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Introduction  

Abortion Access Campaign West (AAC West) is a women’s collective based in Galway. We aim 

to ensure that those who need abortion care receive it in a respectful and caring environment 

that meets their needs. AAC West is particularly concerned about securing abortion services 

for marginalised groups and is in regular contact with doctors in the West of Ireland on how 

abortion services are being implemented. 

AAC West has prepared this report in preparation for the Review of the Health (Regulation of 

Termination of Pregnancy) Act 2018. The authors of this submission are: 

- Dr Lorraine Grimes 

- Imelda Brophy  

- Prof Saoirse Nic Gabhainn 

- Dette McLoughlin  

- Dr Ciara Lynn Murphy  

- Breege Burke 

 

Since 2019 AAC West have produced their own easy-to-read booklet on abortion access. It 

has been translated into 11 languages and the group has distributed over 20,000 booklets 

across the public sector, community and voluntary groups and Trade Unions. AAC West are 

aware that many people still do not know how to access an abortion in Ireland. This is 

concerning for women, particularly those from marginalised groups, in the west of Ireland 

where there is a shortage of service providers and for whom there are many other barriers to 

access. 

 

AAC West recommends: 

 

● Broader and more consistent advertising of the MyOptions helpline 

● MyOptions provides an appointment service for those seeking an abortion  

● Women have the choice between in-person and telemedicine consultations and 

between medical and surgical abortion procedures 

● The extension of full abortion services to all public hospitals as a matter of urgency 

● A public database of abortion service providers in community settings and hospitals  

is made available 

● Mandatory disclosure of conscientious objection for all relevant medical professionals 

● A public database of conscientious objectors in hospitals is made available 

● Full decriminalisation of abortion with the removal of Section 23 of the Health 

(Regulation of Termination of Pregnancy) Act 2018 

● The removal of the mandatory 3-Day waiting period 

● The development of an accessible public database of what services are available in 

each hospital and the extent of conscientious objection.  

https://www.irishstatutebook.ie/eli/2018/act/31
https://www.irishstatutebook.ie/eli/2018/act/31
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● Telemedicine and self-managed abortion at home continue as standard care  

● The provision of ambulatory abortion services by nurses and midwives 

● Guidelines should allow for abortion post-12 weeks in cases of failed early medical 

abortion 

● The decision on termination be made by the woman and supported by the health care 

team who place her wellbeing front and centre 

● The interpretation of Section 11 on fetal anomalies be broadened to eliminate the 

need to travel abroad to access care 

● Detailed guidance on the interpretation of ‘health’ under Section 9 be consistent with 

the WHO definition of health and includes mental and emotional health 

● The full range of clinically recommended surgical options be made available for 

women post 12 weeks gestation and the choice of procedure be hers 

● The introduction of adequate safe access zone legislation immediately 

● Comprehensive contraception be accessible and cost free for all 

● Evidence-based sexuality education be implemented in educational settings for all 

children and young people 

 

We urge the Department of Health to consider the research and recommendations outlined 

in this report to ensure that abortion services in Ireland are offered to the highest standard. 

 

Contact us 

Webpage: www.aacwest.wordpress.com  

Email: abortionaccesscampaignwest@gmail.com  

Facebook: Abortion Access Campaign West 

Twitter: @AAC_West  

 

  

http://www.aacwest.wordpress.com/
mailto:abortionaccesscampaignwest@gmail.com
https://www.facebook.com/AACWest
https://twitter.com/AAC_West
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Information on Abortion Services and MyOptions 

 

Imelda Brophy & Lorraine Grimes   

The World Health Organization (WHO) states that all information related to accessing 

abortion care should be complete, accurate, and easy-to-understand (WHO, 2022). A study 

conducted by the WHO on abortion in Ireland (Mishtal et al., 2021) found that already 

marginalised communities and those living in rural areas are more vulnerable to informational 

obstruction at “point of entry”. Access to abortion has always been easier for women with 

enhanced financial and educational resources. When it was illegal in Ireland, those who had 

money, contacts and the self-confidence to seek out abortion information were at an 

advantage. Migrants and asylum seekers (for whom English may not be their first language), 

women in controlling and abusive relationships, women with disabilities, Travellers and those 

living in poverty or in isolated areas are more negatively affected when there are barriers to 

accessing information. 

AAC West, being based in Galway, has first-hand experience of the difficulties faced by 

women in isolated rural areas, many of whom will have patchy or no internet access. Traveller 

women, women with disabilities, and those living in rural Direct Provision centres are also at 

a disadvantage of accessing information. For reasons of culture and privacy, verbally seeking 

information may not be an option. The availability of information in an easily accessible 

format is crucial, and its promotion will reduce the stigma surrounding abortion in 

communities where it remains a sensitive topic. If there is a lack of promotion of abortion 

services then demand for an invisible service in regional areas will diminish and we will be left 

with a situation where services become centralised in large urban areas. Thus, leaving 

marginalised and rural-dwelling women at a disadvantage again. 

The national booklet produced by the Health Service Executive (HSE) on accessing abortion in 

Ireland is available in English and Irish language.1 It is not available in any other European 

languages and there has been a major lack in the dissemination of information on how to 

access the service. In 2019, AAC West wrote and published our own easy-to-read booklet on 

how to access abortion services in the Republic of Ireland. The booklet is available in eight 

languages including English, Irish, French, Polish, Italian, Portuguese, Dutch and Arabic. It is 

also available in audio format and in large print format for those who have difficulty reading. 

The booklet can be downloaded from our website at: https://aacwest.wordpress.com/.  

AAC West is working hard on distributing these booklets in appropriate locations. These have 

been distributed by our volunteers and supporters across the country as far as our resources 

allow. While this work is ongoing, we suggest that a more structured, state-supported effort 

is needed in order to reach all those who need it. To date, over 20,000 of our booklets have 

been distributed to public information areas in libraries, childcare facilities, social services, 

 
1 See: https://www2.hse.ie/file-library/unplanned-pregnancy/guide-to-medical-abortion.pdf.  

https://aacwest.wordpress.com/
https://www2.hse.ie/file-library/unplanned-pregnancy/guide-to-medical-abortion.pdf
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citizens information centres, hospitals, universities, community centres, adult education 

centres, and trade unions. AAC West has also sent translated versions of the booklet to every 

Direct Provision centre in Ireland. We will continue our efforts to research the most 

marginalised in our society, in line with the recommendations of the WHO study’s findings 

that migrants who are unfamiliar with health systems in Ireland required more support in 

accessing care (Mishtal et al., 2021).  

AAC West welcomes anyone to download the PDF for free or order paper booklets and leave 

them in public places which you think they are needed. The English PDF can be downloaded 

here: https://aacwest.files.wordpress.com/2019/11/aacw-leaflet-english-v9_booklet.pdf. 

 

Recommendations: 
  
Make information on how to access an abortion accessible to those who are not computer 
literate.  
 
Translate the HSE booklet on abortion into the 10 most common spoken languages.  

 
MyOptions 

MyOptions is a national helpline run by the HSE that aims to provide “free and confidential 

information and counselling to people experiencing an unplanned pregnancy”. However, 

many women still do not know how to access abortion services in Ireland. In one study, half 

of respondents said that they did not know where to get an abortion and a third said they did 

not know where to find information on abortion (ARC & Grimes, 2020). In the same study, 

only 65% of respondents were aware that abortion is free at the point when they sought to 

access care. (Ibid) More advertising of MyOptions and the services it provides is essential.  

The MyOptions information line is available 9am to 5.30pm Monday to Friday. This has left 

women distressed over the weekend and holiday periods when they are left waiting to 

contact MyOptions and arrange an appointment as quickly as possible. A phone line which 

directs patients to patient care must be available 24/7.  

MyOptions does not arrange appointments; it is not a booking service. Instead it provides the 

phone numbers of providers. The MyOptions website does not clearly state that callers can 

obtain the contact details for registered abortion providers near them through this service. 

This should be stated clearly on the website.  

Because MyOptions does not arrange appointments, the onus is on the woman to make the 

appointment herself. This creates an additional barrier. It creates the risk of encountering 

anti-choice GPs, receiving judgement or bias from receptionist staff, or “timing out” of the 

legal window to access care. Some women who rang the MyOptions line and were provided 

with numbers of providing GPs were still unable to make an appointment because GPs were 

https://aacwest.files.wordpress.com/2019/11/aacw-leaflet-english-v9_booklet.pdf
https://aacwest.files.wordpress.com/2019/11/aacw-leaflet-english-v9_booklet.pdf
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too busy to create the appointment or reception staff were unaccommodating (Grimes, 

O’Shaughnessey et al. 2022) AAC West recommend that MyOptions provide an efficient and 

timely booking service for women.  

MyOptions does not provide information on abortion after 12 weeks gestational age. 

Information on access to abortion post-12 weeks is extremly difficult to obtain. Those with 

foetal abnormalities are provided information by doctors or consultants in hospital settings. 

However, those who fall outside the 12-week timeframe or those who want to seek an 

abortion under Section 9 (risk to life or health, including mental health) have very few 

information resources available. Volunteer group Abortion Support Network are one of the 

few places that provides this information and support.  

Since the implementation of legislation in 2019, rogue agencies such as Gianna Care have 

been operational in a number of locations around Ireland. They also appear on internet 

searches when women are trying to access care. Fraudulent helplines and websites by anti-

abortion groups have left women confused, distressed and upset. Legislation should be 

introduced to ensure that these agencies do not block access to healthcare.  

New Zealand manages abortion services by centralising information regarding accessible 

abortion care on a website: www.abortion.org/nz. This website provides information on how 

to access abortion in the country. The online map can detect your current location in the 

country, provide a list of hospitals and inform you where your nearest abortion provider is. If 

the service is unavailable in your area, your local District Health Board will organise referral 

and assist with transport costs. The service itself is free.  

AAC West is particularly concerned that women in the West of Ireland are not obliged to 

travel long distances to access services. A website with county by county information on 

nearest abortion providers and available care would be extremely beneficial in Ireland and 

could work well alongside the MyOptions helpline.  

