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Abstract: The aim of this study was to explore service providers’ lived experiences with abortion care in the
Republic of Ireland following liberalisation in 2018 via public referendum. Data were collected using semi-
structured interviews conducted between February 2020 and March 2021. Thirteen interviews were
completed with providers who were directly involved in caring for patients accessing liberalised abortion
care in the Republic of Ireland. The sample includes six general practitioners, three midwives, two
obstetricians, and two nurses. Interpretative phenomenological analysis identified five super-ordinate
themes in the providers’ lived experiences: (1) public reactions to liberalised abortion care; (2) lessons from
the service implementation; (3) getting involved in abortion care; (4) moments of moral doubt; and (5)
remaining committed to the provision of care. Following liberalisation, providers recalled isolated
experiences with anti-abortion sentiments, particularly from those who continue to oppose abortion care.
They believed that implementation has been mostly successful in delivering a safe, robust, and accessible
service in general practice, though identified ongoing challenges in Irish hospitals. Personally, the providers
supported access to care and began providing because they perceived a duty to facilitate access to care.
Many, however, reported occasional moral doubts about their work. Despite these, none had considered
leaving abortion care and all were proud of their work. They said that patients’ stories were a constant
reminder about the importance of safe abortion care. Further work is required to ensure that abortion is
fully integrated and normalised and that all providers and patients have access to supports. DOI: 10.1080/
26410397.2023.2216526

Keywords: abortion, reproductive health, providers, health workers, lived experience, Republic of
Ireland, service implementation, abortion stigma

Introduction
In May 2018, the Republic of Ireland voted to lib-
eralise its laws governing abortion care, ending a
period of nearly 160 years of legal restrictions.1,2

Abortion care was first regulated in 1861, when
the Offences Against the Person Act made it illegal
in all circumstances.3 When the Republic of Ire-
land became independent from the United King-
dom in the early twentieth century, it retained
this law and founded itself as a politically conser-
vative, Catholic country.4,5 Abortion was further
restricted in 1983 with the passing of the Eighth

Amendment to the Irish Constitution via referen-
dum, which vindicated “the right to life of the
unborn” as equal to that of the pregnant person.6

Legal restrictions on the island forced thousands
of women to travel abroad for abortion care,5,7

while unknown numbers sought clandestine care
or decided to continue unwanted or unviable
pregnancies.

In light of changing opinions and international
condemnation, a referendum to repeal the Eighth
Amendment and allow the legislature to regulate
abortion care was put to the public in 2018.8,9
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Arguments in favour of repeal highlighted the
negative impact of restrictions and the need to
care for women experiencing medical emergencies,
pregnancies affected by fetal anomalies, or who
simply do not want to be pregnant.8,10,11 By sharing
the stories of real women, liberalisation was also
regarded as a pragmatic solution to the risks associ-
ated with travelling for abortion or accessing care
without medical supervision.8,10,11 Arguments
against repeal emphasised fetal personhood and
right to life and equated abortion care to murder.12

These campaigns publicised graphic images of fetal
remains and warned against introducing an abor-
tion service like the “regime” in England.13 The
referendum passed, with 66.4% of the public voting
in favour of liberalisation,14 the Health (Regulation
of Termination of Pregnancy) Act 2018 came into
effect from January 2019.15 The Act allows people
in the Republic of Ireland to end a pregnancy
under 12 weeks’ gestation without conditionality.15

After 12 weeks, abortion can only be provided
when continuing the pregnancy puts the physical
or mental health of the pregnant person at risk,
in emergency situations, or when the fetus is unli-
kely to live 28 days after birth due to a physical
condition.15

Liberalised abortion care is now offered in gen-
eral practices and maternity hospitals nationwide.
At the time of writing in March 2023, 11 of the 19
maternity hospitals offer abortion care16 and just
over 400 of the approximately 3500 general prac-
titioners (GPs) have completed training in early
medical abortion (EMA) care.17 GPs offer EMA as
an out-patient service up to 8+6 weeks’ gestation.
Placing abortion within community-based prac-
tice helped to ensure it would be widely accessi-
ble.18 Care between 9+0 and 12+0 weeks’
gestation is managed medically in a maternity
hospital, with at least five units also routinely giv-
ing women the option to access surgical care via
vacuum aspiration. After 12 weeks, care is largely
managed medically in hospitals, with surgery gen-
erally reserved for cases where medical abortion is
not appropriate. Prior to the introduction of liber-
alised abortion care, the Irish College of General
Practitioners and the Southern Taskforce for Abor-
tion and Reproductive Topics (START) offered GPs
training in EMA, while the Royal College of Phys-
icians Ireland provided training for obstetricians.
The World Health Organization also provided
values clarification workshops, which rolled out
in late 2018. Training in technical and non-techni-
cal skills continues nationally.

