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Abstract
Aims: The aim of this study was to explain the process through which Australian 
nurses and midwives provide abortion care to people affected by gender-based vio-
lence (GBV).
Design: A constructivist grounded theory study.
Methods: This study took place between 2019 and 2021. The lead author conducted 
semi-structured interviews with 18 Australian nurses and midwives who provided 
abortion care. Participants were recruited through pro-abortion, nursing and mid-
wifery networks using a snowballing technique. Data collection and analysis pro-
ceeded using purposive and theoretical sampling until we reached data saturation.
Findings: Participants revealed they underwent a process of working with or against 
the system contingent on the degree to which the system (the interconnected net-
works through which a pregnant person, victimized by trauma, travels) was woman 
centred. When participants encountered barriers to person-centred abortion care, 
they bent or broke the law, local policy and cultural norms to facilitate timely holistic 
care. Though many participants felt professionally compromised, their resolve to con-
tinue working against the system continued.
Conclusion: Conservative abortion law, policies and clinical mores did not prevent 
participants from providing abortion care. The professional obligation to provide 
person-centred care was a higher priority than following the official or unofficial rules 
of the organizations.
Impact: This study addresses the clinical care of people accessing abortions in the 
context of GBV. Nurses and midwives may act out against the law, organizational 
policies and norms if prevented from providing person-centred care. This research is 
relevant for any location that restricts abortion through stigma, pro-life influences or 
politics.
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1  |  INTRODUC TION

The provision of quality abortion care is a key component of com-
prehensive reproductive healthcare. Abortion is a relatively common 
procedure in Australia; one quarter of Australian women will have an 
abortion in their lifetimes (Scheil et al., 2016). Australian women who 
have elective abortions are three times more likely to be affected 
by gender-based violence (GBV) than those who do not end a preg-
nancy electively (Taft & Watson,  2007). Nurses and midwives are 
intrinsically involved in the care of people seeking abortions in the 
context of GBV and are potentially well position to provide meaning 
support. Beyond the tasks of screening and referral, which is just 
one component of caring for victims of GBV, little is known about 
how nurses and midwives provide care. To investigate their pro-
cess of care, we gathered data from 18 nurses and midwives across 
Australia with at least 12 months experience of providing abortion 
care. In this article, we present a constructivist grounded theory 
study on the process through which Australian nurses and midwives 
provide abortion care to people affected by GBV. The following dis-
cussion outlines the significant issues that were identified in process 
of providing abortion care. We conclude the paper with recommen-
dations to address some of the issues identified.

1.1  |  Background

Pregnant people who have experienced GBV are almost three times 
more likely to have an abortion (adjusted odds ratio 2.68; 95% con-
fidence interval [CI], 2.34–3.06) than people who are not victimized 
by GBV (Pallitto et al., 2013). The term gender-based violence is ap-
plied to sexual, reproductive, physical, psychological or financial 
abuse of people who are targeted because of their gender. The func-
tion of GBV is to diminish the power and social status of the victim 
(McCloskey, 2016). An extensive body of literature highlights the as-
sociation between GBV and abortion. Common reasons for access-
ing abortion in the context of GBV include childhood sexual abuse, 
most commonly date rape (Bleil et al., 2011; Silverman et al., 2004), 
forced sex by intimate partners (Messing et al.,  2014) and repro-
ductive coercion which involves the control, and sabotage of birth 
control and pressure to have an abortion (Miller & Silverman, 2010). 
A cross-sectional study of 2465 women recruited from health ser-
vices across Boston, USA, reports that a small number of people 
(around one in 100) seek abortion in the context of rape; however, 
cumulative experiences of GBV increases the odds of abortion 
with nearly all women who report four or more GBV events (over-
all odds 1.388 [CI = 1.13–1.69], p =  .0012) having had an abortion 
(McCloskey, 2016).

The long-term outcomes for people victimized by GBV are 
poor. GBV can influence health directly (e.g. injury or self-harm), or 
indirectly such as limiting a person's earning capacity, social con-
nections and access to healthcare (Ayre et al., 2016). GBV also in-
creases exposure to other risk factors such as smoking and drug and 
alcohol use. It is associated with poor mental health and perinatal 

outcomes, chronic diseases and sexually transmitted infections (Ayre 
et al., 2016; World Health Organization, 2021). Despite the need for 
sensitive and high-quality care, people who have experienced GBV 
are at risk of experiencing abuse in healthcare (Barber, 2007; García-
Moreno et al.,  2015; Swahnberg et al.,  2004). The general loss of 
power experienced by victims of GBV increases their vulnerability in 
the healthcare setting, leaving them susceptible to staffs' oppressive 
practices (Brüggemann & Swahnberg, 2013). People who seek abor-
tions in this context may incur further abuse in healthcare related 
to structural or enacted abortion stigma, designed to shame and 
restrict access (Biggs et al.,  2020) which is compounded by inter-
secting oppression along race (Wilson & Waqanaviti, 2021), gender 
expression (Moseson et al., 2020), class (Wolfinger, 2017), disability 
(Victorian Women with Disabilities Network, 2007) and geographic 
lines (Doran & Hornibrook, 2014).

