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Witnesses:  MARGE BERER, International Campaign for Women’s Rights to Abortion; 

WENDY SAVAGE, Doctors for a Woman’s Choice on Abortion; BELA GANATRA and 

RONALD JOHNSON, World Health Organization. 

 

THE CHAIRMAN:  Could I introduce you briefly to the Committee?  We have Baroness 

Uddin. 

 

BARONESS UDDIN:  I am Manzila Pola Uddin, member of the Committee, House of 

Lords.   

 

VISCOUNT CRAIGAVON:  I have been a member of this group for a very long time; far 

too long to remember.  I am a Cross-Bench independent Peer in the House of Lords.   

 

BARONESS JENKIN:  I am Anne Jenkin. I am a Conservative Member of the House of 

Lords and a member of this Committee.   

 

BARONESS BARKER:  I am Liz Barker.  I am a member of this Committee but, as of 

last week, I have taken over from Joyce Gould as co-Chair of the APPG on Sexual and 

Reproductive Health which is the domestic version. 

 

THE CHAIRMAN:  That is the national version of my Committee.  I am Jenny Tonge, 

independent Member of the House of Lords and Chair of the All-Party Group on 

Population, Development and Reproductive Health, which is the international one.  This 

investigation is going to be, as we have loosely in our heads, 80% international and 20% 

national, because we feel we could not survey abortion worldwide without looking at the 

situation here as well.  Also, quite frankly, people are more interested generally in 

Parliament if we refer to the situation as it is in this country as well.  We are going to start.  

You are all going to give a short presentation, just a summary of the wonderful evidence 

that you sent in.  Thank you so much for going to such trouble.  When all three of you 

have actually spoken, we will come back with questions.  Marge Berer, would you like to 

start? 

 

MARGE BERER:  I am Marge Berer.  I am the International Co-ordinator of the 

International Campaign for Women’s Right to Safe Abortion, based in London.  My paper 

was about decriminalisation of abortion internationally.  I am going to talk about that a 

little.  I have tried to respond to some of your questions by talking about some of the 

major international agreements that have been made regionally towards decriminalisation 

of abortion.  In my paper I talk about the difference between decriminalisation of abortion 

and legalisation of abortion.   

 

THE CHAIRMAN: This is Lord Rea, House of Lords, Labour Peer, who was stuck in a 

traffic jam, John Mann, MP - we have got someone from the House of Commons - and 

Tessa Blackstone, Labour Member from the House of Lords.  Thank you all for coming.   

 

MARGE BERER: I am going to start by talking about what I perceive to be the difference 

between decriminalisation and legalisation of abortion.  In my mind, decriminalisation 

means removing specific criminal sanctions against abortion from the law and changing 

the law and related policies and regulation so that you are not: punishing anyone for 

providing a safe abortion; you are not punishing anyone for having an abortion; you are 

not involving the police in investigating or prosecuting safe abortion provision or practice; 

you are not involving the courts in deciding whether to allow an abortion; and you are 
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treating abortion like every other form of healthcare and applying existing other law to 

deal with any coercive, dangerous or negligent practices that may occur.  The 1967 Act is 

an example of legalising abortion in the sense that it states what the legal exceptions are to 

the 1861 Offences Against the Person Act.  If you were to get rid of the Offences Against 

the Person Act, which I strongly recommend, and which apparently the Law Commission 

has recommended to the Government as well, (but not sections 58, 59 and 60, which they 

describe as “political” sections rather than “legal” sections, and you might as well throw 

away 60 with it, which is about adultery,) the 1967 Abortion Act would fall away because 

there would not need to be exceptions to the 1861 Act.  That is an example of the 

distinction here in Britain.   

 

For many years, the abortion rights movement has called for safe, legal abortion.  We are 

now moving towards calling for decriminalisation of abortion because it is a much more 

comprehensive, overarching change.  Unfortunately, many people in the world have not 

made that distinction in their minds, so they are calling for legalisation, meaning 

decriminalisation, and calling for decriminalisation, sometimes meaning legalisation in the 

sense that I have described.  In effect, both terms are becoming interchangeable, but, let 

me give you an example of why that is a problem. I do not know if you saw that Sinn Fein 

passed a motion at their party conference a couple of days ago which had two parts, at 

least from what I have picked up from the media: the resolution expresses opposition to 

the criminalisation of women who make the decision to have an abortion, but it also calls 

for access to abortion when a woman or girl’s physical or mental health is at risk.  The 

health risks do not cover all abortions.  However, the resolution appears to have failed to 

clarify whether they mean it to cover all abortions or not, and, if they do not mean that, 

then the status of other abortions, if abortion was decriminalised, becomes unclear.  It is a 

bit complicated, but do you see my point?  If you say you want to decriminalise, you get 

rid of the law but then if you say you only want to make abortion legal on two grounds, 

what happens to all of the other grounds, because they have nowhere to go legally?  That 

is a reason why this distinction is quite an important one, I think.   

 

You asked questions about other countries and what the legal situation is.  At the end of 

the 20th century, 98% of the world’s countries permitted abortion to save the life of a 

woman.  Chile joined that group last year so it is probably about 98.3% now.  The 

proportion of countries allowing abortion on other grounds is as follows:  to preserve the 

woman’s physical health, 63%; to preserve mental health, 62%; in cases of rape, sexual 

abuse or incest, 43%; foetal anomaly, 39%; economic or social reasons, only 33%; and on 

request, only 27%.  As the law becomes more liberal, fewer and fewer countries have 

followed suit.  

 

There is also a distinction between developed and developing countries.  In 2002, abortion 

was permitted on request in the first trimester in 65% of countries in the global north but 

only 14% of countries in the global south, and, for economic and social reasons, in 75% of 

developed countries, but only 19% of developing countries.  As you can see, many 

countries in the global south still have more restrictive laws.  At the moment, quite a 

number of countries which are talking about liberalising their laws are only planning to do 

so on three grounds, which is what Chile has done: to save a woman’s life (and I think that 

includes health); in cases of rape or incest; and often for fatal foetal anomaly (not for 

serious foetal anomaly), which has become a relatively new ground for abortion.  In the 

past, laws have allowed fetal anomaly if it was serious and now countries are talking only 

about fatal, although apparently medically the distinction is not always that clear.   
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I wanted to tell you a bit about the Montevideo Consensus in Latin America in 2013 

signed by 38 countries, in which “the prevention of teenage pregnancy and eliminating 

unsafe abortions and allowing abortions in cases where abortion is legal” was part of the 

protocol.   

 

The Africa Maputo Protocol, which was passed in 2003 and which was signed and ratified 

more recently by most countries in Africa, allows the right to control fertility, the right to 

decide whether to have children, the number of children and the spacing of children and 

the right to choose any method of contraception.  It protects reproductive rights by 

authorising what they call a medical abortion, but which I believe they mean safe 

abortion, in cases of sexual assault, rape, incest, risk to mental and physical health of the 

life of a woman or a foetus.  That is the Maputo Protocol.   

 

Putting those into effect is a lot more difficult than signing them and a number of 

countries in Africa have put a reservation on the article to do with abortion and signed the 

rest of the protocol.  I wanted to talk about the Human Rights Court decision, but perhaps 

we can leave that until questions. 

 

THE CHAIRMAN:  Marge, do not worry we have had your paper which, when I read it a 

few weeks ago, I thought, “What are we doing this for?” because it was all there.   

 

MARGE BERER:  Thank you, I wish!  

 

THE CHAIRMAN:  It is such great evidence, it really is, so do not worry about that; we 

have got it.  Thank you very much indeed.  Wendy Savage.  

 

WENDY SAVAGE: I am Wendy Savage, a retired obstetrician and gynaecologist.  I have 

been the press officer/co-ordinator for Doctors for a Woman’s Choice on Abortion since 

1977.  Fortunately, this year, we have found a new young person to take over from me - 

Jayne Kavanagh who teaches at UCL - and we are going to change our name to Doctors 

for Choice.   

 

Access to therapeutic or induced abortion is essential to allow women to participate fully 

in modern life and bear only the children they wish and feel able to raise.  All the evidence 

shows that the provision of safe legal abortion saves women’s lives, yet, because of a 

small, vociferous and well-funded minority backed in this country by the Catholic Church, 

attempts to provide such services or to decriminalise abortion are met with powerful 

opposition.  In our written submission, I outlined the continuing pressure that is put on 

Parliament to restrict the 1967 Abortion Act.  I think it is 50 attempts of various types - 

Early Day Motions et cetera - have been made since 1967.  Today I just want to speak 

about some of the difficulties in providing this essential service.  Doctors, midwives or 

health professionals go into medicine primarily because they want to help people and 

improve their lives. Therefore, the destruction of an embryo is not seen as a positive move 

by most of them, but when one actually listens to women and sees the relief when a 

pregnancy is terminated, one understands that this is a positive thing for health 

professionals to be doing.  There is also the fact that women will take things into their 

own hands if you do not assist them, and I know from bitter experience, that they can die 

in the process.   

 

The 1967 Act contains a conscientious objection clause and I would not want to force 

anyone to take part in abortion work if they have a genuine conscientious objection to 
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doing so.  However, before I retired, which is now 17 years ago, there was an increasing 

number of young doctors who said they had a conscientious objection, but one did not 

really feel that this was based on a deep moral position.  Anecdotally, other doctors of my 

generation - and we are the last generation who would have seen women dying from 

unsafe abortion in this country - have reported the same thing; younger doctors who do 

not have that experience not wanting to have anything to do with it.  In the UK, we have 

the anomaly of Northern Ireland where the Act does not apply and yet 60,000 women 

have travelled from Northern Ireland that we know about (because some of them have 

lived here and give English addresses) to have safe abortions here since 1967.  It was only 

on 23 of October this year, 50 years after the passage of the Act, that Stella Creasy’s 

amendment forced the Government to pay the cost of the procedure.  Scotland followed 

suit in November.   