The abortion process in the Republic of Ireland
typically involves two meetings.19,20 When people
first present, they partake in pregnancy options
counselling where they can discuss abortion and
all other options available to them with a trained
healthcare professional. If they decide to continue
with care, they must wait three days for the
second meeting, where they sign a consent form
and begin treatment. The three-day wait does
not apply to those with a medical or fetal indi-
cation. An optional third follow-up meeting to
ensure the abortion is complete is available to
everyone who receives care. The service is free
for those who live in the Republic of Ireland and
have a Personal Public Service number.21 In the
first three years, 17,820 abortions were per-
formed,22–24 with approximately 98% of these
occurring under 12 weeks’ gestation and the
majority being medical abortions provided by
GPs.25 Despite initial speculation about high
demand for the services, rates of abortion care
are lower than expected.25 Some continue to tra-
vel for care, particularly those beyond the 12-
week limit and those with pregnancies affected
by non-fatal fetal anomalies, though this figure
has vastly reduced.26 The Health Service Executive,
Ireland’s national public health service, also funds
MyOptions, a phone and online service that offers
pregnancy options counselling and directs women
to the nearest open-list provider, e.g. a GP willing
to accept referrals for abortion care.27

Despite being one of themost common gynaeco-
logical procedures, however, international research
has found that providers may experience a range of
challenges related to their involvement in care.
These include stigmatising experiences28 and
moral doubts about their involvement.29,30 Though
abortion care can be emotionally and morally
demanding work, positive experiences are also
widespread within the international literature.
Many are proud of their ability to provide women
access to care29,31 and noted the high levels of sup-
port they receive from colleagues.32 Indeed, some
working in countries where abortion was previously
illegal, like Ireland, have highlighted the negative
impacts of legal restrictions and the importance
of safe abortion care.31,33,34 In the Republic of Ire-
land, we previously found that though providers
reported some stigmatising experiences, they also
reported high levels of pride in their work.35 The
objective of this study was to explore service provi-
ders’ lived experiences with liberalised abortion
care in the Republic of Ireland.

B. Dempsey et al. Sexual and Reproductive Health Matters 2023;31(1):1–21

2



Methodology
As the aim of this study was to explore providers’
lived experiences, we deemed a qualitative, phe-
nomenological approach the most appropriate.
Specifically, we followed guidance from Smith
et al. on conducting interpretative phenomenolo-
gical analysis (IPA).36,37 We collected data via semi-
structured interviews conducted between Febru-
ary 2020 and March 2021. Using a mix of purpo-
sive, convenience, and snowball sampling
strategies, we invited providers of liberalised abor-
tion care working in the Republic of Ireland to talk
about their experiences with care. Fourteen provi-
ders contacted the research team, though one (a
GP) did not respond to follow-up emails. This
left a sample of 13 providers who completed an
interview. We stopped recruitment at this point
as we observed thematic saturation. We followed
guidance from Francis et al.,38 whereby an initial
sample of 10 interviews was conducted and then a
stopping criterion of three interviews was set. As
no new themes were discussed in the final three
interviews, the stopping criterion was fulfilled
and a final sample of 13 providers was considered
appropriate.

The interview guide asked providers about
their demographics and work in general, their
reflections on the referendum, their experiences
with the implementation of care, their reasons
for providing abortion care, and any memorable
experiences and interactions related to their invol-
vement. We developed the guide following a
review of the international literature and we
refined it by conducting a pilot study with four
clinicians and researchers working in the National
Maternity Hospital. We gave the guide to providers
before the interview so they could think about
their answers and identify questions that they
did not want to answer. No-one asked to skip a
question. We gave providers the option to com-
plete the interview via phone call or in person,
with 11 taking place via phone call and two occur-
ring in person. The option to interview via phone
call allowed us to speak with providers throughout
Ireland and to continue data collection during the
pandemic. The first author (BD) conducted,
recorded, transcribed verbatim, and anonymised
all interviews. The length of the interviews ranged
from 25 to 66 minutes, with the average length
being 42 minutes. Ethical approval was granted
by the National Maternity Hospital Research Ethics
Committee (EC37.2019), (November 2019) and the

UCD Human Research Ethics Committee – Sciences
(LS-20-05-Dempsey-Higgins, 2020).

We analysed data using IPA.36,37 Per guidance
from Smith et al.,36,37 analysis began with fam-
iliarisation of the first interview. During this
stage, initial notes on important quotes and gen-
eral thoughts and impressions were made. These
notes were then transformed into emergent
themes, which were then sorted by theoretical
association to identify a list of preliminary themes
for the first interview. These steps were repeated
for each interview. Once all the interviews had
been analysed, the full list of preliminary themes
was sorted by theoretical association to develop
theme clusters. We met to discuss these theme
clusters and to decide on the final super-ordinate
and sub-ordinate themes. We were in constant
contact with the source data to ensure that
themes and interpretations were true to the provi-
ders’ accounts. Analysis was conducted manually
using Microsoft Word.

Finally, it is important to recognise that the
providers’ lived experiences have been interpreted
through the subjective lens of the researchers.39

All interviews were conducted by BD, who has a
psychology background and no personal experi-
ence as a healthcare worker of providing abortion
care, or of accessing abortion care. This “outsider”
perspective helped him to focus on the providers’
experiences, as he had no competing knowledge.
It may also be that this “outsider” perspective
gave providers a degree of comfort in discussing
their experiences, as they had no prior personal
or professional connections to the interviewer.
BD completed this study as part of a PhD on pro-
viders’ experiences with abortion care in the
Republic of Ireland and the co-authors acted as
supervisors, with MC advising on the methodology
and MFH advising on the subject matter.