A contemporary scoping review of the literature demonstrates 
that nurses and midwives perform a range of roles across the spec-
trum of abortion care––from the diagnosis of unplanned/untimed 
pregnancies, through to post-abortion care and are essential to abor-
tion access and service delivery (Mainey et al., 2020). Consequently, 
nurses and midwives who provide abortion care are in a strong 
position to provide meaningful support to people victimized by 
GBV. However, the process of providing care for people who have 
experienced GBV is yet to be well defined or understood. Various 
sources suggest care could include physical assessment, clinical care 
of injuries and symptoms (Du Mont et al., 2014); documentation of 
the history of abuse, injuries or symptoms (Du Mont et al.,  2014; 
Sutherland et al.,  2014) or screening/enquiry and referral to sup-
port or legal services (Ben Natan et al., 2012; Colarossi et al., 2010; 
Perry et al., 2015). It may also include counselling and validating the 
person's experience (Spangaro et al., 2010), or conducting risk as-
sessments (Snider et al., 2009). To date, the emerging body of knowl-
edge on the phenomenon is predominantly from single-site mixed 
method, surveys or content analysis studies from North America 
with a focus mandatory screening (Colarossi et al.,  2010; Perry 
et al., 2016; Sutherland et al., 2014; Wiebe & Janssen, 2001), tar-
geted screening (O'Doherty et al., 2015) and routine enquiry (Perry 
et al., 2016). The findings of these studies highlight the tension in 
the wider domestic violence and sexual assault field around these 
types of assessments and the preparedness of clinicians to respond 
to disclosures.

As a point of difference, our research extends the current knowl-
edge beyond the clinical tasks of screening and referral as this is not 
the only time a nurse or midwife may provide meaningful care to a 
person affected by violence. We have adopted Ipas's comprehensive 
definition of abortion care which is care delivered across a continuum 
from the diagnosis of pregnancy through to aftercare (Ipas, 2013) 
and therefore offer the perspectives of nurses and midwives from 
diverse clinical backgrounds across the Australian healthcare sec-
tor. In contrast to the descriptive and exploratory studies outlined 
above, constructivist grounded theory enables us to explain the pro-
cess of providing abortion care in the context of GBV from the per-
spectives of the research participants (Birks & Mills, 2015). We have 
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approached the research from a social justice perspective using an 
intersectional feminist lens with a focus on care delivered to people 
who are at high risk of falling through the cracks.

Over the last decade, abortion law reform has swept across 
Australia; as of 2021, abortion is no longer a crime. This is a signifi-
cant victory for reproductive justice and paves the way for abortion 
services to transition from private clinics, which provide the major-
ity of abortions (Australian Institute of Health and Wellfare [AIHW] 
et al.,  2005), to local public hospitals and primary care centres. 
Decriminalization of abortion also presents an exciting opportunity 
to increase abortion access and create services that are safe for vul-
nerable people. Reorientation of abortion delivery in Australia will be 
significantly informed by research that documents the processes of 
providing nursing and midwifery abortion care to people affected by 
GBV. Progressing our understanding of the process through which 
Australian nurses and midwives provide abortion care to people af-
fected by GBV is therefore vital if improvements are to be made in 
the quality of abortion service delivery in Australia.

2  |  THE STUDY

2.1  |  Aims

The aim of this study was to explain the process through which 
Australian nurses and midwives provide abortion care to people af-
fected by GBV.

2.2  |  Design

This paper reports on Phase A, a constructivist grounded theory 
(Charmaz, 2014) study, which formed part of a simultaneous, two-
phased qualitative multiple-methods doctoral project. The construc-
tivist grounded theory analysed process of nurses and midwives at 
the individual level, while situational analysis (Clarke et al., 2016) was 
used in Phase B to investigate the broader situational elements of 
the Australian healthcare environment that affect abortion care for 
victims of GBV. The findings of Phase B are reported elsewhere.

Due to the stigmatized nature of abortion and domestic violence, 
and its interconnectedness with other forms of oppression, we ap-
proached the larger research project with an intersectional feminist 
lens. Intersectional feminism originates from the experiences of 
Black and Indigenous women whose identities are shaped by multi-
level forces such as racism and imperialism which drive complexity 
and influence inequality (Crenshaw, 1990). More recently it has been 
used to analyse how hidden power relations shape the health expe-
riences of people on the margins (Kassam et al., 2020). This stand-
point guided our research design including the selection of methods, 
recruitment and analytical decisions.