 

In 2016, one young woman in Northern Ireland was found guilty, using the 1861 Offences 

Against the Person Act, of self-administering abortion pills.  The case of a mother who 

obtained pills for her under-aged daughter from the internet is currently subject to judicial 

review, but that young women will have a criminal conviction - it was a suspended 

sentence - which has huge implications for her future employment.  The Family Planning 

Association tried for 10 years before the Northern Ireland Government would produce 

guidelines for doing the few abortions that were done. It took them to court in 2003 and 

again in 2010.  In 2011, the revised guidelines came out, which were very restrictive and 

the number of legal abortions carried out each year has fallen from about 50 before the 

first judicial review to under 20 in the last three years.   

 

Last year, in 2016, 720 women are known to have travelled to England.  In 2010, 

Professor Colin Francome and myself did a survey with an 88% response rate of all the 

gynaecologists in Northern Ireland and 58% - a slim majority - favoured a liberalisation of 

the law.  Some 35% wanted unrestricted access in the first trimester, which was more 

liberal than the ‘67 Act, and 51% favoured the abortion charities providing care in 

Northern Ireland.  The Government is out of step because opinion polls have shown that a 

vast majority of the people in Northern Ireland would like the law liberalised, but they do 

not want to take any notice of their electorate.  Of course, as they are now not sitting, it 

will be several years before anything happens there.  It is a human rights issue and the 

Convention on the Elimination of All Forms of Discrimination Against Women - 

CEDAW - has repeatedly called for action but the Northern Ireland Government have 

refused to accept this despite CEDAW being sponsored by the United Nations.   

 

Scotland did not have the 1861 Offences Against the Person Act or the 1928 Infant Life 

(Preservation) Act.  When people talk about decriminalisation, those who are against it 

say it will lead to abortion up to term.  That is a misnomer anyway because abortion is not 

defined like that, but before 1967 there were no late abortions taking place in Scotland, so 

I think that knocks that argument on the head.  Scotland has led the way with medical 

abortions and 83% in 2016 were done medically in Scotland as against 62% in England.  

It has got a lower rate of abortions, 12 per 1,000 of women aged 15 to 44 compared to 

England which is 17 per 1,000.  We do not know the reason for that, but it may be the 

attitude of the gynaecologists.  There is a lower rate of abortions after 18 weeks, 1.2% in 

2016 compared with 2% done at 20 weeks and over in England and Wales.   

 

Anecdotally, Scottish doctors have told me that they cannot do late terminations because 

of the attitude of the nursing staff.  This was exemplified by the Edinburgh case lost in 

2014 at the Supreme Court by two midwives who refused to roster midwives to assist with 
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late terminations.  In 2016, 180 abortions of Scottish women were done in England, 73 

(48%) of which were 20 weeks and over.  The Isle of Man has just completed a 

consultation about abortion law in the Island and over 80% of respondents wanted the 

liberalisation of their law, which is like ours was before 67.  Although the proportion paid 

for by the NHS has now reached 98%, the number performed in the NHS has been 

declining over the last 30 years and only 30% of abortions were done in the NHS in 2016 

compared with 47.5% in 1981.  The majority are done, 68% by charities, and only 2% are 

done privately compared to 50.7% in 1981.  This has implications for training and in our 

2015 survey only half of hospitals had an abortion service and about half the 

gynaecologists said they performed abortions personally, although a handful said only for 

foetal anomaly.  How does a woman know that she is going to see a gynaecologist who 

will not do an abortion for her until she arrives at the hospital?  The 1967 Act, by 

stipulating that the abortion must be authorised by two doctors, may cause delay and, 

fundamentally, this is anachronistic.  Patient autonomy is now recognised as important 

and women are capable of making their own decisions about their bodies and lives.  We 

do not need laws which make abortion a criminal act.  An abortion needs to be treated like 

any other medical procedure.  Suicide used to be a crime, but in 1961 attempted suicide 

was removed from the criminal code.  Nobody today would dream of criminalising 

somebody who attempts to take her or his own life.  It is clear to me that individual 

attitudes by managers, doctors, nurses and midwives have a profound effect on how 

abortion services are provided.  Is this right?   

 

I believe that what we need is first, decriminalisation, and, in the interim, for the 

Department of Health to rescind its opposition to home misoprostol, which hopefully will 

happen now Scotland has led the way this month; secondly, recognition that nurses or 

midwives - properly trained - can provide surgical as well as medical abortions; thirdly, 

acceptance within the medical, nursing and midwifery professions that abortion is an 

integral part of women’s reproductive healthcare, and respect for her views and decisions 

is essential; fourthly, improved medical, nursing and midwifery student training and 

removal of stigma about assisting women requesting abortion; fifthly, increased 

involvement of obs and gynae trainees in abortion care during training; sixthly, robust 

defence of a women’s right to choose by professional bodies; and, lastly, attempts to 

educate politicians and the media about the positive effect of therapeutic abortion.  Thank 

you.   

 

THE CHAIRMAN: Now Bela. 

 

BELA GANATRA:  Ronald Johnson and I are from Department of Reproductive Health 

at the World Health Organization.  We are going to shift gears now to give you a broad 

sweep of recent evidence from the WHO relating to the developing world.  You have the 

details in our paper and we are very open to engaging with the Committee on an ongoing 

basis to provide details, but in these few minutes I am going to limit myself to some 

bottom-line big picture messages.   

 

First, the rate of induced abortion has not declined significantly in the developing world in 

the past 25 years.  This is in big contrast to the changes that have happened in the 

developed world, including in Europe, which has seen a significant and steady decline.  

This relates to the investments made in family planning and contraception, because 

increased use of contraception reduces the rates of unintended pregnancy, which in turn 

can reduce the rate of induced abortion.  But, as we all know, abortion is necessary for a 

number of reasons and the lack of contraception is only one of them, so there is always 
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going to be a need for abortion and for it to be safe.  What is safe abortion as far as the 

WHO is concerned?  Very simple: it needs to meet just two criteria, a safe WHO-

recommended method and a person with appropriate information or training.  The safe 

methods can be a simple medical procedure like vacuum aspiration or tablets.  The WHO 

standard is for both mifepristone and misoprostol to be available as tablets.  A trained 

person does not mean a specialist provider, though nearly half the countries in the world 

restrict provision of services to such specialists.  WHO guidelines (and you have a picture 

of these in your submission -you can look at these more colourful pictures) suggest that a 

wide range of health workers, general physicians, nurses, auxiliaries, and, even for certain 

aspects of care, community-level workers can play a role in safe abortion provision.  It is 

essentially a primary care level procedure and, increasingly, the future is seeing medical 

abortion move outside the facilities to become a user-controlled method.  We actually 

recognise the woman herself as a health worker.  No surprise –that a woman is an active 

agent in the management of her own healthcare and, as a result, WHO recommendations 

talk about the role of women in managing the medical abortion process by herself, without 

the direct supervision of a physician and outside of a facility setting, provided she has 

access to appropriate information and she has access to a provider should she need it or 

want it.  That is the critical difference that WHO makes between safe self-use and less 

safe self-use.  Self-use, when it is an active extension of the health system, is a choice that 

a woman makes with appropriate quality drugs and information to back her up.  It is less 

safe when it happens in the circumstances, as it does in many parts of the world, where we 

do not know the quality of the drugs that the women access.  They do not necessarily 

access both mifepristone and misoprostol in such situations and they face the risk of being 

criminalised or penalised for attempting to use it.   

 

Yet we call this less safe and still distinguish it from a third category of safety, which is 

the least safe abortions; the reliance on all old traditional methods of inserting sticks or 

roots.  These are extremely dangerous methods which lead potentially to death.  Nearly all 

of the deaths from unsafe abortion at this point in time are concentrated in Africa whereas 

Latin America, which also sees tremendous unsafe abortion, sees it largely of the less safe 

variety.  In fact, the story of how safe and unsafe abortions are spread in the world is a 

story of inequalities: inequalities of access, inequalities between the rich and the poor; 

inequalities between the rural and the urban, inequalities to women or girls who are 

particularly vulnerable.  This plays out in regions, it plays out in countries and it plays out 

in micro levels within countries as well.  Laws and policies are of course an integral part 

of making sure that there is an enabling environment to make more equitable access 

possible.   

 

Both Wendy and Marge have referred to in an ideal world we would not have laws but 

regulations within health systems. However, we have them, and the first step to making 

changes about laws is actually understanding what these laws and policies say, and to 

promote transparency and accountability for these laws.  With that in mind, just a few 

months ago the WHO has launched the Global Abortion Policies Database.  We 

encourage you to go on the website, to use it actively. It is an interactive tool which has 

information on all the abortion laws and all the related policies, not just legal grounds but 

policies related to who needs to authorise on abortion, costs, conscientious objection, who 

is allowed to provide services, everything, for all the 197 countries of the world and it is 

mapped against WHO standards and guidelines.  It allows an easy way to make 

comparisons for what is known and take the first step towards legal reform.  That, in a 

nutshell, is our bottom-line message.  The incidence of abortion has not yet declined; 

unsafe abortion persists.  It is a matter of inequality.  Safe abortion is technologically 
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simple to achieve and moving further and further in the direction of self-use, but we need 

to focus on a facilitative legal and policy environment in order to make positive change 

happen.   

 

THE CHAIRMAN: That is quite a surprise, Bela, because I did not know that the WHO 

had actually produced new guidelines on this now.  Does that mean that misoprostol and 

mifepristone are both available and approved by the WHO now for abortion, are they?   

