
GENERAL PRACTITIONERS AND ABORTION

1. Introduction
THE commonest way to obtain an abortion is first to consult a general practitioner.

General practitioners therefore play a key role in abortion. Their views and
practice in relation to both contraception and abortion were explored in a recent study.

As part of a national study of birth control services in 52 randomly-selected
areas of England and Wales, 900 general practitioners were sent postal questionnaires
in late 1970. Six hundred and one replied-a response rate of 68 per cent excluding
the few who proved ineligible (see Appendices). Those who co-operated were younger
and were more likely to be in group practices.

2. Circumstances in which abortion was recommended
Twelve per cent of the doctors said they had a conscientious objection to termination
of pregnancy, but half of these described a limited range of circumstances in which they
would recommend it.*

These doctors most often described situations which involved a risk to the mother's
health or a possibility of foetal abnormality. Only a few mentioned circumstances with
some social content, such as a 'very young girl' or a 'large family'. The other six per cent
who had conscientious objections were equally divided between those who could think
of no circumstances in which they would recommend abortion and those who left that
part of the question unanswered. So between three and six per cent of general practi-
tioners would apparently never recommend abortion.

At the opposite end of the spectrum, 34 per cent of them favoured termination of
pregnancy for 'whoever requests it after she has given serious consideration to alter-
natives'. Given this substantial minority in favour of 'abortion on request', it is not
surprising to see clear majorities in favour of abortion in the presence of various health
and social problems.

We asked all the doctors who did not have conscientious objections to predict their
actions when abortion was requested in several different circumstances. As shown in
Table 1 recommendations for abortion were more forthcoming when the presenting
problem was a medical one than when it was a social one, except in the case of a young
unmarried girl, where the proportion predicting that they would recommend abortion
was just as high as for a woman with severe kidney disease.

Change in attitudes
When these findings were compared with those of an earlier survey of general practi-
tioners in 1967-68 (Cartwright, 1970, p. 72), it appears that there is a more liberal
attitude to abortion in 1970. Doctors in the earlier inquiry were asked whether they
thought a woman who had several children should be able to obtain an abortion when
she found she was pregnant and did not want to be. Only 22 per cent gave an
unqualified 'yes', compared to the 69 per cent who said in the recent survey they
would recommend abortion when requested by 'a married woman with six children'
and the 34 per cent who were in favour of abortion on request.

Clearly there has been a substantial change. The Abortion Act, which came into
force between the two surveys, has apparently either encouraged doctors to express their
attitudes more freely or has led to a change in their views.

*'Do you have a conscientious objection to termination of pregnancy in virtually all cases or not?'
IF YES 'Can you think of any circumstances where you would recQmmenc terminRtion of pregnancy?'
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2 GENERAL PRACTITIONERS AND ABORTION

TABLE 1
RECOMMENDATIONS FOR ABORTION IN DIFFERENT CIRCUMSTANCES

When abortion is legal, women are more likely to raise the possibility with their
doctors who may then become more aware of people's feelings, circumstances and needs.

Of the 198 doctors saying they would recommend abortion for 'whoever requests it
after she has given serious consideration to alternatives' 13 per cent said they would not
recommend it in one or more of the six circumstances specified, even though they were

all prefaced by the 'serious consideration' clause. At first glance this appears to be an
inconsistency. However it may be that these doctors approached the questions on two
different levels: on the one hand acting in the role society has assigned them-that of
deciding which abortion requests are appropriate under the law, and on the other hand
expressing a wish to act in a different role-that of assisting a woman who requests an

abortion to make her own decision.

3. Number of abortion referrals

Are abortion referrals evenly distributed among doctors or do a small proportion of
doctors make a large proportion of the referrals?

Table 2 shows that a third of the doctors estimated they had referred fewer than
four women for a National Health abortion in the last year; a fifth had referred ten
or more.

Their estimates suggest that 26 per cent of the doctors were responsible for 60 per

cent of the referrals within the National Health Service. Assuming that those expressing
a conscientious objection referred none, the mean number of patients referred to the
National Health Service by all the doctors is 5 0 in the 12 months before the study.

The numbers referred to private clinics were, predictably, smaller. If we again make
the assumption that those with conscientious objections referred none, it is apparent
from Table 2 that more than half of the doctors referred no patients privately.

The mean number referred was 1 7 patients, the few doctors making high numbers
of referrals again bringing up the mean. The correlation between the numbers referred

Abortion requested before ten weeks and after giving serious
consideration to alternatives by:

A woman
An A woman who A married An

An unmarried with contracted woman unmarried
unmarried university severe rubella with poorly-paic

girl aged 14 student kidney during six working
or under in her disease the first children girl

final year trimester

Would recommend 86 60 87 84 69 63
Would not recommend 2 25 0 3 16 21
'It depends' 0 3 1 1 3 4
Question not asked- 12 12 12 12 12 12
conscientious objection
to abortion

Number of doctors (-=100%)* 601

* This is the total number of doctors. Small numbers who did not reply to particular questions have
been omitted when calculating percentages.
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GENERAL PRACTITIONERS AND ABORTION

TABLE 2
ESTIMATED NUMBERS OF PATIENTS REFERRED FOR ABORTION IN THE LAST 12 MONTHS

Number ofpatients % Referred % Referred % Referrals
to N.H.S. to private clinics refused by N.H.S.

None .. .. .. .. 4 43 36

1-3.. .. .. .. .. 30 30 39

4-6.. .. .. .. .. 28 9 9

7-9.. .. .. .. .. 7 2 2

10-12 .. .. .. .. 14 2 1

More than 12 .. .. .. 5 2 1

Question not asked-
conscientious objection to abortion 12 12 12

Average number* .. .. .. 5-0 1-7 1.7

Number of doctors (=100%) .. 583 591 591

*Assuming those with conscientious objections made no referrals.
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through the National Health Service and those referred elsewhere was small but positive
(correlation coefficient=+0-21) if we assume that those who had conscientious objec-
tions made no referrals of either sort. If these are excluded there is no association
between the two. Two per cent of all the doctors had not made any referrals at all
although they did not have a conscientious objection to termination.

Table 2 also shows the doctors' estimates of the number of patients referred to the
National Health Service for terminations who were refused; the mean number being
I * 7. Thus one third of all general practitioner referrals for abortion within the National
Health Service were, by their estimates, refused.

We have no information about the numbers of patients who might have approached
their doctor about an abortion but had not been referred by him. After careful con-
sideration we decided against asking questions about this because we thought that even
if the doctors were prepared to make an estimate of the numbers, the results would be
difficult to interpret. There are many indirect ways in which a patient may approach
such a subject, and many ways in which, consciously or unconsciously, a doctor may
indicate his likely reaction to such an approach.