We chose the constructivist grounded theory approach for 
Phase A, over classic or Straussian grounded theory because we 
wanted a method that positioned the lead author inside the research 

process, ‘co-constructing experience and meaning with the research 
participants’ (Birks et al., 2019, p. 3). The lead author comes to this 
research with expertise and experience in the abortion field. She un-
derstands the context of providing abortion care to people impacted 
by GBV but acknowledges the subjectivity she brings. Constructivist 
grounded theory provided her the tools to engage with her subjec-
tivity reflexively (Charmaz, 2014) through a self-interviewing, the-
oretical journaling, discussion and debate with her supervisors and 
other experts in the field.

2.3  |  Participants

Abortion care occurs across a continuum, from the detection of the 
unplanned/untimed pregnancy, the abortion procedure itself, to 
post-abortion care––including attention to other healthcare needs 
(Ipas,  2013). Consequently, nurses and midwives provide abortion 
care in a variety of practice areas, and except where they work in 
specialist abortion clinics, it is just one of their overall responsibili-
ties (Mainey et al., 2020). In keeping with intersectional feminism, 
we wanted to capture the complexity of abortion care in our study. 
Also, using a diverse range of competing clinical perspectives pro-
vides unique and rich information and brings value to research pro-
jects (Lee-Jen Wu et al., 2014). The inclusion criteria for this research 
were any Australian nurse (registered or enrolled) or midwife who 
had provided abortion care for at least 12 months with first-hand 
experiencing of providing care to people victimized by GBV.

Due to the taboo nature, stigma and criminality associated with 
abortion and GBV, we anticipated that access to the field would be 
difficult (Liamputtong, 2007; Sadler et al., 2010). To overcome this 
potential problem, two adapted snowballing frameworks, outlined 
by Sadler et al.  (2010), which are considered useful in identifying 
hard-to-reach and hidden populations, were used to recruit partici-
pants. First, the community organization, Children by Choice (CbyC), 
a Queensland-wide abortion referral agency, assisted in the initial 
recruitment of participants by contacting its Australia-wide mem-
bership base through email and social media inviting them to (1) take 
part in the research project and (2) disseminate the invitation to their 
associates. Marie Stopes Australia, the largest provider of abortion 
in the country, also assisted by advertising the research to its em-
ployees. The second recruitment strategy was to approach formal 
leaders and influencers, who work in the broad context of abortion, 
to recruit participants through social media. The lead author con-
tacted reproductive justice influencers through twitter to dissemi-
nate the research invitation to their followers.

Twenty-three people registered for the study. During 2020 the 
research project paused as the authors dealt with COVID-19. When 
we recommenced the study in early 2021, we were unable to con-
tact five participants. The sample size was 18 participants, including 
a recorded self-interview by the lead author, which was sufficient 
to reach theoretical saturation. The self-interview was conducted 
at the beginning of the project for reflexivity purposes and inte-
grated into the analysis to fully claim our role as co-constructors 
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of experience and meaning (Birks et al., 2019). After 12 interviews, 
clear motifs of transgression and underground networks emerged 
from the data. We were unable to discern any new information after 
16 interviews. The lead author conducted two additional interviews 
to confirm data saturation.

Table 1 sets out primary demographic data and the clinical back-
ground of the participants. Most participants were Anglo-Australian 
females and came from a broad range of rural, remote and metropol-
itan areas and practice settings.

2.4  |  Data collection

We developed a three-question semi-structured interview guide 
which allowed us to address the research question and enabled par-
ticipants to present new ideas. In line with a constructivist grounded 
theory approach, we created additional research questions (ques-
tions 4–8) in response to new information introduced by the partici-
pants (Table 2). The lead author asked all participants the same initial 
questions. She asked further questions of subsequent participants 
(Charmaz, 2014).

The lead author, trained and practised in in-depth interviewing 
techniques, conducted one-on-one semi-structured interviews, 

using multiple interview modalities for the convenience of the 
participants. These included face-to-face (n  =  2), via telephone 
(n = 5) and zoom (n = 9) and over email for ongoing scheduling 
conflicts (n  =  1). With the addition of the self-interview, there 
were 18 interviews in total. Interviews conducted via zoom were 
recorded through zoom technology, all other interviews (ex-
cluding the email) were recorded by an audio recording device. 
The interviews lasted between 35 and 100 min and participants 
were not remunerated for their time. We obtained electronic or 
verbal consent from all participants and permission to be audio 
recorded. A transcription service transcribed the recordings ver-
batim for analyses.

