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Introduction 

The Faculty of Sexual and Reproductive Healthcare (FSRH) welcomes the opportunity to respond to 

this consultation. FSRH is the largest UK multidisciplinary professional membership organisation 

representing more than 15,000 doctors and nurses working at the frontline of sexual and 

reproductive health (SRH) care, including in Northern Ireland. Our goal is to ensure that high 

standards in SRH care are achieved and maintained to ensure the population can access services 

which realise our vision for high-quality and holistic SRH across the life course. 

FSRH believes women should be able to access safe and legal abortion wherever they live in the UK. 

We support the removal of criminal sanctions associated with abortion, throughout the UK. Abortion 

should be subject to appropriate professional standards and regulatory frameworks. Our vision is a 

UK in which there is no fear of harassment or stigma for women who consult healthcare 

professionals for abortion. All women should be able to receive prompt access to abortion services, 

which should include good pregnancy decision-making support.  

 

Question 1: Should the gestational limit for early terminations of 
pregnancy be:  
 

Yes No 

Up to 12 weeks gestation (11 weeks + 6 days)  
 

 X 
Up to 14 weeks gestation (13 weeks + 6 days)  
 

 X 
If neither, which alternative approach would you suggest? 
 
We believe that gestational limits on early termination serve only to stigmatise service users and 
abortion care providers and increase the likelihood that women will be unable to seek abortion 
care locally and in a timely manner. In the Republic of Ireland, many women continue to travel to 
the UK to access abortion care, as a result of the 12-week limit on abortion on request. This 
demonstrates the arbitrary and redundant nature of early-term abortion limits. We believe that 
women in need of abortion care will usually seek abortion as early as possible.  
 
Rather than reducing the number of terminations, early gestational limits will make it more 
difficult for women to access essential services, which may not always be available locally, thereby 
increasing the length of time women must wait to access care. It is vital to note that, in the UK, 
90% of abortions are carried out before 12 weeks. We therefore believe that the most effective 
way to ensure that terminations are carried out as early as possible is to remove arbitrary legal 
restrictions on access.   
 
Despite progress, challenges in SRH provision remain a reality in Northern Ireland. SRH services 
are still not adequately funded and not always well located, with often poor facilities and staffing 
shortages. This is particularly a problem in rural areas.  Our members in Northern Ireland have 



reported increased waiting times, which have reduced the accessibility of SRH services. This 
variation in the quantity and availability of services compromises women’s access to 
contraceptive care. Waiting lists can be up to three months in some cases, especially for complex 
contraceptive care such as fitting long-acting reversible contraceptives (LARCs), the most effective 
methods of contraception. Our members have highlighted great variation in quality between 
Trusts, with LARC provision identified as being inconsistent in different locations. 
 
This contravenes the recommendations from Paragraphs 85 and 86 in the report by the 
Committee on the Elimination of Discrimination against Women (CEDAW/C/OP.8/GBR/1), which 
require the State to provide “non-biased, scientifically sound and rights-based counselling and 
information on sexual and reproductive health services, including on all methods of contraception 
and access to abortion” as well as to ensure “the accessibility and affordability of sexual and 
reproductive health services and products, including on safe and modern contraception, including 
oral, emergency, long-term and permanent forms of contraception, and adopt a 
protocol to facilitate access at pharmacies, clinics and hospitals”. 
 
Lack of access to basic contraceptive services may lead to an increase in abortion rates. This may 
also increase the likelihood that women will have to travel to other parts of the country or to 
Great Britain to access abortion care.  Therefore, we call upon SRH services being sufficiently 
funded, so that women have better access to contraception, thereby minimising the potential 
need for abortion services in the first place. 

 

Question 2: Should a limited form of certification by a healthcare 
professional be required for early terminations of pregnancy?  

Yes No 

X 
If no, which alternative approach would you suggest? 
 
We do not support any form of additional certification. The requirement of additional 
certifications would limit availability of abortion significantly. Additionally, there is no scientific 
basis for the need to ‘certify’ an abortion procedure.  Paragraph 85(d) of the CEDAW report 
requires the State to adopt evidence-based protocols for healthcare professionals on 
providing legal abortions. Hence, adopting a limited form of certification with no scientific basis 
would contravene the CEDAW recommendations.  We believe that abortion care should fall in line 
with General Medical Council (GMC) guidelines around informed consent, whereby the patient 
has ultimate autonomy over their care decisions. We do not believe that particular legislative 
restrictions should be placed on women's autonomy. 
 