 

BELA GANATRA:  They have been on the WHO List of Essential Medicines since 2005.   

 

THE CHAIRMAN:  Yes, but they have not been necessarily approved for use for 

abortion, have they?  

 

BELA GANATRA: They have.  Since 2005, as a combination, they are on the WHO list.   

 

THE CHAIRMAN:  We have been told different things in different countries; that they 

are there to control post-partum haemorrhage.   

 

BELA GANATRA:  They are definitely on the WHO list for abortions. Misoprostol alone 

is recommended only for incomplete abortion and miscarriage but the combination is 

recognised for inducing abortion.   

 

THE CHAIRMAN:  In fact, in Pakistan it is being used for abortion.  

 

MARGE BERER:  That does not mean the countries have recognised or approved it.  That 

is the difference.  WHO has given approval but the countries have not.   

 

LORD REA:  Being on the essential medicines list does not mean to say it is available.   

 

BELA GANATRA:  No, that is correct. It does not reflect actual availability.    

 

LORD REA:  In fact, in how many countries is it possible for women to do their own 

medical terminations of pregnancy?   

 

BELA GANATRA:  Misoprostol and mifepristone are registered and on the essential list 

in only 34 of low and lower-income countries, so that already tells you what the 

availability is.  Most of the self-use that is happening in other countries is of the variety of 

the non-formal use as a result of lack of other options rather than access to quality drugs, 

yes, you are right.   

 

THE CHAIRMAN:  You think lack of availability is national policy rather than WHO 

policy?   

 

BELA GANATRA:  I agree.  Would you say that, Ronald? 

 

RONALD JOHNSON:  Misoprostol is available in most countries, I would say, but the 

quality is questionable from place to place and often there are a lot of inferior drugs, and 

that is a problem.  Governments are not putting the drugs on their list maybe because of 

the law, but there are some countries with quite restrictive laws that have both drugs; 

Uganda for example.   

 



 

 

 

8 

BARONESS UDDIN:  Where the yellows are marked socioeconomic grounds, is it only 

available on socioeconomic grounds or in addition to preserving health.   

 

MARGE BERER:  We do not have that one.   

 

BARONESS UDDIN:  On the Center for Reproductive Rights abortion map, in countries 

“save the woman’s life” is red, then “preserving health”.  I just wondered if the yellows 

are abortions only available on socioeconomic grounds or in addition to preserving 

women’s health, for clarification really.   

 

RONALD JOHNSON:  It really varies country by country.  We are starting to do analysis 

in the WHO/UN Global Abortion Policies’ database where we have approximately 16 

countries where abortion is prohibited in all circumstances.  Some databases classify some 

of these countries as not totally prohibitive of abortion because they are common law 

countries and there is an assumption that the old British case of Rex v Bourne could apply, 

but in our database we do not include Rex v Bourne (i.e., the principle of necessity) unless 

it has been tested in a court of law.  There are another eight countries where there are only 

penalties for unlawful abortion and there are no grounds specified for lawful abortion.  

There are quite a few countries that are very restrictive.  Some countries have abortion on 

request, but some of the other grounds may not be there.  Some of those other grounds 

such as preserving life and health would kick in after the gestational age limit for ‘on 

request’ has been exceeded. Countries gestational limits for different grounds range from 

eight weeks to no limit.   

 

MARGE BERER:  In general, and what Ronnie is talking about is there is always the 

exception that proves the rule, but in general the countries that are in yellow tend to have 

the grounds that are in red and orange as well.   

 

BELA GANATRA:  Yes.   

 

MARGE BERER:  As you go down the colour list on that little table, the grounds get 

more liberal as you go along.  They cover more women.  “On request” is the only ground 

that covers every abortion that is requested, whereas at the top the red ones are the least 

number of abortions.  The tendency is that if you reach socioeconomic grounds you have 

already got the clinical and the juridical grounds as well.   

 

RONALD JOHNSON:  The policies are one thing but the practice is often very different.  

All of these databases are about the policies, not the practice.  You can have two countries 

with identical policies and very different outcomes, depending on how they are applied.   

 

BARONESS UDDIN:  Can I labour the point then.  Have you got a map somewhere or 

some reference where policies are in line with practices?   

 

BELA GANATRA:  No, we do not.   

 

RONALD JOHNSON:  We are encouraging countries to do research to see how their laws 

are applied in practice.  

 

MARGE BERER:  In Brazil, for example, abortion on grounds of rape was made legal 

through their supreme court, through a decision in the court but, after five years of 

advocacy efforts, I think there are only five hospitals doing abortions and that was after a 
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huge amount of effort to try to get somebody to provide those abortions and in every 

country you get a different picture.   

 

THE CHAIRMAN:  Gareth Thomas, Member of Parliament, House of Commons. 

 

GARETH THOMAS:  Forgive me for not being present to listen to your opening 

presentations.  What do you think are the key priorities in terms of making sure that there 

are sufficient staff to deliver abortion services safely?  What are the key things that are 

necessary?   

 

THE CHAIRMAN:  We will be coming on to that later on.  We have somebody here who 

has been doing a lot of work on that.  From half past one, will be you able to stay, or we 

will write you a letter?   

 

GARETH THOMAS:  I will be here for that.   

 

BARONESS BLACKSTONE:  Is the Trump Administration’s decision to stop aid 

programmes that support family planning and abortion services making much impact?  

Where is it having the worst effects and what can be done to try to make up for that 

withdrawal of funding?   

 

MARGE BERER:  I can give you one very specific example, if I can find it in my note.  I 

published a news story from Kenya last week.  There is a group running clinics in poor 

areas of Nairobi.  The clinic is called Family Health Options.  They provide a range of 

sexual reproductive health services.  They provide malaria treatment, HIV treatment and a 

great deal else, and they have been providing free healthcare in one of the poorest 

neighbourhoods of Nairobi.  They have lost USAID grant between last year and this year 

of $620,000 out of a total $4 million budget for their services.  They have already closed 

one clinic.  They have had to let staff go across the board and they are expecting, because 

the IPPF is also going to be hurt by this, the IPPF has refused to sign the gag rule so their 

grant is going to be cut tremendously if it has not been already.  It is taking time because a 

lot of the grants are running out from the past and it is only the new grants that groups 

have to sign the gag rule in order to get the money.  The problem is that a lot of these 

services, IPPF is an excellent example, provide a lot of contraceptive services plus 

abortion services, or even just abortion information - where to go somewhere else to get 

services - but if you refuse to sign the gag rule you do not get money for anything, so a lot 

of money for contraception is going to disappear as well.  For anybody who is also 

providing anything to do with abortion the US Government refuses to accept now.   

 

THE CHAIRMAN:  When this happened before in the Bush years, I know it was not as 

severe as now, but George Bush did the same thing.  

 

MARGE BERER:  Every Republican President has done this for the last 30 years.  

 

THE CHAIRMAN:  Do we have any world statistics to show the effect that it had on 

finance or abortions or maternal mortality?   

 

BELA GANATRA:  We do not have world statistics, but there is a published study from 

sub-Saharan Africa that looked at the Mexico City policy from 1994 to 2000 and they 
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found an effect on the countries most affected 1by Mexico City policies and a rise in rates 

of induced abortion during that period.   

 

THE CHAIRMAN:  That is very useful information if we could have that.  

 

BELA GANATRA:  We can send you the reference to that study.  It was not a WHO 

study but it has been published in the bulletin of WHO.   

 

THE CHAIRMAN: I would like this investigation to incorporate a bit of a knock at the 

policies of Republican Presidents.  There was this thing recently which showed the United 

States has the worst maternal mortality rate in the developed world, which is absolutely 

shocking.  I do not know how much of that is due to unsafe abortion, because you can 

have abortions in the United States, but it really is appalling.  It is just unthinkable that it 

should be like that in the United States.  I wondered if it had any connection.   

 

MARGE BERER:  The United States has a private and a public healthcare system.  The 

difference in the quality of care available in the two systems is like night and day.  The 

deaths are not from unsafe abortion.  The deaths are from risky pregnancies that have 

gone wrong.  They are maternal deaths related to pregnancy complications.  It is because 

until Obama put the healthcare insurance that he put in, which has now begun to cover 

millions more people than in the past, there are a lot people, and still millions of people in 

the United States, who have no insurance coverage and do not get care when they need it.  

From what Bela was saying about inequality at the global level, the inequality within the 

United States in terms of access is appalling.  

 

THE CHAIRMAN: It is a shocking graph.  The red line is America still going up and up 

and up in terms of maternal mortality.  It is rising all the time.   

 

MARGE BERER:  That is why it is such a disaster that this country is now attempting to 

imitate the US system which is the worst healthcare system in the developed world.   

 

JOHN MANN:  Which are the exemplar two or three countries in the world?  

 

MARGE BERER:  For?  

 

JOHN MANN:  For abortion.   

 

MARGE BERER:   Sweden, Canada. Well, you see, even that is not a simple question 

because, as I am sure Joyce behind me who is going to be speaking later will tell you, 

Canada has no restrictions on abortion legally, but there are parts of Canada where it is 

very difficult to get an abortion.  I would still put them at the top of the list.  I would put 

Sweden very high because they allow abortion on request up to 18 weeks.  That is the 

highest on request legal position anywhere.  They have made abortion so accessible, that, 

practically speaking, although there are restrictions after 18 weeks – and you have to go in 

front of a Committee in a hospital to get an abortion after 18 weeks - that almost nobody 

needs an abortion after 18 weeks in Sweden any more.  It is very rare.  I suppose those are 

the two countries I would name.  I would say that across Scandinavia, it is an extremely 

good situation.  France, I think, has some of the best legal policy and has done a lot of the 

work on medical abortion, but still has access issues.  I would say France probably goes 

                                           
1 Bulletin of the World Health Organization 2011; 89:873-880C. doi: 10.2471/BLT.11.09166 
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into that group as well.  I do not know who else you would want to add.   