Results
Sample characteristics and qualitative themes
The sample includes 13 providers, see Table 1 for
information on their demography and involve-
ment in abortion care. There was at least one pro-
vider from each Irish province and seven of the 11
providing maternity hospitals in the Republic
were represented. Three of the providers were in
their twenties, one was in their thirties, five
were in their forties, two were in their fifties,
and two were in their sixties. Region and age are
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Table 1. Involvement in the provision of liberalised abortion care for the sample of
abortion care providers in the Republic of Ireland (n = 13)

Study
Number Job titlea Gender Workplace

Procedure
Offeredb

Sections
Providedc

Average
Service

Demandd

Length of
Experience
in Abortion

Care

Interview
Length
(mins)

1 GP Female Group
Practice

MTOP 12 1–2 per
week

1 year, 2
months

27

2 GP Male Single
Practice

MTOP 12 2 per
week

1 year, 2
months

36

3 GP Female Group
Practice

MTOP 12 1 per
week

1 year, 2
months

38

4 GP Female Group
Practice

MTOP 12 4–6 per
week

1 year, 2
months

41

5 Nurse Female Tertiary
Hospital

STOP 12 10 per
month

9 months 52

6 Nurse Female Tertiary
Hospital

STOP 12 10 per
month

3 months 53

7 GP Female Single
Practice

MTOP 12 3 per
month

1 year, 5
months

31

8 Obstetrician Female Tertiary
Hospital

Both 9, 10, 12 1–2 clinics
per week

1 year, 10
months

64

9 GP Male Group
Practice

MTOP 12 8–10 per
month

1 year, 11
months

32

10 Obstetrician Male Tertiary
Hospital

Both 11, 12 1–2 clinics
per week

1 year 35

11 Midwife Female Tertiary
Hospital

MTOP 9, 11, 12 2 per
week

1 year, 1
month

66

12 Midwife Female Regional
Hospital

MTOP 11, 12 2–3 per
month

2 years, 3
months

44

13 Midwife Female Regional
Hospital

MTOP 12 2–3 per
month

2 years, 3
months

25

aGP= General Practitioner.
bMTOP=Medical Termination of Pregnancy (Misoprostol and Mifepristone); STOP= Surgical Termination of Preg-
nancy (Electric Vacuum Aspiration); and Both= Provided both MTOP and STOP care.
cSections of the Health (Regulation of Termination of Pregnancy) Act 2018: 9= Risk to the life or health of the preg-
nant person; 10= Risk to the life or health of the pregnant person in an emergency; 11= Condition likely to lead
to the death of the fetus; 12= Early pregnancy, under 12 weeks without specific indication.
dAverage service demand is given in the words of each provider and is the number of active abortions
provided. Not included are women who present to hospitals with complications, e.g. prolonged bleeding, retained
products.
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not included in Table 1 to maintain anonymity.
Five super-ordinate themes were identified in
the providers’ experiences with liberalised abor-
tion care: (1) public reactions to liberalised abor-
tion care; (2) lessons from the service
implementation; (3) getting involved in abortion
care; (4) moments of moral doubt; and (5) remain-
ing committed to the provision of care. See Figure 1
for an overview of these themes and their accom-
panying sub-themes.

Theme 1 – Public reactions to liberalised
abortion care
All reflected on the cultural changes that allowed
for the repeal of the Eighth Amendment and
were happy to see widespread public support.
Despite support for liberalised abortion care,
however, all had faced isolated experiences
with anti-abortion sentiments and many also
acknowledged the minority who continue to
oppose care in Ireland. See Box 1 for quotes cor-
responding to Theme 1.

Changes in public opinion
The providers talked about the “brilliant” repeal
campaigns during the referendum, which

amplified women’s voices to show the need for a
safe and legal abortion service. Common
examples included pregnancies affected by fetal
anomalies and the need for abortion in a medical
emergency. They also said that the campaigns
amplified the voices of people “who didn’t necess-
arily fall into those really tough categories” to
ensure that “every sister, every girlfriend, every
mother, every grandmother” was represented.
Conversely, they said that the campaigns against
liberalisation tried to paint abortion as “black
and white”, and “went for the jugular” to “scare-
monger” those who choose to access or support
abortion. They also highlighted the spread of mis-
information about abortion care. Many said that
the referendum evidenced the “conflict between
Irish society in general, it’s the whole the conser-
vative versus the liberal and the two sides are
going further apart”. Though many believed that
support for abortion was “a generational thing”,
one said that older generations lived through
the “darkest days” of restrictions on women’s
health and knew their true impact. Ultimately,
the providers said that by voting to repeal the
Eighth Amendment, the public accepted the
need for legal, safe abortion care.

