	
  
	
  
	
  

POSITION PAPER
on
Provision of Termination of Pregnancy & enhanced Reproductive Care within
the existing General Practice & Maternity Hospital setting.
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·∙

Executive summary
Introducing a new service will pose challenges to primary and
secondary care. However, the existing Health Service is the most
appropriate setting. General Practice is suitable for most Early Medical
Abortions (EMA, LMP < 63 days). Over 63 days, secondary care will
provide.

·∙

A 24/7 telephone helpline staffed by trained personnel will be an
essential service to co-ordinate care, arrange appointment with
providers, avoid obstructers, give reassurance or referral during TOP or
provide counselling.

·∙

Ultrasound or serum hCG will not be required for the majority of EMA.

·∙

Bimanual pelvic exam should not be required.

·∙

Anti-D will not be required for EMA.

·∙

The mandatory delay of 3 days is an unnecessary barrier to medical care
and should be removed.

·∙

Conscientious objection, as it exists, is a privileged exemption.
Obstruction, however, has no place in modern healthcare and must be
resisted.

·∙

EMA syllabus should be offered at undergraduate and postgraduate
medical college.

·∙

Medication should be prescribed and dispensed by providers.

·∙

Counselling, if required, should be available.

·∙

Contraception services should also be incorporated.

·∙

All services should be provided free at the point of care.

·∙

Clear referral pathways to secondary care (access to ultrasound,
services for those > 63 days gestation and to deal with complications)
are essential.

·∙

These services need significant, ring-fenced resourcing and planning.
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INTRODUCTION
START is a group of Doctors drawn from General Practice, Obstetrics &
Gynaecology, Psychiatry and other fields that formed in the wake of the recent
Referendum on the 8th Amendment. Prior to the Referendum many members of our
group had been involved in the Together for Yes campaign. In the aftermath of the
successful vote our group transformed to advocate for our patients with the aim of
providing optimum medical care with respect to abortion services and reproductive
health. We feel that it is imperative to follow best medical practice in line with
international evidence & guidelines and also to interpret such guidelines to optimise
the care of pregnant people in a uniquely Irish setting. We are the future providers of
this service and we feel it is essential to advocate for a world class service for the
pregnant people of Ireland.
For the purposes of this document we define Early Medical Abortion (EMA) as up to
63 days gestation in keeping with international norms. We believe that EMA is best
provided in General Practice. We believe Termination of Pregnancy (TOP) after 63
days gestation is best carried out under Consultant supervision in secondary care
due to increased risk of complications. We believe as the safety and efficacy of EMA
is proved these limits may be extended and we will be happy to change our position
if practical experience and robust clinical evidence proves this to be best practice.

WHY EMA SHOULD TAKE PLACE WITHIN EXISTING HEALTH SERVICE
We strongly advocate for this service to be provided within the existing
General Practice and Hospital network.
There is already an extensive General Practice and Maternity Hospital network
throughout the country. If Termination of Pregnancy services were to develop as a
separate stand-alone service, we believe it would be focused on major population
centres resulting in significant geographical areas of unmet need. It would also mean
that dedicated Clinics would be easily identifiable and more readily targeted by those
opposing the new legislation.
The World Health Organisation (WHO) recommendations identify primary care
medical practitioners as the safest and most appropriate provider of this service.
EMA in General Practice is preferable for many reasons; local to the woman,
avoidance of surgery/ anaesthesia, reduction of pain, perceived safety, efficacy,
privacy, a “more natural” approach and the ability to accommodate other
commitments (work, home life).
Often General Practice is the first port of call in a crisis pregnancy and realistically
many of us have already been managing pre and post Termination care for many
years. We believe positioning this new service in the existing frameworks allows for
better follow up and continuity of care. This has been shown repeatedly to have
improved physical and psychological outcomes for patients. EMA is a safe medical
process with a low complication rate. The interface between General Practice and
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hospital-based Obstetrics is well established in Ireland. Clear referral pathways and
patient supports as detailed later in this document will need to be put in place to
ensure continuity of service across the country.
We include our proposed Clinical Pathway for Termination of Pregnancy of
less than 12 weeks gestation at the end of this document (Appendix 1).

CONTACTING AN ABORTION PROVIDER
We believe all pregnant people should be able to access certified providers of
abortion care in their local area.
We would envisage all people seeking abortion care would contact a centralised,
free telephone helpline, as detailed below, or contact / attend their own GP in the first
instance. If their own GP is not certified to provide the service, or has a conscientious
objection, then the GP should provide the pregnant person with the name of an
alternative local certified provider / helpline number. We do not feel publically
published lists of providers, or indeed of conscientious objectors, would be helpful –
they may attract protestors to clinics and some GPs may not feel comfortable being
on a public list. It is envisaged most women will attend providers via the helpline.