 

Recommendations:  
 
Advertise MyOptions and the service it provides more widely.  
 
MyOptions website should clearly state that callers can obtain the contact details for 
registered abortion providers near them through this service.  
 

MyOptions should provide information on abortion post-12 weeks gestation.  

 
Legislation should be introduced to ensure that fraudulent help-lines and websites cannot 
deter access to healthcare.  
 

https://www.irishstatutebook.ie/eli/2018/act/31/enacted/en/print#sec9
https://www.asn.org.uk/
http://www.abortion.org/nz
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Create a website with county by county information on nearest abortion providers and 
available care, to work alongside the MyOptions HSE helpline. 

MyOptions phone line which directs patients to patient care should be available 24/7.  

 

Access to Information in voluntary hospitals 

The Report of the Independent Review Group established to examine the role of voluntary 

organisations in publicly funded health and personal social services (Department of Health, 

2019) includes the following recommendations: 

Recommendation 7.3 

i)  The State should provide full information about the availability of, and timely 

access to, all lawful services as close as possible to the location of the service user. 

ii) All organisations, including any that decide not to provide certain lawful services 

on grounds of ethos, should ensure that they provide service users with adequate 

information on the full range of services available in the State and how and where 

to access such services. 

iii)  All organisations should make available all relevant patient records to ensure 

the safe and timely transfer of care.   

Recommendation 7.4 

i)  In emergency situations, the life and well-being of patients must always take 

precedence over the ethos of the organisation and therefore organisations must 

ensure that all legally permitted treatment is made available safely to the greatest 

extent possible within the capabilities available to the organisation. 

ii) The principles of patient choice and right of access to all lawful services and 

procedures appropriate to that person would also require that any organisations 

that refuse to provide certain services have the obligation to provide service users 

with information on the full range of choices available to them in the State, and 

where they can be provided with these services. In addition, information on 

where all lawful services are available should be provided by the HSE in each 

healthcare region. 

We would like to see evidence that these recommendations, which were accepted by the 

then Minister for Health, are operating in relation to abortion care 
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Decriminalisation of Abortion  
 

Saoirse Nic Gabhainn 

 

United Nations treaty monitoring bodies recommend that all states reform laws that 

criminalise medical procedures that are needed only by women (WHO, 2012).  The UN 

Committee on the Rights of the Child (2016) and the Irish Human Rights and Equality 

Commission (2017) clearly called on the Irish state to decriminalise abortion in all 

circumstances and to introduce legislation and regulation to ensure abortion access. 

However, the 2018 introduction of legal abortion in Ireland was not accompanied by the 

decriminalisation of abortion. McMahon and Ní Ghrainne (2019) clearly outline how Ireland’s 

international law obligations include that abortion must be decriminalised in all 

circumstances. This was most recently reaffirmed by a resolution of the European Parliament 

(2021) calling for EU member states to decriminalise abortion to ensure international human 

rights standards have been met. 

Abortion in Ireland remains a criminal offence if undertaken outside of the very narrow 

context legalised as part of the 2018 Act. In Ireland, abortion was criminalised by the UK 

Offences Against the Person Act 1861 until it was replaced by the Protection of Life During 

Pregnancy Act 2013, which reduced the maximum penalty from life “in penal servitude” to 14 

years imprisonment. This penalty was retained in the 2018 Act, based on confidential and 

unpublished legal advice from the Attorney General to the Minister for Health at the time. 

The continued criminalisation of abortion has been strongly contested by many in the legal 

community (Carnegie & Roth, 2019). Ongoing criminalisation provides a critical context for 

services and individual service providers. 

Criminalisation means that anyone who helps a woman to procure an abortion in Ireland 

outside the narrow criteria of the 2018 Act could be imprisoned for up to 14 years. This 

includes anyone who helps a woman get abortion pills. The major impact of continued 

criminalisation is on healthcare practitioners, who need to be very sure that the provision of 

termination services falls within the guidelines. The 2018 Act lays out that there needs to be 

a risk of “serious harm” to health to permit abortion beyond a gestational age of 12 weeks. 

No definitions of “serious harm” or “health” are provided. This lack of clarity hampers clinical 

decision-making, with consequences for both women and service providers. A similar 

challenge surrounds pregnancy dating, since ultrasound dating requires time and resources 

that can take the woman beyond the 12-week limit. The natural reaction of healthcare 

practitioners is to make conservative judgements to ensure that they cannot be prosecuted. 

It is vital to consider that restrictive interpretations, as have previously been commonplace in 

Irish abortion practice, will likely place Ireland in breach of its international law obligations, 

and could lead to the state being brought before international treaty monitoring bodies, with 

consequent reputational damage (McMahon & Ní Ghrainne, 2019).  

https://www.irishstatutebook.ie/eli/1861/act/100/enacted/en/print.html
https://www.irishstatutebook.ie/eli/2013/act/35/enacted/en/print
https://www.irishstatutebook.ie/eli/2013/act/35/enacted/en/print
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Carnegie and Roth (2019) outline early examples of the challenges facing women and abortion 

services providers because of the combination of criminalisation and the use of ill-defined 

terms in the legislation; these include a maternity hospital placing the time limit at 11 weeks 

rather than 12 to protect staff, and a couple having to travel to the UK because their 

pregnancy was not considered fatal, despite life threatening anomalies. Many similar 

examples continue to date (see Fegan, 2019; Hogan, 2019; Calkin, 2020; Enright, 2021; 

Kennedy, 2021).  

Retaining criminalisation has meant the continuation of abortion stigma (Cullen & Korolczuk, 

2019) and its dangerous sequelae. Kumar (2020) argues that criminalisation “stigmatises 

[healthcare practitioners], caregivers assisting in the process and women seeking abortion, 

all of which ultimately hinders access to safe abortion” (p. 1). Furthermore, as Kennedy (2021) 

points out, “to apply criminal law to abortion exclusively sets it apart from other forms of 

healthcare and suggests that the doctors providing abortion care are in some way inherently 

less conscientious than other professionals” (p. 53). The stigma thereby attached to abortion 

provision leads to fewer providers and impacts equality and timeliness of access for women. 

As de Londras (2020) points out, the 2018 Act was designed to be palatable to the middle 

ground and was never about women’s agency, freedom or rights, and thus it has failed to 

deliver reproductive justice to the women of Ireland. The arguments for decriminalisation do 

not just consider reproductive justice, nor the “chilling effect” of criminalisation, which 

impacts both service providers and women seeking care (WHO, 2012; BPAS, nd). Continued 

criminalisation of abortion has multiple impacts on service providers. It has facilitated those 

intent on exposing and harrassing abortion providers, meaning that there are many potential 

providers who simply are not willing to take the risk (Carnegie & Roth, 2019). Potential for 

prosecution also means that healthcare practitioners in training are less willing to specialise 

in this area of women’s healthcare (We Trust Women, nd). 

Existing rationales for retaining criminalisation are based in supposition and ideology, rather 

than on the existing evidence base from other countries where decriminalisation has 

occurred. Johnson et al. (2019) consider the impact of decriminalisation of abortion in Canada 

(from 1988) and the state of Victoria, Australia (from 2008). While the specific health 

regulations for abortion provision vary, decriminalisation had no impact on abortion rates, 

late gestation abortions, or rates of sex selective abortion. Decriminalisation had no impact 

on abortion safety in Victoria, but safety has improved in Canada following decriminalisation. 

This leads the researchers to argue that the main impact of decriminalisation is to “eliminate 

fears and stigma associated with potential criminal sanctions while enhancing individuals’ 

autonomy, equality, dignity and privacy” (Johnson et al., 2019, p.125). 

Arguments around decriminalisation can be broadly informed by the evidence base 

developed around the recent decriminalisation movement in the UK (e.g. Sheldon 2015; 

Sheldon & Wellings, 2020). All major UK medical associations have produced position papers 

in support of decriminalisation to support safe abortion, timely provision of services, 
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protection of healthcare practitioners, and women’s rights (e.g. BMA, 2019). Since October 

2019, abortion has been decriminalised in Northern Ireland and is thus at the “vanguard” of 

decriminalisation in the UK (Fox & Horgan, 2019). This presents a separate political rationale 

for decriminalisation in Ireland, to accompany those related to reproductive justice, human 

rights, service provider protection and the evidence base on safety and incidence. 

  

Recommendation:  
 
Decriminalise abortion by removing Section 23 (1-7) from the legislation. 

 
 

[1] These are: the 1966 International Covenant of Civil and Political Rights; the 1966 

International Covenant on Economic, Social, and Cultural Rights; the 1980 Convention Against 

Torture; the 1979 Convention on the Elimination of Discrimination Against Women; the 2006 

Convention on the Rights of Persons with Disabilities and the 1989 Convention on the Rights 

of the Child.  

[2] The 24th June 2021 resolution of the European Parliament ‘Sexual and reproductive health 

rights in the EU, in the frame of women’s health’ does not define ‘early’ abortion, which 

should be available on respect, but does reiterate that to bring legal provisions in member 

states in line with international human rights standards abortion should be available later in 

pregnancy if the pregnant person’s health or life is in danger. This is a notably lower threshold 

that that in the 2018 bill of ‘serious harm’ to health (see 

https://www.europarl.europa.eu/doceo/document/TA-9-2021-0314_EN.pdf, accessed July 

2021). 

[3] There are also challenges for HCPs in determining whether either of the other two criteria 

for a post 12-week termination are met (risk to life of the woman; foetal diagnosis meaning 

death will occur before or within 28 days of birth). 