 

RONALD JOHNSON: It is a difficult question because when you say which ones are 

model laws, does that mean how they are written, does that mean how much they respect 

women’s autonomy, non-discrimination, et cetera, et cetera?  In fact, there are several 

countries with higher gestational limits than in Sweden (for abortion on request).  For 

example, Victoria, the state in Australia has a 24-week limit. 

 

MARGE BERER:   But not great access.  

 

RONALD JOHNSON: And there are several countries with no limits.  If you want to look 

at how laws are framed, South Africa is a country that has framed its Termination of 

Pregnancy Act in a human rights framework, which is unique I think, and it is worth 

having a look at the preface to that Act.   

 

The other thing to ask is about abortion-related deaths and the numbers of abortions.  The 

rate of abortion also reflects how well countries implement good prevention of unintended 

pregnancy - countries with very low rates such as Switzerland and Germany.  They have 

something very good in terms of prevention and that should always be coupled together 

with safe abortion as part of a comprehensive sexual reproductive health policy.   

 

THE CHAIRMAN:  We have Virendra Sharma MP and then Baroness Barker.   

 

VIRENDRA SHARMA:  My apologies that I was late and did not hear everything you 

have said.  You said, Ronald, that some countries have policies and different practices due 

to cultural and many other traditions.  What can be done not to question that but to work 

closely with them to say they should match to (?).  As a Member of Parliament here, how 

can I be part of that campaigning?  Are there any ideas you can suggest?   

 

RONALD JOHNSON:  That is a very good question.  We need to think about an enabling 

environment for safe abortion.  That is very much affected by the social, cultural, political 

and economic situations in countries as well as the laws.  You can take two countries that 

have almost identical laws, one being Ghana and one being -New Zealand. New Zealand 

has not had an abortion-related death in probably 35 or more years; in Ghana they are still 

quite frequent.  There are very different socioeconomic levels in those countries.  There 

are very different levels of abortion stigma; all of these are important issues.  The hardest 

factors to address are the social and cultural determinants of unintended pregnancy and 

abortion.  That is a challenge that can take generations to change.  These cultural issues 

contribute so much to stigma and all the other things that affect what actually happens on 

the ground.  Also the differences in economic levels: in poor countries abortion is big 

business.  In Ghana, for example, some abortion providers may be willing to provide a 

broader interpretation of the law, based on a woman’s ability to pay.  In New Zealand all 

abortions for residents are free.  That is a huge difference in the systems.   

 

THE CHAIRMAN:  Thank you very much. 

 

BARONESS BARKER:  Two questions.  When the law changes, either to liberalise or to 

become more restrictive, what are the key factors that drive that change from what you 

have seen?  The second question is a more specific one.  If we were to try to argue for a 

change to the two doctors’ rule in the UK, which other countries have evidence that would 

support that change?   
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WENDY SAVAGE:  The Royal College of Obstetricians and Gynaecologists said years 

ago that we did not need to have two doctors to sign the form.  It is a barrier for women.  I 

think one of the things that needs to change is the training of the medical, nursing and 

midwifery professions so that they see abortion as a positive thing rather than a negative 

thing.  In Austria for example, they passed a law that said that women could have 

abortions but the doctors would not do it.  They pleaded conscientious objection so it was 

really hard for women to get it.  The same is true in Italy although they have a reasonable 

rate of abortion.  The attitude towards abortion at societal level has changed.  It was 

women marching when abortionists were taken to court that showed that women in the 

1930s understood the importance of having this service available.  There is very strong 

religious input into most countries’ medical training.  In some developing countries of 

course most of the hospitals are run by religious organisations so you have to really work 

at the training of the health professionals as well as working on the negative way that the 

media talk about abortion.  It is a controversial area.  It is never, “This is something that 

has stopped women from dying when they were young and had the rest of their lives in 

front of them”.  I do not know if that helps.   

 

THE CHAIRMAN:  Thank you very much.  

 

MARGE BERER:  Wendy is better than me to answer the second question, but your first 

question is an important one.  We have seen why there is an anti-abortion movement and 

what that movement is doing and what it stands for and what it is promoting has changed 

substantially over the last decades.  I fear that nobody has done enough analysis of that 

change and where it is coming from.  I can give some examples of how I think it has 

changed.  Poland is a very good example where at one point women travelled to Poland 

for abortions because the whole Communist bloc during the days of the Soviet Union 

allowed abortion from 1920 on basically and then in Eastern Europe when they took over 

Eastern Europe.  The response was partly against Communism in that situation and 

Communist dealings with women’s issues and not just abortion.  It was partly also very 

right-wing governments across the board.  It is also religion.  There is more 

fundamentalism in every religion today, not just the Catholic religion, and it is very anti-

abortion.  I think that explains the United States and it is a combination of right-wing 

politics, misogyny - major doses of misogyny, in my opinion - and fundamentalist religion 

coming together and creating a movement that is vicious and often violent.  It is paying 

public relations people to make posters for them that upset everybody, horrible visual 

materials, and to create their own policies against abortion which are almost impossible to 

fight because they are based on lies; for example, an abortion causes breast cancer.  As 

soon as somebody tells you abortion causes breast cancer, in order to counter that you 

need to provide facts, information, data, evidence, but they are working on emotion.  They 

provide something very emotional and you have to respond to it using facts and data and it 

does not work.  They create myths that are very difficult to overturn and deal with, on top 

of all the stigma that has already existed around abortion for so long.  Yes, a long answer 

to a short question.   

 

BARONESS UDDIN:  There are two points arising out of what you said about there has 

not been enough analysis done on what is happening under the movement.  I want to say 

this point: women like myself fought for choice in our times, but it is very interesting I 

took part in a discussion with my daughter’s generation 25 years or so later, and they were 

not arguing about religion, although I take your point about that. What is available on the 

internet and the information and the campaign on the anti-abortion lobby is really 
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important because it is very readily available now backed with so-called science.   

 

My last point is I saw that just before Obama was taken on as a candidate, there was a 

massive movement against him saying that he was going to support abortion and all these 

terrible pictures were available openly in shopping malls and everywhere in America.  We 

have encountered less of that at that kind of level.  Those two points are really important.   

 

MARGE BERER:  Another point is that in Africa the anti-abortion movement is using 

cultural issues to oppose it and saying that this is the west trying to impose human rights, 

which is a western concept; a culture around women’s rights, which is a western concept, 

and opposing abortion from that point of view as well.  Again, in every region there is 

quite a lot of difference in terms of what the anti-abortion movement is picking up on.   

 

THE CHAIRMAN:  Thank you all very much.  Just before you go, can I clarify one thing 

that cropped up at the very beginning when you were talking about decriminalisation and 

the definition?  If we did that and woman, for example, had no access to pills on the 

internet, was unable to get any sort of medical advice anywhere and the lady up the road 

said, “I will do it for you, love, if you give me £50”, or whatever, and something terrible 

happened to that woman, would that still be covered under the Offences Against the 

Person Act?  If we decriminalised abortion, could someone be prosecuted for doing an 

illegal abortion?   

 

WENDY SAVAGE: Yes, they could.  Grievous bodily harm, I would have thought.  

 

MARGE BERER:  Yes, providing a medical service without a licence.   

 

THE CHAIRMAN:  That would be covered even by the 1861 Act?   

 

WENDY SAVAGE:  We need to get rid of the Offences Against the Person Act and the 

Infant Life (Preservation) Act.  As Marge said, that would then mean there would be 

nothing for them to hang on to.   

 

THE CHAIRMAN:  Thank you for clarifying it.  I did not want to have that thrown at us.  

 

MARGE BERER:  You have seen other people provide dangerous medical care and they 

are taken to court for and prosecuted, so it would be the same thing.  You would be 

providing medicine without a licence, whatever.   

 

WENDY SAVAGE:  In an unlicensed place.  

 

THE CHAIRMAN: I am sure people would come up with that as an argument.  Thank 

you all very much indeed.  That was very interesting.  We will now move on to the second 

part of this morning.   
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Witnesses:  LESLEY REGAN, Royal College of Obstetricians and Gynaecologist; 

JOYCE ARTHUR, Abortion Rights Coalition of Canada; and CHRISTIAN FIALA, 

Gynmed Ambulatorium. 
 

THE CHAIRMAN:  Our next collection of witnesses is from the Royal College of 

Obstetricians and Gynaecologists, Professor Lesley Regan, who is currently President of 

the RCOG; Joyce Arthur from Abortion Rights Coalition Canada; and Dr Christian Fiala 

from Gynmed Ambulatorium.  The same applies: no more than ten minutes from each of 

you and then questions.  Can we start with you, Lesley? 

   

LESLEY REGAN:  Thank you very much for inviting me to give some evidence on a 

topic that is very close to my heart.  You have asked me to talk about the health workforce 

and conscientious objection. I am focusing on both topics during my three-year tenure as 

President of the RCOG, but I continue to do some work as Head of the Department at St 

Mary’s Hospital, part of Imperial College NHS Trust.   

 

I want to start by reminding people that before the 1967 Abortion Act unsafe abortion was 

a leading cause of maternal mortality in this country responsible for no less than 14% of 

maternal deaths. The figure is very important for us to bear in mind in the light of what I 

am going to share with you about the concern that I have for our dwindling workforce 

who are skilled enough to provide abortion services.  This figure clearly demonstrates that 

restricting access to abortion does not deter women from seeking one but it drives them to 

unsafe backstreet or clandestine procedures from which they may die, as we have already 

heard.   