PROPOSED TELEPHONE SUPPORT
We strongly recommend the establishment of a 24/7 telephone helpline as part
of a comprehensive, island –wide service. We believe this is key to an
equitable, accessible service.
We believe the phone lines should be staffed by midwives/nurses working to agreed
protocols of care. It should be a free-phone number (i.e. 1800-CHOICES) and a
website should also be set up in conjunction with this service.
Many Doctors in Ireland are already working to capacity. Many are not taking on new
patients. For many reasons it may be difficult for a person in a crisis pregnancy to
communicate their needs directly to reception staff and secure an appointment at a
providing GP surgery or hospital clinic. If they have access to this phone service,
they could be reassured, advised and directed to the appropriate doctor.
In certain circumstances such as where there are language barriers or a person is
too distressed to ring the designated surgery, we envisage the person operating the
phone service could make an appropriate appointment for the pregnant person to
discuss the options in their crisis pregnancy.
Anonymity, if requested, must be respected.
This phone service could also provide information on counselling services, if
requested. Again, the trained professional manning the phone service may be able to
provide phone support or access to counselling for the caller in a timely manner so
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as not to delay any decision the pregnant person may make. The phone service can
advise the pregnant person on what the TOP entails and also other options available
to them.

Most importantly we feel this service should be available to triage and
reassure/refer a person with concerns during or after TOP (bleeding, pain etc.).
We feel the existing primary and secondary care out of hours facilities should not be
the first point of contact. These services may not be the most appropriate setting for
out of hours abortion care and the patient may end up getting sub-optimal care as a
result. The helpline would be an emergency service, which may be accessed
24hours per day and ensures that the patient gets correct information

Benefits of Telephone Service 24/7
care for person during TOP.
The 3 day mandatory delay could begin at initial phone call instead of when meets
provider.
Helpline can make appointments with providers to ensure any pregnant person can
reach the service.
Help for a distressed person to access the correct services.
May reduce the need for multiple consultations and unnecessary travel by a
pregnant person.
Avoids a pregnant person unwittingly attending a Doctor who does not provide this
service.
A confidential service that can direct a pregnant person to the correct provider may
be of benefit to the person in crisis but also to the Doctor not providing this serviced.
Challenges of Telephone Service
A new service will pose specific challenges regarding knowledge and experience for
helpline staff.
A telephone line is open to blocking by anti-choice protestors.
Providing lists of Providers or Conscientious Objectors is fraught with concerns from
both sides.

AT FIRST VIST
We believe this is an extended consultation and beyond the remit of a standard
General Practice consultation.
We believe extra time and resources will be needed to facilitate these appointments.
The following areas will have to be covered in each consultation and others may be
necessary depending on individual needs e.g. victims of sexual violence or where
questions of capacity arise.
Aims of the First Consultation
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•

Confirm pregnancy (urine hCG) and dates via Last Menstrual Period (LMP)
method.

•

Dating pregnancy based on LMP in most cases is accurate. If there is
uncertainty e.g. irregular cycle, clinical concern about an ectopic pregnancy or
unsure of dates, the pregnant person will need to be referred for ultrasound as
discussed later in this document.
Abdominal examination to rule out a palpable fundus is necessary. Bimanual
pelvic examination is not necessary and indeed we feel may be
distressing for the pregnant person.
Blood tests; Haemoglobin (FBC) is essential to rule out significant anaemia
which is contraindication to EMA in primary care. Other bloods tests for
consideration include: a serum bHCG which is not useful for dating the
pregnancy but may be useful afterwards as decreasing levels confirm
successful termination. Blood Group and Antibody Screen may also be
considered. As discussed later, Anti D is not indicated in EMA.
Review of pregnancy options: abortion, term pregnancy, adoption, and
discussion of patient supports and confirmation that the decision is voluntary.
Description of EMA for the patient including potential risks and side effects.
Assess for contraindications.
Assess emotional needs, values and coping abilities.
Obtain verbal and written informed consent.
Sexually transmitted infection (STI) screen.
Contraception advice and plan for post EMA.

•

•

•
•
•
•
•
•
•

Description of Early Medical Abortion
•
•
•
•
•

EMA involves taking two different medications 24-48hours apart to end a
pregnancy
The drugs need to be taken as directed
Once started, it is not reversible
May need to progress to surgical termination if EMA is not successful
Risks include: bleeding, cramping/pelvic pain, Gastrointestinal symptoms
(Nausea/Vomiting/diarrhoea), headaches, fever/chills, and pelvic/lower genital
infection

We include The Society of Obstetricians and Gynaecologists of Canada Check list
which believe is an excellent template and a good starting point for our own service
(Appendix 2).

PRESCRIBING AND DISPENSING
International guidelines recommend the use of Mifepristone followed by Misoprostol
24-48 hours later to induce an Early Medical Abortion.
We recommend the dispensing of these medications takes place in the health care
facility, either in Primary or Secondary Care.
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Once a pregnant person has fulfilled the EMA criteria they will be given Mifepristone
to take. We envisage the use of a composite pack, similar to Australia, which has the
correct Misoprostol dose for the pregnant person to take at home 24-48 hours after
Mifepristone.
This pack should be supplied by the HSE to appropriately trained and accredited
EMA providers via a system similar to the existing “ColdChain” service. These
medications should be provided without fee to the provider. These medications must
be stored securely within the healthcare facility and should be subject to regular audit
and accreditation, as outlined below.
We believe this practice is in the best interest of the pregnant person seeking a
termination as it reduces the barriers to accessing medication discreetly and in a
timely manner.

