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Abstract

Physicians who provide abortion care are targets of stigma, harassment and violence. As a result, many providers do not speak openly
about their work. We hypothesize that stigma and silence produce a vicious cycle: when abortion providers do not disclose their work in
everyday encounters, their silence perpetuates a stereotype that abortion work is unusual or deviant, or that legitimate, mainstream doctors do
not perform abortions. This contributes to marginalization of abortion providers within medicine and the ongoing targeting of providers for
harassment and violence. This reinforces reluctance to disclose abortion work, and the cycle continues. We call this phenomenon a
“legitimacy paradox.” The paradox is that although many highly trained, legitimate physicians provide abortion care, abortion providers
continue to be depicted as illegitimate, deviant or substandard doctors. The legitimacy paradox has adverse consequences for abortion human
resources, for women's experiences of abortion care and for abortion law and policy.
© 2013 Elsevier Inc. All rights reserved.
Abortion is highly stigmatized in the US, as in many
places [1–4]. As a result, doctors who perform this “dirty
work” have come to be represented in anti-abortion discourse
as dangerous and morally dubious — the antithesis of the
respectable doctor, who historically was trusted as both a
technical expert and a moral authority [5]. Our previous
focus group work with abortion providers [1] led us to
suggest that a legitimacy paradox existed; that is, abortion
providers exist in public discourse as dangerous, deviant or
illegitimate practitioners, despite the fact that they have
provided safe abortion care to many millions of US women
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since Roe v. Wade. Using some of the experiences of
physicians in our focus groups, we extend our discussion of
the “legitimacy” of physicians who provide abortions to
consider the impact of questions of legitimacy on doctors
themselves, women who seek abortion care and on abortion
law and policy.
1. Two centuries of marginalization and
negative representation

Depictions of shady, disreputable and greedy “abortion-
ists,” date back to at least the 1800s when such images were
deployed in the effort to make abortion illegal [6,7]. As
historians have documented, physicians were among the
most vocal advocates for the criminalization of abortion [6].
The American Medical Association (AMA) opposed abor-
tion in part because unsafe practices harmed women but also
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because it was a good business strategy. Midwives,
osteopathic doctors, homeopathic doctors and practitioners
in other non-allopathic sects of medicine performed
abortions, and since as many as a third of pregnancies
ended in abortion, abortion provision was a thriving business
for these “irregular” practitioners [8]. The AMA's desire to
eliminate abortion was motivated in large part by the desire
to drive competing medical practitioners out of business,
leaving medicine to be dominated by the allopathic
physicians that the AMA represented. The criminalization
of abortion in the US was closely tied to rise of standard
allopathic medicine, and as a result, abortion provision came
to be intimately and, perhaps permanently associated with
deviance from mainstream medicine.

Decades of illegal abortion followed. As abortion rights
supporters made the case in the mid-1900s for the
legalization of abortion, those who provided abortion were
once again depicted as deviant and dangerous. Unscrupulous
“back-alley butchers” were implicated in the deaths of
women, but this time by abortion rights supporters, who used
such images to emphasize the very real dangers of illegal
abortion and the need for a national policy of legal abortion
care [9]. Indeed before Roe, thousands of US women died
every year from unsafe abortion, though many thousands of
safe, uneventful abortions were quietly, often secretly,
provided by physicians and lay people during this period
as well [10]. The bottom line is that for nearly two centuries
both abortion supporters and opponents relied on negative
images of abortion providers to advance their causes.
Unfortunately, outside of a small handful of courageous
memoirs by physicians who provided abortion care, and a
few scholarly works, counter-images of respectable, ethical,
kind and careful abortion care providers are unusual in public
discourse [11,12].