[4] A strict interpretation of the 12 week limit was confirmed to mean 12 weeks and 0 days by 

the Chief Medical Officer Dr Tony Holohan in November 2018, and further in the 2018 

guidelines of the Institute of Obstetrics and Gynaecology (see 

https://www.rcpi.ie/news/publication/interim-clinical-guidance-on-termination-of-

pregnancy-under-12-weeks/, accessed July 2021) 

[6] Including, but not limited to: The Royal Society of General Practitioners; the Royal Society 

of Obstetricians and Gynaecologists; The Royal College of Nursing; The Royal College of 

Midwives; The Faculty of Sexual and Reproductive Health Care; The British Medical 

Association. The British Pregnancy Advisory Service (BPAS) and the Family Planning 

Association also support and campaign for decriminalisation of abortion across the UK. 

https://www.irishstatutebook.ie/eli/2018/act/31/section/23/enacted/en/html#sec23
https://www.europarl.europa.eu/doceo/document/TA-9-2021-0314_EN.pdf
https://www.rcpi.ie/news/publication/interim-clinical-guidance-on-termination-of-pregnancy-under-12-weeks/
https://www.rcpi.ie/news/publication/interim-clinical-guidance-on-termination-of-pregnancy-under-12-weeks/
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Mandatory 3-Day Waiting Period 

Dette McLoughlin  

 

A feature of the deliberations of the Joint Committee on the Eighth Amendment of the 

Constitution was that timely access to abortion is key.  

The WHO’s recently published abortion care guideline provides evidence-based proof that 

abortion access should be more accessible as it is fundamental to ensuring health as well as 

our human rights (WHO, 2022). To identify the impacts of mandatory waiting periods on 

abortion seekers and health workers, a review of studies in the USA from 2010 to 2020 was 

undertaken. The evidence showed that mandatory waiting periods delayed access to 

abortion, sometimes to the extent that women’s access to abortion or choice of abortion 

method was restricted in that setting. No benefits of mandatory waiting periods for service 

users were established (WHO, 2022).  

Removing the mandatory waiting period for abortion care would be a positive move for 

reproductive rights, improving abortion access in Ireland. 

 

1. There is no health reason to enforce a mandatory waiting period before 

certification and commencement of treatment.  

Mandatory waiting periods are contrary to WHO guidance (WHO, 2022). Ireland should follow 

the progressive example of the Dutch Parliament, which recently voted to remove the 

mandatory waiting period in their country (Dutch News, 2022). 

Mandatory waiting periods are medically unnecessary and have no place in essential time-

sensitive healthcare. Any woman or pregnant person who decides to go ahead with an 

abortion should have the option to commence the procedure immediately once they have 

had a consultation with a qualified abortion provider, or as soon as possible after consultation 

if a surgical procedure is required.  

If a patient needs more time to think through their options, they are able to voice that 

decision for themselves (Spillane et al., 2021). It is demeaning to the patient to imply 

otherwise.  

Enforcing a waiting period in law acts as a barrier that hinders timely access and should be 

removed by amending the legislation accordingly.  
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2. Removing the mandatory waiting period would help reduce risk of complications, 

which is beneficial to the service user and cost effective to the HSE.  

Abortion is a very safe procedure – safer the earlier in the pregnancy it occurs. The mandatory 

waiting period only adds additional days to the gestational age at commencement of 

procedure.  

WHO-assessed evidence indicated that mandatory waiting periods increase the cost of 

abortion (WHO, 2022). Abortions after nine weeks are more costly to the HSE because they 

involve hospital procedures. 

 

3. A “no mandatory waiting” policy would ensure that those seeking an abortion have 

a greater chance of availing of one.  

Studies of those seeking an abortion show that mandatory waiting periods are experienced 

negatively, as a restriction on access to abortion (WHO, 2022). The mandatory waiting period 

has a disproportionate impact on women from certain communities, and acts as an 

unnecessary barrier to accessing an abortion. There are difficulties for certain women in 

complex situations being forced to attend two separate appointments (e.g. financial 

concerns, lack of transport and travel difficulties, precarious work or unable to obtain time 

off work, trying to make carer/childminding arrangements, disability mobility restrictions, ill 

health, domestic violence or family control issues preventing free movement). Considering 

these diverse situations, we need to ensure equality in healthcare access.   

For some women, challenges such as needing extra days off work or for extra childcare mean 

that they are put in a position of having to inform others of their pregnancy in order to attend 

the extra appointment. International human rights law requires states to ensure that 

reproductive health services are provided in a way that ensures privacy and confidentiality.  

Our healthcare service needs to adopt a much more supportive approach that helps all 

women who choose to have an abortion rather than placing unecessary hurdles in their path. 

Abortion statistics should show the number of patients who did not follow up availing of an 

abortion after their initial appointment. Consideration must be given to the likely possibility 

of extenuating circumstances preventing them from doing so rather than a change of mind 

during the mandatory waiting period. 

 

4. Current problems with service providers can cause later abortions.  

Some women are referred on to another GP or have to make arrangements to attend an 

independent abortion organisation if the original doctor does not provide abortion services. 

This can cause delays to their attendance at a first appointment that is not of their own 
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making. Having to then serve a mandatory waiting period before repeat attendance for 

certification and commencement of treatment is causing later abortions than necessary. This 

in turn can cause further problems for the pregnant patient as their options dwindle as the 

pregnancy progresses.   

 

5. Removing the mandatory waiting period has benefits for service users. 

People who have availed of the service or have been unable to avail of the service have 

reported to AAC West that removing the mandatory waiting time would allow a woman or 

pregnant person to have: 

● More chance in complex personal circumstances of attending a provider to access the 

service; 

● More chance of being able to avail of Early Medical Abortion (EMA) with pills at home; 

● More time for availing of a scan if necessary, without gestation restrictions preventing 

EMA at home or passing the legal time limit for abortion; 

● More time to continue treatment if the abortion fails before reaching legal time limit; 

● Less likelihood of having the traumatic experience of needing to travel abroad in order 

to access or continue abortion treatment; 

● An improved healthcare experience that is focused on the patient by removing the 

stress of a torturous wait delaying their treatment. 

 

6. Removing the mandatory waiting period has benefits for service providers. 

The WHO found that the additional appointments involved in mandatory waiting periods 

increase staffing costs. It can also increase logistical difficulties if arrangements have to be 

made with a hospital providing abortion services (WHO, 2022).  

Reducing the number of visits to a GP for abortion consultation, certification and 

commencement of treatment would help the GP by reducing demand for appointments and 

therefore the waiting time for all patients’ appointments. 

Earlier abortion mean fewer abortions taking place in hospitals. Costs to HSE increase with 

later abortions. Abortion statistics should show the number of abortions carried out at both 

under and over nine weeks gestation. It would be preferable to reduce the number performed 

over nine weeks.  
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Earlier abortions result in fewer complications and fewer appointments for the GP and/or 

reduced hospital attendances. 

There are thus benefits to be gained for the understaffed and overburdened primary care and 

hospital services. This would reduce associated costs for hospitals and the HSE. 

There would be increased patient satisfaction with service provision. 

 

Recommendation:  

The mandatory waiting period is not in the best interests of the patient and should be 

removed in its entirety.  
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Conscientious Objection and Abortion Stigma 

Imelda Brophy 

 

Conscientious objection is dealt with in Section 22 of the 2018 Act: 

22. (1) Subject to subsections (2) and (3), nothing in this Act shall be construed as 

obliging any medical practitioner, nurse or midwife to carry out, or to participate in 

carrying out, a termination of pregnancy in accordance with section 9, 11 or 12 to 

which he or she has a conscientious objection. 

(2) Subsection (1) shall not be construed to affect any duty to participate in a 

termination of pregnancy in accordance with section 10. 

(3) A person who has a conscientious objection referred to in subsection (1) shall, as 

soon as may be, make such arrangements for the transfer of care of the pregnant 

woman concerned as may be necessary to enable the woman to avail of the 

termination of pregnancy concerned. 

According to the HSE, only ten hospitals currently provide abortion. It is unclear why the 

service is still so limited three years after the legislation was enacted. AACW is concerned that 

women and pregnant people are still being forced to travel for abortion care, costing them 

unnecessary time, money and trauma. If conscientious objection by medical staff in hospitals 

is part of the reason for this limited availability, it needs to be addressed. Provision must also 

address the justice gap and ensure access to abortion care to those who, because of social 

and/or economic disadvantage, would not otherwise be able to access such care. 

Access to abortion care has always been more easily available to those with economic, social 

and educational resources. In Ireland, prior to the introduction of the 2018 Act, those who 

could afford to do so travelled abroad for abortion care while migrant women without the 

necessary visa, some young women and girls, and women in abusive relationships were left 

with the option of continuing with an unwanted or unviable pregnancy or of illegally 

importing abortion pills and taking them without medical supervision. 

Access to safe abortion should be not only for people with assets. There is an ethical 

imperative to ensure that the most vulnerable and marginalised in society can avail of 

adequate reproductive healthcare. 

A number of countries include a provision to allow for conscientious objection from medical 

practices. In the UK, a medical practitioner can object to the service of abortion but not to the 

care of the woman and cannot refuse if the woman’s life is in danger. In Portugal, a medical 

professional must provide a written declaration of their conscientious objection to the 

hospital director stating clearly that he/she is a conscientious objector. However, he/she must 

https://www.irishstatutebook.ie/eli/2018/act/31/section/22/enacted/en/html
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provide an abortion if necessary to save the life of the woman. Similarly, in Italy objectors 

must notify their medical supervisors and must declare their objection. In Italy, regional 

health departments are responsible for monitoring hospital compliance and hold the right to 

move personnel if necessary. In reality, this is not enforced and only 60% of hospitals provide 

the service (Ministry of Health, 2014). There are certain parts in Italy where abortion services 

are unavailable due to the large number of conscientious objectors and women need to travel 

long distance to access the service (Chavkin, Swerdlow & Fifield (2017). 

The Revised European Social Charter (the Revised Charter) which was adopted by the Council 

of Europe in 1996 and sets out those human rights which are described as “economic and 

social” rights and was ratified by Ireland in 2000. The European Committee of Social Rights 

has heard a number of recent collective complaints against Italy under the Revised Charter 

concerning the provision of abortion services where a high number of medical practitioners 

were exercising the right to conscientiously object to carrying out the termination of 

pregnancies (see European Committee of Social Rights, 2013a). It decided that “the provision 

of abortion services must be organised so as to ensure that the needs of patients wishing to 

access services are met” and that the availability of healthcare “applies with particular force 

to time-sensitive procedures such as abortion” (para 163). The unavailability of non-objecting 

practitioners, particularly in certain areas, was found to have resulted in a violation of the 

right to protection of health (Article 11) and in conjunction with that right, found that the 

treatment involved multiple discrimination (Article E). Additionally, the European Committee 

of Social Rights (2013b) found discriminatory treatment in relation to the treatment of the 

non-objecting medical practitioners who were found to have suffered cumulative 

disadvantages at work. One would hope that it will not be left to non-governmental 

organisations to lodge collective complaints regarding violations by this state which is a party 

to the Revised Charter. 