. In order for abortion services to be available throughout Northern Ireland, we believe that both 
nurses and doctors with appropriate training should be allowed to provide abortion care without 
legislative or any other form of restrictions such as additional certification. 
 

 

 

 

 

 

 



Question 3: Should the gestational time limit in circumstances where 
the continuance of the pregnancy would cause risk of injury to the 
physical or mental health of the pregnant woman or girl, or any 
existing children or her family, greater than the risk of terminating the 
pregnancy, be:  
 

Yes No 

21 weeks + 6 days gestation  
 

 X 
23 weeks + 6 days gestation  
 

 X 
If no, which alternative approach would you suggest? 
 
Abortion care should be available to women in Northern Ireland until 24 weeks of pregnancy, in 
line with current legislation in Great Britain.  
 
Women in these later stages represent the most vulnerable of all cases, who need intensive care 
packages and not legal restrictions. Abortions at this stage of pregnancy are often related to cases 
of fatal foetal abnormality. Should a fatal foetal abnormality be detected at a woman's 20-21 
week scan, a 22-week limit may force her to make an overly rapid decision prior to results from 
diagnostic tests being available.  
 
Other groups more likely to seek abortion care at later stages in pregnancy are victims of sexual or 
physical abuse, those in abusive relationships, or those who have has lengthy stays in NHS care. A 
reduction in the gestational limit in Northern Ireland would be highly likely to result in these 
vulnerable groups being forced to travel to Great Britain to access care. This would increase costs 
and waiting times for these vulnerable women and deny them efficient and comprehensive local 
care. This would also go against the requirement in Paragraphs 85 and 86 of the CEDAW report to 
advance women’s rights, including access to safe abortion care. 

 

Question 4: Should abortion without time limit be available for fetal 
abnormality where there is a substantial risk that:  
 

Yes No 

The fetus would die in utero (in the womb) or shortly after birth  
 X  

The fetus if born would suffer a severe impairment, including a mental 
or physical disability which is likely to significantly limit either the 
length or quality of the child’s life  
 

X  

If no, which alternative approach would you suggest? 
 
We believe that abortion care without gestational limit should be available in both these 
categories of fetal abnormality.As clinicians, we want to support those who receive news of foetal 
abnormality in every way possible. We believe that this includes giving them the option to 
terminate their pregnancy at any stage.  
 
We do not believe in delineating the severity of foetal abnormality. Determining whether or not a 
fetal abnormality is 'fatal' is challenging and varies between doctors. This creates a 'chilling effect' 
in doctors, who cannot be sure whether they are acting lawfully, and can increase the trauma 
faced by patients. For example, even though abortion is legal in cases of fatal foetal abnormality 
in the Republic of Ireland, women continue to travel to Great Britain in cases where their 
pregnancies show abnormalities, but which are not deemed fatal. 



 

Question 5: Do you agree that provision should be made for abortion 
without gestational time limit where:  
 

Yes No 

There is a risk to the life of the woman or girl greater than if the 
pregnancy were terminated?  
 

X  

Termination is necessary to prevent grave permanent injury to the 
physical or mental health of the pregnant woman or girl?  
 

X  

If no, which alternative approach would you suggest? 
 
Abortion is currently legal in Northern Ireland in circumstances where there is a real and 
substantial risk to the life of the pregnant woman. Introducing a gestational limit to abortion in 
this instance would be a step backwards. 
 
We believe that abortion without gestational limit should be available in both these categories of 
risk for the pregnant woman. Any restrictions on abortion in cases where a woman's life is at risk 
contravenes CEDAW conventions for women's rights. 
 

 

 

Question 6: Do you agree that a medical practitioner or any other 
registered healthcare professional should be able to provide 
terminations provided they are appropriately trained and competent to 
provide the treatment in accordance with their professional body’s 
requirements and guidelines?  
 