2.5  |  Ethical considerations

CQUniversity Human Research Ethics Committee approved this 
project (HREC0000021264). Multiple ethical considerations are 
attached to this study. Abortion was a criminal offence in some 
Australia States during the interview phase, though it was always 
legal in the context of GBV. Nonetheless, not all clinicians under-
stood this and felt discomfort disclosing their involvement in abor-
tion care. Some participants were traumatized by their clinical 

Participant primary demographic data

Gender
Cultural 
background

Area of clinical 
practice Practice setting

1 Female Anglo 
Australian

Major Urban Abortion Services

2 Female Australian Other Urban Multipurpose Health Centre

3 Female Australian Major Urban/
Rural

Perioperative environment/
General Practice

4 Female Australian Rural Multipurpose Health Centre

5 Female Anglican Other Urban Perioperative Environment

6 Female Not stated Other Urban Family Planning

7 Female Not stated Other Urban Obstetrics/Gynaecology

8 Female English/
Australian

Remote Community Midwife

9 Female Australian Major Urban Perioperative Environment

10 Female Not stated Multiple sites Abortion Services

11 Female British Major Urban Abortion Services

12 Female Australian Other Urban Abortion Services

13 Female Australian Other Urban Family Planning/Sexual 
Health

14 Female Australian Remote Multipurpose Health Centre

15 Female Caucasian/
Scottish

Major Urban General Practice

16 Female Scottish Remote Community midwife

17 Female Not Stated Major Urban Obstetrics/Gynaecology

18 Female Not Stated Major Urban Abortion Centre

TA B L E  1  Primary demographic data
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experiences. While they were upset when they recounted their sto-
ries, they hoped their contribution could make a difference. They 
were provided with resources for psychological support, followed 
up by the lead author, and kept abreast of the project's progress. 
Some participants disclosed transgressive practices, including illegal 
activities. Their identities will remain confidential.

At different times, the research team supervisors have felt the 
burden of the clinicians' stories. We have debriefed after emotional 
interviews and have supported each other as we have read through 
transcripts and contemplated the gravity of the findings.

2.6  |  Data analysis

The analytic team included a doctoral student (interviewer and 
lead author) and her two supervisors. The lead author reviewed 
the participant's transcripts closely, constructing initial, line-by-line 
and action-by-action codes. At the same time, she wrote memos 
and drew diagrams about the meaning of the codes, the constant 
comparative process comparing codes, actions and categories, her 
following decisions, and her insights about the data. We created ad-
ditional interview questions based on the important and common 
codes (focussed codes) constructed from the analysis. We continued 
this process until we reached data saturation.

2.7  |  Rigour

We used various strategies to ensure trustworthiness and cred-
ibility; a self-interview to assist with reflexivity and methodologi-
cal memos to record when we might be working off assumptions 
(Charmaz,  2014). The lead author checked transcripts against the 
original recording. The second and third authors independently 
reviewed the open coding of transcripts. Finally, we conducted 
member checking to ensure the theory reflected participants' expe-
riences. The lead author presented all participants with the findings 
of the research either by email, zoom or phone. She asked if the find-
ings accurately reflected their experience and if she had missed or 
misunderstood anything. Five participants responded, one person 
corrected a minor misunderstanding about her practice, all believed 

TA B L E  2  Interview questions

Interview questions

1.	Can you tell me about your experiences when you provide 
abortion care to people affected by domestic violence or sexual 
assault?

2.	What promotes your ability to provide effective care in this 
context?

3.	What interferes with your ability to provide effective care in this 
context?

4.	How do you navigate ethical, legal and organizational boundaries 
associated with abortion, domestic violence or sexual assault?

5.	How do you decide who to refer a pregnant person to?
6.	What are the most stressful elements of this work for you, and 

what supports do you use?
7.	 When you are in a difficult ethical situation, what guides your 

actions?
8.	Have you ever felt that your safety was in danger? If so, what did 

you do?

F I G U R E  1  Australian nurses’ and midwives’ process of providing abortion care in the context of gender-based violence
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the findings captured the process they used to provide abortion care 
to people affected by GBV.

3  |  FINDINGS

The grounded theory developed from this research reveals the pro-
cess through which Australian nurses and midwives provide abortion 
care to people affected by GBV. The main concern for the partici-
pants was committing to person-centred care. As indicated in Figure 1, 
the process took two cyclical pathways contingent on the work envi-
ronment. On pathway 1, working with a (woman-centred) system led to 
achieving person-centred outcomes. On pathway 2, a period of being 
backed into a corner due to increasing gestation as well as health and 
safety risk led to doing the wrong thing for the right reason and feeling 
justified. Using the technique of storyline, a grounded theory device 
advocated by grounded theorists Birks and Mills (2015), we will pre-
sent and explain these findings in further detail. The major codes 
that we constructed during the analysis are italicized in the narrative 
that follows.

3.1  |  Core category: Committing to person-
centred care

Participants committed themselves to person-centred care. They 
felt it was the central aspect of their clinical practice. They wanted 
pregnant people to feel empowered throughout the abortion pro-
cess and treated with dignity by the healthcare system.