 

Abortion Stigma 

More than one in six doctors providing termination services say they have experienced a 

“verbal threat or attack” since abortion was introduced in Ireland in 2019 (Dempsey et al., 

2021). The finding is from a study of 156 hospital doctors and GPs by researchers in the 

National Maternity Hospital and the Coombe. The researchers found that while Irish doctors 

suffered fewer verbal or physical attacks than their international counterparts, they were 

more likely to be alienated by family, friends or acquaintances due to their abortion work. 

The Irish research suggests that Irish medical staff encounter less judgment and 

discrimination than their American counterparts because of “public support for the service, 

as evidenced by the strength of the vote for expanded abortion care” in the 2018 referendum 

(Dempsey et al., 2021). Just over 66% of people voted yes. The authors, who include Mary 

Favier, a founder of Doctors for Choice, noted that Irish physicians who provided abortion 
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services had fewer issues in disclosing their work than counterparts in the USA, where 

abortion clinics have become flashpoints for protests, some violent. They did, however, report 

higher levels of “stigma-related social isolation” from family and friends (ibid). 

The study did not find that doctors conceal their abortion work to avoid becoming the target 

of harassment and violence. The authors did find that hospital- and clinic-based doctors 

experienced higher levels of stigma and threatening behaviour than community-based GPs 

who provided abortion services. They suggested this might be because these physicians were 

more likely to be involved in carrying out later-gestation abortions. Some Irish doctors also 

reported disapproval and disrespect from colleagues over their work. By contrast, GPs 

working in smaller practices and providing care without the assistance of others tended to be 

shielded them from stigmatising interactions (Dempsey et al., 2021). 

The authors said the level of stigma in Ireland “may change over time as providers continue 

to gain experience within the services” (Dempsey et al., 2021). They concluded that despite 

widespread public support for the expansion of abortion services in Ireland, stigma was still 

present. 

The 2018 Act, like the Protection of Life during Pregnancy Act 2013, frees medical 

practitioners, nurses and midwives from the obligation to provide lawful abortion care on 

grounds of conscientious objection. It does not refer specifically to hospitals. The Protection 

of Life during Pregnancy Act was enacted in an entirely different cultural environment than 

the 2018 Act, which has the solid backing of 66% of voters. But Section 22 is closely modelled 

on the exceptions in the earlier Act. The purpose of the earlier Act was to give the narrowest 

possible legislative interpretation of the 8th Amendment following the judgement of the 

Supreme Court in the X case. However, provisions for conscientious objection are identical to 

the earlier Act despite Repeal. 

Section 22 does not refer to the wider health and social care professions with whom a 

pregnant person may come into contact, and to whom considerations of conscientious 

objection may also apply. The legislation should also ensure appropriate referral mechanisms 

for transfer of care by the wider cohort of health and social care professionals in the event of 

conscientious objection. 

 

Article 9 European Covenant of Human Rights 

According to Article 9 of the European Convention of Human Rights, everyone has the right 

to freedom of thought, conscience and religion. This right includes freedom to change his 

religion or belief and freedom, either alone or in community with others and in public or 

private, to manifest his religion or belief, in worship, teaching, practice and observance. 

https://www.echr.coe.int/Documents/Guide_Art_9_ENG.pdf
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Publicly owned and funded non-religious hospitals as legal entities cannot rely on the right to 

freedom of thought, conscience and belief under Article 9. The lack of termination services in 

these hospitals in Ireland must be addressed as a matter of urgency. 

When the grounds and consequences of conscientious objection are provided by law (as they 

are under Section 22 of the 2018 Act), it is clearly meant to deal with the exception. As is 

generally the case where conscientious objection is allowed, the law specifies an alternative 

solution. Section 22 (3) states: “A person who has a conscientious objection referred to in 

subsection (1) shall, as soon as may be, make such arrangements for the transfer of care of 

the pregnant woman concerned as may be necessary to enable the woman to avail of the 

termination of pregnancy concerned.” 

What are the practical implications of this? In the West of Ireland, Letterkenny, Sligo and 

Portiuncula General Hospitals do not provide abortion services, therefore the “transfer of the 

care”  would, for example, mean a transfer to Mayo General Hospital, which is 195 km awa 

from Letterkenny. Similar distances can apply across the region. Connaught covers a vast 

geographical area of 17,785 km², with only two of the five Saolta group hospitals providing 

the service. The only other hospital performing abortions is University College Hospital 

Galway. 

Section 22 fails if its purpose is to provide a lawful “out” to a conscientious objector while at 

the same time ensuring that a woman’s legal rights to a medical procedure are protected. 

Lack of access to care in one hospital is not an equivalent substitute to the provision of care 

in another hospital when one considers the added obstacles and burdens to accessing that 

care. It is not a choice between two equally legitimate possibilities. 

According to the WHO (2012): 

● Those who conscientiously object “must refer the woman to a willing and trained 

provider in the same area, or another easily accessible healthcare facility, in 

accordance with national law” (p. 69). 

● Women who present with complications from an unsafe or illegal abortion “must be 

treated urgently and respectfully, as any other emergency patient, without punitive, 

prejudiced or biased behaviours” (p. 69). 

● Healthcare centres which are not staffed and equipped to provide induced abortion 

“must be able to refer women promptly to the nearest services with minimal delay” 

(p. 33). 

Given the distances outlined above, it is difficult to see how women can be referred promptly, 

urgently and with minimum delay to a willing and trained provider in the same area at another 

easily accessible healthcare facility. 
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Section 22 does not refer to the wider health and social care professions with whom a 

pregnant woman may come into contact, and to whom considerations of conscientious 

objection may also apply. 

The legislation should also ensure appropriate referral mechanisms for transfer of care by the 

wider cohort of health and social care professionals in the event of conscientious objection. 

 

Genuineness of Conscientious Objection 

A distinction must be made between those who genuinely refuse to provide abortion care 

and those who for whatever reasons wish to obstruct the service. If the intention is to 

frustrate the system then this person must be held to account. Recognising a right to object 

should involve sanctioning some degree of public intrusion into the private affairs of 

individuals because the genuineness of a conscientious objector needs to be assessed to 

prevent abuse. If someone is seeking to rely on conscientious objection in order to lessen 

their workload or because they would rather do something else, then s/he is not objecting as 

an exercise in critical consciousness and does not have a legitimate claim. 

Some objectors will want to be freed of a range of activities which they associate with an 

immoral purpose on grounds of complicity. This will be the case even if others think that 

associated actions are not necessary for abortion care and ought not be objectionable to the 

objector. 

The UK Supreme Court was asked to take the genuineness of the objections of two Scottish 

midwives to being complicit in abortion care seriously when they supervise, delegate and 

support abortion care (Greater Glasgow Health Board v Doogan and another, 2014). The 

midwives were unsuccessful because the Court ruled that they were not participating in a 

"hands-on capacity" when engaged in managerial and supervisory tasks. 

We need clarity in Ireland as to what extent conscientious objection is being utilised and = 

what parameters operate. There needs to be an easily accessible public database detailing 

the services that are available in each hospital and the extent (if any) of the use of 

conscientious objection. 

 

Medical Council (2019) guidelines on conscientious objection state the following: 

49.2 If you have a conscientious objection to a treatment or form of care, you should 

inform patients, colleagues, and, where relevant, your employer as soon as possible. 
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49.4 When you refer a patient and/or facilitate their transfer of care, you should make 

sure that this is done in a safe, effective and timely manner. You should make sure 

that patients’ care is not interrupted and their access to care is not impeded. 

Where conscientious objection results in the absence of service, the state is obliged to step 

in and ensure that the service is provided to the citizen. The legislation should be clear as to 

the extent of the right of conscientious objection and the position as regards any essential 

aftercare. 

In the UK, Birmingham’s general hospital was run under a catholic ethos. As a result, when 

abortion was legalised by the 1967 Abortion Act, women in that city and the surrounding area 

had no access. The Birmingham Pregnancy Advisory Service (BPAS) was set up to 

accommodate that population. The Report on the voluntary hospitals (Department of Health, 

2019) suggests that such a solution might be appropriate where similar gaps in service exist 

in Ireland. 

  

Recommendations:  

We recommend the creation of an easily accessible public database of what services are 

available in each hospital and the extent of the use of conscientious objection. 

Mandatory disclosure of conscientious objection should be introduced for all medical 

professionals in Ireland, similar to other European Countries.  

The lack of termination services in non-providing hospitals must be addressed as a matter 

of urgency. 

 

 

 

 

 

 

 

 

 

 

https://www.legislation.gov.uk/ukpga/1967/87/contents
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Telemedicine and Self-Managed Abortion 

Lorraine Grimes 

 

Regardless of geographical location, safe and legal abortion is an essential reproductive health 

service. Accessing an abortion is more difficult for women in rural areas, women seeking 

asylum, Traveller women, homeless women, those with low income, women with a disability, 

and other marginalised groups. 

Telemedicine has been globally established as safe and effective for medical abortion. The 

WHO and the International Federation of Gynaecology and Obstetrics have endorsed 

telemedicine for Early Medical Abortion (EMA). Since the Covid-19 pandemic, telemedicine 

has transformed into an essential service for delivering routine clinical care and should be 

continued post-pandemic. 

The mandatory 72-hour waiting period under the 2018 Act left women having to attend 

multiple appointments: the initial appointment with their GP, possible scanning for dating of 

gestational age, a second GP visit, and a follow-up appointment. Travel costs, time off work 

and possible childcare need to be taken into consideration to attend multiple appointments. 