THREE DAY MANDATORY DELAY
As a group, along with others, START calls for the removal of the arbitrary 3
day delay from the proposed legislation.
The WHO recognises waiting periods act as a barrier to safe abortion access
and states that, “mandatory waiting periods can have the effect of delaying care,
which can jeopardise women’s ability to access safe, legal abortion services and
demeans women as competent decision-makers.” There is NO medical evidence to
support this waiting period. It is a bureaucratic obstacle which will obstruct care for
pregnant people. Such a delay exists in no other sphere of medical care.
Faced with the challenges of a short window to access care, imposing a mandatory
waiting period only further shortens the time in which a pregnant person can access
EMA. For example, a mandatory waiting period could push someone beyond the
gestational limit for EMA, thus their only options may be a medical abortion in a
hospital setting or a surgical abortion.
The harm of waiting periods will be felt most by those who already face the greatest
challenges in society, for example those affected by domestic/sexual violence,
people with disabilities, young people, those on lower incomes/unemployment, those
who live a distance from a provider, and those who are members of migrant or
Traveller communities.
Studies repeatedly show the clear majority of pregnant people have made their
decision regarding TOP before making an appointment. It is essential that
compassionate abortion care is available to all who need it, when they need it.
We as a group advocate strongly for the removal of this barrier. However if it is to
remain we believe that the required timeline should begin from the time of first
contact between the pregnant person and the GP or 24 hour helpline.
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CONTRACEPTION
Contraception, by definition, encompasses various methods designed to prevent a
person from getting pregnant. Therefore, it stands to reason, that contraception
provision is included in an abortion consultation as a pathway to prevent another
crisis pregnancy from occurring.
This position is also upheld by WHO, Royal College of Obstetricians and
Gynaecologists (RCOG), Royal Australian and New Zealand College of
Obstetricians and Gynaecologists (RANZCOG) and College National des
Gynecologues et Obstetriciens Francais (CNGOF) whose guidance advise that
post abortion contraception is part of abortion provision and after-care.
Ovulation can return as early as eight days following abortion. Often, re-initiation of
sexual intercourse precedes ovulation, therefore putting people at increased risk of
another unintended pregnancy. Immediate initiation of contraception reduces this
risk.
The benefits of immediate initiation of contraception post abortion are numerous.
Motivation to prevent another crisis pregnant is usually very high post abortion,
making it an ideal and effective time to start, or change (in the case of a failed
method) contraception. Also, studies have shown increased uptake of contraception
at 6 months post abortion following immediate initiation of contraception, compared
to delayed initiation.
WHO advise that “Before leaving the health-care facility following the surgical
abortion procedure or administration of medical abortion pills, all women should
receive contraceptive information and, if desired, the contraceptive method of their
choice or referral for such services”. Ideally, all forms of contraception should be
discussed, with an emphasis on the superior efficacy of Long Acting Reversible
Contraception (LARC), and a plan established for provision of the desired
contraceptive method if the pregnant person is keen for immediate initiation.
WHO advise “that some women prefer to discuss options after the abortion is
completed.” Therefore it is imperative that a patient centred approach is used and
personal choice is taken into consideration.
Immediate initiation of contraception post medical abortion can either be started on
the day the first pill is taken (mifepristone) or after misoprostol, except Intra Uterine
Devices (IUDs), where it’s advised to delay insertion until the medical abortion is
deemed complete. However, SOGC (Society of Obstetricians and Gynaecologists of
Canada) advise to postpone hormonal contraception until after misoprostol
administration due to concerns that progestogen methods could interact with
mifepristone thus reducing the efficacy of the abortion. Further clinical trials are
necessary to address this concern.
As a group START advocates that LARCs should be promoted as the most
effective method of contraception and should be initiated immediately for both
medical and surgical abortions. To ensure maximum uptake and reduce the
need for future TOP we feel LARCs should be free at the point of care for
women undergoing TOP.
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A pathway should be considered for fast-tracking IUD insertion post medical abortion
if this option is the chosen desired method. Delaying IUD insertion often puts people
at risk of another crisis pregnancy if they resume sexual intercourse in the interim
without utilising any bridging method of contraception. Also, delays can be
cumbersome for person travelling large distances.
Potential risks of IUD insertion such as infection and perforation are not increased
following either medical or surgical abortion but it is important to delay insertion if
there are signs of symptomatic infection. Notably, studies have shown increased use
of contraception at 6 months following immediate insertion of LARC rather than
delayed insertion and a reduction in repeat abortion rate.

ANTI -D
Miscarriages and abortions are scenarios where there is potential mixing of maternal
and fetal circulations hence the need for consideration of Anti-D use in TOP.
The data is somewhat conflicting due to different international guidelines, some of
which have no evidence base. However, on balance the evidence is against the
need for Anti-D in EMA. The risks of antibody development at this early stage of
pregnancy is extremely low
The following is the current Anti-D recommendations in management of miscarriage
in Ireland:
•
•
•
•
•

Rhesus negative women should receive Anti-D in the following
situations
Ectopic Pregnancy
All miscarriages over 12 weeks duration
All miscarriages where the uterus is evacuated surgically
Anti-D is not required in cases of complete miscarriage under 12
weeks gestation where there has been no surgical intervention

As EMA is a medically induced miscarriage < 63 days then the Irish guidelines
suggest Anti-D will not be necessary
WHO recommend there is no need for Anti-D in EMA under 63 days gestation.