The requests which are direct enough to be recognised by doctors who reject them
will represent an unknown, but possibly small, proportion of potential demand.

4. Comparison with national statistics

These estimates of the numbers of referrals by the general practitioners seem high. The
number of principals in general practice in England and Wales in 1970 was 20,831
(Digest of Health Statistics, p. 37) and if we take the average number ofNational Health
Service referrals made as 5 0 and the average number of those rejected as 1 7 this would
give a total of 68,742 health service abortions, compared with the 46,351 abortions which
actually took place in health service hospitals in 1970. The general practitioners said
they referred an average of 1I7 privately.



Unfortunately we did not ask how many of these were refused, and this obviously
does happen. If none were, this would give a total of 35,413 which compares with the
27,203 abortions in 1970 which actually took place outside National Health Service
hospitals on women with home addresses in England or Wales. (Chief Medical Officer's
Report, 1970).

People may not go through their general practitioner for abortion and they are
less likely to do so for a private abortion than a National Health Service one. So we
would expect estimates derived from general practitioner referrals to be underestimates-
particularly for private abortions.

Some possible reasons for overestimates are:
(1) A bias in our sample of general practitioners: doctors making a high number

of abortion referrals being more likely to take part than doctors making none
or few. Such a bias is likely to arise from the differential response rate rather
than from a bias in the initial sample selected. There is some evidence to
support this as younger doctors were more likely to reply than older ones and
younger doctors reported more referrals than their older colleagues.

(2) Fewer referrals leading to an abortion than general practitioners realised. This
could happen because women find they are not pregnant after all, and some
may change their minds. Others may not be accepted for a National Health
Service abortion but may get one privately and the general practitioner may be
unaware of this change.

(3) Inaccurate recall by general practitioners. It is obviously difficult to make this
estimate for a period of 12 months unless doctors have made no, or very few,
referrals. Some may have been recalling all the referrals they made since the
Act came into force.

It is probable that all these factors contributed to an overestimation of National
Health Service referrals. It is also possible that some abortions are not notified-but
the numbers involved are not likely to be large.

5. Action when referrals were turned down
The number of National Health Service referrals refused was similar to the numbers
referred privately. Analysis in table 3 shows that the doctors reporting that some of their
patients had been refused termination under the National Health Service were referring
more patients privately. This suggests that private referrals are sometimes used as a
'second line of defence' and further data support this.

TABLE 3
VARIATIONS IN THE NUMBER OF PRIVATE REFERRALS WITH THE NUMBER OF

N.H.S. REFERRALS REFUSED

Doctors' estimates ofN.H.S. referrals refused in last
12 months

Doctors' estimates ofprivate
referrals in last 12 months None 1-3 4 or more

None .. .. .. .. 61 44 31
1-3 .. . . . . 28 40 35
466. .. . .. . 8 11 16
7 or more .. .. .. 3 5 18

Number of doctors making
estimates (=100%) .. .. 213 231 73.
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In answer to a question about what they generally did when a referred patient was
refused, over a quarter of the doctors who had had this happen said they referred them
privately, as shown in Table 4.

However, more than half of them did nothing further towards arranging an abortion.
Some who did nothing about the pregnancy termination discussed the possibility of
adoption. Many of the doctors were talking about the one or two instances in which this
had happened. 'The patient changed her mind anyway and was pleased to have the
child.' 'I supported one psychologically, one aborted herself, one is seeking a private
abortion.' This last doctor recognised that some women were making their own arrange-
ments either legally or illegally.

If they do not do this the outcome of an intial refusal for an abortion under the
National Health Service is most likely to be a continued pregnancy.

TABLE 4
'USUAL' ACTION WHEN NATIONAL HEALTH SERVICE ABORTION REFUSED

*Percentages add to more than 100 as some doctors mentioned
more than one action.

6. Difficulties in arranging abortions*

Doctors may have difficulty in getting patients accepted for an abortion: three fifths
of them had had at least one patient and 14 per cent had had four or more turned down
for a National Health abortion. Sometimes doctors may refer a patient even though
they do not feel an abortion would be appropriate but they do not want to make the
decision themselves because they feel it might adversely affect their relationship with
the patient.

The difficulties of arranging an abortion when it seems appropriate are real enough
to a number of general practitioners. One quarter of the doctors said they had on some
occasion been deterred from referring by the difficulties of arranging an abortion. The
doctors who said this had made fewer referrals under the National Health Service than
other doctois: 5 0 on average compared with 6 1. They had more of their National
Health Service referrals turned down: 2 2 against 1 8, or expressed as a proportion of
their referrals 45 per cent compared with 29 per cent. If anything they made more
private referrals: 2 4 against 1 8 (.05 < p < * I0).

This adds further support to the hypothesis that private facilities are used when
National Health Service ones are not found to be, or not felt to be, adequate.

*Doctors with conscientious objections to pregnancy termination were not asked the questions
discussed in this and the next section and have been excluded when the percentages and averages
were calculated.

Nothing further/accept consultant's decision .. .. 52
Refer privately .. .. .. .. .. .. 29
Refer to another consultant (N.H.S.) .. .. 9
Give special supportive help during pregnancy .. .. 8
Refer to Pregnancy Advisory Service .. .. S
Refer elsewhere (unspecified) .. .. .. .. 4
Persuade consultant to sterilize after delivery .. .. 2
Persuade/discuss (again) with consultant .. .. 2
Other . . .. . .. . .. I

Number of doctors who have had patients refused
National Health Service abortion (=100%)* .. .. 287

GENERAL PRAcTTrioNERs AND ABoRTioN 5



7. Doctors' views on services
Half the doctors said they would like more National Health facilities for abortion in
their area; a tenth would like more private facilities, including one in 14 who expressed
a wish for more of both.

More than half (57 per cent) would like to see special units for pregnancy termination
established within the National Health Service; 43 per cent would not like this. Those
in favour of such units had made more referrals for abortion, were more critical of
present facilities and also more in favour of abortion on request. This can be seen from
Table 5. A sizeable minority, two fifths, of those who did not want special units wanted
more facilities for abortion in their area.

TABLE 5

COMPARISON OF THE VIEWS AND PRACTICES OF THOSE IN FAVOUR AND THOSE NOT IN
FAVOUR OF SPECIAL UNITS FOR PREGNANCY TERMINATION WITHIN THE

NATIONAL HEALTH SERVICE

8. Psychiatric referrals

Decision making in the past has sometimes been a responsibility shared by psychiatrists.
Has the Abortion Act changed this?