 

Whatever one’s personal views are about abortion, the fact remains that abortion is the 

most common procedure that women of reproductive age undergo in this country under 

the age of 45 years. One in three women in Britain under the age of 45 will have an 

abortion.  In 2016, there were more than 200 000 procedures performed in Britain. I am 

sure that everyone here recognises how important it is therefore to provide safe and 

compassionate care. As a mother of four daughters, the one in three statistic really 

resonates with me, particularly as an obstetrician and gynaecologist. I do not think anyone 

here is going to disagree that abortion is an incredibly important almost lynchpin of 

women’s reproductive healthcare.   

 

The current commissioning arrangements, with nearly 70% of those 200,000 procedures 

now being provided in the independent sector but still funded by the NHS purse, means 

that there is a lack of exposure to abortion training within the obs and gynae training 

specialty in England and Wales. This is leading to a very real risk that when my 

generation retires, which is pretty imminent now, that we are not going to be able to 

provide the quality of services that I think women in this country deserve.  

 

To put this into perspective, this year not one doctor in Kent, Surrey, Sussex, Thames 

Valley or the West Midlands completed the RCOG advanced training skills module in 

abortion care. It has only been completed once in Wales, Wessex and the south-west of 

England. We have an imminent skills shortage on our hands which, if we do not deal with 

swiftly, is going to lead to women being unable to access timely abortion services.  To put 

this in perspective, these advanced training skills modules were introduced in about 2007, 

so 10 years ago. There have only been 33 trainees who have completed that module on 

abortion care compared to 5,300 trainees that have undertaken and completed training 

module in other specialties.  You see the dearth of the problem or rather the extreme of the 
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problem.  We are already seeing problems in provision, in particular the need for women 

needing late abortions between 19 and 24 weeks and those women with complex medical 

comorbidities or find out late in pregnancy that their baby had a very severe foetal 

abnormality.  The British Pregnancy Advisory Service figures from last year indicated that 

158 women (women referred to one independent provider) who have been referred for an 

NHS hospital termination were forced to give up on their decision to have an abortion 

because they could not access care, either due to long distances, childcare problems or 

lengthy waiting times, and a further 20 women who were diagnosed with multiple 

complex health problems, who wanted an abortion, could not be found a place in the 

hospital and had to continue with their pregnancies and give birth despite serious threats 

to their health.   

 

One problem is the growing number of young women seeking an abortion who are obese, 

diabetic or have hypertension. You will be well aware of increasing co-morbidities of 

pregnant women in the population and the changing demographics. The later a 

termination, of course the more skilful the surgeon has to be. At 15 weeks of pregnancy, 

there are just 18 hospitals across England and Wales now that can provide a medical 

abortion, only 11 a surgical one, and from 21 weeks, only Imperial College NHS Trust - 

my hospital - and King’s College NHS Trust, both in London, have a doctor who is able to 

undertake late procedures. If any of you can access, or I can provide for you an article 

published online in September which was a publication highlighting a survey of a large 

number of women over a short period of time who had accessed online services trying to 

acquire misoprostol. The reasons why those 520 women, I think it was, gave as reasons 

for doing so, recognising that they might face criminal sanctions, were frightening: so 

49% because they had met insuperable barriers to accessing healthcare; another 20% 

because the prejudice and abuse that they had been shown when they were trying to access 

clinics had turned them away; and another 10% because they live in such coercive home 

environments that their only access to the outside was via an internet portal.   

 

We have to ask ourselves why we have reached this point and the reasons for reaching it 

are multi-factorial, and I think they are very much influenced by a lack of exposure to 

abortion care during training in the UK; the very extreme lack of positive role models 

within these training environments; and the lack of opportunities for career development 

within our traditional employment setting.  In England and Wales, the fact that two-thirds 

of NHS-funded abortions are performed in the independent sector means that junior 

doctors are finding it very difficult to access training and they cannot move into the 

independent sector unless - one of my positive solutions - we find ways of achieving that.  

There are now many fewer NHS consultants working in abortion care and, as I mentioned, 

when my generation retires, there will be negligible numbers. 

 

In addition, the national tariff for abortion care is a disincentive for NHS trusts to 

commission abortion services.  The abortion tariff is also identical for medical, surgical 

and complex cases, although the reality is that women having complex or late 

terminations need a lot more from hospital services and staff.  This has meant that NHS 

trusts have been very reluctant to commission abortion services, particularly the late ones 

as it makes no sense for them on a financial basis to do so.   

 

It all adds up to a feeling that abortion care has low prestige in the NHS and that the staff 

are not recognised as providing an important service for women and for girls. This is a 

situation that is exacerbated by the negative press coverage, some of the ongoing 

parliamentary activity and the truly intimidating tactics of anti-abortion groups. You have 
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seen some of the press coverage recently outside clinics in Ealing, to name just one, and 

there is the existence of abortion in the criminal code, which can leave doctors feeling 

extremely vulnerable.  Unsurprisingly, the morale of the profession has been seriously and 

adversely affected.   

 

You wanted me to say a few words about conscientious objection and I thought it was 

useful to use the RCOG’s Leading Safe Choices programme, which is aiming to 

strengthen the competence and raise the standing and prestige of reproductive healthcare 

professionals in South Africa and Tanzania as an example of what can be done to 

improve, in a relatively short space of time, attitudes of both the community and the 

healthcare providers.   

 

I wanted to stress that the RCOG and I respect the beliefs of those individual healthcare 

providers. In South Africa, conscientious objection at all levels results in very big service 

gaps and complex patterns of service delivery at the facilities. The providers that are 

trained often work in isolation and can describe very eloquently the stigma that they have 

experienced from colleagues and facility managers. Conscientious objection is poorly 

understood and it is often incorrectly managed in these facilities, with some managers 

accommodating providers’ refusal of care rather than instituting a coordinated approach 

that can overcome it and assure that abortion services can still be delivered. You will 

recall that South Africa has one of the most liberal laws on abortion in the world.  

Healthcare providers that provide abortion care services often experience burnout from 

being victimised, stigmatised and isolated from their peers and from their community.   

 

To address those challenges or these challenges, the choices programme initiated values 

clarification workshops and these allow healthcare professionals safe space to explore 

their personal doubts and concerns about reproductive health issues and empathise with 

women seeking abortion care services and acquire knowledge to reaffirm their own 

values. The workshops further allow participants to develop the necessary skills to provide 

respectful and holistic care to women seeking abortion and they also aim to tackle 

stigmatisation by very actively engaging colleagues at all levels within that healthcare 

facility who are not directly involved in abortion provision. The workshops have 

contributed to a significant increase in the number of training requests for comprehensive 

abortion care among the healthcare providers and I believe that we in the UK can learn 

real lessons from the changing hearts and minds that we have managed to achieve in 

Africa.   

 

I would like to end by reminding everyone that we must not forget that the fight to reform 

the abortion law in the UK took over 30 years. The reality is that women are always going 

to need to access abortion and we need to relearn how to provide that care. We need to 

ensure they can access safe and sustainable services. I have a short list of eight practical 

solutions: that the NHS contracts to independent providers to include a commitment to 

training with system level support for joint contracts across both the independent and NHS 

sectors: that we agree a fair tariff for abortion services, and particularly for the late and 

complex comorbidity cases; that we develop a central booking system for women who are 

seeking an abortion; that England and Wales follow in the footsteps of Scotland and allow 

women the opportunity to take misoprostol at home when this is clinically appropriate, a 

decision that would allow them to be in control of their treatment and as comfortable as 

possible during this procedure; to recognise that nurses and midwives who are properly 

trained and funded are perfectly capable of providing surgical as well as medical 

abortions; and the decriminalisation of abortion and the procedure, subject to appropriate 
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regulatory and professional standards, in line with all other medical procedures.  We need 

legislation to be introduced to create buffer zones outside family planning clinics, and, 

lastly, we need to focus on better education and information about abortion for politicians, 

policy-makers and the public.   

 

JOYCE ARTHUR: I am Joyce Arthur.  I am the executive director of the Abortion Rights 

Coalition of Canada.  Thank you to the Committee for letting me speak today.  I am going 

to talk a little about conscientious objection, along with my colleague Dr Christian Fiala, 

as it relates to clause 4 of the UK Abortion Act and also touch a bit on the legal situation 

in Canada.   

 

First, I am going to refer to conscientious objection as “CO” as it is easier to say.  We 

have evidence that allowing CO in healthcare is generally harmful and unworkable, in our 

opinion, because in practice it can interfere with patients’ access to healthcare and their 

right to healthcare.  It also represents a basic contradiction both to evidence-based 

medicine because you are having mostly religious people practising their faith in their 

practice and also contradicting the prime directive of caring for patients, because medicine 

is about caring for patients and CO is about refusing to treat.  For that reason we call it 

“dishonourable disobedience” to the law.  We define CO as the refusal by a healthcare 

professional to provide a legal medical service for which they would normally be 

responsible based on their objection to the treatment for personal or religious reasons.  

While your first thought might be that it is important to protect the right to conscience, in 

healthcare what it amounts to is an imposition of a doctor’s religious beliefs on to 

vulnerable patients.  Our position is that CO in healthcare is not really the exercise of 

conscience generally; it is an unjustified refusal to treat that violates a patient’s right to 

healthcare and it discriminates against them, and reproductive healthcare is largely 

delivered to women. 

 

Healthcare professionals are being allowed to boycott a democratically decided law 

because of society’s deference to religious beliefs and the traditional views that basically 

assigned women to a childbearing role.  We were curious about how this all came about.  