REFERRAL
The vast majority of EMAs can be managed in Primary Care by General Practitioners
without any need for onward referral. The two places GPs will be referring on to are
designated scanning centres for early ultrasound scans if needed in a particular
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clinical setting or Obstetrics for Secondary Care. Most Radiology Departments do not
do Pregnancy Ultrasound, so these scans would need to be done by trained
individuals in an appropriate centre.
Ultrasound
The literature does not support routine ultrasound pre TOP. At lower gestations, it is
not essential to rule out ectopic as the risk of ectopic after EMA is low, at 7 per
100,000.
We anticipate the most common reason for referral will be uncertainty regarding
gestational age. Most people are accurate in dating their pregnancies. For a variety
of reasons, some pregnant people will be unsure of their dates. GPs will not need
access to ultrasound routinely but when ultrasound is necessary it is vital that it is
readily available and easily accessible. It is imperative if Ultrasound is sought it
should be available in a timely manner e.g. 24-48 hours. We should aim for a
smooth, quick and efficient service
Pregnant people seeking EMA are under time constraints hence efficiency and
ease of access to Radiology, when necessary, is of paramount importance

Secondary care
The majority of EMAs under 63 days gestation can be managed in General Practice
but there will be occasions when referral to secondary care is necessary.
1-Gestational age estimated to be over 63 days
2-Contraindications to EMA in Primary Care e.g. anaemia, bleeding disorder
3-Suspected ectopic pregnancy
4-Complications post EMA
5-Failed or incomplete EMA
A seamless pathway of referral between General Practice and hospital -based
Obstetrics care should be established/ensured.

BARRIERS IN SECONDAY CARE

Lack of trained ultra-sonographers

There already is a shortage of trained sonographers in Ireland. A national
commitment exists to providing anomaly scans for all pregnant people (National
Maternity Strategy, 2016; NWIHP Implementation Plan 2017). However, neither
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dating nor anomaly scans are universally provided by all maternity hospitals in
Ireland in 2018.
People being referred for a pre-TOP scan will be ‘competing’ with people who need a
dating or anomaly scan. This may lead to units having to choose between providing
one service or the other as they will not have the staffing levels to provide both. This
is further complicated by the issue of conscience. If midwife sonographers share the
sentiments of the voting public, it is probable that at least one third of the staff will
refuse to provide a pre-TOP scan. There is an urgent need for values clarification
workshops with hospital staff. We fear it likely that many hospitals will not be in a
position to provide any pre-TOP scans.
Ultrasound provision by non-sonographers
Ultrasound in early pregnancy is complex and the potential for error is high, hence it
is critical that all ultrasounds in early pregnancy are performed by appropriately
trained staff. We have previously seen the potential consequences of misdiagnosis in
early pregnancy (National Miscarriage Misdiagnosis Review 2011).
Early pregnancy units
If a person is more than 63 days post LMP an ultrasound will be required.
For pregnant people to have appropriate timely access there will need to be several
“pre-TOP” scan lists each week. These will need to be staffed by a midwife
sonographer and a senior obstetrician. Again, this service will be competing with the
existing service commitments for staff. It is worth mentioning that few of the 19 Early
Pregnancy Units in Irish maternity hospital have consultant sessions allocated and
the majority are currently staffed by sonographers with cover from a doctor in
training.
It is difficult to predict numbers, and the reality is we have no reliable estimates of the
numbers of women who will seek TOP under 12 weeks. Looking at the numbers of
women from the South South-West Hospital Group (SSWHG) region giving Irish
addresses while accessing abortion services in England and Wales in 2016 there
was 241 (Cork), 56 (Waterford), 49 (Kerry) and 69 (Tipperary). From national
estimates, another 200 took abortion pills obtained on line. These 600 pregnant
people will now expect their health care needs to be addressed within our group, with
implications for primary and secondary care. However, given the SSWHG delivers
around 20% of the births in Ireland, an estimate of 1,100 people accessing abortion
services in this region might be more realistic. The National Women and Infants
Health Programme (NWIHP) estimate the service needs at a national figure of
10,000 women accessing these services annually.
In Scotland, with easy access to providers in the community, 75% of TOP occur
under 63 days gestation, and 91% of these are medically managed. However, the
majority of women need inpatient care for medical termination between 9 and 12
weeks. At least 10% of those managed medically in the community at under 63days
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will require admission for follow up surgical care post EMA. This equates to a
significant extra workload in the Hospital setting
Hospital TOP beds and theatre access
START have concerns that accessing surgical TOP is going to be difficult in both
small and also some larger maternity units. It is very different to ask Obstetricians &
Gynaecologists if they support right to choice versus whether they personally would
be happy to perform a surgical TOP. There is an urgent requirement for values
clarification training in this area for obstetric, theatre nursing, and anaesthetic staff. It
is a reality,that has never been publically addressed, that MANY Obstetricians and
Gynaecologists will not perform surgical TOP.
The patients requiring surgical TOP will also be competing for beds with patients
having medical and surgical evacuations for early and late pregnancy loss. As well
as this, they will also be competing for beds with elective gynaecology patients,
many of whom have waited for over one year to have their surgery. This has the
potential to lead to major workplace conflict between Gynaecologists.
Gynaeoncologists, uro-gynaecologists, fertility specialists and endometriosis
specialists who will all have patients who have waited for a long time to come in for
their planned surgery. If we add in another cohort of patients who need a bed for 1-2
days for medical termination >63 days, or who need a bed and a theatre slot for a
surgical TOP, some patient’s elective surgery will be cancelled.
Many years of underfunding women’s health services has resulted in hospitals that
are completely ill equipped to prepare an extra, new and very complex service.
Unless dedicated funding is provided for protected scans, inpatient beds and theatre
slots, it is difficult to see how any TOP service can be provided.
EMA in primary care cannot be safely provided without the support of secondary
care.
Private provider clinics vs. public hospitals
START has concerns that private clinics will not ultimately provide the best quality
care for pregnant people or may provide scans without the necessary clinical
decision making or ability to prescribe, dispense and follow-up. We should strive to
provide a publically funded, publically provided, community –led local service. Major
resources will be required. There are concerns within the medical community
regarding the safety of women and staff if this service is provided in an easily
identifiable stand-alone site.
Ongoing pregnancy post TOP
The risk of ongoing pregnancy post medical TOP is 0.5%. Follow up ultrasound is
not routinely advised as it will detect a lot of insignificant blood clot in utero. Follow
up urine hCG is essential and needs to be arranged by the provider at time of
administering misoprostol. With an ongoing pregnancy, there is a risk of
teratogenicity from the medications used. Given the litigious environment
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surrounding medical practice, this is a serious cause for concern and necessitates
detailed pathways of care.