If a woman seeking a termination is in an abusive relationship, it could be extremely difficult 

for her to find a provider, arrange travel to a doctor and cover the cost of travel. Women with 

a disability whose mobility is restricted should not be required to attend several doctors’ 

appointments. For women in rural Ireland who do not drive and do not have access to 

adequate public transportation, attending multiple appointments can be a huge barrier to 

abortion access. Women should be given the choice to attend the appointments in person or 

via phone call. This choice should be with the patient, depending on their situation. 

Telemedicine allows the woman to start the abortion at a time that is suitable for her. Prior 

to Covid-19, women were obliged to take the pill in the GP clinic or women’s health clinic. 

Women reported cramping, bleeding and vomiting while they were driving home from the 

clinic or on public transport. This left women in dangerous and particularly difficult situations. 

The practice of taking home the pill to begin the procedure at a time that is best for the patient 

should be continued post pandemic. The efficacy and safety of EMA is high: surgical uterine 

evacuation is needed for less than 5% of patients, and major complications occur in less than 

0.4%. (Raymond, Shannon, Weaver, 2013) 

Ensuring continuity of care is an important consideration for successful telemedicine. The 

follow-up appointment is important to ensure the abortion is complete and that the woman 

is feeling okay. This can be effectively done via phone or video call. In addition, women are 

less likely to encounter anti-abortion protesters outside of provider clinics if they do not need 

to attend the clinic multiple times. 
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The telemedicine service has been rated highly by both patients and clinicians. In September 

2015, a direct-to-patient telemedicine abortion service was launched in Australia. The 

programme serves women in five Australian states and territories that include 90% of the 

population. In a study on telemedicine in Australia carried out in 2020, all participants highly 

valued the technical care offered by telemedicine staff and found no fault with the adequacy, 

coordination and continuity of the care they experienced (Ireland, Belton, Doran, 2020). Two 

women in the study experienced uncommon side-effects requiring tertiary care, yet they 

reported that the telemedicine staff had adequately met their care needs (Ibid).  

In 2012, a direct-to-patient telemedicine service was instituted in British Columbia, Canada. 

(Wiebe, 2014) The direct-to-patient telemedicine service in British Columbia allows the doctor 

to fax a prescription for mifepristone and misoprostol to the patient’s nearest pharmacy 

(Weibe, Mackenzie et al. 2020).  

In the UK, the Welsh government has announced it will be keeping the legal provisions 

introduced at the start of the pandemic to allow telemedicine EMA to continue, and the 

matter is also under consideration in England and Scotland. MSI Reproductive Choices 

research in England showed 66% of women surveyed would choose telemedicine again even 

if Covid-19 were no longer an issue (Porter, Lord & Church, 2021).  

The necessary strategies and structures are already in place in Ireland. During the ‘Emergency 

Measures in the Public Interest (Covid 19) Bill 2020’ debate, the then Health Minister Simon 

Harris confirmed that Section 12 of the 2018 Act does not exclude examinations being carried 

out remotely via phone or video consultation. Upon legal advice, he stated that no 

amendment to the legislation is necessary. There is a national HSE/Department of Health 

eHealth Strategy, explicitly developed in the EU eHealth Action Plan 2012-2020. The HSE has 

a full structure for supporting telemedicine – with identified staff in every region and every 

acute hospital response for leading out on its implementation.  

 

Recommendation:  

Make telemedicine a standard form of care in Ireland’s abortion services. Women should 

be given the choice to attend the appointments in person or remotely.  

 

 

 
 
 
 
 
 

https://www.irishstatutebook.ie/eli/2018/act/31/section/12/enacted/en/html
https://www.irishstatutebook.ie/eli/2018/act/31/section/12/enacted/en/html
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Provision of Ambulatory Abortion Services by Nurses and Midwives  

Saoirse Nic Gabhainn  

 

Higgins, Murphy and Eogan (2021) note that gynaecology waiting lists in Ireland are long and 

many hospital services are provided within sub-standard infrastructures and often with low 

morale. 

From 2017, health authorities in Canada began to authorise nurse practitioners to 

independently provide medical abortion care. This has the potential to increase access, speed 

of referrals and particularly to provide services in remote or marginalised communities, but 

there is a clear need to include abortion in pre-service training programmes (Paynter, Norman 

& Martin-Misner, 2019). Training is widely provided to nurses in the USA, and in some areas 

nurse practitioners, midwives and physician assistants perform safe surgical abortions (Weitz 

et al., 2013). Similarly in both France and the UK, nurses provide medical abortion care 

(Sheldon, 2015). 

Task-sharing is the term used in public health to expand the roles of health workers into areas 

of medical practice where full medical training is not required for safe intervention. The WHO 

provide direct guidance on which elements of abortion care can safely be provided by which 

healthcare practitioners (WHO, 2012; 2015; 2022). There is clear evidence that first trimester 

medical abortion and surgical abortions via vacuum aspiration can be carried out by non-

physicians with training, and are appropriate to primary care settings (WHO, 2015). Nurses, 

midwives and other non-medical healthcare practitioners can have a safe role in many other 

elements of abortion care, such as management of post-abortion infection or haemorrhage, 

insertion of IUDs and contraceptive implants, and in some specified circumstances medical 

abortion after 12 weeks gestation. Barnard et al. (2015) reported on a Cochrane Review 

comparing outcomes from first trimester abortions carried out by mid-level providers (such 

as nurses, midwives and other non-physicians) with those from physicians. They concluded 

that there was no statistically elevated risk of complications from either medical or surgical 

abortions performed by mid-level providers. 

Task-sharing as a public health initiative can be a challenge to the medical hierarchy, but can 

also relieve doctors of additional tasks when introducing new services. The role of doctors in 

advocacy for task-sharing, and in the provision of support and training for healthcare 

practitioners taking on abortion care, can be crucial for success (Kim, Sorhaindo & Ganatra, 

2020). Training is required for mid-level providers, as it is for doctors, and abortion care would 

be very appropriate for cross-disciplinary training in both pre and in-service settings. In their 

international review of expanding safe abortion care through task-sharing, Chavkin et al. 

(2018) concluded that political will emerged as the key factor for successful implementation. 
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Recommendation:  
Extend training and provision of ambulatory abortion services to include nurses and 
midwives and physicians.  
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Access to Abortion Post 12-weeks 

Lorraine Grimes 

 

In cases of early gestation under 10 weeks, the patient should have a choice between Early 

Medical Abortion (EMA) and a surgical procedure. Research findings have found that women 

are not being offered this choice. EMA is pushed in all cases, even when it is not the best 

option for the patient, for example if the patient has other underlying conditions (ARC & 

Grimes, 2021). Doctors are hesitant to carry out the surgical procedure; this may be due to 

the criminalisation aspect of the legislation. AAC West calls for full decriminalisation of 

abortion to ensure that women are offered the best medical treatment for them.  

The surgical procedure being offered in some of the nine providing hospitals throughout the 

country is mainly Dilation and Curettage (D&C), which according to the WHO is obsolete 

(WHO, 2022) Vacuum aspiration is the WHO-recommended procedure and all providing 

hospitals and clinics in Ireland should be trained in using this procedure.  

In addition, patients have found it difficult to get an appointment for a surgical procedure and 

are sometimes waiting several days for an appointment (ARC & Grimes, 2021). A formal 

referral process through electronic software should be put in place, as is the case with all 

other medical referrals. Abortion should not be any different.  

 

Legislation and Policy Implementation 

The legislation does not take a patient-centred approach, although abortion care offered by 

providers should. In terms of access to abortion in cases of foetal anomaly and/or risk to 

health or life of the woman (including mental health), decisions should be patient-centred. 

That means they should be made by the patient and supported by the doctor, who places the 

wellbeing of the woman front and centre. 

Statistics published by the UK Department of Health and Social Care (2020) reveal that 375 

women and pregnant people travelled for abortions to England and Wales in 2019. The 

majority of these cases are those who have gone beyond the 12 week gestational age limit, 

as well as cases of failed EMA and cases of foetal anomaly.  

Under Section 12 of the 2018 Act, abortion is accessible up to 12 weeks gestational age. The 

Chief Medical Officer confirmed that the 12 week limit is to be strictly interpreted; in other 

words, “12 weeks plus 1 day exceeds 12 weeks. Therefore, 12 weeks is 12 weeks plus 0 days” 

(Kennedy, 2021.) The limit of 12 weeks + 0 days is still adhered to even if an EMA was 

attempted earlier in the pregnancy. This has led to some women having to continue with the 

pregnancy after an attempted EMA because they had reached the 12 week limit. Continuation 

of pregnancy after an attempted abortion has serious effects on the foetus and more than 

https://www.irishstatutebook.ie/eli/2018/act/31/section/12/enacted/en/html


Abortion Access Campaign West  

26 
 

likely will not make it to term or will be born serious health conditions. (Fielding, 1978) A 

change in the interpretation of the legislation and a change in policy could allow abortion 

post-12 weeks in cases of failed EMA. If it is the same pregnancy, then the abortion should be 

completed. 

 

Section 11: Fatal Foetal Abnormality (FFA) 

In relation to FFA, Section 11.1 of the 2018 Act states that two medical practitioners, one 

being an obstetrician, must be “of the reasonable opinion formed in good faith that there is 

present a condition affecting the foetus that is likely to lead to the death of the foetus either 

before, or within 28 days of, birth”. The restrictive specifications of Section 11 has left 

hundreds of Irish women with foetal conditions having to continue with the pregnancy or 

travel abroad for care because medical practitioners cannot guarantee when the foetus will 

die, and if it will be within 28 days of life. While there are many life-limiting foetal diagnoses, 

putting a timeframe in legislation makes it extremely difficult to certify.  

The Institute of Obstetricians and Gynaecologigists guidelines provide a list of diagnoses 

which are considered fatal (IOG, 2019). This list is not a complete list, and should not be 

considered so, yet research carried out with patients has found that women were told the 

foetal anomaly “did not tick a box” and therefore they had to travel abroad or continue with 

the pregnancy. (Mishtal et al., 2021) Lavelanet et al. (2018) argue that: “Where laws contain 

a specific list of health indications for which an abortion can be performed, questions may 

arise as to whether service providers will interpret these lists restrictively or whether they will 

consider them as illustrations, which do not preclude clinical judgment”. The conservative 

interpretation of foetal anomalies has left hundreds of women having to travel abroad for 

care.  