[We are] woman centred and it's about individual-
ising care, and very much taking the approach that 
all women are different, and their approach to their 
pregnancy will be different, and so therefore because 
there's an opportunity to have a one-on-one estab-
lished relationship, we quite often, well what we find 
is the outcomes are much better. P15

Clinicians arrived at this standpoint through empathizing and life-
long learning. Empathizing explains how participants were provoked 
to think about the needs of the pregnant person in relation to their 
professional responsibility, the capability of the clinical environment 
and their own moral or political stance on abortion or GBV. For some 
participants, empathy was amplified through personal insight of GBV.

I grew up around a lot of domestic violence. So, I 
think, I'm very aware that it does happen to any-
one, whereas, I think, a lot of people around me they 
thought that trauma didn't impact people. P7

Empathizing led to doubling down on their commitment to safe, 
timely and stigma-free care and putting aside conflicting personal 
values.

I grew up Catholic…I'm not comfortable (with abor-
tion) after 12 weeks… one woman in particular… Her 
partner was quite controlling, and she wasn't telling 
him that she was pregnant…she got an RU486 off of 
an online site from India… she couldn't get access to 
anything here, and she was in a real state…by the time 
she realized that this RU486 wasn't working, she was 
14.5 weeks pregnant, and had a noticeable tummy 
to her. I found that very challenging, but at the same 
time, I did everything we could… I could see how de-
stroyed she was, and I know that it's not my place to 
judge… my compassion side overruled that personal 
value, and I knew that this woman was going to do 
whatever she could do to have this termination, so 
she needed to have it safely. P6

Participants felt that they needed to be knowledgeable to provide 
person-centred care. Life-long learning was a common, even when con-
tent did not fall into line with the workplace culture or practice. A rela-
tively small number of workplaces provided training opportunities and 
most participants were dissatisfied with the level of preregistration 
education they received. It was common for participants to seek out 
the training themselves:

I attended a university that's Catholic based, so in 
our midwifery curriculum we weren't actually taught 
about abortion…which of course you go out in your 
grad year and puts you on a back foot immediately. 
I obviously had to self-educate around the area. P8

From the main concern of providing person-centred care, par-
ticipants embarked on two distinct pathways. Those working with 
the (women-centred) system had little trouble achieving their goal. On 
the other hand, participants working in less supportive organizations 
found themselves working against the system.

3.2  |  Pathway 1: Working with the (woman-
centred) system

The process of providing nursing and midwifery abortion care to 
people affected by GBV was straightforward and viewed as both 
empowering and supportive for pregnant people and most clinicians 
working in a woman-centred system. In this context the term ‘system’ 
refers to the interconnected network of organizations which provide 
care from the diagnosis of the unplanned/untimed pregnancy, the 
abortion procedure itself and attention to other issues, such as GBV.

3.2.1  |  Having confidence in the system

Having confidence in the system meant participants reported (1) feel-
ing supported by stakeholders and consequently, (2) remaining within 
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the organizational scope of practice. In women-centred systems par-
ticipants reported feeling confident in providing person-centred 
care to people victimized by GBV. This is because robust wrap-
around support mechanisms were built into the system ensuring that 
screening for domestic violence and sexual assault was routine, and 
support services were integrated, leaving participants feeling sup-
ported by stakeholders and therefore provided care having confidence 
in the system:

I think it's probably the thing that we do the best at 
our centre is that its really holistic, integrated kind of 
approach… There's a sexual assault service…They'll 
work closely with us… (and) work in with [police] and 
there's other domestic violence services and things 
that we refer to…because of that multiagency family 
safety framework…(which) draws in information from 
all the different services that that woman might have 
interacted with. I think they get a really good, overall 
picture of what the risks look like for that woman or 
for that family. P1

Participants who trusted that the healthcare system provided ade-
quate support for people victimized by GBV found themselves remain-
ing within their organizational scope of practice:

The nurse's role is to focus on the clinical side of 
things. But it was a social worker's role to identify 
[domestic violence] and respond to that. P4

3.2.2  |  Achieving wrap-around person-
centred outcomes

Ultimately participants were positive in their view of how providing 
care in women-centred systems impacted on their ability to achieve 
wrap-around person-centred outcomes:

I am working within a role which provides direct care 
co-ordination to women requesting ToP (termination 
of pregnancy). This service assists women in accessing 
ToP in the public health system and assists in referrals 
to wrap around services such as social supports etc to 
provide more holistic care. P17

Across space and time, participants came back to the commitment 
to person-centred abortion care. In other words, if they changed em-
ployer or if some condition in the organization changed, they flipped to 
Pathway 2: working against the system.

3.3  |  Pathway 2: Working against the system

Working in systems that blocked person-centred abortion care was 
a source of frustration for nurses and midwives and resulted in a 

process of working against the system that involved being backed into 
a corner, doing the wrong thing for the right reason, and resulted in feel-
ing justified.