Twelve per cent of the doctors without conscientious objections said they often
referred patients to a psychiatrist for an opinion on pregnancy termination. Fifty seven
per cent did this sometimes and 31 per cent rarely or never.

Almost half the doctors said the frequency of their referrals had not changed since
the Act. Twenty seven per cent, however, said they referred less often than before, and
an identical proportion said they referred more often.

Two effects seem to have happened concurrently. The Act may have encouraged
some doctors to refer patients to psychiatrists where they did not consider abortion on

psychiatric grounds possible before. At the same time it may have encouraged doctors
to make recommendations on their own which they previously felt needed psychiatric
sanction.

Special units for pregnancy termination within N.H.S.

In favour Not in favour

Average number of patients referred for
termination in last 12 months:

through N.H.S. . . 6*4 5*2
privately .. .. 2*2 1-5

Would like more facilities for abortion in
their area .. .. .. .. .. 75% 40%

Sometimes deterred from referral by
difficulty of arranging it. .. .. 34% 19%

Would generally recommend termination
when requested before ten weeks by any-
one who had given serious consideration
to alternatives .. .. .. 48% 28%

Number of doctors* (=100%) .. .. 294 222

*This is the total number of doctors in the two groups. Those with conscientious objections to
abortions have been omitted from the table. Small numbers for whom inadequate information was
obtained have been omitted when calculating percentages.
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9. Variations with age
The proportion of doctors who had a conscientious objection to termination ofpregnancy
did not vary with their age. However, the number of referrals made by doctors aged
55 or more were less than the numbers by younger doctors. This may be a reflection
of different types of patients, as older doctors tend to have older patients (Cartwright,
1967 p. 168). Younger doctors in partnerships were no more likely than their older
colleagues to specialize within the practice in giving contraceptive advice.

No clear trend emerged with the doctors' age in their views on the adequacy of
services in their area or whether they would generally recommend abortion for whoever
requested it after she had given serious consideration to alternatives. The figures are
given in Table 6. Neither was there any indication that the doctor's age affected the
proportion of his referrals that were refused or his action when this happened.

TABLE 6
VARIATIONS WITH AGE

10. Sex
Women doctors less often than men said they would recommend termination in the
circumstances we asked about that related to unmarried women. This is shown in Table 7.
There was no difference between the two in the proportion who appeared to be in favour
of 'abortion on request'.

These differences in their views of their own practices were not reflected in their
estimates of the number of referrals they made. They reported similir average numbers
of referrals both through the National Health Service and privately. It is difficult to
assess this since men have larger list sizes than women. Forty four per cent of the men,
and 64 per cent of the women looked after less than 2,400 patients or worked in partner-
ships where the average list size was less than this.* But, women doctors are probably
likely to see a relatively high proportion of women in the child bearing ages. Over a
quarter of the women doctors said they personally, rather than their partners, specialized

Tbis finding is similar to that in an earlier study (Cartwright, Ann (1970) p. 834.)

Doctor's age

Under lOver
35 35-44 45-54 55-64 64

Proportion with a conscientious objection to termi-
nation in 'virtually all cases' .. .. .. 13% 13% 11% 14% 11%

Average number of patients referred for termination
in last 12 months: .. ..

through N.H.S. .. 5.1 5.1 5.5 4.4 4.3
privately .. 1.3 1-9 2-0 1.4 0.9

Would like more facilities for abortion in their area 56% 55% 48% 52% 50%
Sometimes deterred from referral by difficulty of

arranging it .. .. .. .. .. 24% 27% 19% 22% 34%
Would generally recommend termination when

requested before 10 weeks by anyone who had
given serious consideration to alternatives .. 31% 37% 34% 32% 36%

Numberofdoctors* (=100%) .. .. 90 197 186 93 35

*Small numbers of doctors who did not answer particular questions have been omitted when
calculating percentages and averages. The 12% with a conscientious objection have been
included as making no referrals, not wanting more facilities, not being affected by difficulty of
arranging terminations and of course as not generally recommending termination.

iGEmRAL PRAcTiTioNF.Rs AND ABORTION



TABLE 7
VARIATIONS WITH SEX

Male Female
Proportion who said they would generally speaking recommend termination doctors doctors
when it was requested before ten weeks by the following individuals after
they had given serious consideration to alternatives:
An unmarried girl aged 14 or under 87% 74%
An unmarried university student in her final year.. 64% 50%
A women with severe kidney disease .. .. .. .. .. 88% 84%
A woman who contracted rubella during the first trimester .. .. 84% 82%
A married woman with six children .. .. .. .. .. 73% 62%
An unmarried poorly-paid working girl .. .. .. .. .. 68% 54%
Whoever requests it after she has given serious consideration to alternatives 34% 35%

Number of doctors (=IO00%)* .. .. .. .. .. .. 542 59

*Small numbers who did not answer particular questions have been omitted when calculating the
percentages.
The 12% of men and 15% of women with conscientious objections (a difference which might have
occurred by chance) have been included as if they would not recommend abortion in these
circumstances.

in giving contraceptive advice, compared with a tenth of the men. Nineteen per cent of
the women, and eight per cent of the men said there were special sessions for contraceptive
advice in their practice. However, when they were asked about three circumstances in
which they might raise the subject of contraception themselves women doctors did this
no more than men.

11. Marital status and children

Few, five per cent, of the doctors were single and this proportion was much higher for the
women (27 per cent) than the men (two per cent). Similarly few, five per cent, of the
married or ever-married doctors were childless and again this proportion was higher
for women (16 per cent) than for men (four per cent). Only two per cent of the doctors
were widowed or divorced.

The average number of children was 2 5 for the married or ever-married, and this
was rather lower for the younger doctors- 1 3 for those under 30, 2 2 for those aged
30-40-presumably because of incomplete families. Roman Catholic doctors had an
average of 2 7 children which was not significantly different from other doctors.

Being married and having children was not related to having conscientious objec-
tions to pregnancy termination, to the number of referrals reported, or to the
circumstances in which they would recommend termination.

12. Religion

Nine per cent of the doctors said they were Roman Catholics. This is lower than the
proportion found in the earlier study, 14 per cent (Cartwright, 1970 p. 183) and adds
to our suspicions that our sample may be biased towards those in favour of abortion.
The relationship between religion, abortion views and practices is shown in Table 8.

Three doctors did not indicate their religion and another 19 indicated more than
one (mostly atheist/agnostic and another). These 22, four per cent, have been excluded
from this section.

GENERAL PRACTITIONERS AND ABORTION8
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TABLE 8
RELIGION

Over two thirds of the Roman Catholics had conscientious objections to terminations
compared with less than a tenth of Protestants, Jews, atheists and agnostics. Looking
at this the other way, half of the 74 doctors in the sample who had conscientious objec-
tions were Roman Catholics; the other half were distributed among all the other religious
groups.