We did some research into the origin and history of CO in healthcare in general and we 

were a bit surprised to discover that the UK’s 1967 Abortion Act was the very first law in 

the world to explicitly allow doctors to refuse their professional duties due to personal 

beliefs, in healthcare overall.  We found that CO is a relatively new phenomenon.  It 

involved again the legalisation of abortion in the UK as well as a bit later in the US with 

Roe v Wade in 1973.  Today, CO is still exercised almost entirely for abortion as well as 

other reproductive health services, healthcare mainly needed by women: contraception, 

sterilisation and more recently in the last few years medical assistance in dying as well.   

 

Since then CO has often been expanded to institutions and regions and entire countries.  It 

has gotten out of hand.  We wondered how the CO clause got into the UK Abortion Act in 

the first place.  We found a source that said it was added for pragmatic reasons as a 

compromise to ensure the law would be passed in the face of objections.  Apparently, it 

was doctors and the professional organisations who wanted to see a clause in the Act 

based on their desire to protect their decision-making role and their personal 

unwillingness to agree to a woman’s request for abortion.  That may well be true.  We 

uncovered another interesting aspect.  We corresponded with Lord David Steel and told 

him it looked like the CO clause was added for pragmatic reasons.  We asked him about it 

and he said: “It is not true that the CO clause was introduced to get the Bill passed.  It was 

introduced following two, or it may have been three discussions at the Catholic seminary 
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in my constituency where I realised that the law ought to respect the rights of those who 

mistakenly, but fervently, equate abortion with murder, and they were pleased at the 

outcome”.   

 

It goes without saying that religious beliefs should have no place in evidence based 

healthcare.  These are very personal beliefs.  They are not based on reason or evidence, 

which means that laws and policies that try to control and limit CO such as requiring 

referrals and even requiring emergency care cannot be effectively applied because many 

objectors refuse to refer because they feel it makes them complicit.  A few women in other 

countries in particular have died as a result of doctors’ refusal to treat.  The problem is we 

cannot offer to protect doctors’ consciences with the law and then at a certain point take 

that away and expect them to suddenly do an abortion if they have to.  That is what most 

CO regulations try to do, including the UK clause.   

 

In the UK, doctors are allowed to refuse to do abortions in the public system, but the 

National Health Service contracts out 70% of abortion care to the private agencies - 

BPAS, Marie Stopes, et cetera - and of course they do not hire objectors.  It means that 

CO would mainly be a problem in public health facilities.  Another related problem that 

Lesley touched on is a lack of training in hospitals for obs and gynae.  That may be 

because there are not many hospitals doing abortions. The current system of supporting 

abortions in the private sector is an escape from the CO law.  It makes the CO law a bit 

redundant.  It also represents an abdication of the NHS to provide the care in public 

hospitals.  Abortion clinics are great but they can be targets of anti-choice protests and 

targets of stings by the government or media.  At least hospitals should be there in a 

training capacity.   

 

I want to talk a little about the evidence of the harms of CO.  There is not that much 

research on how women themselves are affected by CO.  How frequently do they face 

refusals? How many doctors out there refuse to even refer?  What are anti-choice doctors 

actually saying to women?  What are the effects on women’s health and wellbeing?  Are 

they able to access abortion after a refusal?  Does it increase delays and expenses and so 

on?   

 

I want to give some evidence about the reality of CO for women and how it harms them, 

evidence from Canada, which allows CO in spite of our liberal progressive lack of laws 

and everything else and pretty good access.  Only the provinces of Ontario and 

Saskatchewan have policies that require objecting doctors to refer.  The national group is 

the Canadian Medical Association.  They do not require doctors to refer for abortion care.  

Women can often self-refer to a clinic or a hospital but many hospitals require a referral 

from a doctor.  If a doctor is anti-choice, access to some legal or health services can be 

delayed for some women.   

 

There was a 2015 study that found: “In many parts of Canada, as a result of health 

professionals’ conscientious refusals, access to some legal health services has been 

seriously impeded”.  Another study back in 2003 showed that some doctors would not 

refer or they made an inappropriate referral to an anti-abortion agency.  They sometimes 

treated the patient disrespectfully, refused to give information on options, provided 

misinformation, or they tried to delay a referral until it was too late for an abortion.  In one 

case the doctor said, “If you have an abortion you are no longer my patient.  Don’t come 

back here”.   
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In 2014, it came to light that three doctors at a medical clinical in Ottawa were refusing to 

fill prescriptions for birth control for patients, or refer patients for abortion.  Other similar 

occurrences have happened before in Ontario.  These are just media reports and they are 

the tip of the iceberg because I think it happens a lot.  I have personally heard complaints 

from women over the years where doctors have refused them care, or treated them 

disrespectfully when they requested birth control or an abortion.  They were told, for 

example, “You don’t really want an abortion.”  “You’re going to regret having an 

abortion.”  “Why don’t you go home and talk to your husband?”  I think Canada’s 

example is significant, as I mentioned, because we have no laws restricting abortion, so 

pretty good access, but the exercise of CO undermines the legal access and serves to harm 

women.   

 

If these things are happening in progressive Canada, you can be sure they are happening 

in pretty much every country in the world, including the UK, and probably even more 

frequently.  Christian and I focus on what we call the victims of CO, the women.  We 

have a website called www.conscientious-objection.info on which we have listed 45 

victims of CO who either died or suffered serious injury or injustice by being refused a 

legal abortion.  These are stories again found in the media or in official reports.  You only 

see them when a woman dies or a woman or her family sues.  Most of these victims are 

from countries with Catholic majorities such as Poland, Spain, Ireland, Latin America, as 

well as the United States, which has a large number of publicly funded Catholic hospitals.  

These countries are taking refuge in the tolerance of legal CO for abortion and using it to 

expand its exercise even more.   

 

I have three recommendations for the Committee, the first based on the medical evidence 

and the long experience in Canada and Sweden.  We recommend repeal of not only the 

CO clause but that the entire law should go.  Canada has had no criminal laws around 

abortion for 29 years, so we have proven it is quite possible.  As a result, I think we have a 

lower rate of abortion than the UK.  In the UK it is 16 per 1,000 women of child bearing 

age; in Canada it is 14.  We do not have gestational limits or anything like that.  Women 

only request abortions after 20 weeks for very compelling reasons: serious health risk, a 

severe foetal anomaly.  Doctors as professionals are accountable to their professional 

associations so they do not do them.  There is no point in restricting abortion by 

gestational age as the evidence clearly shows that society can trust women and doctors.  

The UK law depends on the 1861 Offences Against the Persons Act, as Marge says, that 

has to go as well; sections 58 and 59.  We think you should replace the Abortion Act with 

a positive law; a law with no criminal penalties.  The goal is to ensure and expand 

women’s access to reproductive healthcare including abortion, advance women’s health 

and rights and protect licence providers from discrimination and prosecution.  It should 

explicitly disallow conscientious objection as one of the measures to improve access and 

hopefully, implement a monitoring and enforcement system against objectors as well.   

 

Because the UK was the global initiator of CO laws, your country could set a very 

powerful example to the rest of the world by disallowing CO, and thereby encouraging 

other countries to follow as an example, particularly developing countries where 

restrictive laws combined with abortion stigma and rampant CO have made access very 

difficult for women - it has caused great injustice and suffering including women’s deaths. 

We would like to ask the UK to take responsibility for its role in starting this problem in 

1967 with the CO clause and subsequently spreading CO around the world.  It would be a 

fantastic thing for you to advocate to other countries to do the same thing.   

 

http://www.conscientious-objection.info/
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CHRISTIAN FIALA:  Thank you very much for the invitation.  We need to know the 

past, to understand the present, to be able to shape the future.  We know the saying and it 

is nowhere as true as in reproductive health.  My approach to abortion as a specialist in 

obstetrics and gynaecology is to understand what we are doing.  To understand that, I treat 

patients on a daily basis coming for an abortion for unwanted pregnancies.  I searched the 

past to understand what happened in the past.  I am also engaged in research in Stockholm 

in the Karolinska Institute to improve contraception and abortion.  I work in many 

different countries to compare the situation in different countries and to learn from each 

other.  I have to admit I am a conscientious objector.  In Austria we have obligatory 

military service and when I got the call I refused to shoot at people.  I was put in front of a 

commission.  I had to justify and as a conscientious objector I was ready to accept my 

punishment in the form of a longer extended civil service.  Now as a gynaecologist I find 

myself in the absurd situation that I have to step in, in Austria, for example, in the city of 

Salzburg, which you may know, where everyone is a conscientious objector except one 

courageous colleague and I find myself in the position where I have to step in and replace 

other colleagues who pretend to be a conscientious objector, who use the term or who 

misuse the term.  Obviously, they do not take anything on themselves.  They expect the 

patients to bear the burden of their personal beliefs.   

 

On the other hand, patients cannot do this medical treatment themselves.  We as doctors 

exert a state monopoly.  Patients would be punished if they did an abortion themselves.  It 

is a fundamental misuse to use this term “conscientious objection”, when, in fact, it is 

refusal to treat dependent patients as Joyce just said.  I think it is one of our crude 

fundamental obligations as doctors to treat patients without discrimination of sex, gender, 

colour of skin or whatever.  We are in a privileged position of trust and authority and it is 

a misuse of this privileged position if we refuse a patient, and, of course, all those doctors 

who refuse patients under conscientious objection expect to continue having their salary.  

They do not take any negative consequence on themselves.   

 

Furthermore, it is not really unexpected for a gynaecologist to meet a woman with an 

unwanted pregnancy.  This is part of life as we all know it and no one has been forced to 

become a gynaecologist so when we choose this profession we have to accept the duties 

that come with it, including the duty to treat women with unwanted pregnancies, because 

that is an integral part of obstetrics and gynaecology.  It is just like someone who wants to 

become a window cleaner and fears heights.  It is no problem but then he should not 

choose this profession.  Joyce mentioned briefly the terrible negative consequences of 

women.  I could tell you loads of heart-breaking stories; of a pregnant woman with 

cervical cancer which has been refused in a public hospital in Austria because of 

conscientious objection.  That is one of thousands and some of them we have collected 

and put on this website.  All this is unnecessary.   