Yes 
 

X 

No 

If you answered ‘no’, what alternative approach do you suggest? 
 
We believe that abortion care should be subject to appropriate professional standards and 
regulatory frameworks.  All appropriately-trained healthcare professionals should be permitted to 
provide abortion procedures. The National Institute for Clinical and Healthcare Excellence (NICE) 
guideline on abortion care recommends that “abortion providers should maximise the role of 
nurses and midwives in providing care” as there is good evidence to support this (NICE. Abortion 
care [NG140]. NICE, 2017 ) 
 
We believe that nurses who are authorised to perform procedures to manage miscarriage should 
be allowed to carry out the same procedure to manage abortion. This is currently not the case in 
Great Britain, but should, we argue, be the case in Northern Ireland. This is because SRH services 
are often nurse-led, particularly in rural areas where there are funding and staff shortages. In 
order for the most vulnerable groups to access abortion care, it is imperative that all appropriately 
trained healthcare professionals can lawfully provide abortion care. 

 

 

 



Question 7: Do you agree that the model of service delivery for 
Northern Ireland should provide for flexibility on where abortion 
procedures can take place and be able to be developed within 
Northern Ireland?  
 

Yes 
 

X 

No 

If you answered ‘no’, what alternative approach do you suggest? 
We support a flexible model for location of abortion services. The NICE abortion care guideline 
recommends that abortion services be provided ‘in a range of settings (including in the 
community and in hospitals), to meet the needs of the local population’, because these measures 
improve access to abortion services (NICE. Abortion care [NG140]. NICE, 2017). We believe that 
abortion care should be provided in conjunction with other SRH services because abortion care is 
an inherent element of SRH care:  
 
--- Providing abortion care through the current network of SRH clinics in Northern Ireland would 
help to ensure that abortion care is more readily available throughout the region, which is 
particularly important for those living in rural areas. SRH services in Northern Ireland are currently 
underfunded and understaffed. We believe that funding for abortion services should go hand in 
hand with increased funding for other SRH services, to ensure the highest standard of care for all 
patients, and to ensure women have the greatest level of control over their reproductive health 
choices. 
 
--- Flexibility in the location of abortion services would enable the use of telemedicine. In line with 
the British Society for Abortion Care Providers (BSACP) and Access Research Knowledge (ARK), we 
believe that telemedicine provides a way for clinicians to provide care safely and effectively 
(Horgan G, Gray A, Morgan L. Developing policy for a full reproductive health service in NI. ARK 
Policy Brief, 2019). It also offers more privacy to women, which is of the utmost importance given 
the sustained stigma around abortion care in Northern Ireland. 
 
--- Integrated services would enable clinicians to offer contraceptive advice and services to 
women following abortion care. In Northern Ireland, just over one quarter of women of 
reproductive age use prescribed contraceptives (Horgan G, Gray A, Morgan L. Developing policy 
for a full reproductive health service in NI. ARK Policy Brief, 2019). More than 50% of women have 
been reported to resume sexual activity within two weeks after abortion (FSRH. Contraception 
After Pregnancy. FSRH, 2017). Therefore, it is paramount that women have immediate access to 
contraception in abortion services. FSRH Service Standards for Sexual and Reproductive 
Healthcare services recommend that abortion providers should advise and facilitate the supply of 
contraception, including LARC methods, as part of the episode of care. 
 
In line with BSACP, we do not support mandated follow-ups, nor any statutory waiting period 
before treatment, as both are distressing for women and cause unnecessary delay. 

 

 

 

 

 

 



Question 8: Do you agree that terminations after 22/24 weeks should 
only be undertaken by health and social care providers within acute 
sector hospitals?  
 

Yes No  
 

X 
If you answered ‘no’, what alternative approach do you suggest? 
 
We do not support this restriction. We do not believe that there is any reason for abortion 
procedures at any gestational stage to be restricted to hospital provision. Indeed, there are no 
such restrictions in place for the location of obstetric care. Acute hospital care should be required 
only when there is a higher level of service needed, which cannot be met in clinics, GP practices or 
other community settings. 
 
In line with BPAS, we believe that decisions about clinical safety and efficacy should be made at a 
regulatory level, rather than through legislation. 