INDEMNITY
•
•
•

MPS (Medical Protection Society) have confirmed there will be no loading of
premiums for GPs providing an abortion service
Medisec have yet to confirm their official position but have indicated that
provision of abortion care is unlikely to affect an individual GP’s premium.
The CIS (Clinical Indemnity Scheme) would need to cover hospital providers.

PSYCHOLOGICAL CONSIDERATIONS
There are a number of psychological considerations during the first appointment and
throughout the process. The pregnant person should be offered information, support
and non-directive guidance from a trained healthcare professional. This is again
where a telephone service, as mentioned previously, can play an important role.
Some people may need more formal mental health supports. When a person
experiences an unwanted pregnancy, rates of mental health problems will be largely
unaffected whether the person has an abortion or goes on to give birth. However
pregnancy itself is a period where some people are more at risk of mental health
difficulties and this applies particularly in the case of unplanned pregnancy.
The most reliable predictor of poor mental health outcomes post–abortion is having a
history of mental health problems prior to the abortion. A person’s General
Practitioner is ideally placed to identify people who may be at risk of developing
mental illness following an unplanned pregnancy. A referral for more structured
support can be discussed with the person if appropriate. This has to be available to
the pregnant person in a timely manner. A clear referral pathway for accessing
counselling services should be available for those pregnant people who need and
want it. This should be free at the point of care.
Counselling should be available promptly and provided by appropriately
trained individuals to all pregnant people who request this service.

EDUCATION
The two representative training bodies (Royal College of Physicians of Ireland
Institute of Obstetricians & Gynaecologists and the Irish College of General Practice)
should be responsible for providing training to their members. This training should
furnish those providing termination of pregnancy services with necessary clinical and
non-clinical skills. This training should be structured in accordance with international
best practice. The training should be clearly co-ordinated between both training
bodies so there is clarity and understanding of the roles of each individual group.
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The training that is required for an individual doctor will vary depending on the type of
terminations they will be providing – medical or surgical. Surgical terminations will
require significant clinical skills-based training. On the other hand, in many
jurisdictions medical termination of pregnancy training is provided via e-learning. We
envisage that this model could be replicated successfully in Ireland.
Continuing education and clinical updates should then be conducted periodically.
This will ensure that practitioners remain abreast of the latest international evidence
in this field. It also affords an opportunity to discuss difficult or problem cases with
other experienced providers. The frequency and exact format of these updates
should be determined by the relevant governing body.
We feel it is imperative that education regarding abortion legislation and practice be
integrated into the core curriculum for Obstetric and General Practice training.
Medical, Surgical, Paediatric and Psychiatric trainees should also receive training on
abortion legislation; they may be required to provide certification under Heads 4, 6
and 11 in the course of their clinical practice.