Figure 1. Overview of the themes and sub-themes identified by the Interpretative Phe-
nomenological Analysis of providers’ experiences with liberalised abortion care in the
Republic of Ireland
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Isolated experiences with anti-abortion
sentiments
While the providers said that most people are sup-
portive of liberalised abortion, all recalled experi-
ences with anti-abortion sentiments. In their
personal lives, common examples included
being “cornered” and “intimidated” by family
and friends who questioned the providers’ sup-
port for or involvement in the services. Another
common example was local community members
gossiping about their involvement or writing to
complain about the provision of care. In response
to these experiences, the providers had two key
strategies. The first was to affirm that their iso-
lated nature made them easy to tolerate. The
more common strategy was to limit or withhold
disclosure of their work, saying that it’s important
to be aware of mixed views and discussing their
work is often “not worth the hassle”. Despite limit-
ing or withholding disclosure, providers were sure

“that there’s nothing I am ashamed of here in
terms of provision of care”.

Most also faced isolated experiences with anti-
abortion sentiments within the workplace. Two
GPs said that they have experienced a “definite
silence” from staff both within and outside their
practice. An obstetrician discussed how they
were referred to by colleagues as “the terminator”,
and both nurses and a midwife discussed col-
leagues who openly expressed “judgment”, “nasti-
ness”, and “ill-feeling” about abortion. Despite
these, many believed that those who did not sup-
port care “would usually just not bring it up”, and
that the isolated nature of these experiences
made it easy to tolerate.

The “vocal” opposition
The providers believed that the majority of those
who did not support abortion during the referen-
dum have “accepted the results” and “moved on”.

Box 1. Quotes from the providers of liberalised abortion care in the Republic of Ireland
in support of Theme 1 – Public reactions to liberalised abortion care

Changes in public opinion

“In terms of the conduct of the campaign, I think women’s stories were vital in it. The In Her Shoes Facebook page, I
think, was heart-breaking to read at times and was helpful in really highlighting that this was individuals it wasn’t a
theoretical discussion.” [3-GP]

“For a lot of people, [their decision to vote against liberalisation] came from a place of really deep concern, but I think
that some of their tactics were really cruel towards women and women who had to have terminations for whatever
reason and couples as well.” [8-Ob]

Isolated experiences with anti-abortion sentiments

“I was the only one locally who put my head above the parapet…we got a little bit of heat online and stuff but it’s ok
… keyboard warriors, you just ignore them.” [2-GP]

“A lot of my friends would be very supportive but then lot of like my family members, my granny and my aunts and
uncles, wouldn’t be at all, they’d be really against it, and we just don’t talk about it.” [6-N]

“You have to do two terminations back-to-back, you won’t get a break until they’re over… then you went into the
tearoom, it would go from a really chatty tearoom with everybody sharing their breakfast or whatever to dead silence
… I really think that it’s like how can anyone judge… and then like if I’m feeling judged, imagine how [the patients]
feel.” [5-N]

The “vocal” opposition

“I’ve never seen [the protests at my workplace], but definitely like what a horrible thing to face if you’re coming in, you
know, and especially for the women coming in who are like seventeen, eighteen weeks with a fetal anomaly like, you
know… to then have to walk up and face that when you’ve made this huge life changing decision, that you’re going
to do this and the guilt that you already feel and then to face these people shouting Baby-killer and whatever else…
It’s awful, that actually makes me really sad to think that, it’s those women that I really worry about.” [6-N]
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Prior to the service introduction, some feared the
“repercussions for providing the service”, though
said that these concerns have been unfounded.
They did, however, acknowledge that there is a
minority who continue to oppose and protest liber-
alised abortion care. Five (one GP and four hospital
providers) experienced protests at their workplace
and more knew of colleagues who had. Though
the providers believed that protests had little
impact on them due to poor organisation and
small numbers, they said that protests could have
a greater negative impact on the women accessing
care and were “disappointed” at the government’s
failure to legislate for safe access zones at practices
and hospitals nationwide.

Theme 2 – Lessons from the service
implementation
The providers also reflected on the implementation
of care and acknowledged the teething problems
that they experienced. Beyond implementation,
the GPs believed that they had fully integrated
and normalised abortion care within their prac-
tices, though the hospital providers reported
greater issues. See Box 2 for quotes corresponding
to Theme 2.

The “teething problems”
Eleven providers described “teething problems
inherent in setting up any service” when imple-
menting abortion care. These were related to
the initial high demand for the service and chal-
lenges created by high levels of conscientious
objection. Challenges related to service demand
were more common among the GPs, while chal-
lenges related to conscientious objection were
more prominent in hospitals.

Initial service demand
Five GPs and an obstetrician highlighted the initial
demand for the services as a key challenge. They
said that many early patients had become preg-
nant in late 2018 and waited “until the service
came into effect” rather than travel or access clan-
destine care. The services “weren’t in place” in Jan-
uary, however, and the providers said that they
were not prepared to deal with high numbers of
requests. In addition, many early patients were
close to the gestational age limit which, coupled
with the mandatory three-day waiting period
between counselling and the dispensation of
medication, increased the emotional stress for
both the patient and the provider. It also forced

providers to question if they were acting within
the law. They noted that very few GPs initially
signed up to the MyOptions open provider list,
meaning that a small number of GPs were dealing
with the high demand. Some were the only open-
list provider in their county, with one being the
only open-list provider across three counties.
Over time, more GPs have started providing and
demand is now at “an acceptable”, if sometimes
variable, level. Similar issues were less prominent
in hospitals, with many saying that management
“were expecting a lot more of a demand”.

