilitating networking meetings and 

consultation with practitioners.

PRIORITY ACTIONS: RESEARCH

A. RESEARCH PROGRAMME
• Annual Agency research programme, prioritising 

the filling of gaps in research.
• Development of policy input papers (see Page 52 

and 53).

B. EVALUATION AND MONITORING PROGRAMME
• Evaluation of all funded programmes. 
• Supporting the internal programmes of the Agency

with evaluation expertise.

As part of the monitoring of key performance indicators
and public behaviour and attitudinal indicators, the
Agency will: 

- complete a statistical report in early 2004
- institute a national sexual knowledge, attitudes 

and behaviour survey (see Page 46) 
- complete a cross-sectional population survey 

(pulse survey) measuring indices specific to 
crisis pregnancy

- consult with relevant experts on key performance
indicators for the Strategy

- prepare an evaluation plan in 2004.

C. DISSEMINATION OF RESEARCH
The Agency’s dissemination programme for 2004
includes:

- production of a series of research reviews and
policy input papers

- publication and discussion of research findings
- development of a Web-based dissemination

programme
- development of a library function via the Web 

and for visitors to the Agency.
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An example of Positive Options resorce material. This
credit card sized information card is designed to fit in a
wallet discretely. 
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APPENDIX 1: CONSULTATION FOR THE STRATEGY

The process of developing the Strategy began as soon as
the Agency was established. There were three main
elements:
• The Agency advertised publicly for submissions in

June 2002. Submissions were received from 246
individuals and organisations. 

• A targeted consultation process started in March
2003. Sixty consultations with individuals, groups and
service providers were held throughout the country.
Over 2000 individuals were consulted.

• Research and evidence in the area of crisis
pregnancy were reviewed. This review will be
available shortly. A summary of the outcomes of the
research programme to date is given in Chapter two. 

PUBLIC SUBMISSIONS
The submissions were analysed under the headings of: 
• problems
• causes
• solutions

TARGETED CONSULTATION
Groups consulted as part of this process included:
• Individuals at risk of or who had experienced crisis

pregnancies and their immediate supports: These
included women who had experienced crisis
pregnancies in the past and had chosen to parent, 
to adopt or to have abortions, as well as parents,
grandparents and friends.

• Service providers: Themes included immediate
supports for people experiencing crisis pregnancies,
prevention, the role of schools and education,
welfare and housing and adoption, as well as the
special needs of Travellers, women in refuges,
women with disabilities, older women, etc. 

• Policy Makers: Including crisis pregnancy
counselling organisations, government departments,
health service managers and selected politicians,
alongside the Agency’s own Consultative Committee.

The methodology varied by client group and included
one-to-one interviews, focus groups, round-table
discussions, questionnaires, workshops and e-mail.

A summary report on the consultation process will be
available on the Web shortly.

It was difficult to locate women who had placed their
children for adoption or who had abortions who were
willing to discuss their experiences. The Agency will
work to address these gaps through the lifetime of the
Strategy.
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Figure 7:
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APPENDIX 2: PROJECTS FUNDED BY THE AGENCY,
2002-2004

In 2002 and 2003, the Agency committed key funding to
a number of significant innovative projects in the areas
of prevention, crisis pregnancy and post-crisis
pregnancy supports.

Prevention
Blanchardstown Youth Service
Youth drop in centre (“The Zone”)

Cura
Information pack for school students

Dochas Family Centre (Clondalkin Partnership)
Community-based initiative aimed at providing support
to teachers delivering RSE programmes from within the
community

Doras Bui
Reproductive health awareness programme

Dublin Well Women
3 hour emergency contraception clinic; Leaflet material

East Coast Area Health Board 
Networking project on unaccompanied minors (asylum
seekers under the age of 18 who enter the care of the
Health Board) 

Irish Family Planning Association
National pilot of booklets for young people

Letterkenny Women’s Centre
Research project into younger/older women’s usage of
family planning services

Letterkenny Youth Information Centre
Relationships and sexual health programme for mixed
group of young people (Just Chillin’)

National Youth Council of Ireland
Materials for youth workers

North Western Health Board
Draw and Write research project into young people’s
awareness of sexuality and sexual health

PACT
Schools education and awareness programme

South Eastern Health Board 
Youth advice drop in café (Crossroads project); Peer-led
sex education (PLSE) pilot

Southern Health Board 
Youth health centre

Southern Health Board
Research into parents and sex education and into men’s
use of sexual health services

University of Limerick, Student Health Centre
Expanded sexual health clinic service 

Youthreach
Materials and training for tutors, psychological and
counselling needs of young people in an out of
school/work setting
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Crisis pregnancy and post-crisis pregnancy supports

Campus.ie
Web / banner information on website for student
populations

Carrick Youth Service
Moving On course

Cherish
Development of Courses: women’s health; positive
parenting; Moving On; Train the Trainer (Moving On);
Information Officer; Programmes Officer; receptionist
position

Cunamh
Office equipment and refurbishment; Post-adoption
support

Cura
Regional officers

Cura / Life / Pact / Cunamh / Dublin Well Woman / 
IFPA / Cherish
Crisis pregnancy counselling; professional supervision
of voluntary workers

Cura / Life / Pact / Cunamh / Treoir / Dublin Well
Woman / IFPA / Cherish
Web development

Cura / Life / Pact / Dublin Well Woman / IFPA / Cherish
Post-abortion counselling

Dublin Well Woman
Subsidy of post-abortion medical check-ups for free
provision to clients