 

 

Question 9: Do you think that a process of certification by two 
healthcare professionals should be put in place for abortions after 
12/14 weeks gestation in Northern Ireland?  
 

Yes No  
 

X 
Alternatively, do you think that a process of certification by only one 
healthcare professional is suitable in Northern Ireland for abortions 
after 12/14 weeks gestation?  
 

 X 

If you answered ‘no’ to either or both of the above, what alternative provision do you suggest?  
 
We believe women should be able to access safe and legal abortion wherever they live in the UK. 
We support the removal of criminal sanctions associated with abortion, throughout the UK. 
Abortion should be subject to appropriate professional standards and regulatory frameworks. We 
also support the BSACP in this regard, who state that they "do not believe that the State should 
legislate to overrule a woman’s autonomy over her own body, nor that a doctor should have this 
power. In all other areas of medicine, the principle of informed consent is paramount such that an 
individual has autonomy to make decisions regarding their own healthcare, even if those decisions 
are against the advice of their doctor. Women should not have different standards applied to their 
reproductive health" 
 
As stated above, the requirement of additional certifications would limit availability of abortion 
care significantly. A requirement for certification puts the ultimate control over abortion care in 
providers' hands, rather than in patients'. As clinicians, we believe that it is our duty to support 
our patients' decisions. A requirement for certification would hinder our ability to provide care in 
a timely, efficient, respectful and caring manner. 

 

 

 

 

 



Question 10: Do you consider a notification process should be put in 
place in Northern Ireland to provide scrutiny of the services provided, 
as well as ensuring data is available to provide transparency around 
access to services?  
 

Yes No 
 

X 

If you answered ‘no’, what alternative approach do you suggest?  
 
We not support a notification process for abortion care in Northern Ireland. The notification 
process currently in place serves only to criminalise service users. There is thus no reason as to 
why this process should continue after decriminalisation. Furthermore, under GDPR regulations it 
would be necessary that abortion providers inform patients that their data will be shared with the 
Chief Medical Officer.  
 
We find anonymous data collection on abortion by the Department of Health permissible. 
However, we do not agree with this being enshrined in law. We believe that ‘normalisation’ of 
abortion is one of the primary goals of abortion care provision in Northern Ireland, and that a 
notification process would undermine this goal. 

 

 

Question 11: Do you agree that the proposed conscientious objection 
provision should reflect practice in the rest of the United Kingdom, 
covering participation in the whole course of treatment for the 
abortion, but not associated ancillary, administrative or managerial 
tasks?  
 

Yes No 
 

X 

If you answered ‘no’, what alternative approach do you suggest?  
 
 We support the right of healthcare professionals to have an objection to participating directly in 
abortion care, except where an abortion procedure is necessary to save the life of a pregnant 
patient or prevent grave permanent injury 
 
However, we do not believe that the right to these beliefs should be incorporated into abortion 
law. Rather, we recommend that conscientious objection be regulated in line with General 
Medical Council guidelines, which state that personal beliefs must not be pursued where they are 
in conflict with the principles of good medical practice, treat patients unfairly, deny patients 
access to appropriate treatment or services, or cause distress to patients (General Medical 
Council. Personal beliefs and medical practice, 2013). 
 
We recognise that within a diverse body of healthcare professionals some may experience a 
conflict between their personal beliefs and one or more aspects of SRH practice. We believe that 
those clinicians who experience this conflict should not be marginalised, and disapprove of any 
harassment or discrimination of clinicians on the basis of their views on abortion.  
 
In the FSRH guidelines on personal beliefs, we state that practitioners should be prepared to take 
personal responsibility for patient care and safety, and to treat patients without judgement or 
discrimination, regardless of their stance on abortion. We recommend that healthcare 
professionals be open with colleagues and employers about any personal beliefs which could 
compromise care or treatment outcomes, ensuring that pathways are in place so that the service 
user can access care promptly   

 

https://www.fsrh.org/news/bmj-srh-editorial-conscientious-objection-guidelines-fsrh/
https://www.fsrh.org/news/bmj-srh-editorial-conscientious-objection-guidelines-fsrh/


Question 12: Do you think any further protections or clarification 
regarding conscientious objection is required in the regulations?  
 