Conscientious objection
Though all providers unanimously supported their
colleagues’ right to conscientious object, high levels
of objection created issues with implementation.
The hospital providers, particularly nurses and mid-
wives, noted that high levels of objection meant
that they “automatically became the person who
provided” care. One midwife discussed having “to
cancel [planned days off]” to be available for the
service and another said that they had to ask
women to return home on multiple occasions
because the attending doctors refused to prescribe
medication. There were also concerns about “the
extent of the conscientious objection” and “would
that include if the woman’s life was at risk”. Some
felt that hospital management “had agreed to
take these women on” and that the services were
“very haphazardly” introduced or “railroaded”
into their unit, meaning that providers were often
tasked with integrating the services as well as pro-
viding care. They overcame issues by “taking a
very very co-ordinated approach” to ensure that
abortions are only provided at specific times,
there is always a provider present, and the required
resources are available. They believed that con-
scientious objection would create greater issues in
smaller, regional hospitals where “the small num-
ber of consultants…means that if there are one
or two who conscientiously object, that the whole
service then falls to maybe one person”.

Some of the GPs also experienced issues within
their practice; for example, one was told by a
senior partner that “these women would not be
seen in this clinic”. Additionally, some knew
about the obstruction of care, with one saying “I
have had people, they’ve gone to their own GP
for information and haven’t really been able to
get any. That has left those women feeling quite
vulnerable”.

B. Dempsey et al. Sexual and Reproductive Health Matters 2023;31(1):1–21

7



Varying levels of service integration and
normalisation
Many affirmed that “there was always going to be
issues at the beginning” and that many of these tee-
thing problems have now been “ironed out”. Beyond
the implementation of care, we observed that the
extent to which abortion care was fully integrated
and normalised within the providers’ workplace var-
ied between general practice and hospitals.

Within general practice
The GPs all believed that abortion has been fully
integrated and normalised within their practices.
They said that the “anonymous” nature of general
practice has helped to de-stigmatise those acces-
sing care, and that the existing infrastructure in
Irish general practice ensured that the services
are widely available. Indeed, many highlighted
the success of GP-led abortion care as evidenced

Box 2. Quotes from the providers of liberalised abortion care in the Republic of Ireland
in support of Theme 2 – Lessons from the service implementation

The “teething problems”

Initial service demand
“I had thirteen requests in the first week. It was madness and I absolutely wasn’t prepared for it, and I had to take my
name off the public list for a while so, you know, our practice wasn’t prepared for it, I wasn’t prepared for it.” [3-GP]

Conscientious Objection
“It was quite traumatic for the girls here sometimes on a weekend when they couldn’t get a doctor to write a
medication or that some of the consultants were clearly having nothing to do with these women, like they were dirt.
And that really upset me, and I didn’t let it go, because regardless of any woman’s decision, everyone deserves to be
treated correctly. So that’s been the hardest part for me.” [12-M]

Varying levels of service integration and normalisation

Within General Practice
“I think it was important and it was pivotal for a very robust service to come into primary care… and it’s been
profound to have the feedback again from the women we are privileged to treat to say “I felt so normal, nobody knew
why I was there,” you know? “You called in an old man before me, a couple of kids running around, and no one knows
why I’m here”. That’s huge.” [4-GP]

“I think that the proof of the pudding is out there, that a lot of the international commentary is praising the Irish
system for community provision.” [9-GP]

Within Hospitals
“I’ve been involved in abortion care in each of three Dublin hospitals, each of them has their own distinct ethos when
it comes to everything and while they all follow the same guidelines, because they’re the national guidelines, they’ve
been issued, you know, they’re based on the WHO guidelines which are available to everybody in the world, there are
different approaches to the development of a service in each of those hospitals.” [8-Ob]

“With the more open environment, there is a chance to discuss [abortion care] with colleagues who maybe don’t or haven’t
thoughtmuchabout it, you know,which is often the case. So people just kind of think, “Ohwell, I don’t want to be involved in
that,” but never sort of sit down and think why or what are my reservations.” [10-Ob]

“They’re your colleagues and you’re all supposed to be doing somewhat similar work and what, they’re getting an extra
break?… there’d be no like “Oh I’ll come, you have a break now, you go and have your twenty minutes that I had there.””
[6-N]

“Wehave [to] look after the providers in this service, I think that’s reallymore important. And the unionswould be verymuch
all about the conscientious objectors…we know the people that are conscientious objectors, and they know their limits, but,
you know, our role is expanding all the time too so it’s not easy for us as the providers and I think we just need a lot more
support out there to help us in the service.” [11-M]