As expected the Catholic doctors made fewer termination referrals than other
doctors-but a much higher proportion of the few referrals they did make were private
ones.

Among the other religious groups Jews and atheists or agnostics were the ones most
often in favour of abortion on request.

13. Abortion and contraceptive advice

In general, doctors who often raised the subject of contraception with patients made
more referrals for abortion and were more likely to be in favour of abortion on request
than those who did this rarely. This can be seen from Table 9.

Doctors who are against abortion and unwilling to refer patients for termination
are less likely than other doctors to take an active part in helping their patients to avoid
pregnancy.

This is partly because Roman Catholic doctors are relatively often against abortion
and are less active in giving advice about contraception. Among the non-Catholic
doctors those less likely to give contraceptive advice (with scores of four or less) more
often had conscientious objections to termination-l 1 per cent compared with 4 per cent
of those with higher scores, and the former group made fewer referrals-an average of
4 6 National Health Service ones and 0 7 private ones compared with 5* 8 National
Health Service and 2 1 private ones made by those giving more contraceptive advice,

Church Church Other Other Atheistl
Roman of of Protes- Jewish religion agnostic
Catholic England Scotland tant

Proportion with a conscientious
objection to termination in
'virtually all cases' 69% 7% 2% 6% 4% 15% 7%

Would generally recommend
termination when requested
before ten weeks to anyone
who had given serious con-
sideration to alternatives .. 10% 34% 21% 29% 52% 39% 45%

Average number of patients
referred for termination in last
12 months:

under the N.H.S. .. 16 6-0 44 5.0 6.3 4.4 4.9
privately .. .. 1.1 1.5 1*3 1*9 2.3 1-0 2*4

Would like more facilities for
abortion in area .. .. 13% 54% 51% 53% 67% 67% 57%

Number of doctors* (=100%) 55 224 44 66 52 46 92

,bmaii numners Ot aoctors wno uiu not answer particular questions nave been omitted when
calculating percentages and averages. The 12% with a conscientious objection have been
included as making no referrals, not wanting more facilities, and as not generally recommending
termination.
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TABLE 9'
THE RELATIONSHIP BETWEEN CONTRACEPTTVE ADVICE AND ABORTION

*Doctors were asked if they would introduce the subject of birth control, discuss it only if asked
or not discuss provision of birth control with (a) a married woman patient who has three
children and only one bedroom, (b) a married woman with three children and no social or health
problems and (c) an unmarried woman who had had a baby. They scored two for each situation
when they would introduce it and one for those when they would discuss it if asked. Doctors
who did not advise patients about birth control have been included as having a score under 3.

14. Hospital regions
The variations with the doctors' age, sex and marital status were few and small. A
comparison of doctors working in different hospital regions showed more and greater
differences. The proportion of general practitioners with conscientious objections to
termination was a fifth or more in the Sheffield, Birmingham and Liverpool regions
compared with a twentieth or less in four of the 12 regions in Table 10.

Survey data are compared with some national statistics calculated for 1970 in
Table 10. Regions with high National Health Service abortion rates tended to have both
a low proportion of general practitioners with conscientious objections to termination
and low refusal rates-that is a low proportion of the cases referred by general practi-
tioners were turned down.

This suggests that both the general practitioners and the hospitals contribute to the
various high and low abortion rates. In addition, in the regions with a high proportion
of general practitioners with conscientious objections a high proportion of referrals
were turned down by the hospitals.

This suggests that consultants and general practitioners who are for or against
abortion tend to be concentrated in the same area or affect each others' viewpoints.
The associations between the various characteristics are shown in Table 11.

One difficulty about interpreting these data is that the demand for abortions may

vary between regions in ways which are related to doctors' conscientious objections.
There may be a relatively high proportion of Roman Catholics in areas where a number
of the doctors are reluctant to recommend terminations because they themselves have
conscientious objections to termination. (Data about the religious affiliations of women
living in the different study areas and hospital regions will become available from the
study carried out by the Social Survey Division of the Office of Population Censuses
and Surveys.) However it seems unlikely that the proportion of Catholics in the hospital
regions will be high enough to account for any but a small part of the three-fold variations
in National Health Service abortiQn rates observed between regions,

Score on contraceptive advice*

Under 3 3 4 5 6

Proportion with conscientious objection to preg-
nancy termination .. .. .. .. 57% 16% 17% 7% 5%

Average number of referrals for termination: . .

under N.H.S. .. 2.0 4.2 4X3 6.0 5.6
privately .. 0.3 0*6 1-5 1.8 2*3

Proportion who would generally speaking recom-
mend termination for whoever requests it after she
has given serious consideration to alternatives 11% 39% 32% 33% 40%

Number of doctors (=100%) .. .. .. 35 76 96 196 184
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TABLE 10
VARIATIONS BETWEEN HOSPITAL REGIONS

The position in relation to private referrals is somewhat complicated. For individual
general practitioners there was, as shown earlier, no correlation between National Health
Service and private referrals if those with conscientious objections to terminations are
excluded.

Between regions there was a negative correlation-in regions where general practi-
tioners made few Health Service referrals they made comparatively high numbers of
private referrals and vice versa. They tend to make private referrals when National
Health Service facilities are inadequate, and there is a positive correlation between
private referrals and the proportion of doctors wanting more facilities.

We expected that some of the variations in the average number of referrals made
by doctors might be due simply to variations in their size of list. In fact this did not
explain the regional differences at all-if anything doctors in regions with high average

Survey datafrom general practitioners 1970

Hospital region I X

S..N.E.&

'..G

Metropolitan 157 13% 13% S- 2-4 7-9 42% 74%
Leeds .. . . 27 11% 7% 3-S 2-3 S*8 57% 87% 3*0 60-8%
Welsh .. . . 29 10% 7% 7-7 0-7 8-4 25%Y 56% 5-3 82.6%
Newcastle ...... . 54 8 -// 6% 5*3 0*S S*8 31% 48% 5*9 94-7%
Manchester ...... . 56 7% 4% 6-5 1 -2 7.7 28% 52% 4-3 76-6%
Wessex & Oxford .. 20 5% 5% 6.6 O*8 7-4 24% (47 O/) 3-8 62.0%
South-westemn...... . 39 5% 3% 5-*7 0 -8 65 13 o%.o 32% 4 -5 69 -8%
South-east Metropolitan 57 5% 5% 4-4 2.0 6-4 25% 54%
East Anglia .... .. 128 4% 17% 14 1 1 17* 58* 20% I70% 1143 1 7.3 77%
*Excluding doctors with a conscientious objection to termination. Percentages based on less
than 20 but more than 12 doctors are in brackets.