Though abortion providers now work within the law,
negative stereotypes persist. In Michigan, where our research
team is based, stereotypes were invoked to justify the
passage of HB5711 in the House of Representatives on June
13, 2012 [13,14]. This sweeping omnibus bill restricts
abortion in a variety of ways. Among other requirements, it
specifies that facilities that advertise abortion services and
offer more than six abortions per month (including
medication abortions) must be licensed as free-standing
surgical centers. Among physicians who have been subject
to prior disciplinary actions, the Bill specifies that those who
provide more than six abortions per month must carry
$1,000,000 in malpractice insurance coverage for the
purpose of compensating women who have abortion
complications. Supporters of the proposed measures say
they are necessary in order to remedy “abortion clinic
abuses,” including that abortion is performed in “dirty and
unlicensed facilities” [14,15]. In the words of one Right to
Life of Michigan group spokesperson, “The abortion
industry has some very dark characters” [15]. Bill pro-
ponents offered an unpublished report authored by Right to
Life of Michigan to support their assertions [14]. Most
doctors and advocates who wished to speak against the bill
or present counter-evidence of excellent abortion care
provision in the state were not allowed to do so. Thus not
only were negative stereotypes invoked, but there was
limited opportunity for abortion providers or advocates to
refute them; stereotypes contributed to the passage of
restrictive abortion legislation.
2. Contemporary stigma and stereotypes of moral and
technical deficiencies

The stereotypes embodied in contemporary law also
impact physicians’ day-to-day provision of abortion care.
In the course of our efforts to understand the meanings of
abortion work for those who do it, we carried out a series
of six 2-h focus groups over a 3-month period in 2007–8,
at a Midwestern reproductive health clinic that offered
abortion care. The methods for this study have been
previously described in detail [1]. Briefly, seventeen
workers in all job categories participated, including
counselors, managers, nurses, phone staff, surgical assis-
tants as well as five physicians. We observed that workers
of all types feel the effects of doing stigmatized work. They
encounter stigma in public discourse (e.g., political
rhetoric), in institutions (e.g., hospitals and churches), as
well as in their relationships with family, friends and
patients. As a result, they are forced to make choices about
whether and how to disclose their abortion work. All
choices come with consequences, including conflict in
relationships and threats to safety when work is disclosed,
and isolation and disconnection when work is hidden.
However, in our focus groups we observed that doctors
who provide abortion care are also weighed down by
another unique burden — the threat that abortion work
poses to their professional standing and legitimacy.

To be sure, physician abortion providers — like their
abortion-providing colleagues in other job categories — are
immensely proud of the care they provide to women, and are
confident they are helping families and society. They report
positive feedback about their work from some people in their
communities, who even consider them heroes. However
doctors also feel looked down upon by patients and medical
colleagues. They perceive they are judged as deficient,
morally and technically. For example, one physician
reported that patients seeking abortion communicate moral
disapproval: “I feel very judged,” she said. “Patients think
we're bad people even though we're doing what they want us
to do.” Another described a kind of “piety” claimed by
doctors who do not perform abortions. He perceived that
doctors who do not provide abortion care feel that “there's
another moral plane to be on.” In other words, there appeared
to be both high and low moral ground in medicine, and
abortion providers occupied the low ground.

Doctors also report that they are seen as less technically
competent than doctors who make different career choices.
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As one put it, “There is this implied stereotype about doctors
that do abortions—that we're hacks. We can't do any other
part of medicine.” Doctors who work in both freestanding
abortion clinics and hospitals, as all of the doctors in our
focus groups did, find themselves uniquely positioned to
observe what colleagues outside of abortion care think about
them. One doctor reported: “If a patient comes over from [the
abortion clinic], and I go down to see that patient, [the ER
staff] will invariably say some crap about the ‘jokers over at
[the abortion clinic]’.” Practicing in both an abortion clinic
and a hospital exposed these doctors to stereotypes of
incompetence. On the other hand, their hospital staff
positions may have simultaneously offered them a cloak of
legitimacy. Doctors who only practice in a free-standing
clinic, while spared these experiences, may also be subject to
stereotypes of incompetence because they lack legitimizing
hospital or academic ties.