Irish College of General Practitoners
Update and development of materials;
research projects

Irish Family Planning Association
Pilot of post-abortion support groups

Life
Additional hours for national co-ordinator; Cork-based
administrator

Life Galway
Supported accommodation

Limerick Social Services Council
Support workers in pre- and post-natal supported
accommodation

Midland Health Board
Pilot of GP-based counselling

Newcastle Clinic (Mid-Western Health Board)
Extension of clinic providing support to women
experiencing crisis pregnancies 

North Eastern Health Board
Teen Parents Support Initiative (TPSI)

North Western Health Board
Workshop on strategy integration

PACT
Post-abortion support

Portiuncula Hospital
Support service for women experiencing crisis
pregnancies, including a research component on
concealed pregnancies

Southern Health Board
Key communicators’ pack and training for professionals
working in the area of crisis pregnancy

Spring Gardens
Care worker and transport for support and transitional
work in sheltered accommodation setting

St Mura’s Adoption society
Needs assessment project

Tallaght Youth Service
Moving On course

Teen Parent Support Initiative Project (TPSI)
National co-ordinator; funding for additional project

Treoir
Publications and web-based information: information
pack for unmarried parents; information for
grandparents, non-nationals and on staying in
education; Information Officer position

Western Health Board
Family support worker for women experiencing crisis
pregnancies
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APPENDIX 3: MEMBERSHIP OF THE BOARD,
CONSULTATIVE COMMITTEE AND EXECUTIVE OF 
THE CRISIS PREGNANCY AGENCY

The Board of the Crisis Pregnancy Agency

The Statutory Instrument states that “The Agency shall
consist of nine members appointed by the Minister”1 .
The members are:

Chairperson:
Ms Olive Braiden 

Members:
Ms Rosemary Grant,

Principal Medical Social Worker, 
Coombe Women’s Hospital

Dr Linda Hogan, 
Theologian, Irish School of Ecumenics, Trinity College

Mr Martin Larkin,
Businessman

Ms Geraldine Luddy, 
Director, The Women’s Health Council

Ms Pauline Moreau, 
Childcare Directorate, Department of Justice, 
Equality and Law Reform

Mr Brian Mullen, 
Principal Officer, Department of Health and Children

Mr Anthony O’Gorman,
School Inspector, Department of Education and 
Science

Ms Margaret Ryan,
Private Counsellor

Members of the Consultative Committee to the Crisis
Pregnancy Agency, as appointed by Michéal Martin T.D.,
Minister for Health and Children.

The Statutory Instrument states that in order to facilitate
the discharge of the functions of the Agency, the 
“Minister may establish a committee (“the Committee”),
consisting of not more than 20 members, whose
functions shall be to advise the Agency in relation to 
(a) any matters pertaining to crisis pregnancy as are
referred to it by the Agency and (b) any other matters
coming within the remit of the Agency”1 . 

Chairperson:
Ms Linda Hogan, 

Theologian, Irish School of Ecumenics and Board 
Member, Crisis Pregnancy Agency

Members of the Consultative Committee:
Ms Dolores Daly,

Representative, National Parents Council 

Dr Séan Daly, 
Master, Coombe Women’s Hospital, Representative
of the Institute of Obstetricians and Gynaecologists

Dr Michael Darling,
Consultant Obstetrician and Representative of the 
Church of Ireland Bishops

Ms Margaret Dromey, 
Director and Representative of Treoir

Ms Catherine Duffy, 
A/Development Officer, Primary Care, Western
Health Board, Representative of the Health Board 
Executive

Ms Fiona Dunne, 
Chairperson, Irish Congress of Trade Unions 
Women’s Committee, Representative of Irish 
Congress of Trade Unions

Ms Catherine Heaney, 
Chief Executive and Representative of the Irish
Family Planning Association

Mr David Hughes, 
Deputy General Secretary and Representative of
the Irish Nurses Organisation

Ms Julie Kerins,
Cúnamh, Representative of the Council of Irish 
Adoption Agencies

Ms Karen Kiernan, 
Director and Representative of Cherish
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Ms Margaret McCarthy, 
Education Officer and Representative of An 
Bord Altranais

Ms Marian Moylan, 
Board Member and Representative of Dublin Well 
Woman

Dr Ailis Ni Riain,  
Director,Women’s Health Programme, Irish College 
of General Practitioners and Representative of Irish 
College of General Practitioners

Ms Noelle Ryan,
Taoiseach’s Nominee

Ms Ann Power, 
Representative, Irish Bishops Conference 

To be confirmed, 
National Coordinator, Cúra National Office (formally 
Ms. Mairead Curran and then Ms. Geraldine Grindley)

Further nominees will be appointed in the areas of
Traveller health, asylum seekers, disability and the
education sector. 

Executive of the Agency
Director: 
Ms Sharon Foley

Administration Manager: 
Ms Patsy Carr (until October 2003), Mr Ivan Cooper
(from October 2003)

Programmes and Communications Manager: 
Ms Caroline Spillane

Research Officers: 
Dr. Stephanie O’Keeffe and Ms Mary Smith

Health Promotion and Education Officer: 
Ms Siobán O’Brien-Green

Administration Officer: 
Ms Sheena McAfee

Administration Assistants: 
Ms Lynn Dowling, Ms Tracy Richardson and 
Ms Niamh Nolan

Receptionist: 
Ms Lucy Deegan Leirião

Typist/Office Clerk: 
Ms Aoife Gargan
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