3.3.1  |  Being backed into a corner

Being backed into a corner reveals how participants reported they 
struggled when they felt that pregnant people were trapped by vari-
ous interactive and compounding clinical and non-clinical barriers 
to person-centred care. It includes (1) prolonging the pregnancy (2) 
increasing danger (3) feeling unsupportive (4) escalating frustration and 
finally, (5) becoming desperate. Pregnant people were backed into a 
corner by prejudicial or pro-life attitudes and practices of staff mem-
bers as well as overly complex and costly care pathways.

I wanted to deliver excellent healthcare to refugees…I 
get a bit emotional talking about [facility]. It wasn't 
patient-centred care. it's a farce of a health system, 
it was people pushing bits of paper around, nothing 
happening for the patient. It was the appearance of 
something happening, but patient-centred care was 
not the focus. P14

This had the effect of prolonging the pregnancy. Pregnancies were 
significantly prolonged in hospitals or small communities where key 
personnel were conscientious objectors and where people waited 
weeks for ultrasound dating scans. This, in turn, reduced the person's 
suitability for medical abortion––the cheaper option––leaving many 
people to travel long distances for costly surgical care. Being backed 
into a corner also exposed pregnant people to increasing danger from 
the perpetrator, as well as pejorative or negligent clinical staff or from 
self-harm:

She'd been evicted from their house because of her 
partner's domestic violence issues he was really vio-
lent, choking, really aggressive behaviour, threatening 
to kill her on multiple occasion…She already had five 
children…[She] proceeded to tell me that she'd been 
suicidal for quite a number of weeks [and] was trying 
to think of ways that she could get rid of the baby 
herself…I spoke to the obstetrician; because of his 
faith he didn't believe in performing [abortions]…So 
eventually this woman, was referred to a town that 
was about an hour-and-a-half drive. The public trans-
port into town was really terrible, obviously she had 
multiple kids that she had to look after, her car was 
also on the fritz.. So getting her to travel to a referral 
centre to then go through counselling regarding her 
termination was pretty much impossible for her. P8

Escalating frustration developed among participants in response 
the distress and growing danger to pregnant people. Frustrations es-
calated when abortion access was denied due to practitioners' moral 
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beliefs, causing participants to feel that person-centred care was being 
blocked:

Oh, I get pissed off. It's hard. It's frustrating in that 
regardless of what your personal beliefs are; I believe 
that everyone has the right to have access to [abor-
tion]. P3

Frustration also arose when organizations took a narrow view of 
person-centredness leaving participants to feeling unsupportive:

(T)here's been the understanding that, well, we are a 
day surgery, we're not here to support. We can't sup-
port women outside the realm of their day procedure. 
So that's been eternally frustrating. P9

Significant frustrations arose as the health of the pregnant person 
deteriorated. In these situations, participants contended with becom-
ing desperate:

Meanwhile, she's self-harming, she's taking tablets, 
she has plans for suicide. As I said, she's a very intel-
ligent, capable, resourceful young woman and she's 
in a desperate situation… It was really stressful. I 
thought she might die. P14

3.3.2  |  Doing the wrong thing for the right reason

Doing the wrong thing for the right reasons meant that participants 
reported (1) resolving to help, (2) networking and, (3) misleading the 
system. As frustrations rose, participants' commitment to assist the 
pregnant person solidified. Resolving to help required networking 
with like-minded people, both in the community and clinical prac-
tice, committed to undoing the barriers, streamlining abortion ac-
cess and increasing support:

So I played tennis with a girl who worked for [Airline] 
and we arranged things… we had a really good clinic 
supervisor…we used to talk about these things, what 
we could do to help these young girls.

I had seen so much violence come through that I 
thought, well there's a way that we and [women's 
shelter] could work together. P2

Having established a network, participants commenced trans-
gressing. Due to the time pressures of abortion, the focus of most 
clinician's transgressive practice was misleading the system to get the 
person to the abortion:

Most of the places that I work at were church hospi-
tals, so therefore it wasn't seen to be appropriate for 
[abortion].… So, they they'd be booked in for a D&C 

and then it would have the word suction next to it, 
which indicated to us in theatre what was happening. 
But it wasn't indicated to senior management exactly 
what they were doing. P6

Some participants also described additional assistance related to 
other matters such as contraception and psychosocial support:

There was this one time that a lady couldn't pay for 
an Implanon…it was me, the doctors and the RN, and 
we were like, ‘This is ridiculous. She's had three kids… 
[Organization] surely can afford contraception. Let's 
just put it in and not tell anyone,’… I got asked, weeks 
later, about it and then I couldn't lie and then I got 
in trouble. I still think we did the wrong thing for the 
right reason. P10