**These are based on all notified abortions to women whose usual residence was in the hospital
region. See Department of Health and Social Security On the State of the Public Health:
The Annual Report of the Chief Medical Officer for the year 1970, p. 81.
Wessex and Oxford have been combined because the numbers covered in the survey were small.
The N.E., S.W. & N.W. Metropolitan regions have been combined because a number of study
areas covered more than one region. Statistics for abortions in the London areas have not
been used because as the Chief Medical Officer explains the high rates there 'are probably
related to the large number of women who take up temporary residence in these areas during
their treatment and give their temporary address as their residence.'
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TABLE 11

RELATIONSHIP BETWEEN VARIOUS INDICES IN HOSPITAL REGIONS

Correlationz coefficients

list sizes made relatively low numbers of National Health Service referrals (correlation
coefficient= -062, < -02 < p < 05).

Analysis of all doctors by list sizes showed no variation in the proportion with
conscientious objections to abortions. Those with larger lists made higher numbers of
referrals in absolute terms but lower in relation to their numbers of patients.

15. Illegitimacy and high parity births
Data on illegitimacy and high parity births are available for 1969 and are shown in
Table 12. There is a negative correlation of -0 65 (p < 05) between the abortion rate
and the proportion of high parity births.

This suggests that a high abortion rate may decrease the proportion of high parity
births. The proportion of high parity births in the different regions after the Act is
very highly correlated (+0 97) with the proportion of high parity births in the regions