Both the moral and technical deficiencies ascribed to
abortion providers are writ large in the rare instances when a
patient has a complication that requires interfacing with
medical workers outside of the abortion clinic. As one doctor
said, abortion complications were “worse” than similar
complications in non-abortion care for two reasons. First,
abortion complications were experienced as a threat to the
ongoing legal status of abortion, since abortion opponents
can point to purported dangers of abortion as a reason to ban
it. When a patient has a complication, one doctor told us, it
“feels like not only is there the burden of defending the care
in that particular instance, but…the burden of defending
abortion….” She went on, “If you have a hysterectomy
complication you don't have to defend the existence of
hysterectomy….” Second, abortion complications carry a
sense of punishment — as if doctors somehow deserved the
bad outcomes they got because they are doing bad (morally
speaking) work. Summarized one doctor, “There are certain
people that are [thinking], ‘that is what you get for doing
abortions….’” These two features of abortion complications
made doctors feel that there is simply no room for
complications in abortion care, a stressful state in which to
practice medicine.

Since abortion providers feel that their complications are
viewed by others as coming from both moral and technical
deficiencies, Charles Bosk's [16], medical sociology classic,
Forgive and Remember, is helpful. Based upon his
observations of surgeons, Bosk argues that medical compli-
cations or errors can be technical or judgmental errors, or they
can be normative, moral errors. In his framework, technical
errors are forgivable, provided the erring surgeon fully
acknowledges the mistake. However, normative errors —
such as lying or denying responsibility—were unforgivable.
When abortion complications occur, it appears that the
distinctions between technical and normative become very
blurry. In Bosk's terms, abortion complications reflect badly
on a physician's competence and character and therefore may
be “unforgivable,” perhaps explaining why abortion compli-
cations feel so bad to the doctors who experience them.
3. Consequences of stigma: violence and silence

Stigmatizing, negative images of abortion providers may
also contribute to violence, harassment and other acts of
domestic terrorism. Since the National Abortion Federation
began collecting data in 1977 in the United States, eight
abortion workers have been killed, and there have been 17
attempted murders, over 400 death threats, 41 clinic
bombings, 175 arsons as well as other kinds of attacks on
clinics and providers [17]. Sociologists and psychologists
tell us that stigma can lead to violence for several reasons.
First, stigma dehumanizes its subjects, and dehumanization
is a step on the path to violent acts. In addition, because some
people express their negative attitudes behaviorally, dislike
of abortion can take the form of harassment or physical
assault [18]. Finally, when underlying prejudices, attitudes
(or mental health conditions) intersect with degrading
rhetoric (e.g., calling abortion providers murderers or baby
killers, or comparing them to Nazi physician Joseph
Mengele), some individuals may be incited to acts of
violence [19]. As psychologist Gregory Herek [20] has
argued in his consideration of anti-gay violence, violent hate
crimes can be understood as a “logical, albeit extreme,
extension” of pervasive social stigma.

It is not surprising that in the face of stigma and
potential violence, many physicians do not publicly discuss
their work, or disclose it only selectively. Doctors told us
that they say they do “obstetrics and gynecology” or
“women's health” when asked by others about their work,
even when abortion work dominates their practice. One
physician told us that she has a “contorted way of telling
the truth, but not telling…anything.” Even in environments
that are likely to be safe or supportive, some doctors forego
routine disclosure of abortion work in order to avoid
disrupting family relationships or friendships, or to avoid
becoming an undesired center of attention. As one told us,
“My family would never say to me, ‘I'm really proud of
you even though I think you're a murderer.’” Others
pointed out that sometimes they want simply to be a soccer
mom or theater-lover, or gardener, and not “the abortion
provider.” Indeed, like all stigmatized attributes, whether
negatively or positively perceived, abortion work can over-
determine a person's identity [1]. Unfortunately, this silence
(regardless of motivation) leaves the characterization of
abortion providers to people who do not actually perform
abortion work.
4. Stigma+silence=legitimacy paradox