CERTIFICATION & NOTIFICATION
As per the General Scheme, certification should specify that the clinical grounds for
carrying out a termination of pregnancy are met under Heads 4 - 7 or Head 11.
Certification will be made by one or two medical practitioners accordingly. As well as
the grounds for certification, the name and address of the certifying doctor(s) and the
name and address of the woman receiving the termination should be recorded. A
national certification form should be instituted to ensure standardised and accurate
recording of this information.
Medical practitioners carrying out terminations of pregnancy will be legally obliged to
record the following information:
(i) The Medical Council Registration number of the medical practitioner who carried
out the termination of pregnancy
(ii) Whether the termination of pregnancy was pursuant to a Head 4, 5, 6 or 7
certification and the Medical Council registration numbers of the medical
practitioners who made the certification
(iii) The county of residence (or place of residence if outside the Republic of Ireland)
of the pregnant person
(iv) The date on which the termination of pregnancy was carried out
Some or all of this information will be required to be forwarded to the Minister for
Health within 28 days of the termination of pregnancy being carried out. In the UK
this information is submitted to the Chief Medical Officer and consideration could be
given to a similar procedure in Ireland.
Recording and submission of this information should again be standardised using a
national certification form. The addition of other information on this form should also
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be considered in order to assist with auditing and system reform (See ‘Auditing’
subsection for further details). Examples of this data are outlined below:
(i)

Patient age

(ii) Patient parity +/- previous terminations of pregnancy
(iii) Date of initial consult
(iv) Date of initiation of termination of pregnancy
(v) Gestation of pregnancy from LMP at the time of termination
(vi) Complications (haemorrhage, infection, continuing pregnancy, incomplete
abortion etc)
(vii) The address (surgery/hospital) at which the termination was carried out

AUDITING
The audit process forms an important part of clinical practice in modern medicine.
Termination of pregnancy services should be subject to the same audit /re-audit
cycle as other areas of clinical practice. This can be done locally at a
practice/hospital level. However, in many GP surgeries and in smaller hospitals,
numbers of terminations may be so small as to preclude a meaningful audit of a
single location. An accurate national register of terminations should be introduced
where data could be registered online (possibly during the process of notification as
described above) which would allow for large volume audits of terminations in both
primary and secondary care. This could identify regional deficiencies in abortion
provision as well as variations in variables like complication rates. Anonymisation of
patient data and adherence to GDPR legislation would need to be assured for
clinicians using such a system.

IMPLEMENTATION AND RESOURCES
As a group START have put extensive time, research and effort into formulating what
we feel would be best, evidence based medical practice for the pregnant people of
Ireland.
Throughout this process what has become clear to us is that these changes will take
significant time, training and resources. If this Programme of Implementation is not
cohesive, is rushed or poorly remunerated it will have a very poor uptake amongst
General Practitioners and Obstetricians alike. It will need appropriate representation
and input from the relevant healthcare professionals.
If the necessary ancillary services are not in place many doctors will become
disillusioned and many who are committed now may choose to not provide the
service or provide only for their own patients. This would mean the service would not
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available to all pregnant people. After such goodwill with the Referendum result this
would be a disaster
We believe one option is a staggered role out of abortion services targeting the most
urgent e.g. Fatal Fetal Abnormalities and then perhaps the most straightforward EMA
under 63 days followed in time by all cases would an option.
Given the finite resources available to the health service in general, it is vital that
funding be ring-fenced for the provision of a quality and cost-effective service for
abortion care in Ireland.
NORTHERN IRELAND.
Provision in legislation should be made to allow treating women from Northern
Ireland.
CONSCIENTIOUS OBJECTORS
As a group our aim is to facilitate the provision of termination services in Ireland in a
safe, regulated, planned manner. Given the recent divisive debate we have grave
concerns that certain Medical Professionals may refuse to refer a pregnant person in
a crisis for a Termination of Pregnancy. We believe these professionals’ actions
should be dealt within the existing Medical Council Guidelines. We have included in
this document an addendum outlining our stance on conscientious objectors.
We believe that the 24hour phone line will remove the necessity of a pregnant
person coming into contact with a conscientious objector.

CONCLUSION
Termination of pregnancy is now a reality in Ireland. As a group START welcome this
change and we look forward to being providers, given the correct supports and
resources. We feel this service should be General Practice led, Obstetric supported
and Patient-Centred. There are a number of areas we feel are crucial to the
successful role out of this service.
We strongly advocate for this service to be provided within the existing
General Practice and Hospital network.
We call for the establishment of a 24/7 telephone helpline as part of a
comprehensive, island –wide service. We believe this service is key to an
equitable, accessible service.
We believe the first consultant with a pregnant person seeking an abortion is
an extended consultation and beyond the remit of a standard General Practice
consultation.
Bimanual pelvic examination is not necessary and indeed we feel may be
distressing for the pregnant person.
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As a group, along with others, START calls for the removal of the 3 day delay
from the proposed legislation. It is essential that compassionate abortion care
is available to all who need it, when they need it.
As a group START advocates that LARCs should be promoted as the most
effective method of contraception and should be initiated immediately for both
medical and surgical abortions. To ensure maximum uptake and reduce the
need for future TOP we feel LARCs should be free at the point of care for
women undergoing TOP.
As EMA is a medically induced miscarriage Irish guidelines suggest Anti-D will
not be necessary.
Pregnant people seeking EMA are under time constraints hence efficiency and
ease of access to Radiology, when necessary, is of paramount importance.
A seamless pathway of referral between General Practice and hospital -based
Obstetrics care should be established/ensured.
Secondary care will need to be adequately funded, resourced and protected in
provision of TOP, without compromising patients already waiting for in-patient
gynaecological procedures.
Counselling should be available promptly and provided by appropriately
trained individuals to all pregnant people who request this service.
We hope that the training and experience of Irish Doctors in the area of Abortion
Health Care will grow over time, and this will hopefully contribute to the
destigmatisation of abortion in Ireland.	
  However, it is imperative that from the outset
this service should be easily accessible, safe and free at the point of care for our
patients.