Yes 

X 
No 

If you answered ‘yes’, please suggest additional measures that would improve the regulations:  
 
If there were to be regulations introduced regarding conscientious objection, we would want to 
ensure that the right of conscientious objection is balanced in regulation by the responsibility of 
those individuals to ensure that women do not have any delays to their care, nor that women feel 
judged or stigmatised as a result of personal beliefs. Equally, we would want to ensure that 
practitioners who conscientiously object to abortion feel safe to be open with colleagues and 
employers about any personal beliefs, without fear of discrimination. 
 
We emphasise the FSRH guidelines on personal beliefs, which state that practitioners should be 
prepared to take personal responsibility for ensuring the patient is provided with appropriate care 
and treatment without delay; to treat the patient with kindness and to demonstrate non-
judgemental and non-discriminatory attitudes and communication; and to keep the patient fully 
informed of their options and never to compromise their care or outcomes. 

 

Question 13: Do you agree that there should be provision for powers 
which allow for an exclusion or safe zone to be put in place?  
 

Yes 

X 
No 

If you answered ‘no’, what alternative approach do you suggest?  
 
We support the provision of exclusion zones. Abortion service providers in Great Britain have 
been targeted by protesters continuously since 1967. During the five years when there was a 
Marie Stopes clinic in Belfast, the clinic was subject to intense protests. We believe that this will 
continue to be the case in spite of the decriminalisation of abortion. According to a CEDAW report 
on abortion in the UK, the UK is in violation of Convention articles 10 and 12 for “failing to protect 
women from harassment by anti-abortion protesters when seeking sexual reproductive health 
services and information.” We must ensure that women in Northern Ireland are protected in this 
regard. 
 
We oppose the Government's view that integrated abortion services in Northern Ireland would 
obviate the need for exclusion zones. In Ireland, where services are integrated, GP practices and 
hospitals are targeted daily. Protesters harass patients, regardless of whether they are seeking an 
abortion procedure or not. This harassment includes giving patients unsolicited ‘advice’ which is 
contrary to that provided by clinical staff, and providing erroneous information about clinical risks, 
such as linking abortion with breast cancer. 
 
Wer acknowledge that there are a range of opinions on abortion, p However, we argue that clinics 
are not an appropriate location to promote anti-abortion views. Protests serve only to intimidate 
staff providing necessary and lawful services, and to torment vulnerable patients. 
 
In line with BSACP, we are in favour of clear, detailed regulation specific to abortion in this 
context. We do not believe that Public Space Protection Orders provide sufficient protection, as 
evidenced by the CEDAW report. Local safe zones involve a lengthy process of consultation and 
are expensive to introduce. Furthermore, under the current PSPO provisions, only 10% of clinics 
with protests in England would meet the bar for intervention. For these reasons, we support a 
blanket exclusion zone regulation, as that specified in sections 18 – 27 of the Isle of Man Abortion 
Reform Act 2019. 

 



Question 14: Do you consider there should also be a power to 
designate a separate zone where protest can take place under certain 
conditions?  
 

Yes No 
 

X 
We consider this to be unnecessary. Protesters could congregate anywhere outside the exclusion 
zones. 

 

Question 15: Have you any other comments you wish to make about the 
proposed new legal framework for abortion services in Northern Ireland?  
 

 
 
We would like to emphasise that SRH services in Northern Ireland are currently underfunded and 
inaccessible to the most vulnerable. Just over a quarter of women of reproductive age in Northern 
Ireland currently use contraception (Horgan G, Gray A, Morgan L. Developing policy for a full 
reproductive health service in NI. ARK Policy Brief, 2019). Services are understaffed and cannot 
offer the full range of contraceptive methods. For these reasons, it is essential that an integrated, 
well-funded and supported service be built in Northern Ireland, where both doctors and nurses 
can provide abortion care, and where contraceptive services are available on site. We emphasise 
the need for better funding for contraceptive services in particular. 

 

For further information please contact: 

Camila Azevedo 

FSRH External Affairs & Standards Manager 

Email: externalaffairsmanager@fsrh.org 

Telephone: 02037945309 

 

 

 

 