 

As an example, in Sweden, Finland and Iceland for decades and, as we know, in all other 

parts of medicine, for all other professionals, if you refuse part of your professional duty, 

you are sanctioned.  That is it.  It is difficult to understand why we make an exception for 

this fundamental basis of medicine and profession in general.  If you were a bakery and 

you refused a gay client, you would be sued.  Why do we allow doctors to refuse 

dependent patients? If we look at the example of Sweden and Finland, refusal to treat is 

disallowed under whatever title it is presented.  You tell this to students obviously and so 

those who have a problem with women with unwanted pregnancies choose another 

profession.   
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This brings us back to the more fundamental question of the origin of restrictions.  Why is 

it that almost all societies have followed this temptation to patronise women, not in 

general but as soon as they do not follow social expectations and try to terminate a 

pregnancy.  It is fine so long as they follow the social expectation and they deliver one 

child after another.  As soon as they go against social expectations, they are sanctioned, 

with restrictions which have no place and which we would not accept anywhere else in the 

world.  It is unique to the UK to need two signatures.  If I talk to other colleagues in the 

world and say in the UK you need two signatures, no one can believe it, because even if 

you bring your child to hospital, you need only one signature of a parent, so why would 

adult women need two signatures of strangers?  Moreover, all these restrictions have 

negative consequences.  There is not a single example in the world that any of these 

restrictions had any positive effect, let alone an increase in deliveries.  Very much the 

contrary, and I have provided you with a graph on Poland where we can see even making 

abortion illegal in Poland has had no impact on the decline of the birth rate.  You cannot 

possibly convince women with an unwanted pregnancy to carry an unwanted pregnancy to 

term.  It is impossible.  All you do with restrictions is delay access to abortion.  The UK in 

England, Wales and Scotland is last when it comes to gestational age in abortion in 

Europe because women are just delayed for no benefit at all.   

 

Another very interesting aspect in this whole debate is medical abortion.  Medical 

abortion is another example where sometimes technological improvements overtake 

political processes.  Medical abortion is really a game-changer.  If you think about 

medical abortion, it is in no way different to spontaneous miscarriage.  It is 

indistinguishable.  It has exactly the same symptoms.  For a woman who is coming to a 

hospital, no doctor in the world can distinguish whether she has under gone a medical 

abortion or she is just under going a spontaneous miscarriage.  Why do legislators in this 

world differentiate medical abortion and spontaneous miscarriage?  Why do we accept 

that women have survived and managed spontaneous miscarriage for the last 10,000 or so 

years on their own and at the same time we put the delivery of medical abortion, access to 

medical abortion under strict regulations when it is exactly the same?  

 

If you want to apply evidence-based medicine, I guess each of us expects, if we go to a 

dentist, them to apply evidence-based medicine, not to pray to the god of teeth.  We 

should expect that also from reproductive health.  We should delete all these restrictions 

which have no evidential basis, and give women free access to decide not only in the case 

of wanted pregnancy but also in the case of unwanted pregnancy.  If, as a society, we trust 

women that they can raise a wanted child, I think we have all reason to trust them also to 

take responsible decisions in the case of an unwanted pregnancy.   

 

One restriction which came up was the misoprostol in the course of medical abortion.  We 

did a study in 2004, 13 years ago, which clearly showed it is safe, effective and the choice 

of most women to take misoprostol at home.  Excuse me in the presence of some women 

who know better than me, but my observation is that most women when they have a bleed 

they prefer to be at home and not in a clinic.  Why is it that the UK forces women to have 

a bleed in a clinic and then they are allowed to go home while bleeding on their way 

home.  You cannot be more cruel towards women.   

 

On the one hand, we need to delete all restrictions.  There is no evidence base for this.  At 

the same time, we need to introduce protective laws protecting women in their 

reproduction.  We need to understand that abortion is not just the other side of the coin of 

wanted pregnancies; it is an integral and crucial part of family planning because most 
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people have this life concept of wanted children.  This life concept can be derailed by 

unwanted pregnancies, whether it a 17 year-old girl who already has an unwanted child or 

a 48 year-old woman who has grandchildren and gets an unwanted pregnancy.  This 

concept of unwanted children can be derailed by unwanted pregnancies.  Integrating 

contraception and abortion is an integral part of the family planning policy.  It is not the 

other side of the coin; it is an integral part.   

 

The role of man is not only to cause pregnancies - as we know, women do not get 

pregnant on their own and it is not only our role to be there in the case of a wanted 

pregnancy; it is also our role to be there in the case of an unwanted pregnancy, because, 

after all, pregnancies are caused by us as men.  Thank you very much for your attention.   

 

GARETH THOMAS:  Lesley, can I pick up on some of the points you were asking and 

play devil’s advocate.  I suggest you are being overly dramatic in terms of the impression 

you are creating of a decline in the number of doctors available to provide medical or 

surgical abortion services, in the sense that some of the figures that you used related to a 

specialist training course that only came in ten years ago.  Is there more general evidence 

of a decline in the number of doctors that are available to provide medical or surgical 

services?  Specifically, you gave a compelling example of surgical abortion services only 

being available at St Mary’s in London.  Is that a marked decline, say, from 10, 20, 30 

years ago or is it something that has always been indicated?   

 

LESLEY REGAN: I am happy to take the challenge. I think I have understated the 

enormity. In the information that we submitted to you, this graph tells you everything.  

This is a graph of the split between NHS at the bottom, private sector declining and 

independent sector provider provision increasing. If you were able to look at it close up, in 

2016, we got to 70% independent sector, which is doing a fabulous job but we do not have 

joint contracts. Effectively, all that experience is out of reach of NHS trainees with only 

30% of NHS facilities having these services. The figures I gave you, which are absolutely 

accurate for late cases, and late complex comorbidities and foetal abnormalities, is a real 

problem. I am very grateful to Nigel Acheson at NHS England South who really helped 

and supported us to put forward a proposal to get specialist funding to create five regional 

centres that would deal with these complex cases. I am not advocating that everyone needs 

to have those facilities. We need to have regional centres to which these girls and women 

can be referred. We know from the choriocarcinoma trophoblast cancer model that this 

works very well where we send complex cases to specialist centres, and we could 

certainly sort that out. We need a short, middle and long-term workforce training fix for 

this. If anything, I have understated it.   

 

VISCOUNT CRAIGAVON:  Can Christian and Joyce give some indication as to whether 

the situation has got worse so far as conscientious objection in your countries?  Are you 

fighting a losing battle?  Are you winning slightly?  Who do you present to?  You have 

given a very forthright presentation which is very nice, but when you give that 

presentation to people in your country, how do they receive it?  If I can give an example, 

you said are you accusing some people in Salzburg of pretending - you used the word 

pretend - to have conscientious objection.  Can you tie that down?  How does that work?  

How do you prove that?  

 

CHRISTIAN FIALA:   As Joyce said, this example of conscientious objection introduced 

by the UK was followed almost worldwide.  Wherever abortion was made legal through a 

democratic process, this process was counteracted by a personal boycott of this 
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democratically decided law.  This is widely misused in the sense for example that out of 

about 80 hospitals in Austria, only four would offer abortions.  They claim it is 

conscientious objection.  It is not conscientious objection.  It is ordered by the head of 

department of obs and gynae or the owner of the hospital, which frequently is the church, 

and if you do an abortion in any of these hospitals, you would be kicked out immediately, 

which is the very opposite of conscientious objection.  All this comes down to a power 

play of religious sides against what they object to; that is giving women a choice.  It has 

certainly become more pronounced.  Maybe also people have become more aware.  Some 

20 years ago, it was more accepted and it is increasingly less accepted, so maybe people 

talk a little more, but it is extremely widespread and the resistance to overcome it is 

enormous, just like the power of the Vatican is quite strong still in many countries.   

 

JOHN MANN:  First a plea to you, Chairman, that in any report we do not use the world 

“liberal”, even with a small “l”.  

 

THE CHAIRMAN:  Not even with a big “L”?  

 

JOHN MANN:  Particularly not with a big “L”, but a term such as “universal” should be 

used.   

 

THE CHAIRMAN: Fair enough.   

 

JOHN MANN:  I think that is quite important in the political dialogue that is there.  My 

question is about -- and the same question may apply elsewhere I am not sure in Canada.  

In how many parts of this country will a woman who has been raped not have access in 

her locality to assistance on the NHS with an abortion?   

 

LESLEY REGAN: Only 30% of procedures are now being carried out on the NHS. I 

cannot give you an exact number city by city or facility by facility.   

 

JOHN MANN:  Is that information available?   

 

LESLEY REGAN: It is something that we are trying to collect because we currently have 

quite a large number of trainees who are unable to access experience in this area. I spoke 

last Friday morning at Leeds at the National Training Conference. It was a packed 

audience of very bright young people - men and women - who were very keen to become 

the very best in our specialty. I had a show of hands and the vast majority of them were 

not able to access experience in abortion care in their hospital.   

 

JOHN MANN:  The reason for asking it would be my expectation that one of my 

constituents in that situation should be guaranteed access through the National Health 

Service in or in the vicinity of my locality.  

 

LESLEY REGAN: For example, if you were in East Anglia - I am not sure where your 

constituency is here, I apologise for that - you would not be able to access help.   

 

THE CHAIRMAN:  It would be paid for by the NHS. Whether it was done by the NHS or 

not is a different matter. 