6- 4

~~~~~ci 8 2Z: 3 '

regions)~~~~~~~~~.. .. .
Proportion ~ ~ ~ ~ofCahlcCotrs **

(12rgn..
Anf Q~~~~

Proportion ~ ~ ~~~tofN..S reeral.

Z 2

t dw. P r

Proportion with conscientious
objection to termination (12
regions)
Proportion of Catholic doctors
(12 regions) .. . .+0-92 -

Average number of N.H.S.
referrals (12 regions). . ... -0O40 -0O36
Average number of private*
referrals(0 2 regions).. .. ±016 +016-0p63
Proportion of N.H.S. referrals S
turned down (12 regions) .. 0h59 +054 -0y53 ±0956
Proportion wanting more
facilities for abortion (12 * *
regions) . . . +0.29 +0-42 -0-50 +0.67 +0.78 -

N.H.S. abortion rate per 1000 ** *
women 15-49 (10 regions) .. -0.67 -0-58 ±0.67 -0-73 -0-63 -0-48 -
Proportion of abortions done
on N.H.S. and in region (10
regions)t . . . -0.48 -0-34 +0.56 --0.80 --0.45 -0-31 +0.92 -

* 02 < p < .05
** 01 < p < .02
**.001 < p < .01

***p < .001

tDepartment of Health and Social Security, On the State of the Public Health: The Annual Report
of the Chief Medical Officer for the year 1970.



before the Act. Further analysis shows that the proportionate decline in high parity
births within the regions is, however, positively related to the abortion rate within the
regions (+ 0 65) (p < *05). This and the overall decline in high parity births suggests
that the Abortion Act has had a significant effect on reducing the proportion of births
to women who have had four or more previous liveborn children.

TABLE 12
ABORTION RATES. ILLEGITIMACY AND HIGH PARITY BIRTHS IN THE HOSPITAL REGIONS

Notified Proportion of live and stillbirths Proportion of illegitimate
abortion to women with four or more births***
rate per previous liveborn children

1000 women
aged 15-49 Propor- Propor-

1969* 1969** 1967** tionate 1969 1967 tionate
decline change

South-western 4.2 4.4% 5.5% 20-0% 7.8% 7-8% 0

Welsh 4.1 5.9% 7-0% 15.7% 6.9% 6-9% 0

East Anglia 4 1 4.4% 5.2% 15.4% 6.7% 7.3% -8|2%

Newcastle 3 9 6-6% 8.0% 17.5% 7.6% 7.4% +2.7%

Oxford 3-8 4.8% 6.0% 20.0% 6.7% 6.8% -1.5%

Manchester 3-7 6-9% 7-6% 9.2% 9.7% 9.3% +4-3%

Birmingham 3*5 8.4% 8.7% 3.4% 7.7% 7.7% 0

Wessex 3-4 4-6% 5-1% 9.8% 8.6% 8.9% -3-4%

Leeds 2.8 7.6% 7.7% 1.3% 9.3% 8.9% +4-5%

Sheffield 2.5 6.7% 7-3% 8.2% 8.4% 7.9% +6.3%

Liverpool 2-3 8.6% 9.6% 10.4% 8-6% 8.0% |+75%
*Department of Health and Social Security On the State of the Public Health: The Annual
Report of the Chief Medical Officer for the year 1969, p. 95.

**Office of Population Censuses and Surveys. Unpublished data.
***Registrar General's Statistical Review ofEngland and Wales for the year 1969 p. 18 andfor the

year 1967 p. 16.

Illegitimate births
The picture on illegitimacy rates is rather similar although the proportion of illegitimate
births in England and Wales has not changed significantly between 1967 and 1969.

The association between the abortion rate in the regions and the proportion of
illegitimate births is negative (correlation coefficient= -0 57) but this might occur by
chance (-05 < p < -10). (The correlation between high parity and illegitimacy in 1969
was positive but not significant: + 0.48). Also the illegitimacy rates in 1967 and 1969
were highly correlated + 0 94. However, whereas the proportion of illegitimate births
had fallen by 8 2 per cent in East Anglia, it had risen by 7 5 per cent proportionately
in Liverpool.

The proportionate change was correlated with the abortion rate (correlation
coefficient= -0 70) (p < .02) that is a high abortion rate was associated with a decline
in the proportion of illegitimate births.

GENERAL PRACTITIONERS AND ABORTION 13



16. Discussion
The general practitioner, as a personal and family doctor, is well placed to help prospec-
tive parents make an appropriate decision about abortion. At present his role is of a
different nature-he is an arbiter. In referring or not referring a patient for an abortion
he is exerting a powerful influence on her chances of getting an abortion-particularly
one in the National Health Service. His role of arbiter is likely to inhibit and restrict
his role of counsellor. Women who feel that, on balance, they want him to refer them
for an abortion will be hesitant about discussing their own doubts.

As decisions about referral generally involve subjective judgement not simply
objective assessment it is not surprising that there are wide variations in the judgements
that general practitioners make. Their decisions are to a small extent influenced by their
age and sex, to a greater extent by their religion and the hospital region in which they
work.

The general practitioner is not, however, the only 'hurdle' to be overcome by a
woman seeking an abortion. The general practitioners estimated that one in three of the
people they referred for an abortion through the National Health Service were refused.
This, too, varied widely between hospital regions from one in eight to more than one in
two.

Women who are not referred by their general practitioner or whose referrals are
refused by the hospital may seek other avenues if they have the determination, knowledge,
skills, patience and money. The proportion who do this successfully is unknown. The
existence of the various barriers is likely to influence not only the numbers of abortions
but also the stage at which they are performed.

This study has illustrated:
(1) The arbitrary way in which these barriers function. It is difficult, whatever

personal attitude is taken, to see the justice or reason for these large differences
in the working of the Act.

(2) That fewer abortions are done than are requested by the personal physicians
of the women.

(3) That a majority of the general practitioners either want more facilities for
abortion or would like to see the establishment of special units for pregnancy
termination within the National Health Service. Many wanted both.

(4) That even on the limited data available on areas-that is considering hospital
regions in which conditions are likely to vary widely within different parts of the
same region-it is possible to show that abortion rates appear to have influenced
the proportion of illegitimate and high parity births.

Summary
(1) A random sample of 601 general practitioners answered questions about their

views, attitudes and practices in relation to contraception and abortion in
1970-71. (section 1).

(2) Twelve per cent had a conscientious objection to termination in virtually all
cases. Between three and six per cent would not recommend it under any
circumstances. (section 2).

(3) A third were in favour of abortion on request (section 2).
(4) The average numbers of referrals for termination they estimated they had made

in the previous year were 5 0 under the National Health3Service and 1 7
privately. These estimates seem high in relation to national figures. They
estimated that a third of their referrals under the National Health Service were
refused. (sections 3 and 4).

GENERAL PRAcTmoNERs AND ABORTION14
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A quarter said when they would like to recommend a termination they were
sometimes deterred by the difficulty of arranging it. Nearly half of all the
general practitioners wanted more facilities for abortion in their area and a
slightly higher proportion were in favour of the establishment of special units
for pregnancy termination under the National Health Service. (sections 6 and 7)

(6) There were only small variations in their views or practices with their age and
sex, none with their marital status or number of children. (sections 9, 10 and
11). Religion was much more important. Over two thirds of the Roman
Catholics had conscientious objections to terminations compared with less
than a tenth of Protestants, Jews, atheists and agnostics. (section 12).

(7) Doctors who had conscientious objections to termination and those making
few referrals for termination were also less active about giving patients advice
about contraception. This was still so when Roman Catholics were excluded.
(section 13).

(8) There were wide variations between hospital regions in the proportion of
doctors with conscientious objections and in the proportion of their National
Health Service referrals that were turned down. Both these correlated negatively
with the National Health Service abortion rate in the regions. (section 14).

(9) The abortion rate in the regions was also correlated with changes in the
illegitimacy rate and the proportion of high parity births since the Act came into
force. (section 15).

(5)
IS
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APPENDIX I-THE SAMPLE OF GENERAL PRACTITIONERS

Sample of areas
The sample of 52 registration districts was chosen after the total 506 districts had been divided
into four strata. The first stratum consisted of districts with a population under 87,501. There
were 301 such districts with a total population of 12,200,516. The second stratum had popula-
tions of 87,501 to 150,000. There were 107 of them with a total population of 12,209,578. The
third stratum had populations of 150,001 to 245,000. There were 64 and a total population of
12,285,736. The fourth had populations of 245,000 and over. There were 34 with a total
population of 11,897,170.

Thirteen districts were chosen in each of the four strata after the districts within each had
been further stratified by region and type of family planning service provided (Family Planning,
1968).

So there are equal numbers of areas in the four strata and equal weight needs to be attached
to the four strata as they cover approximately equal populations.

The sampling frame
The basic sampling frame was the lists of the local executive councils. In general these lists are
prepared by geographical area in such a way that it is possible to identify the doctors working
in our sample of registration districts. Where it was not possible to do this from their published