3.3.3  |  Feeling justified

In feeling justified, participants reported (1) falling short but (2) re-
solving to transgress again. Because person-centred care relies on a 
system-wide approach, and participants were working in small un-
derground networks, they were unable to fully realize the outcomes 
they desired. This left some feeling they were falling short of person-
centred care:

I just don't want women to be inconvenienced by hav-
ing to travel away from home [for surgical abortions]. 
But, we're not there yet. P15

Participants subsequently expressed concern for patients who, 
despite the clinicians' transgressive practices, were left to navigate 
through the complex healthcare system, bear the expense of a costly 
private procedure or return home to a potentially unsafe environment:

We had a patient, and she was just covered in bruises 
and she was going back to that situation. That terri-
fied me…She's like, ‘Oh, I have nowhere else to go. I 
have no money.’ What do you do? It's terrifying send-
ing someone back and then never following up again. 
P10

Despite not meeting person-centred outcomes, the convergence 
of their deep commitment to person-centred care, frustration over the 
injustice of restrictive abortion policies and practices, and concern for 
patients left participants feeling justified by their actions. This occurred 
even when participants were worried by the risks they had exposed 
themselves to:

So I really didn't know what the consequences for 
me would be. I was scared, wasn't sleeping, hardly 
eating, started smoking… but what sustained me 
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was that I knew I was doing the right thing and if 
I walked away from this and did nothing, then that 
would be a lot worse. I couldn't do that. I could not 
walk away from this and I knew I was doing the right 
thing. P14

Feelings of justification occurred unanimously among participants, 
irrespective of getting away with the transgressive practice or getting 
caught. No one reported feeling guilt or remorse for their transgressive 
practice. Even the clinicians who were reprimanded for their behaviour 
felt they were on the right side of history.

I actually sleep very well at night knowing that women 
have support people when they need them. P15.

The primacy of providing person-centred abortion care––even by 
breaking the rules––meant resolving to transgress again which they car-
ried through when required. Thus, this was a cyclical process with the 
commitment to person-centred care driving all action. Once again, if 
the conditions changed, participants flipped to Pathway 1.

4  |  DISCUSSION

This constructivist grounded theory study provides a rich explana-
tion of the process through which participants provide abortion care 
to people affected by GBV. In doing so it expands the body of knowl-
edge in the substantive area. Further it uncovers the dynamic pro-
cesses related to power and access in the healthcare environment 
which impact on person-centred abortion care.

Person-centred care is central to the Nursing and Midwifery 
Board of Australia's expectations of clinicians (Nursing and 
Midwifery Board of Australia, 2016), so it was unremarkable that 
it was the main concern for participants. However, it was unan-
ticipated that it was the catalyst for two unique cyclical care pro-
cesses. Participants who worked with the system, perceived that 
patients received person-centred care through holistic and wrap-
around services. Consequently, their process of care was one of 
the compliance with their scope of practice and the policies of the 
workplace. While readers could speculate that participants who 
followed this process held excessively optimistic views or prac-
ticed wilful blindness towards their health service, the cyclical na-
ture of their care process highlights that clinicians continuously 
assessing for person-centred care and would manage their work 
environment accordingly.

We discovered that person-centred care put many participants 
in conflict with Board's requirement to ‘compl(y) with legislation, 
regulations, policies, guidelines and other standards or requirements 
relevant to the context of practice when making decisions’ (Nursing 
and Midwifery Board of Australia, 2016). Clinicians working in sys-
tems that were not woman-centred felt many laws and policies that 
they came up against were paternalistic and unnecessary. The ex-
tent to which clinicians felt their ability to provide person-centred 

care was stymied was an important revelation of this research and 
helped to contextualize their reasons for working against the sys-
tem, undermining the law, local policy and institutional culture. 
Moreover, they felt justified and prepared to carry on transgressing 
if required. Because abortion care is just one of the tasks carried out 
by nurses and midwives ‘working against the system’ probably has 
broader reach than abortion care, and these findings ought to catch 
the attention of health administration, and legislators. We suggest 
that policy and legislation, antithetical to health practitioners' codes 
of conduct (backed by documents such as the Universal Declaration 
of Human Rights), will not be adhered to. While there is very lit-
tle documented about these types of healthcare transgressions it 
is plausible that it goes on unrecognized to protect patients and 
healthcare providers (Essex, 2021). Further research is required in 
this area.