We suggest that stigma and silence work together to
distort the image of abortion providers, and to create a
vicious cycle in which erroneous, negative images of
providers are perpetuated, and rarely or never dispelled.
We base this assessment in part on Kumar et al.'s [2]
conceptual work on the distorting effects of stigma and
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silence for women who seek abortion. As they describe,
women's silence about abortion experiences leads to the
broad misperception that abortion is unusual or deviant. This
association with deviance generates further stigma; in turn,
women continue their silence, and abortion continues to
seem rare. Thus, stigma and silence are tied together in a
vicious cycle. They intensify and reproduce each other,
ultimately resulting in the misperception that abortion is rare
instead of highly prevalent (nearly half of unintended
pregnancies and one-quarter of all pregnancies in the United
States end in abortion, and the best estimate is that
approximately one third of women have an abortion by the
end of their reproductive years) [21,22]. Kumar and
colleagues [2] call this phenomenon a “prevalence paradox”;
the paradox is that something quite prevalent seems rare.

Abortion providers' relative silence around their work
may produce its own prevalence paradox. A recent survey of
obstetrician-gynecologists showed that 14% of the approx-
imately 50,000 obstetrician-gynecologists in the US do offer
abortion care in the context of their practice [23,24]. While
this is a lower estimate than some previous ones, it means
that at least 7500 obstetrician-gynecologists offer some
abortion services. However, it is unclear if this is more or
fewer abortion providers than the general public perceives. If
the population-at-large is aware that abortion training is
required by the committee that sets ob-gyn training program
curriculum standards, then the public perception may be that
many more than 14% of ob-gyns offer abortion services. On
the other hand, because this requirement is likely not known,
and because abortion care itself is largely marginalized
within medicine, 14% may actually represent a higher
proportion of ob-gyn abortion providers than the public
imagines. Given that some family physicians, pediatricians
and other doctors also offer abortion care, a true prevalence
paradox may indeed exist.

However, we hypothesize that the stigmatization and
subsequent silence of doctors who provide abortion care also
generates a different kind of vicious cycle, a phenomenon we
call a “legitimacy paradox” (Fig. 1). The paradox is that
although many highly trained, legitimate physicians provide
abortion care, abortion providers continue to be stereotyped
as illegitimate, deviant or substandard doctors. The legiti-
macy paradox cycle works in this way: when abortion-
providing physicians do not disclose their work in everyday
encounters, their silence creates an impression that perform-
ing abortion work is unusual, non-standard, or non-
normative (or at the very least their non-disclosure allows
people to believe that nobody they know provides abortion
care). Abortion work comes to be seen as deviant or not the
kind of work that a neighbor, friend or colleague would do.
The social stereotype that legitimate, mainstream doctors
don't do abortions is perpetuated. This stereotype contributes
to the marginalization of abortion providers, both inside and
outside of medicine, and to targeting of abortion providers
for harassment and restrictive legislation. Providers reason-
ably come to fear stigmatization and harassment, which
brings ongoing reluctance to disclose abortion work.
Therefore, the cycle continues.

Though abortion opponents promulgate the idea that
abortion providers are deviant and dangerous, the extent to
which medical professionals outside of abortion care and the
public at large actually believes this is unknown. Providers’
feelings of marginalization may not reflect actual views of
their colleagues or the general public. Indeed, there are no
published data on how either group perceives the skills or
moral character of physicians who provide abortion. The
reports of physicians in our focus groups reflect their
perceptions of how they are seen, not necessarily the reality
of how others see them. Thus, the legitimacy paradox may
reflect the potent effects of internalized stigma, rather than
stigma generated expressly by others. The vicious cycle
continues regardless, whether stereotypes of illegitimacy are
self-generated or generated by others.

Our focus group work shows that questions of legitimacy
arose uniquely for physicians, but it is possible that in a
larger or different group of workers, questions of moral and/
or technical legitimacy might also arise for nurses, midwives,
physician assistants, social workers and other licensed (or
unlicensed) abortion care workers. However, it is also
possible that abortion work might actually add to health
worker status, especially when non-physician advanced-
practice clinicians (APC) are permitted to directly treat
patients (i.e. perform suction curettage or dispense mifep-
ristone). Currently, five states permit APCs to provide
surgical abortion care, and at least 15 permit APCs to
perform medication abortion [25]. Since APCs who offer
abortion care (especially surgical abortion) are performing
work usually done by physicians, abortion work might result
in improved status and legitimacy.