B. Dempsey et al. Sexual and Reproductive Health Matters 2023;31(1):1–21

8



by the positive international commentary, saying
that the introduction of care in general practice
was “a good news story”. Despite this, they
acknowledged the remaining issues nationwide.
Many noted that some GPs, particularly those in
rural areas, do not have the support of a local pro-
viding GP or hospital. GPs highlighted the work of
the START group in connecting providers, with one
describing START as “the best thing I’ve been
involved with professionally ever”. The providers
were critical that eight hospitals do not provide
abortion care, which they believe is primarily
due to high levels of objection. One said that
“when [conscientious objection] permeates to
the level where that service is not possible to
run, I think that is catastrophic”. In rural areas,
many believed that because “there’s so few GPs
providing and then the hospitals aren’t providing,
it makes it more difficult for women” and that
“GPs who are providing in rural areas probably
need more support”.

Within hospitals
By contrast, the hospital-based providers discussed
greater ongoing challenges. Three had worked in
multiple hospitals post-liberalisation and said
that levels of integration and normalisation dif-
fered in each unit. While some had fully integrated
abortion into the “normal structure of the hospi-
tal”, others had not, possibly without enough
staff willing to participate, in an “alienated” or
unsuitable part of the hospital, or without the
option for non-consultant doctors to observe or
participate in care. The nurses and midwives also
said that continuing high levels of conscientious
objection along with low staffing levels meant
they often provide care in addition to their general
workload, usually without renumeration. They said
that while some objecting colleagues help care for
patients, others still “have nothing to do with
them”. They felt that management ensured that
conscientious objectors would not be forced to be
involved in care, while there was not enough
focus on supporting conscientious providers in
their new role. This left nurses and midwives feel-
ing unappreciated for their work, in addition to
dealing with the challenges of the work itself.

The providers also noted the importance of
normalising abortion care by cultivating open dia-
logue, which allows them to discuss their work
and to challenge misconceptions and anti-abor-
tion sentiments. Where open dialogue was not
achieved, they felt that abortion care was a

“dirty little secret” and “not something that we
want to be providing here”. They also said that
some colleagues “wouldn’t even want anybody
to mention the name of the person [accessing
care] or to talk about it”. They said, however,
that open dialogue can be “the trickiest to engen-
der” and believed that they had an important role
by trying to “open conversations with people” and
“be willing to have the conversation again and
again and again and again”. Despite ongoing chal-
lenges, they said that they were able to provide
women with “a good service” and that “the clinics
now are run like clock-work”.

Theme 3 – Getting involved in abortion care
As regards their personal views, the providers all
affirmed that they supported access to liberalised
abortion care and emphasised that they became
involved in care because they perceived a duty
to facilitate access to care. See Box 3 for quotes
corresponding to Theme 3.

Support of liberalised abortion care
While some initially held concerns about the intro-
duction of liberalised abortion care, all unanimously
believed that restrictive abortion laws had a nega-
tive impact on the physical and mental health of
women in Ireland. This was mainly informed by per-
sonal and professional experiences which evidenced
these impacts and highlighted the need for safe and
legal abortion care, for example close friends and
patients who were forced to travel abroad for
care. Some (two GPs, two obstetricians) showed
their support by campaigning for repeal, saying
that it was important to use their platform as a
healthcare worker to advocate for the improvement
of women’s health. Others discussed a sense of
“Catholic guilt” about abortion. Having grown up
in a strongly Roman Catholic influenced, anti-abor-
tion Ireland, they said that seeing the negative
impact of restrictive laws forced them to reconsider
the anti-abortion stance that they inherited in their
youth. Given this belief that abortion is a necessary
service, none experienced a conscientious objection.

Professional duty to patients
The providers asserted that they ultimately began
providing because they perceived a professional
duty as a healthcare worker to facilitate access
to care. Many emphasised that their own beliefs
and values are irrelevant to their work, proffering
sentiments that “you don’t treat somebody differ-
ently because of what they’ve done or why they’re
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there” and that “life is about choices and we’re
very lucky to be able to make them and I felt
that I just don’t put any judgment on anyone’s
decisions”. Referencing high levels of conscien-
tious objection within their workplace and
among local practices, many also felt that “the
rest of us that don’t have an objection…would
have had to step up to provide it”, with some say-
ing that they were one of the few who agreed to
provide care.

Theme 4 – Moments of moral doubt
Throughout their practice, however, most
described moments where they questioned if
abortion care is morally justified. Some also
expressed concern about abortion being used as
a method of contraception. See Box 4 for quotes
corresponding to Theme 4.