lists local advice was sought.

One major difficulty about using local executive council lists as a sampling basis is that many
doctors are on the list of more than one council. To overcome this problem the councils and
the Department of Health and Social Security gave us information about the one responsible
authority for the doctors selected. When this was not a district covering the sample area the
doctor was rejected from our sample. This means that our final sample can be regarded as a
national sample-not just an aggregate of doctors giving services in our study areas.

Numbers of general practitioners
The total numbers of general practitioners working in the four strata were:

Stratum 1 (small areas) 219
2 689
3 1171
4 (large areas) 1958

Sampling fractions were related to the sampling fractions used to select the areas so that all
doctors had about a one in 23 chance of being included in the study:

General
practitioner

Area sampling sampling Sample
fractions fractions numbers

Stratum 1 1: 23-2 1: 1 219
2 1: 8-2 1: 3 229
3 1: 49 1:5 235
4 1: 2-6 1:9 217

Total 900
Timetable
Initial letters and questionnaires were posted to the 900 doctors during the week of 23 November
1970. About two weeks later the first reminders (with questionnaires) were sent. Allowing for
the Christmas holiday period, the second reminders (with questionnaires) were sent in mid-
January. A small number of second reminders were held up by the long postal strike and were
not successfully posted until mid-March.

16
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Response

Information from the Department of Health and Social Security and from the doctors them-
selves led us to omit 11 doctors from the sample for the following reasons:

Retired .. .. .. .. .. 6
Ill throughout study period 2

Died .. .. ..
Moved from study area

Not dealing with relevant patient groups 1

Total 1 1

Of the remaining 889 doctors in the sample, 601 (68 per cent) returned completed question-
naires.

Selected Departme4t of Health and Social Security data about all the doctors in the sample
enabled us to compare some characteristics of respondents with non-respondents. As shown
in table A, respondents were more likely to be younger and to receive rural and group practice
payments.*

TABLE A
VARIATIONS IN RESPONSE WITH SOME CHARACTERISTICS OF DOCTORS

Proportion Number of
who doctors

responded (= 100%)

Shown another way, table B illustrates how respondents and non-respondents varied from
the total sample of general practitioners.

There were no significant differences between respondents and non-respondents in sex,
list size, type of area (designated, intermediate, restricted, open), number of principals in the
practice, number of assistants in the practice, and whether or not maternity services were
provided.

The biases to younger doctors and those receiving group and rural practice payments are
common in recent surveys of general practitioners and may suggest more a willingness to
participate in surveys than any particular bias about birth control. (Cartwright, 1967 p. 269 and
1970 p. 260; Dunnell and Cartwright, 1972 p. 133; Butler, 1972 p. 11).

*To receive rural practice payments a doctor must have more than ten per cent of his patients in a
'rural practice area' (normally rural district council areas or urban district council or municipal borough
areas with less than 10,000 population).

To receive group practice payments a doctor must be one of three or more working in close
association from a common main surgery which can provide an economic and efficient service by
sharing ancillary staff, providing a 24-hour cover, and allowing the pooling of their specialist
knowledge. (Department of Health and Social Security definitions).

Age:
Under 35 77% 115
35-44 74% 266
45-54 70% 268
55-64 56% 167
Over 64 48% 73

Eligible for rural practice payments:
Yes .. 75% 220
No 65% 665

Eligible for group practice payments:
Yes .. .. .. .. 72% 467

No .. .. .. .. .. 63% 418
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TABLE B
COMPARISON OF RESPONDENTS AND NON-RESPONDENTS W1TH TOTAL RANDOM SAMPLE OF

GENERAL PRACTITIONERS

Non-
Respondents Respondents Total sample

Age: % % %
Under 35 15 9 13
35-44 33 24 30
45-54 31 28 30
55-64 15 26 19
Over 64.. 6 13 8

Eligible for rural practice payments: % % %
Yes 28 19 25
No 72 81 75

Eligible for group practice payments: % % %
Yes 56 46 53
No 44 54 47

Number on which percentages based*
(=100%) 601 288 889

*These are the total numbers. Four doctors for whom inadequate information was
available about rural and group practice payments have been excluded when the
percentages were calculated.
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APPENDIX i-QUESTIONNAIRE USED

Institute for Social Studies in Medical Care,
18 Victoria Park Square, E IL ILondon, E.2.

SURVEY OF BIRTH CONTROL SERVICES-GENERAL PRACTITIONERS
Please tick your answers where appropriate

1. Recently there have been many suggestions
about things that general practitioners should
spend time on. Which of the things listed
below do you regard as an essential part of
your practice, which as ideally part but not
always practical, and which as peripheral or
not relevant.

Ideal but Peripheral
Essential not always or not

practical relevant

Cervical
cytology
screening

Regular
physical
examinations
for the elderly

Birth control
advice and help

Excising
simple cysts

Advice and
help with
psychosexual
problems

2. When patients have a choice between clinic
and general practitioner services do you
personally feel it is better for most patients to
go to family planning clinics or to their own
doctors for birth control advice?

Clinics ............
Own doctors........

3. About what proportion of patients, if any,
with whom the subject of birth control arises
do you refer to clinics or other general
practitioners ?
Refer none..............................
Refer less than 10%......................
Refer 10%-less than 50%................
Refer 50%-less than 90%................
Refer 90% or more ......................

IF YOU REFER ANY (a) Do you refer them
mainly to:-
Family planning clinics ..................
or other general practitioners..............
(b) For what reason(s) do you refer them?

IF YOU REFER ALL YOUR PATIENTS
ELSEWHERE FOR BIRTH CONTROL
ADVICE PLEASE TICK HERE
AND SKIP TO QUESTION 18.

4. After discussion, which method of birth
control do you most frequently recommend
or agree would be most suitable for the
patient? Which method next most frequently?

PLEASE TICK ONE METHOD IN EACH
COLUMN.

Most Next most
frequently frequently

Pill

Diaphragm, cap

I.U.D., coil

Sheath

Withdrawal

Safe period

Sterilization-male

Sterilization-female

Other (specify)

IF YOU NEVER ADVISE THE m
PILL PLEASE TICK HERE AND LJ
EXPLAIN WHY THEN SKIP TO
QUESTION 11.
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5. Which two of the following do you consider
the strongest contra-indications to prescribing
the pill?
Recent pulmonary embolism ..............
Family history of diabetes ................
Fibroadenosis of breast ..................
Migraine ..............................
Congenital liver dysfunction ..............

6. Do you generally advise patients on the pill
who are not suffering any demonstrable side
effects to stop taking it after a certain length
of time ?

Yes ................
No ................

IF YES After how long?
Less than one year ......................
One year but less than three years..........
Three years but less than five years ........
Longer than five years....................
For how long a period of time?
1 month ..............................

2-6 months ............................
7-12 months ............................
13-18 months ..........................
19-24 months ..........................
longer than 24 months....................

7. For each of the following symptoms please
tick whether you would generally take a
patient off all oral contraception at once, or
take a patient off all oral contraception after
three months, or do neither of these things:-

Offall oral
contraception Would

At After 3 neither
once months

Depression

Chest pains

"Spotting",
"breakthrough"
bleeding

Deterioration of
migraine

Leg pains

8. Do you change patients to a different type of
pill because of side effects:

Frequently ..................

Sometimes ....................
Rarely or never................

9. When a normal, healthy woman taking the
pill tells you she is worried about its health
risks, are you more likely to:-

(a) reassure her and help her
to continue with the pill ........

or (b) help her to consider
alternatives and change to
another method ..............

10. For a normal healthy woman in each of the
following two age groups, do you think the
risk of death is greater when she :-(PLEASE
TICK ONE IN EACH COLUMN)

Age Age
20-34 35-44

(a) takes the pill

or (b) does not take the pill and
is therefore exposed to
greater risk of pregnancy

or (c) the risks are about equal

11. Do you think the health hazards of the
I.U.D. are:-

Considerable ........
Moderate ..........
Negligible ..........
Don't know ........

12. If you became aware that a patient is using
one of the three following methods and is
satisfied with it do you usually:-(PLEASE
TICK ONE IN EACH COLUMN)

Sheath With- Safe
drawal period

Encourage them to
continue

Encourage them not
to use it

Not say anything

Never been mentioned

Would you (also) explain how to use the
following two methods most effectively, or
not ?

Yes No
Sheath ......

Safe period ......
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13. As a general practitioner do you ever fit
diaphragms for your patients?

Yes ................
No ................

What about I.U.D.'s?
Yes ................

No ................

