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The Northern Ireland Council of the Royal College of General Practitioners would like to thank the Northern Ireland  Department of Health, Social Services and Public Safety for the opportunity to present evidence on the Guidance for Termination of Pregnancy.

The Royal College of General Practitioners is the largest membership organisation in the United Kingdom solely for GPs. Founded in 1952, it has 42,000 members who are committed to improving patient care, developing their own skills and promoting general practice as a discipline. 

Introduction
The Guidance on Termination of Pregnancy: the Law and Clinical Practice is a very significant document which will have major ethical and resource implications for the health service in Northern Ireland. 
The RCGP Northern Ireland Council acknowledge adjustments and clarification on several points made during the initial consultation periods and welcomes the opportunity to highlight ongoing concern.

 It is important initially to state, as with previous responses, that many GPs in Northern Ireland have a conscientious objection to abortion whether based on religious or moral beliefs while others are encouraged by the prospect of freer access to local services for patients seeking termination. The debate around the right to life versus the right to choose will continue.  The comments that follow acknowledge but do not judge this debate. They are aimed at identifying difficulties for local GPs in implementing the guidelines and will include comments on:
1. Interpretation of existing law

2. Resource implications

3. Ethical dilemmas

1. Interpretation of the Existing Law
In responding to the previous consultations, RCGP Northern Ireland has highlighted the fact that GPs, under their present interpretation of legislation in Northern Ireland, have rarely referred patients locally for termination. Statistics show that in 2008, 92 women had a medical abortion in Northern Ireland (defined by the DHSSPS as ‘the interruption of pregnancy for legally acceptable, medically approved indications’).
 
However in 2008, 1,116 women from Northern Ireland travelled to England and Wales for an abortion.
  This figure, based on the addresses given by clients, is likely to be an underestimate.  
All these cases, in as much as they achieved legal abortion in England, had to fulfil the 1967 Abortion Act. 98% of terminations in the UK under the 1967 Act are on ground C (risk of injury to the physical or mental health of the woman) 3, with less that 0.5% being undertaken on grounds A (risk to the life of the pregnant woman), or B (to prevent grave permanent injury to physical or mental health of the woman).

This would suggest that the vast majority of patients presenting to general practitioners in Northern Ireland will not be eligible for termination here. However, as stated in Section 1.3 (iv), the perceived effect that termination of pregnancy will have on any particular patient remains very much open to interpretation and this leaves the clinician open to criticism from the patient no matter what the outcome. The current guidance does not adequately address who is experienced enough to decide that cases are not eligible, the emphasis seems to be on what to do if a case looks like it may be eligible. 

The guidance however is not clear on the position of the GP as first point of contact if the GP feels the case may not fall within the guidance for termination in Northern Ireland. Is it sufficient for the GP to make that decision in isolation? With particular reference to mental health issues,(section 3.1- 3.4), should they seek the assessment of a consultant colleague in all cases?

Can a practitioner who is not a consultant psychiatrist, prove if challenged in a court of law, that they are “both experienced and competent in making mental health assessments in these situations” (section 3.4)?.
There is concern that patients after being advised that they as not eligible for termination in Northern Ireland may seek and obtain legal abortion in England and be assessed there as eligible on grounds A or B of the Abortion Act. If so, it is possible that cases could be brought against individual clinicians or local trusts in Northern Ireland who made the decision.

2. Resource Implications

It must be recognised that the issuing of the guidelines will lead to an increase in patient requests for treatment in Northern Ireland and in referrals locally for termination. The resource implications for GPs, mental health services and gynaecology services would also be very significant. 
The referral criteria as set out in the guidelines will rely most frequently on the GP as the first point of contact for the patient. The time implications required for sufficient counselling and assessment of risk for individual patients are considerable for GPs running day to day practice. 
Protocols for referral for assessment of mental or physical risk by a consultant would need to be drawn up within the Health Trusts to enable “timely” referral as appropriate.
Allowing for definite and confirmed opinion of risk, the patient, under the guidelines, should be able to access termination within a short timeframe and again this has significant resource implications for gynaecology services throughout Northern Ireland. 
The degree of conscientious objection within departments is unknown for Northern Ireland but would need to be identified as part of any resource assessment.
Ethical Dilemmas
The subject of abortion in Northern Ireland remains contentious and continues to generate strong emotional response amongst both medical practitioners and members of the general public.

The wording of Section 4 is welcome in allowing staff to freely express conscientious objection to actively participating in termination. Section 4.1 states that that

 “No one having a conscientious objection will normally be compelled to participate in assessing whether a woman satisfies the criteria for a lawful termination of pregnancy in Northern Ireland.” 

In Northern Ireland, there are many health professionals who have moral and/or religious objections to termination and it is important that they are not compelled to act against their beliefs. It is however important to clarify what qualifies as participating in assessment. For some, this may include the act of referral for further care.

It would appear that in general, the GP will not be the assessor, but, their duty of care requires that they refer on to an appropriate clinician for assessment. 
Under section 4.3 therefore it would seem clear that they cannot refuse to refer a patient on for further assistance either to a GP partner to handle the case, or on to secondary care for further assessment.  For GPs, as likely first point of contact for the patient, clear pathways for timely passing on of cases to an alternative practitioner is essential to avoid delay in care and also to reduce stress for the patient which could damage the relationship between the patient and the GP. 

In the case of a patient requesting advice as to the options available to them in the event of an unplanned pregnancy, if the GP knows that they would conscientiously object to advising on the option of termination, then the need to transfer the case to a colleague is very clear so as not to allow their personal beliefs to affect patient care. However this transfer may be difficult if they work in a partnership where all partners conscientiously object. 

Alternative pathways in care will need to be investigated for such circumstances.

It is essential that all practitioners are clear in their knowledge of what circumstances leave them criminally liable for omitting to provide a duty of care. The guidance is not clear in this area.

The effect on existing partnerships of conscientious objection of one or more partners should not be underestimated, both for the practitioners and the patients. 
Section 4.3 assumes that a GP will know which other practitioner to pass the patient on to. This may not always be obvious and how pathways for “sideways” referral can be publicised will need to be addressed.

 Although a GP may not allow his/her personal views to affect the access of a patient to abortion services, the mere fact that the doctor in question has to pass the patient to another practitioner more willing to deal in this area, and the need to explain the circumstances to the patient, will have effects on that patient’s relationship with the GP. Even if the GP makes every effort to not appear judgmental there is an obvious barrier which the patient and practitioner may find upsetting.

There are significant training implications for General Practice in Northern Ireland both in presenting the guidelines and supporting individual GPs in addressing educational needs in this complicated area.  
Summary
The guidelines while aiming to clarify the legal position in Northern Ireland highlight the difficulty in defining a lawful cause for abortion in Northern Ireland.

Medical Practitioners in Northern Ireland have little or no experience in accessing and referring patients for termination of pregnancy and appropriate training in this area is essential. It is important to emphasize that there may be difficulties for some GPs in accessing training which they feel is appropriate or acknowledges their conscientious objections and/or their beliefs.
Resource provision needs to be made for rapid access to consultant assessment of physical or mental risk as necessary.
The provision for practitioners to be able to express conscientious objection freely is welcomed but the implications for local service provision need to be assessed.
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