Clinicians, especially midwives, are cognisant of the imposition 
of medical domination, over-cautious care and policy and guide-
lines which revoke autonomy and choice for pregnant people 
(Cooper,  2019). Moore et al.  (2017) study on the barriers and fa-
cilitators of person-centred care in different healthcare settings in 
Sweden and England supports found that the heavy machinery of 
the healthcare system, built around the biomedical paradigm, were 
inflexible to patient needs. We suggest that healthcare environ-
ments require a cultural shift to embrace a paradigm to cater for 
diversity and offer flexibility of care, power sharing and abortion 
options. A study which reviewed Indian policy to address person-
centred care in abortion found that the Indian government under 
its ‘maternal and newborn health, family planning, and abortion 
strategy’, provided national comprehensive abortion care guide-
lines. Their intent was that every healthcare service should be able 
to provide comprehensive abortion care (Srivastava et al.,  2017). 
We recommend the development of similar guidelines based on the 
evidence including the World Health Organization's technical and 
policy guidance for safe abortion (World Health Organization, 2012) 
and the Woman-centred, comprehensive abortion care reference 
manual (Ipas, 2013).

Secondary findings from this research reflect that some partic-
ipants sought out their own education because they did not feel 
adequately prepared by their undergraduate studies. This might 
pierce at the heart of the problem: the healthcare workforce is 
unqualified to provide care to people seeking abortion, especially 
in the context of GBV, and may explain why many participants 
witnessed the retraumatization of patients by the health system. 
Knowledge about how and if nursing and midwifery students are 
taught abortion care is limited, though it would seem to corre-
spond with the participants experiences. Two international studies 
(Cappiello et al., 2017; Mizuno, 2014) found that abortion-related 
curriculum is most often taught in ethics, rather than evidence-
based practice. Contemporary Australian and international litera-
ture about domestic violence education, finds it is not widespread 
with corresponding lack of student confidence in providing care 
related to domestic violence (Collins et al.,  2020; Hutchinson 
et al., 2020).
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The hit-and-miss nature of abortion and GBV education is dis-
appointing. First, the role of midwives (and nurses who work in 
relevant contexts) is not solely to care for people with planned 
and wanted pregnancies. Providing care to people with unin-
tended or mistimed pregnancies, including abortion care, is a core 
competency for basic entry-level midwifery practice (International 
Confederation of Midwives, 2018). On the face of it, universities 
that omit abortion care from their curriculum, on religious grounds 
or not, are doing both their students and the public a disservice. 
Second, evidence-based education leads to more positive views 
towards abortion and GBV care which could, hypothetically, lead 
to more person-centred services. A cross-sectional multicentre 
survey conducted on in Poland (Michalik et al.,  2019) compared 
the attitudes of first and final year midwifery students towards 
abortion care. Significant intergroup differences in willingness to 
participate in abortion care, in the context of health, rape and se-
vere foetal defect, were noted between the groups with third year 
students' willingness being significantly higher. A mixed-methods 
study by Colarossi et al.  (2010) found that abortion care clini-
cians who had undergone training around domestic violence and 
sexual assault had more positive attitudes towards screening for 
domestic violence and sexual assault and felt more prepared to 
discuss current and historical violence compared with those with-
out training.

Repeatedly participants felt that the lack of appropriately skilled 
pro-abortion providers was a major barrier to person-centred abor-
tion care. In Australia, where limited access to abortion care is 
compounded by a tyranny of distance, nurses and midwives have 
a relatively conservative scope of practice. A scoping review con-
ducted by the authors (Mainey et al., 2020) found that nurses and 
midwives are underutilized in their role and, if trained appropriately, 
are as safe in performing medical and surgical abortions as medi-
cal personnel. A nurse or midwife-led approach to medical abor-
tion, particularly in primary care, may address the provider shortfall 
(Dawson et al., 2016; de Moel-Mandel & Graham, 2019).

This study highlights the multifaceted social and environmental 
complexities that drive the process through which nurses and mid-
wives provide abortion care to people victimized by GBV. Further 
research is necessary to specifically examine the situational and 
political factors that compel nurses and midwives to work with or 
against the system.

4.1  |  Limitations

While not strictly a limitation, this is a study, drawn from a sample of 
18 Australian clinicians. The grounded theory explains their experi-
ences and should not be assumed to explain the experiences of all 
clinicians working in all abortion care contexts; further research is 
required in this area. By the same token, as it is qualitative research, 
the findings are explanatory and should not be used to predict future 
actions. The participants were female and largely monocultural; a 
more diverse sample could have led to more nuanced findings.

5  |  CONCLUSION

Nurses and midwives involved in this study worked with or against 
the system when providing abortion care to people affected by GBV. 
Person-centred care was their priority, however if it was jeopard-
ized by laws, policies or the healthcare culture, they would trans-
gress. While they tried, they were unable to provide care to the 
same levels as clinicians supported by woman-centred healthcare 
services. None of them felt any remorse for their actions, however 
some found it difficult to cope with the situations they were put in. 
This mid-range theory may serve as a framework for commissions 
of enquiry to understand the transgressive practices of healthcare 
providers. Our findings stressed the importance of a health-sector 
wide cultural shift to facilitate person-centred abortion care as well 
as support for people victimized by GBV.
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