15Commentary / Contraception 87 (2013) 11–16
The legitimacy paradox assumes, of course, that physi-
cians who provide abortion are indeed legitimate. This
assumption will predictably be contested by those who
oppose abortion. Abortion critics might argue that there is no
paradox— abortion providers are simply illegitimate. While
the media may sensationalize certain cases with bad
outcomes, there are no published data suggesting that
abortion providers have higher rates of complications,
license suspensions or malpractice suits compared to
physicians in other fields of medicine, or that abortion
providers in academic centers have lower rates of publication
or promotion than their non-abortion-providing counterparts.
On the contrary, all of the usual markers of medical
legitimacy are present in abortion care: a national scholarly
society (the Society of Family Planning), a medical journal
(Contraception), a body of published research in high quality
national and international journals, national meetings for
knowledge exchange and research review, residency and
fellowship training programs at prestigious institutions and,
most importantly, low rates of patient morbidity and
mortality. Thus, legitimacy is a reasonable assumption.
5. So what?

The significance of the legitimacy paradox needs to be
measured by its potential impact on women and families who
use— or may at some time use— abortion services. Indeed,
the legitimacy paradox likely impacts the availability of
abortion services in multiple ways: Negative images of
abortion providers in popular culture (or negative internal-
ized self-image) may deter some physicians from providing
abortion care, contributing to provider shortages. For those
who ultimately do provide abortion care, being stereotyped
as substandard may conceivably diminish longevity in
abortion provision, though this has not been systematically
studied. Thus, the legitimacy paradox may be an abortion
human resources issue. In addition, women seeking abortion
may feel the consequences of the legitimacy paradox by
overestimating the risks of abortion or bringing undue fear
with them to abortion appointments because of the
stereotype that abortion doctors are dangerous. Indeed,
doctors we studied noted that patients are often surprised by
the beautiful and clean clinics and friendly staff they
encounter when they seek care, as if they expected
dramatically worse conditions and treatment.

Finally, stereotypes of immoral or dangerous abortion
providers are at the heart of many recent “supply side” state
legislative initiatives around the country— laws that impede
the ability of clinics and providers to offer abortion care [26].
Both the malpractice insurance and surgical center re-
quirements passed in the Michigan House of Representa-
tives, insofar as they were intended to protect women from
allegedly unsafe doctors, imply that in the absence of state
intervention, abortion providers would disregard the well-
being and best interests of their patients. The malpractice
requirement in particular implies that doctors who perform
many abortion procedures are more dangerous than those
who provide few, which defies logic and clinical experience.
The bill exquisitely demonstrates the legitimacy paradox: it
simultaneously relies on stereotypes of abortion providers as
dangerous, and perpetuates those stereotypes. Physicians in
other medical specialties are not demeaned in this way.

In 2010, the New York Times Magazine published an
article that provided a potent, positive counter-image of
abortion providers, thus constituting an intervention that may
have disrupted the legitimacy paradox cycle [27]. Doctors
featured in this article openly discussed their work, including
their high-quality training and their compassionate motiva-
tions for incorporating abortion care into their larger medical
practices. This article portrayed abortion providers as kind,
respectable and fully legitimate. However, considering the
safety issues associated with “coming out” as an abortion
provider, it is not reasonable to ask or expect that providers
will routinely speak openly about their work. Given that
provider silence has not only personal, but broad social
effects as well, wide structural interventions will be required
on the part of advocacy, medical and legislative organiza-
tions and institutions if the legitimacy paradox is to be
undone. Until abortion providers are widely understood to be
capable and respectable, both technically and morally, the
legitimacy paradox will persist, threatening the abortion-
providing workforce, fueling ongoing restrictive abortion
laws, and ultimately diminishing availability of abortion care
services for women.
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