REFERENCES AVAILABLE ON REQUEST
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ADDENDUM
Addressing Medical Professionals’ Refusals to Provide Abortion Care on
Grounds of Conscience or Religion:
It is incumbent on the State to ensure that abortion healthcare is accessible in
practice and that pregnant people have timely and effective access to legal abortion
care in Ireland.
If the Irish State is to allow doctors to refuse to provide abortion care, we are
concerned that such refusals may jeopardise health and well-being, hinder timely
access to abortion services, reinforce stigma and lead to discrimination against
marginalized groups.
A number of human rights mechanisms have stressed that, if refusals are to be
permitted, the state must establish and implement an effective regulatory, oversight
and enforcement framework to guarantee that these refusals do not obstruct a
person’s access to legal reproductive healthcare in practice.
It is clear, that in a system which allows doctors to refuse to provide abortion care,
the following obligations will fall to the State:
1. Assurance of a functioning abortion service by ensuring the adequate availability
and dispersal of willing providers. It is possible that access to abortion care will be
compromised in areas with a high prevalence of objection. We believe that doctors
are more likely to provide if the service is safe, well resourced, and clinical
guidelines with clear referral pathways are in place.
2. Ensure access for pregnant people by mandating that objecting doctors refer to an
alternative accessible and willing provider. This is in-keeping with current Medical
Council Guidelines.
3. If conscientious objection is to be permitted it must pertain to individuals only.
Institutional refusal of care should not be permitted.
4. Impose clear limits on the legality of refusals. Doctors who refuse to provide
abortion care should be forthright about their objection. They should provide
treatment in medically urgent situations.
5. Implement adequate monitoring to ensure compliance with relevant regulation.
The primary objectives of these measures should be to steadily reduce the number
of objectors.
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APPENDIX 2
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Explanations for the Medical Abortion Charting Form
Introduction	
  
•
•
•

This	
  charting	
  sheet	
  is	
  intended	
  for	
  use	
  by	
  health	
  professionals	
  providing	
  first	
  trimester	
  induced	
  medical	
  abortions	
  (MA)	
  to	
  
average-‐risk	
  patients	
  with	
  a	
  confirmed	
  intrauterine	
  pregnancy.	
  	
  
This	
  checklist	
  is	
  in	
  accordance	
  with	
  the	
  SOGC	
  guidelines	
  for	
  medical	
  abortion	
  with	
  mifepristone	
  (MIFE)	
  and	
  misoprostol	
  
(MISO);	
  other	
  drug	
  regimens	
  are	
  available	
  and	
  are	
  outlined	
  in	
  the	
  SOGC	
  guidelines.	
  	
  
This	
  checklist	
  does	
  not	
  provide	
  guidance	
  for	
  managing	
  ectopic	
  pregnancy	
  or	
  pregnancy	
  of	
  unknown	
  location	
  (PUL)	
  when	
  
ultrasound	
  is	
  used.	
  If	
  there	
  are	
  any	
  indications	
  of	
  an	
  ectopic	
  pregnancy	
  or	
  PUL,	
  providers	
  should	
  refer	
  to	
  the	
  SOGC	
  
guidelines.	
  

	
  

Example	
  Treatment	
  Pathway	
  	
  
	
  	
   Appointment	
  #1	
  	
  
Cou n se llin g

U lt ras ou nd ,

Ap po in tme n t

L a b t e st i n g
	
  

Optional	
  Appointment	
  	
  
P h y s i c i a n R e v i ew o f
te	
  sts
	
   	
  

Appointment	
  #2	
  
U ltr aso un d

M e d ical A bo rtion
	
  

or
L a b T e st i n g
	
  

F ollo w -‐ u p
Ap po in tme n	
   t

	
  
1.	
  Counselling	
  

	
  

• Pregnancy	
  options	
  counselling	
  could	
  include	
  
a. A	
  review	
  of	
  pregnancy	
  options:	
  abortion,	
  term	
  pregnancy,	
  adoption	
  
b. Description	
  of	
  different	
  abortion	
  options	
  
c. Risks	
  and	
  benefits	
  of	
  each	
  type	
  of	
  abortion	
  
d. Discussion	
  of	
  patient	
  supports	
  and	
  confirmation	
  that	
  the	
  decision	
  is	
  voluntary	
  
e. Discussion	
  of	
  emotional	
  needs,	
  values	
  and	
  coping	
  abilities	
  