In the case of FFAs, all decisions are under review by a multidisciplinary team (MDT). An MDT 

“is a formally constituted committee of the hospital – this is likely to be at hospital group level 

where the foetal medicine expertise is concentrated” (IOG, 2019). This means that several 

doctors, sometimes up to 10 or 12 experts, are reviewing one case, even though the 

legislation states that only two medical practitioners are needed to sign off on an abortion 

under Section 11. The patient’s consultant presents the case to their colleagues who all 

debate the case. This practice completely removes the woman from the decision-making 

process and does not take her wishes into account. The woman is left relying on her 

consultant to present her case efficiently in order to gain approval from the MDT for the 

abortion. Having 10 to 12 doctors agree on complex cases is always challenging, and not 

legally necessary.  

 

Section 9: Risk to Health and Life 

https://www.irishstatutebook.ie/eli/2018/act/31/section/11/enacted/en/html
https://www.irishstatutebook.ie/eli/2018/act/31/section/9
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In 2019, just 21 people accessed an abortion under Section 9 of the 2018 Act, where “there is 

risk to the health or life of the pregnant woman”. The interpretation of “risk to life” has largely 

focused on risk to the person's physical health, rather than mental health. WHO guidelines 

describe health as “a state of physical, mental and social well-being” (WHO, 2012) The 

conservative interpretation of Section 9 has meant that women have had to continue with 

unwanted pregnancies which seriously affect their mental health. An interpretation of health 

to include mental health should be considered.  

 

Recommendations:  
 

A change in the interpretation of the legislation and a change in policy could allow abortion 

post-12 weeks in cases of failed EMA. 

 

The conservative interpretation of foetal anomalies has left hundreds of women having to 

travel abroad  to access care. 

 

In cases of FFA a Multi-Disciplinary Team decides if the woman is entitled to an abortion or 

not. This practice completely removes the woman from the decision-making process. 

Having 10 to 12 doctors agree on complex cases is always challenging and not legally 

necessary.  

 

The interpretation of risk to life has largely focused on risk to the person's physical health, 

rather than their emotional or mental health. The conservative interpretation of Section 9 

has meant that women have had to continue with unwanted pregnancies which seriously 

affect their mental health. Mental wellbeing is an integral dimension of health, thus 

operational definitions must be broadened.  

Patients should have a choice between EMA and a surgical procedure. All decisions should 

be patient-centred, made by the patient and supported by the doctor, with the well-being 

of the woman prioritised throughout. 

Vacuum aspiration procedure recommended by WHO. All providing hospitals and clinics in 

Ireland should be trained in using this procedure.  
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Safe Access Zones 

Dette McLoughlin  

 

The purpose of Safe Access Zone (SAZ) legislation, as summarised by the Queensland Law 

Reform Commission, is: 

“... to protect the safety and well-being, and respect the privacy and dignity, of people 

accessing termination services premises, as well as employees and others who need 

to access those premises in the course of their duties and responsibilities” (quoted in 

Reddy, 2019, p. 1) 

The people of Ireland deserve the same level of protection and respect. 

 

Legislation 

During the passage of the 2018 Act, the issue of SAZs being provided for in the legislation was 

raised. A majority agreed that patients have a right to access healthcare services without 

intimidation or harassment. It was decided, however, to consider the issue separately at a 

later time. Legislation on this issue was promised by the Government at the time, yet no 

progress has been made on it since. 

On 2nd January 2020, after anti-abortion protesters demonstrated outside the National 

Maternity Hospital, the then Minister for Health Simon Harris said once again that he was 

committed to implementing SAZs around hospitals carrying out termination procedures. We 

are still without said legislation. The Programme for Government also contains a commitment 

to “Establish exclusion zones around medical facilities” (Department of the Taoiseach, 2020, 

p. 47). 

On 17th November 2020, in response to a question by David Cullinane TD on the status and 

plans for advancing SAZ legislation, Minister for Health Stephen Donnelly responded: 

“Women and healthcare staff should be assured that there is existing legislation in place to 

protect them and to protect patients.” 

AAC West argues in this submission that this is not the case. 

 

Protests and their effects 
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As AAC West and other advocacy groups had predicted, anti-abortion campaigners 

established protests outside some of the healthcare services providing abortion from the 

introduction of the new services in Ireland. AAC West became aware of protesters picketing 

Galvia West Medical Centre in Galway from just three days after termination services became 

available in primary care settings. Demonstrators outrageously claimed that they were 

targeting this medical practice because it was “on the HSE list as being an outlet for the 

abortion pill”, drawing national media attention (Cullen, 2019). The protests were upsetting 

for the whole community. 

 

Patients and visitors 

It came to the attention of AAC West that there were instances of anti-abortion protesters 

assembling outside a Galway hospital too. People using such healthcare premises contacted 

AAC West, relating to us how distressing their experiences were. 

Anti-abortion demonstrations outside healthcare services can cause harm to those accessing 

abortion treatment, with long-lasting negative effects on a person’s health. Upsetting graphic 

imagery and cruel, judgemental sloganeering is commonly used in a deliberate attempt to 

instill feelings of blame, shame, and stigma on those accessing a legitimate and vital 

healthcare service.  

Fear of even having to face a potential anti-abortion demonstration can act as a deterrent, 

putting patients off from attending a clinic or hospital for their treatment. The real possibility 

of having to face protesters is making women feel exposed and vulnerable 

AAC West has been told that patients from all age groups, both men and women, have 

complained of feeling uncomfortable or frightened having to pass anti-abortion protesters. 

Consideration must also be given to patients hoping to access clinics and hospitals for reasons 

other than accessing abortion services, who may be disturbed at having to face anti-abortion 

demonstrators.                                                                             

AAC West has members with personal experiences of the need for SAZs. These include: 

● Fear of potential demonstrations outside a clinic when accessing a premises as a 

reproductive health patient, even though not for abortion services. Genuine concerns 

of being approached or harassed are frightening, and even more so if one must attend 

the premises alone. 

● Having to pass an anti-abortion demonstration outside a multi-purpose health centre. 

Even though the number of protesters was small and they were silent, just with 

material on display, it was still an intimidating ordeal, causing worry about being 

approached, questioned, or labelled a “murderer” (The Journal, 2020).  It is most 

unfair to allow this to be inflicted on patients. 
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● Accompanying a woman accessing an abortion service with anti-abortion protesters 

outside the building. The prospect of having to pass such a demonstration when 

accessing treatment forces some patients to have to resort to telling a friend, or even 

a stranger, their personal health details to secure a companion to cross the path of 

the protesters and get into the building safely. Activist groups around the country 

provide such companions for patients who need them. No-one should have to reveal 

their private medical details to feel safe enough to access healthcare. 

 

Every patient must be able to approach and enter clinics and hospitals to access healthcare 

without fear of anti-abortion harassment. 

It can be a most unsuitable experience for visitors to a premises that is being targeted too, as 

the propaganda and materials used are often inappropriate for public settings.  It is totally 

unacceptable if patients or their visitors are at risk of being accosted or apprehended by a 

group or individuals asking them personal questions, holding placards, or taking notes on 

them.                                                        

 

Medics and staff 

Anti-abortion demonstrations are also off-putting to any medic considering participating in 

abortion services. This can be especially the case in rural areas where they are embedded in 

the local community. The effects of demonstrations or of being identified by protesters can 

have negative consequences for individuals in their employment and private lives.  Ireland 

requires more medics providing abortion treatment; they need encouragement, not 

dissuasion. AAC West has also had feedback from abortion providers that concern about 

protesters outside surgeries may be a barrier to a GP registering with MyOptions as a 

provider.                                                                                                                          

Other staff working in a targeted service can find such demonstrations unpleasant and 

distressing. It can be extremely difficult for individuals if they feel nervous about being subject 

to scrutiny or recognised by protesters. People have a right to access their place of work 

safely. 

 

The Covid-19 pandemic and resumption of protests 

Although anti-abortion demonstrations have subsided during the Covid-19 pandemic, some 

have continued to take place in both urban and more rural settings, including outside Limerick 

Hospital and a primary care practise in County Roscommon. There is no reason to doubt that 

the number and frequency of such demonstrations will increase as the lockdown restrictions 

ease, which is a troubling prospect. 
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An undercover reporter has already revealed a campaign led by US organisation Sidewalk 

Advocates for Life (Coyne & O’Neill, 2019). With links to the unregulated Gianna Care 

pregnancy agency, which has branches in Dublin, Galway and Tralee, their aim is to target 

medics and patients across Ireland by exploiting gaps and loopholes in our current law. 

It is unacceptable to target women and pregnant people who are already making hard 

decisions in the very places that they should expect to be safe from harassment. AAC West 

encourages the Government to create SAZs before this unwelcome behaviour gets a foothold 

in Ireland, making it harder for women to access care and deterring medics from providing 

abortion services, as it has in countries such as the USA and UK. 

 

Rights 

Anti-abortion protesters claim that they are asserting their rights to express their opinions 

based on their moral, religious, and personal stance on abortion. However, the right to 

protest is not absolute in law and can be regulated, including to protect the rights and 

freedoms of others, and on grounds of public order.  

Anti-abortion demonstrations outside premises providing abortion services pose a serious 

risk to a range of rights, including the right to mental and physical health and the right to 

safely access healthcare services in privacy and dignity without discrimination. Legislation to 

introduce SAZs in other jurisdictions, including Canada, Australia and the UK, have been 

judged by courts as legal and compliant with human rights (Reddy, 2019). 

The Government is obliged to protect our rights under the Irish Constitution, the European 

Convention on Human Rights, the UN Convention on the Elimination of all forms of 

Discrimination against Women (CEDAW), among others. This is not being done. 