As a general practitioner do you do any
vasectomies ?

Yes ................

No ................

If YES About how many in the past 12
months?

N.H.S. ............

Private ............

14. If an unmarried woman asks you about
getting birth control advice and help are you
more likely to:-

Provide birth control help yourself ........

Refer her elsewhere for help ..............

Discourage her use of birth control ........

15. (a) With a married woman patient who has
three children and only one bedroom, would
you introduce the subject of birth control
yourself, discuss birth control only if she
asked directly, or not discuss provision of
birth control even if asked directly?

Introduce ....................

Discuss only if asked..........
Not discuss provision..........

(b) Which of these three things would you do
with a married woman with three children
and no social or health problems?

Introduce ....................

Discuss only if asked..........
Not discuss provision..........

(c) And an unmarried woman who had had
a baby?

Introduce ....................

Discuss only if asked..........
Not discuss provision..........

IF INTRODUCE Do you raise the question
of contraception routinely with every mother
you see postnatally, or not?

Yes ..........................

No.

16. Just supposing male and female methods were
equally reliable, safe, and pleasant to use,
would you consider the man or the woman
the more appropriate user of contraception in
most cases, or are they equally appropriate?

Man ........................
Woman ..............
Equally appropriate ..........

17. When talking to patients about birth control,
do you raise the subject of overpopulation as
one of the reasons why birth control is
important:-

Frequently ..................

Sometimes ..................

Rarely or never................

18. What changes, if any, would you like to see
in the birth control services in this area?

So at present do you regard the services as:

Adequate ..................

Inadequate...................
Don't know ..................

19. Who, if anyone, do you think should have
means of birth control available to them free
through the National Health Service?

20. When nurses and health visitors are asked by
patients about birth control, would you prefer
that they:-

(a) tell patients only where to go for
advice ........................

or (b) discuss the various methods as
well ..........................

21. In each of the following situations, would you
introduce sterilization as a possibility for one
partner or the other of a married couple,
discuss the possibility only if asked directly,
or not discuss the possibility at all?

(a) Couple aged 30 with three children, further
pregnancies dangerous to mother's health.

Introduce ..............................
Discuss the possibility only if asked........
Not discuss the possibility................
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(b) Couple aged 30 with three children, other
methods inappropriate or unsuccessful.

Introduce ..............................

Discuss the possibility only if asked........

Not discuss the possibility................

(c) Couple aged 30 with three children, only
one bedroom.

Introduce ..............................

Discuss the possibility only if asked........

Not discuss the possibility................

(d) Couple aged 30 with three children, no
problems but couple desire sterilization.

Discuss the possibility if asked............

Not discuss the possibility................

22. Other things being equal, which do you
generally consider preferable:-

(a) Male sterilization ..........

or (b) Female sterilization ........

Why is that?

23. Do you think the services forfemale steriliza-
tion in your area are adequate or not?

Adequate ....................
Not adequate ................
Not sure what the facilities are

24. ........................................

is/are identified by the General Register Office
as the main maternity hospital serving women
from your area. Do you refer women for
sterilization:-

Mainly to this/these hospital(s)............
Equally to this/these hospital(s) and to others
(specify below) ..........................
Mainly to others (specify below)............
Have never referred any..................

25. Do you think the services for male sterilization
in your area are adequate or not?
Adequate ..............................
Not adequate ..........................
Not sure what the facilities are............

26. We are interested in approaching hospitals and
clinics to find out the number of vasectomies
performed. Please could you list any clinics
and hospitals to which you have referred
patients for vasectomy in the last 12 months.

27. Do you have a conscientious objection to
termination of pregnancy in virtually all cases
or not?

Yes ................
No ................

IF YES, Can you think of any circumstances
where you would recommend termination of
pregnancy?

(THEN SKIP TO QUESTION 36)

28. Would you generally speaking recommend
termination when it is requested before ten
weeks by any of the following sorts of
individuals after they have given serious
consideration or alternatives:-
(a) An unmarried girl aged 14 Yes ......

or under No ......
(b) An unmarried university Yes ......

student in her final year No ......
(c) A woman with severe kidney Yes ......

disease No ......
(d) A woman who contracted Yes ......

rubella during the first tri- No ......
mester

(e) A married woman with six Yes ......
children No ......

(f) An unmarried poorly-paid Yes ......
working girl No ......

(g) Whoever requests it after she Yes ......
has given serious considera- No ......
tion to alternatives

29. Do you refer patients to a psychiatrist for an
opinion on pregnancy termination:-

Frequently ..................
Sometimes ..................

Rarely or never ................

Is this more frequently or less frequently than
before the Abortion Act 1967 was passed?

More frequently ..............
Less frequently ................
About the same ..............
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30. Ifyou would like to recommend a termination
for a patient are you ever deterred by the
difficulty of arranging it?

Yes ................

No ................

31. Would you like there to be more facilities for
termination of pregnancy in your area?

Yes ................

No ................

IF YES Would you want more:

National Health Service facilities..........
Private facilities ........................

32. Would you like to see special units for
pregnancy termination established under the
National Health Service?

Yes ................

No ................

33. About how many patients have you referred
for a termination of pregnancy under the
National Health Service in the last 12 months ?

*.....................................

About how many to approved other places?

*.....................................

34. Can you give some idea of the number of
patients you referred for National Health
Service terminations in the last 12 months

who were turned down?..................

IF ANY What then, if anything, did you
generally do?

35. Do you regard yourself as more likely or less
likely to recommend pregnancy terminations
than other general practitioners in this area?

More likely than others........

Less likely than others..........

About the same................

What about in England and Wales generally?
More likely than others ........

Less likely than others..........

About the same................

Finally a few details about yourself and your
practice.

36. Marital status Married ..................
Single ....................
Widowed, divorced ........

IF MARRIED, WIDOWED, etc. Have you
any children ? Yes ......................

No ......................
IF YES How many9 ......................

37. Religion Agnostic/atheist ..............
Church of England ............
Church of Scotland ............
Hindu........................
Jewish........................
Moslem ......................
Other Protestant ..............
Roman Catholic ..............
Other (specify) ................

38. Do you work single-handed or with others?
Single-handed ................
With others ..................

IF WITH OTHERS Do either you or your
partner(s) specialize within the practice in
giving contraceptive advice?

Yes, I do ....................
Yes, partner(s) ................
No ..........................

39. Are there special sessions for birth control
help in your practice?

Yes ..........................
No ..........................

40. Are there posters or Jeaflets about birth
control advice in your waiting room?

Yes ..........................
No ..........................

41. Do you spend at least 20 hours per week in
general practice?

Yes ..........................
No ..........................

42. Have you ever worked in a family planning
clinic?

Yes ..........................
No ..........................
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43. Have you ever been on a family planning
course ?

Yes ..........................
No ..........................

IF YES What course?

44. Have you any other comments or suggestions
to make about birth control services ?

THANK YOU FOR YOUR HELP

If you would like to discuss anything personally

please put a tick here L and we will make an

appointment either to visit or telephone you.

If you would like to be informed about the final
results of the survey please put a tick here L
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ADDENDUM

A companion paper on General Practitioners and Contraception also by Ann Cartwright and
Marjorie Waite will be published soon as supplement No. 2, 1972, of The Journal of the Royal
College of General Practitioners.