Comparison	
  of	
  Surgical	
  and	
  Medical	
  Abortion	
  	
   	
  
Medical	
  Abortion	
  	
  

Surgical	
  Abortion	
  

Avoids	
  surgery	
  

Surgical	
  procedure	
  

Can	
  take	
  days	
  to	
  complete	
  

Completed	
  in	
  5-‐10	
  min	
  followed	
  by	
  30	
  min	
  to	
  1	
  hour	
  of	
  observation	
  
time	
  

Somewhat	
  and	
  variably	
  painful	
  

Usually	
  less	
  painful,	
  anaesthesia	
  available	
  

≥	
  95%	
  success	
  rate	
  within	
  1-‐3	
  weeks	
  

99%	
  success	
  rate	
  

Much	
  heavier	
  bleeding	
  than	
  a	
  period	
  

Light	
  bleeding	
  

Typically	
  2-‐3	
  office	
  visits	
  +	
  U/S	
  and	
  lab	
  tests	
  

Typically	
  1-‐2	
  visits*	
  

Medications	
  may	
  be	
  expensive*	
  

Typically	
  no	
  cost	
  if	
  covered	
  by	
  provincial	
  insurance	
  

Can	
  be	
  completed	
  alone	
  at	
  home	
  
Requires	
  a	
  support	
  person	
  to	
  drive	
  depending	
  on	
  anaesthesia	
  
*	
  depending	
  on	
  Province/Territory	
  and	
  location	
  of	
  access	
  
• Contraception	
  counselling:	
  Fertility	
  can	
  return	
  8	
  days	
  after	
  a	
  MA;	
  a	
  contraceptive	
  plan	
  should	
  be	
  decided	
  at	
  the	
  first	
  
visit.	
  
Discuss	
  resuming	
  intercourse	
  after	
  pregnancy	
  tissue	
  has	
  passed.	
  	
  	
  
• Combined	
  hormonal	
  contraceptives	
  should	
  be	
  initiated	
  the	
  first	
  day	
  after	
  misoprostol	
  administration.	
  	
  
• Condoms	
  can	
  be	
  used	
  immediately;	
  cervical	
  cap	
  or	
  diaphragm	
  initiation	
  should	
  be	
  delayed	
  until	
  bleeding	
  stops.	
  
• Intrauterine	
  contraception	
  can	
  be	
  inserted	
  once	
  the	
  abortion	
  is	
  shown	
  to	
  be	
  completed	
  (at	
  the	
  follow-‐up	
  
appointment).	
  	
  	
  
• Progestin-‐only	
  contraception	
  (pill,	
  injection)	
  should	
  be	
  initiated	
  once	
  misoprostol	
  has	
  been	
  taken.	
  
2.	
  Determining	
  Eligibility	
  for	
  a	
  Medical	
  Abortion	
  
• To	
  obtain	
  informed	
  consent	
  for	
  MA,	
  patient	
  should	
  be	
  informed	
  of	
  the	
  following	
  and	
  have	
  a	
  chance	
  for	
  questions/discussion:	
  
1. MA	
  involves	
  using	
  drugs	
  to	
  end	
  a	
  pregnancy	
  
2. MA	
  with	
  mifepristone	
  200	
  mg	
  oral	
  and	
  misoprostol	
  800	
  mg	
  buccal	
  are	
  considered	
  as	
  safe	
  as	
  surgical	
  abortion	
  before	
  
49	
  days	
  following	
  LMP	
  and	
  are	
  highly	
  effective	
  up	
  to	
  70	
  days	
  LMP.	
  	
  
3. MA	
  is	
  considered	
  irreversible	
  
4. All	
  drugs	
  need	
  to	
  be	
  taken	
  as	
  directed	
  
5. In	
  the	
  event	
  of	
  an	
  ongoing	
  pregnancy	
  post-‐MA,	
  a	
  surgical	
  abortion	
  is	
  recommended	
  as	
  the	
  MA	
  drugs	
  are	
  teratogenic.	
  
6. Women	
  should	
  have	
  access	
  to	
  urgent	
  medical	
  care	
  for	
  the	
  7-‐14	
  days	
  post-‐MA.	
  
7.
8.

Risks	
  include:	
  bleeding,	
  cramping/pelvic	
  pain,	
  GI	
  symptoms	
  (N/V/diarrhea),	
  headaches,	
  fever/chills,	
  and	
  pelvic/lower	
  
genital	
  infection.	
  	
  
Special	
  risks	
  include	
  a	
  need	
  for	
  urgent	
  surgical	
  intervention	
  if	
  there	
  is	
  heavy	
  bleeding,	
  severe	
  pain,	
  ongoing	
  pregnancy	
  
or	
  retained	
  products.	
  The	
  risk	
  of	
  mortality	
  is	
  0.3	
  in	
  100,000,	
  usually	
  from	
  infection	
  or	
  undiagnosed	
  ectopic	
  pregnancy.	
  
The	
  mortality	
  risk	
  is	
  similar	
  to	
  surgical	
  abortion	
  and	
  lower	
  than	
  for	
  a	
  term	
  pregnancy.	
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