 

LESLEY REGAN: You will probably be able to access a procedure in the local area but it 

will unlikely be on the NHS. This is due to Norwich tendering abortion services and the 
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independent sector going in.  

 

JOHN MANN: I understand that, but if there is such data available, that data, I think, 

would be very, very useful, because it would be my expectation that one of my 

constituents in that situation ought to have access to a full service, a wraparound service 

entirely with the National Health Service.  The numbers of parts of the country where that 

is not the case would be very useful information.   

 

THE CHAIRMAN: The independent clinics - to defend them - give a very good 

wraparound service for cases like that.  They would understand and treat their patients.   

 

JOHN MANN:  I am very familiar with the services there but that information would be 

very interesting. 

 

LESLEY REGAN:  We will make sure that you have as much as we can possibly glean.  

 

JOHN MANN:  In Canada or Austria would that be a similar situation?   

 

CHRISTIAN FIALA:  Very similar.  It all depends on the owner of the hospitals.  Two 

years ago there was a huge scandal in Germany because a woman was raped and she was 

taken to the nearest hospital by ambulance and the hospital refused to examine her 

because the doctor on duty did not want to be in the position of being forced to give her 

emergency contraception - it was a Catholic hospital - so they refused to examine her 

outright.  That led to a huge scandal.  We had a patient two months ago in a Vienna 

hospital, in a Catholic hospital again, she was in need of a curettage for medical reasons 

and she wanted an IUD because she already had five children and seven abortions, 

something like that, and she was refused to be inserted with an IUD during the medically 

needed curettage.  I talked to the head of the department, and he said, “No, as a Catholic 

hospital we won’t insert an IUD under any circumstances”.  I said, “But you are going to 

prevent abortions”.  He said, “That’s not my thing”.  Women are denied basic medical 

healthcare under this religious vendetta.  That is widespread all over Europe.  If the 

hospital is owned by the Catholic Church or if they are given this freedom by the health 

system, I have no problem with a Catholic hospital, but they are paid by the society and 

they should provide a full medical service, irrespective of their beliefs.   

 

THE CHAIRMAN:  That is very interesting.   

 

JOYCE ARTHUR:  Similarly in Canada, only about 15% of hospitals do abortions.  

Clinics are great, as I mentioned, but they are all in the large cities in Canada, and, of 

course, Canada is very huge geographically.  Women have to travel for abortion often and 

a lot of hospitals do not do them.  It is a combination of politics and conservatism and 

doctors being anti-choice and disrespect for women. Because cities are more liberal, it 

makes it very difficult to equal access for all women.  I often say that in Canada access in 

cities is good to excellent for abortion, but as soon as you leave the city it is abysmal in 

some places, almost non-existent.   

 

We now have medical abortion in Canada. Mifepristone was approved a couple of years 

ago.  To us that holds great promise because if we can get more family doctors out there in 

the rural areas prescribing it, it can really help solve some of our access problems and 

maybe that could happen in the NHS.   
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JOHN MANN:  You mentioned the Catholic Church.  What other religions result in an 

increasing problem in this context?   

 

CHRISTIAN FIALA:   The new wave of immigrants from Arab countries following 2015, 

of course, poses a challenge, but they do not have a powerful institution behind them.  It is 

more a problem on an individual level.  There are no Muslim hospitals in Austria where 

women would be subject to Muslim beliefs.  We do not have this problem on an 

institutional level; the problem is more on the individual level.  We have huge problems 

throughout Europe with the Catholic Church.  Just last September a women died in a 

hospital in Sicily in front of the eyes of doctors.  She was pregnant and had a miscarriage 

and doctors refused to terminate her pregnancy and so they let her die of septicaemia.   

 

LORD REA:  This is a question for Professor Regan.  She might have covered this in her 

introductory speech, but I may have missed it because I am severely deaf despite having 

the best hearing aid that the National Health Service can provide. It is to do with training 

in the independent sector, clinics that do terminations. It is true that the inability for 

training in this, in that only one-third or so of abortions take place in the National Health 

Service, which is where most medical students and staff in training will get their 

experience.  What is the feeling about getting the independent clinics to be involved in 

training?  Should this not be part of their licensed contract?   

 

LESLEY REGAN:  Thank you. That is one of my proposed solutions that we facilitate 

contracts that allow clinicians to move seamlessly from the independent sector to the NHS 

and from the NHS into the independent sector. One thing that is often not understood fully 

is that late complex comorbidity case cannot be undertaken in the independent sector.  

They have to be brought into an NHS facility. Therefore, there are all sorts of really 

important drivers to make those joint contracts come about. We would also then send 

medical students, I hope, into both places to get experience because many of the medical 

students I talk to feel very strongly that this is a very important part of healthcare for girls 

and women and they do not know how to access exposure to it.   

 

THE CHAIRMAN:  Lesley, could I link that up with the MRCOG, the part to do with 

abortion is a separate diploma, is it not?  It is a separate thing. It is not part of the 

MRCOG?  They all do it.   

 

LESLEY REGAN:  There are two modules in the core curriculum that have to be 

undertaken.  

 

THE CHAIRMAN:  How can they then sit for the MRCOG if they are conscientious 

objectors?   

 

LESLEY REGAN: That is one of the things I want to change in the sense that it is part of 

the core curriculum, but I want abortion care to be one of the practical stations that is 

included in the MRCOG exit exam. There are now three parts. There is a Part 1, which is 

practical and theoretical, there is a Part 2 and there is a Part 3, which is mostly face-to-

face conversations with individuals and actors, role players to talk about situations. In the 

past we have shied away from topics that were a bit difficult or uncomfortable or might 

cause a bit of angst and I think we are going to be brave enough now to change that. The 

current vice-president for education is actively pursuing that as an idea.   

 

THE CHAIRMAN: You have to say to people if they are conscientious objectors they 



 

 

 

26 

should not do obstetrics and gynaecology.   

 

LESLEY REGAN:  As you know, I stood on several public platforms recently and said 

that, and I was expecting a lot of push back and I have had none.   

 

THE CHAIRMAN:  You have not?  That is interesting.  Christian?   

 

CHRISTIAN FIALA:  Just one comment on the workload and shortage of abortion 

providers.  One obvious solution would be to make the abortion pill available over the 

counter.  It is an absurd situation that we complain that we do not have enough doctors 

and, at the same time, we artificially restrict the solution, which is medical abortion, 

which is exactly the same as spontaneous miscarriage, as I explained, and then we 

complain we do not have enough doctors.  I was in Uganda three weeks ago and Bulgaria 

three months ago, and I went to the pharmacy and said, “I want a box of medical abortion” 

and they said, “Here it is; €6”, the combined packet.  In India, they have a box which is 

called “unwanted kit” as the registered trademark next to the pregnancy tests.   

 

THE CHAIRMAN: We would hope that that is going to happen, but it took us four years 

to get emergency contraception available over the counter.   

 

LESLEY REGAN:  Do not give up.   

 

CHRISTIAN FIALA:  I want to remind you that in this country a pregnancy test was 

illegal and the rule of medical etiquette was that no lay person may inform a patient that 

she is pregnant.  That is from 1953 and the Family Planning Association in this country.  

Now pregnancy tests are in every drugstore, so why not put medical abortion unwanted 

kits next to the pregnancy tests?  That would be the obvious solution and then we would 

not need to complain and we would need to train doctors for complicated cases only.  

There is still a need for doctors in this area, but in the vast majority of uncomplicated, 

early cases, women can handle it themselves.  It is just the society who prevent them from 

doing so and then we complain.   

 

LESLEY REGAN: I think a very important point, if I may add to that, is that, as you 

know, I have spent a large part of my career running a very specialist recurrent 

miscarriage service.  What really strikes me is if somebody in this room came to see me 

tomorrow morning in that clinic at St Mary’s and the scan diagnosed that their pregnancy 

had died, I would be giving them the misoprostol to take home so they could be 

comfortable and I would probably say, “Why don’t you take it on Friday night so you are 

going to be at home and it doesn’t interrupt work, et cetera”, and yet if you had come to 

me requesting a termination of pregnancy at exactly the same gestation, I have to insist - it 

is the law - that you take the drug in front of me and you then miscarry travelling home. I 

think that we have got to the point where the old Act is now outdated because in 1967 the 

only way to obtain an abortion was to bring a woman into hospital, give her a general 

anaesthetic and do an operation. Now 65% in England and over 80% in Scotland of early 

medical abortions are performed with drugs.   

 

THE CHAIRMAN:  That is one of the things we very much want to highlight in this 

report, but is for this country only. We have then to look at worldwide and what goes on 

in lots of different countries, where there is a much further way to go before you can get to 

that point.  Medical abortion is going to transform.  It is going to get earlier and earlier 

and earlier.  I want a late period pill.  
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LESLEY REGAN: They have got it in Bangladesh. That is what they do; menstrual 

regulation.   

 

THE CHAIRMAN:  They have been doing it in Bangladesh for years.  

 

CHRISTIAN FIALA:  I would like to thank you and encourage this Committee and the 

House of Commons to take the lead again.  You took the lead and your country and your 

society was courageous enough - after a long fight - to take the lead in 1967 with the 

Abortion Act and many countries followed your suit. I would really encourage you to take 

the lead in abolishing this paternalistic approach and giving women free choice and I am 

sure many countries would follow your suit this time again.   

 

THE CHAIRMAN:  Thank you very much indeed.  We ought to close on that note.  It is 

very fine point on which to close. Thank you all for coming and putting up with us.  We 

hope we are going to produce a good report at the end of it.  If there is any more that you 

want to add or you have a brainwave in the operating theatre next week, just let us know, 

because this is going to go on until after Christmas.  It will launch on International 

Women’s Day. 

 

 

---------------
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