Hospital providers’ experience of moral doubt
As procedures completed in Irish maternity hospi-
tals are provided as an in-patient service, the

hospital providers are tasked with handling and
disposing of the fetal remains. Some referred to
handling the fetal remains as the most difficult
part of abortion care, especially when required
to do so multiple times a week. One midwife
talked about seeing the human features of the
fetus, such as “little fingernails”, and said that
fetuses can be “so well formed… coming up to
that twelve-week mark”. The hospital providers
also discussed the challenge of providing abortion
care via surgical methods, saying that vacuum
aspiration “is not a pleasant procedure”, even
though it is no more technically difficult “than
any of the other surgical evacuations of the
uterus”. In Ireland, surgery is mostly offered
under 12 weeks and most procedures after that
are managed medically. Contact with the fetal
remains made some providers think that abortion
results in the loss of potential life. Recalling an
experience where a patient returned to the hospi-
tal with their baby after deciding not to proceed
with abortion, a midwife said that they thought

Box 3. Quotes from the providers of liberalised abortion care in the Republic of Ireland
in support of Theme 3 – Getting Involved in abortion care

Support of Liberalised Abortion Care

“I had close contact with several people who have needed a termination, some of whom went to England and some of
whom didn’t get a termination, say with fetal fatal abnormality, and witnessing their suffering and the added
suffering by travelling to England, you know, I had no doubt about voting yes. And I wanted my own daughters to
have the option, but hopefully they wouldn’t need it, but the option would be there.” [3-GP]

“When [the referendum] came around, I had been working in Obstetrics in a number of years… [the Eighth
amendment] was having a negative impact on women, you know, to see people travelling with fatal fetal
abnormalities and, you know, that sort of thing, you could see the negative impact of it so I was very keen that it
would be repealed.” [10-Ob]

Professional duty to patients

“There was no decision. It was like will we treat people with a temperature with paracetamol, of course we will! There
was just no decision in my mind.” [7-GP]

“I suppose I would be kind of a pragmatic provider in the sense that I suppose twenty-something years of general
practice has taught me that there will always be unplanned pregnancies and women will always need to find their
own solutions to that, and I felt really that, you know, we couldn’t just keep, you know, sending them off to the UK
and telling them to come back for a check-up afterwards.” [1-GP]

“I took an oath as a nurse and as a midwife to care for people… I was caring for people and patients and women that
are not always going to make the choices that I think are correct, so it’s not for me to push them one way or another.
They’ve made their choices and I care for them and, you know, respect their decisions. So that’s what nursing is to me
… I’ve just grown to learn that this is life, life is about choices and we’re very lucky to be able to make them and I felt
that I just don’t put any judgment on anyone decisions.” [12-M]
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“of all the other little babies that weren’t going to
be alive and so that kind of made me think about
what I was doing, you know?”

To reduce moral doubt and emotional
responses when providing care, the providers
said that you “have to take yourself out of the
room” and “just have to try and forget about it
as quick as you can”. The providers also said
that they have become more comfortable with
care over time and that increased experience
has helped to reduce doubts. They also said that

care is made easier when “you go back into the
room and [the patients are] so thankful to you”.

GPs’ experience of moral doubt
Generally, the GPs said that they were comfortable
with their role in EMA and rarely experienced
moral doubts. At present, most women attend
early in their pregnancy, typically around “five,
six, seven weeks”. On the rare occasions where
women were close to the 12-week limit, the GPs
referred them to a local hospital. They believed

Box 4. Quotes from the providers of liberalised abortion care in the Republic of Ireland
in support of Theme 4 – Moments of moral doubt

Hospital providers’ experience of moral doubt

“I suppose morally and ethically the hardest thing definitely is seeing the little fetus, you know, at the end of it all…
they are formed so well, like even little fingernails and, you know, it’s just unbelievable really the formation even just
at, you know, coming up to that twelve-week mark. And just even the position. A lot of the time, they just have their
little hands underneath their chin, or their hands could be across their chest… On a personal level, you just have to
try and forget about it as quick as you can, but there’s certain cases that you don’t forget about, you know, as much as
others and especially the babies that are, you know, all older babies and babies that are, you know, practically
formed in every way, you know, so that can be very very difficult.” [11-M]

“I also had my own reactions when I started doing [surgical abortions], I really you know it’s not a pleasant procedure
and that’s ok, we all we are allowed to have our own reactions to this… you can have a moment every now and again
like “Oh my god, [this is] not quite what I’m usually used to” but that has diminished a lot. Yeah, I definitely have
grown more comfortable with the procedure the more that I’ve done.” [8-Ob]

“In theatre during a termination… you kind of have to take yourself out of the room a little bit in your head cause I
think if I thought about it too much, I would have gotten uncomfortable or I would have gotten upset, just the
physical thought of what’s actually happening.” [6-N]

General practitioners’ experience of moral doubts

“Even though ninety-nine percent of me says yes, it’s like there’s occasionally something within my own psyche comes
and says, “Oh, how am I sure this is the right thing?”… there are lots of times where I wouldn’t have a doubt at all
about it.” [3-GP]

“I’m very happy with our current legislation at twelve weeks and here am I from [a country where abortion is legal].
How much more comfortable would I be, you know, providing community abortion at more than twelve weeks? I
don’t know if that makes sense.” [4-GP]

Concerns about abortion care being used as contraception

“Coming from the hospital that I trained in, where we were doing terminations at twenty-four weeks, you know, and
where women most definitely used it as a form of contraception, you know, I wouldn’t like to get to that stage either.
So, I think the way Ireland is safeguarding it is good, you know, and they’re giving a lot of time to women to think
about it and not making it an easy decision, you know, because it is a huge decision that can be made in anger,
frustration, and you know without help sometimes.” [12-M]