 

Existing legislation 

Currently, individuals seeking to access abortion services without the traumatic experience of 

encountering a protest that is taking place outside a healthcare facility, and staff requiring 

demonstrators to be moved away from the premises to avoid unpleasantness, have to rely 

on discretionary use of powers by Gardaí. This is proving inadequate 

AAC West has encountered instances regarding unsatisfactory responses by Gardaí to 

complaints. We were informed that a Galway medical centre experiencing anti-abortion 

protests outside their premises had reason to call An Garda Siochana to prevent intimidation 

of patients. Staff at the GP clinic contacted the gardaí whilst the protesters were outside. 

Regrettably, no garda personnel arrived on the scene at the time, nor responded later. 
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In April 2019, AAC West contacted the Joint Policing Committee Administrator to look into 

this issue. Given the important role of the Joint Policing Committee, we proposed that 

recommendations be made so that any future complaints from the public relating to such 

incidents are followed up and responded to immediately by Gardaí. We heard nothing back. 

We can’t be complacent about this. There is currently no adequate legislation in place 

protecting those accessing and providing abortion services from intimidation. There is nothing 

to stop protestors interfering, communicating, and causing distress to women and pregnant 

people outside health care facilities. The law must protect our legitimate rights to access 

healthcare. Necessary measures must be taken to guarantee this rather than relying on 

Gardai to react with public order directives after our rights have been infringed. This must be 

attended to urgently.         

 

Bylaws 

As the public in general finds harassment of patients and staff unacceptable, the following 

attempts have been made to introduce SAZs through local by-laws: 

● February 2019: A motion was passed by Louth County Council to introduce a bylaw 

allowing SAZs to be established around abortion service facilities.    

● March 2019: An emergency motion calling for bylaws to impose “exclusion zones” 

outside hospitals and GP clinics that conduct abortions was moved at Dublin City 

Council. This was ruled “out of order” by the Lord Mayor. 

● March 2019: Sligo County Council passed a motion on the Minister for Health to 

speed-up legislation on SAZs. 

● May 2019: AAC West initiated a similar motion to that in Louth, which was proposed 

to Galway City Council. Although a majority of Galway City Councillors supported the 

introduction of a bylaw, the interpretation was that the Council did not have the 

authority to implement SAZs through a bylaw.  Instead, a motion was passed 

demanding urgent nationwide legislation. 

● July 2021: Limerick City and County Councillors voted unanimously to call on the 

Health Minister to legislate for SAZs amid ongoing anti-abortion protests outside 

University Maternity Hospital, Limerick (UMHL) and other healthcare settings. They 

wrote to Minister Donnelly urging him to prioritise legislation for SAZs (O’Rourke, 

2021). 

In 2021, Together for Safety, a national group set up to campaign for SAZs, announced that it 

is working with the Irish Council for Civil Liberties and cross-party politicians to draft a Private 

Members Bill. While the Safe Access to Termination of Pregnancy Services Bill 2021 is 

currently before the Seanad Éireann, many remain concerned and frustrated by the 

Government’s refusal to act decisively on this matter (Moore, 2022). 

https://www.thetimes.co.uk/article/anti-abortion-protests-held-outside-clinics-set-to-be-banned-by-council-dkpsscm89
https://www.thetimes.co.uk/article/anti-abortion-protests-held-outside-clinics-set-to-be-banned-by-council-dkpsscm89
https://www.oireachtas.ie/en/bills/bill/2021/130/
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Demand for Legislation 

We need to eradicate the stigma around abortion; and allow all women and their families 

access to the full range of reproductive health services in a balanced and supportive way. 

There is a huge amount of support and demand for legislation and there are excellent 

examples of good quality legislation and by-laws in other jurisdictions that can be drawn on 

which have been judged by courts as legal and compliant with human 

rights.                                                                                                         

AAC West urges the Minister for Health to liaise with Lawyers for Choice who have been 

compiling examples of best practice in protecting women and medics.   

 

Recommendation:  
 
AAC West calls on the Minister of Health to act speedily to vindicate the rights of those 

seeking abortion services and protect us all by introducing legislation immediately to 

prevent any person having to fear anti-abortion intimidation accessing any healthcare 

premises. 
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Contraception and Reproductive Health Services 

Ciara Murphy and Saoirse Nic Gabhainn 

 

In 2012, the UN declared universal access to contraception to be a human right, and essential 

for gender equality (Greene, Joshi & Robles, 2012). Contraceptive use reduces the need for 

abortion services (Marston & Cleland, 2003). Cleland (2020) demonstrates how contraceptive 

non-use is associated with unintended pregnancy, and unintended pregnancy is associated 

with abortion, but also that choice of contraceptive method is an important predictor of both 

unintended pregnancy and abortion. 

The ancillary recommendations of the Citizens’ Assembly ‘Recommendations on the Eighth 

Amendment of the Constitution’, included that “Improved access to reproductive healthcare 

services should be available to all women – to include family planning services, contraception 

…” (Citizens’ Assembly, 2017). Similarly, the Joint Oireachtas Committee on the Eighth 

Amendment to the Constitution Oireachtas (2017) recommended: “the introduction of a 

scheme for the provision of the most effective method of contraception, free of charge and 

having regard to personal circumstances, to all people who wish to avail of them within the 

State”, noting that the cost of contraception was an important barrier to access. 

The expense of accessing contraception can be prohibitive. Many women have neither 

medical cards nor funds for contraceptives, or emergency contraception. They also often have 

to pay for an initial doctor’s consultation as well as repeat appointments for prescription 

renewal. Studies have shown that the main barrier to the most effective forms of 

contraception (vasectomy and long-acting reversible contraception choices like the coil, 

hormonal IUDs, and implants) is cost, and that their introduction is cost-effective 

(Mavranezouli & Wilkinson, 2006). As recommended by the International Federation of 

Gynecology and Obstetrics, these should be available post-abortion in order to reduce the 

number of unwanted pregnancies in Ireland (Gemzell-Danielsson, Kallner & Faúndes, 2014). 

AACW strongly supports the call for free access to contraception. In November 2019 we sent 

a petition with more than 600 signatures calling for such access to the then Minister for 

Health, Simon Harris, T.D. At the time, we were told we would have to wait, we disagreed 

then and now. 

The report of the Working Group on Access to Contraception (2019) discusses the evidence 

for barriers to contraception use in Ireland including misinformation/lack of information, 

access, embarrassment, stigma, inconvenience, and provider capacity. The report considers 

the issue of cost in some depth but does not favour a policy making contraception free of 

charge to all. AACW finds that the working group did not adequately consider gender and 

income inequities in their determination about costs, but do correctly point out that policy 
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change to improve access to contraception cannot rely solely on making it free; all barriers to 

contraceptive use must be tackled. 

AAC West commend the Irish Family Planning Association on their framework report 

‘Universal, free access to contraception in Ireland’ (IFPA, 2021). The report very clearly lays 

out the context and outlines the principles that should underpin universal contraceptive 

provision, including non-discrimination, availability, accessibility, acceptability, high quality, 

informed decision-making, privacy and confidentiality, participation and accountability. This 

is a very timely contribution and must be acted upon. 

 

Recommendations:  

We advocate for the Citizens’ Assembly and Joint Oireachtas Committee 

recommendations on contraception be acted upon urgently. It is of vital importance that 

free, accessible, contraception be included in the review of the legislation. 

The widespread availability of contraception increased women’s agency and autonomy 

and reduces the need for abortion and associated costs. Free Contraception is needed 

for all. 

Action is required on all barriers to contraception use, including those identified by the 

Working Group on Access to Contraception: cost, misinformation/lack of information, 

access, embarrassment, stigma, inconvenience, and provider capacity. 

We support the principles of the IFPA framework on universal, free access to 

contraception in Ireland (2021), which should form the basis of the change in policy now 

required. 
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Relationships and Sexuality Education 

Ciara Murphy and Saoirse Nic Gabhainn 

 

Reproductive and sexual health is a fundamental element of health and wellbeing. As 

described by the World Health Organization (2006), sexual health is a state of physical, 

emotional, mental and social wellbeing in relation to sexuality, not merely the absence of 

disease, dysfunction or infirmity. Sexual health requires “a positive and respectful approach 

to sexuality and sexual relationships, as well as the possibility of having pleasurable and safe 

sexual experiences, free of coercion, discrimination and violence”. Appropriate and 

comprehensive sex education leads to more affirmative decisions from women about their 

sexuality and reproduction choices (UNFPA, 2022)  

An important determinant of good sexual health is access to information about reproductive 

and sexual health, but it also requires the skills and ability to make informed sexual choices 

and a context which supports these positive behaviours. The first Irish Sexual Health Strategy 

(Department of Health, 2015) includes as one of three overarching goals that “Everyone living 

in Ireland will receive comprehensive and age-appropriate sexual health education and/or 

information and will have access to appropriate prevention and promotion services”. 

Young people have a right to knowledge about health under the United Nation’s Convention 

on the Rights of the Child, which was ratified by Ireland in 1992. Reproductive and sexual 

health is a fundamental element of health and wellbeing, and is key to the WHO Framework 

for Adolescent Wellbeing (Ross et al., 2020). Relationships and Sexuality Education has been 

mandatory in Irish schools since 1996, but has been poorly implemented for some students 

and in some schools. Youth settings also frequently provide relevant education and training. 

For example, the National Youth Council of Ireland provide training and support to youth 

workers implementing the ‘B4UDecide’ programme with young people, while Foróige provide 

training for staff to implement their ‘REAL U’ programme, which was updated in March 2022. 

There are a variety of other interventions, educational programmes, training for trainers and 

online initiatives offered by the statutory services and NGOs across the country. Many of 

these are aimed at particular population sub-groups, are funded by the state via the HSE 

Sexual Health and Crisis Pregnancy Programme and can be found at www.sexualwellbeing.ie. 

Notwithstanding these initiatives the Ancillary Recommendations of the Citizens’ Assembly 

the Eighth Amendment of the Constitution included that “Improvements should be made in 

sexual health and relationship education, including the areas of contraception and consent, 

in primary and post-primary schools, colleges, youth clubs and other organisations involved 

in education and interactions with young people” (Citizens’ Assembly, 2017).   
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The Joint Oireachtas Committee on the Eight Amendment to the Constitution also addressed 

the issue of sex education in its final report (Oireachtas, 2017). They fully supported the 

recommendations of the Citizens’ Assembly but also noted concerns about post-primary 

school-based relationships and sex education including the lack of teacher training for 

programme delivery, the impact of school ethos on the content being delivered and the 

involvement of external groups and organisations in the direct provision of education within 

schools, without appropriate oversight and quality control. These concerns are supported by 

Irish findings in a review of sexuality education across 25 countries (BZgA and IPPF, 2018), 

which also explicitly highlight the influence of the catholic church on teaching. 

A full review of Relationships and Sexuality Education has been undertaken by the National 

Council for Curriculum and Assessment (NCCA), along with a wide range of stakeholders. The 

recommendations of this review are imminent and should not be prejudged. It is anticipated 

that the findings will be implemented within the recently introduced Wellbeing Framework 

for schools (Department of Education and Skills, 2018). Keating, Morgan and Collins (2018) 

provided a critical research background paper for the review, including the context in Irish 

schools and a review of approaches and models of implementation. Although Keating et al. 

(2018) do not make recommendations, they do highlight the potential value of  cross-national 

guidance including that from WHO (2010) and UNESCO (2018). These two UN bodies 

recommend the implementation of ‘Comprehensive Sexuality Education’ (CSE), which is 

consistent with Sustainable Development Goal 4 on education. BZgA and IPPF (2018) 

recommend that such education needs to start early and be supported by developments in 

the wider community, including improved teacher training, and access to adolescent-

appropriate reproductive and sexual health services. In the Irish context, the religious ethos 

of the majority of primary and secondary schools has long been a barrier to comprehensive, 

factual, and impartial sex education. It is of vital importance that young people receive age 

appropriate and impartial information on sex and relationships. 

Recommendations:  

All children and young people should receive a comprehensive and holistic education on 

intimate relationships, sex, sexuality, reproductive healthcare and contraception as part 

of their mandatory education. 

Schools and teachers must be provided with the training and resources to implement 

high quality relationships and sexuality education 

Relationships and sexuality education must be evidence-based and implementation 

should be monitored in line with international standards. 



Abortion Access Campaign West  

38 
 

Targeted sexual health interventions for out of school youth and adults must adopt the 

same evidence-based principles as those for school children. 
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Conclusions and Recommendations 

 

AAC West believes that the 2018 Act has serious flaws and we are disappointed that the 

current review is limited to the operation of the Act. The Act itself requires change to be in 

line with best practice internationally, to uphold women’s human rights and to remove 

gatekeeping that should have no place in modern healthcare. Our recommendations below 

are focused on the parameters of the current review. 

 

MyOptions and Access to Information on Abortion: 

1. The national HSE booklet on abortion should be translated into frequently used 

languages, making it more accessible for marginalised groups, and available in audio 

and large print format for those who have difficulty reading.  

2. More promotion of MyOptions and the services it provides is needed.  

3. The MyOptions phone line which directs patients to patient care should be available 

24/7.  

4. MyOptions website does not clearly state that callers can obtain the contact details 

for registered abortion providers near them through this service. This should be stated 

clearly on the website.  

5. AAC West recommends that MyOptions directly provide an efficient and timely 

booking service for women.  

6. MyOptions should provide information on abortion post-12 weeks gestation.  

7. Legislation should be introduced to ensure that fraudulent help-lines and websites 

cannot deter access to healthcare.  

8. A website with county-by-county information on nearest abortion providers and 

available care would be extremely beneficial in rural Ireland and could work well 

alongside the MyOptions HSE helpline. 

 

Criminalisation should be removed from legislation: 

1. Criminalisation causes a ‘chilling effect’  which impacts on both service providers and 
women seeking care.  
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2. The lack of clarity on the criminal context hampers clinical decision-making, with 
negative consequences for both women and service providers.  

3. The reasonable reaction of health care practitioners is to make conservative 
judgements to ensure that they cannot be prosecuted.  

4. Potential for prosecution also means that health care practitioners in training are less 
willing to specialise in this area of women’s health care  

 

A review of the legislation is required: The mandatory 3 day waiting period must be 

repealed 

1. A ‘no mandatory waiting’ policy would ensure that more women have genuine access 
to abortion services.  

2. The mandatory 3 day waiting period leads to later abortions. Removing the 3 day wait 

would mean: removing this torturous wait for women; greater chance of being able 

to avail of EMA with pills at home; more time to continue treatment if the abortion 

fails before reaching the legal time limit; and an improved health care experience. 

3. A removal of the 3 day waiting period would reduce the burden on already 
overworked GP practices, and earlier abortion will mean fewer abortions taking place 
in hospitals thereby reducing costs to the HSE, and to families.  

4. The mandatory waiting period is not in the best interests of the patient and should be 
deleted in its entirety.  

 

Conscientious Objection (CO) needs to be monitored and managed so that provision of 
services are extended: 

1. Publicly owned and funded non-religious hospitals as legal entities cannot rely on the 

right to freedom of thought, conscience and belief under Article 9 of the United 

Nations Declaration of Human Rights. The lack of termination services in these 

hospitals in Ireland must be addressed as a matter of urgency. 

2. CO by medical staff is part of the reason for limited availability of services in hospitals 

and it needs to be addressed. We need clarity in Ireland as to what extent CO is being 

utilised and what parameters operate. There needs to be an easily accessible public 

database of what services are available in each hospital and the extent (if any) of the 

use of CO. 

3. In other European countries, a medical professional must provide a written 

declaration of their CO to the hospital director stating clearly that he/she is a 
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conscientious objector. However, he/she must provide an abortion if necessary to 

save the life of the woman. This practice should be extended to Ireland.  

4. In the West of Ireland, Letterkenny, Sligo and Portiuncula General Hospitals do not 

provide abortion services, therefore the ‘transfer of care’ could for example mean a 

transfer to Mayo General Hospital (195 kilometres) from Letterkenny. Connaught 

covers a vast geographical area (17,785 km²) with only two of the five Saolta group 

hospitals providing abortion services.  

 

Telemedicine should be standard care and must be the woman’s choice: 

1. Telemedicine has been globally established as safe and effective for medical abortion. 

Since the COVID-19 pandemic, telemedicine has emerged as an essential service for 

delivering routine clinical care and should be continued post pandemic. 

 

2. The mandatory 72-hour waiting period under the 2018 Act left women having to 

attend multiple appointments. Women should be given the choice to attend the 

appointments in person or remotely.  

 

3. Telemedicine services support women with limited access to transport or other 

geographical inequalities in GP access. 

 

4. Telemedicine provides safer and more confidential access to service providers. 

 

5. Telemedicine allows the woman to start the abortion at a time that is suitable for 

her, in line with work, caring and other commitments. 

 

Access to Abortion Post 12 weeks gestation 

1. A change in the interpretation of the legislation and a change in policy could allow 

abortion post-12 weeks in cases of failed EMA. 

 

2. The conservative interpretation of foetal anomalies has left hundreds of women 

having to travel abroad  to access care. 

 

3. In cases of FFA a Multi-Disciplinary Team decides if the woman is entitled to an 

abortion or not. This practice completely removes the woman from the decision-

making process. Having 10 to 12 doctors agree on complex cases is always challenging 

and not legally necessary.  
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4. The interpretation of risk to life has largely focused on risk to the person's physical 

health, rather than their emotional or mental health. The conservative interpretation 

of Section 9 has meant that women have had to continue with unwanted pregnancies 

which seriously affect their mental health. Mental wellbeing is an integral dimension 

of health, thus operational definitions must be broadened.  

 

Provision of ambulatory abortion services to include nurses and midwives: 

1. In the USA, Canada, France, UK and other countries, nurse practitioners, midwives 

and physician assistants perform safe surgical abortion. There is clear evidence that 

first trimester medical abortion and surgical abortions via vacuum aspiration can be 

carried out by health care practitoners with training, and are appropriate to primary 

care and hospital settings. 

 

2. This has the potential to increase access and speed of referrals, which are 

particularly necessary in remote or marginalised communities.  

 

Patients should have a choice in the abortion procedure 

1. EMA is pushed in all cases, even when it is not the best option for the patient. In 

cases of gestation under 10 weeks patients should have a choice between EMA and a 

surgical procedure. 

 

2. Vacuum aspiration procedure recommended by WHO. All providing hospitals and 

clinics in Ireland should be trained in using this procedure.  

 

3. All decisions should be patient-centred, made by the patient and supported by the 

doctor, with the well-being of the woman prioritised throughout. 

 

Safe Access Zone Legislation is needed  

1. Anti-abortion demonstrations outside healthcare services can have long-lasting 

negative health impacts for service users. 

2. Fear of having to face a potential anti-abortion demonstration can act as a deterrent, 

putting patients off from attending a clinic or hospital for their treatment. 

3. Anti-abortion demonstrations are also off-putting to any HCPs considering 

participating in abortion services. This can be especially so in rural areas where they 

are embedded in the local communities. 
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Free Contraception is needed for all 

1. We advocate for the Citizens’ Assembly and Joint Oireachtas Committee 

recommendations on contraception be acted upon urgently. It is of vital importance 

that free, accessible, contraception be included in the review of the legislation. 

2. The widespread availability of contraception increased women’s agency and 

autonomy and reduces the need for abortion and associated costs. Free 

Contraception is needed for all. 

3. Action is required on all barriers to contraception use, including those identified by 

the Working Group on Access to Contraception: cost, misinformation/lack of 

information, access, embarrassment, stigma, inconvenience, and provider capacity. 

4. We support the principles of the IFPA framework on universal, free access to 

contraception in Ireland (2021), which should form the basis of the change in policy 

now required. 

 

Better Relationships and Sexuality Education 

1. All children and young people should receive a comprehensive and holistic education 

on intimate relationships, sex, sexuality, reproductive healthcare and contraception 

as part of their mandatory education. 

2. Schools and teachers must be provided with the training and resources to 

implement high quality relationships and sexuality education 

3. Relationships and sexuality education must be evidence-based and implementation 

should be monitored in line with international standards. 

4. Targeted sexual health interventions for out of school youth and adults must adopt 

the same evidence-based principles as those for school children. 
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