“I was slightly naïve in thinking that my biggest fear was that abortion would be used as contraception and that I can
completely say I mean I know it’s everyone’s decision whatever but my fear was that people would be like “It’s grand,”
like you know, “if I didn’t use a condom, I’ll get an abortion” and I was totally naïve to that, that’s not like I haven’t
seen that at all.” [6-N]
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that this system was effective as hospitals provide
care that they cannot facilitate as part of an
“already stretched service in general practice”.
Moments of moral doubt, however, did occur.
Some said that they feel guilty when they think
about the fetus, while another said that providing
“can bring up our own stories, our own prejudices,
our baggage that we’re carrying”. While generally
comfortable with their involvement, some raised
practical and personal concerns about their sup-
port for further liberalisation, particularly if
asked to provide later-gestation or surgical care.
Despite misgivings, however, they acknowledged
that potential changes to the laws or clinical gui-
dance were unlikely to affect their role given exist-
ing resource constraints.

Concerns about abortion care being used as
contraception
Some providers expressed concerns that abortion
could be used as a method of contraception.
They said that they did not approve of some
patients who access care multiple times or who
do not use contraception, believing this to be a
“devaluing of what pregnancy is”. Some also com-
mented on the lack of free contraception available
to people in Ireland, saying that “providing free
terminations and not free contraception doesn’t
add up”. Despite concerns, these providers reso-
lutely believed that abortion is not used as contra-
ception in Ireland.

Theme 5 – Remaining committed to the
provision of care
While acknowledging moments of doubt, all were
clear that they have never considered ending their
practice. They said that their patients’ stories were
a constant reminder of the need for safe and legal
abortion care. The providers also talked about the
importance of receiving support from colleagues.
Finally, all reflected positively on their work. See
Box 5 for quotes corresponding to Theme 5.

Resolving moral doubt
During their work, all shared sentiments that
“there’s certain cases that you don’t forget
about”. Common examples of the GPs included
women who have had to “fight another journey”
and overcome social or geographical barriers to
access care. The hospital-based providers said
that their work often brings them into contact
with “women who are either extremely socially
or medically vulnerable”, and memorable cases

included patients in domestic abuse situations,
patients in medical emergencies, patients with
medical conditions, patients with pregnancies
affected by fatal fetal anomalies, and patients
who reminded providers of themselves or family
members. Of those who reported moments of
moral doubt, they said that patients’ stories help
to reduce doubts by showing the necessity of a
safe and legal abortion service. While the
emotional challenge of providing care after 12
weeks was high given that they are often “very
much wanted pregnancies” and that the fetus
may be “a good size”, moral doubts were rare as
the providers believed that abortion was the
best option for the patient and the fetus.

Four providers said that they have never experi-
enced moments of moral doubt when providing
abortion care. Two, aged in their sixties and work-
ing in general practice, stressed that a career of
seeing the negative impact that restrictive abor-
tion laws had on women is a constant reminder
of the need for legal care and saw their duty to
their patients as paramount. The other providers,
in their twenties and working in hospitals,
acknowledged that while aspects of care were
“physically and emotionally draining”, they
never experienced doubts due to deep-rooted
beliefs that abortion is a socially important and
necessary service.

Many also stressed the importance of giving all
patients empathetic care, which was generally dis-
cussed in terms of being non-judgmental and
“looking after” patients through the process. The
nurses and midwives particularly highlighted the
importance of empathy, as they have contact
with the patients before, during, and after the
procedure. While providers acknowledged that
“sometimes [abortion care is] hard and sometimes
it’s much sadder than other times”, they believed
the emotional weight of care incentivised their
involvement. They also noted that their patients’
emotional reactions are variable and that it is
important to tailor their response to each patient
accordingly.

Many said that their experience of providing
care has made them more passionate about
ensuring continued access to care. These providers
believed that providing abortion care has been a
transformative experience and that hearing
women’s stories “solidified” their perceived duty
to their patients, increased their empathy, and
helped to diminish any occasional doubts they
may have.
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Box 5. Quotes from the providers of liberalised abortion care in the Republic of Ireland
in support of Theme 5 – Remaining committed to the provision of care

Resolving moral doubt

“I think what has influenced me more is the women who come… yeah, I just couldn’t imagine not doing [abortion
care] and I would’ve contacted you know other organizations locally just to say, “look, I will go to a woman at a
neutral venue,” or whatever if she can’t come because I do think it is something really needed.” [3-GP]

“Obviously, some people were straightforwardly to have a termination of pregnancy, but I came across a lot of women
in domestic abuse situations… I remember one particular woman who had been fine to go to, you know, have the
termination of pregnancy from very early on in her pregnancy but was in a domestic abuse situation… there would
have been no way that she would have been able to get away and travel to the UK, for example, to access termination
whereas getting away to another city in Ireland is possible.” [10-Ob]

“When I started off in general practice, I would have had to ring Marie Stopes in London, the Well Women [Centre on]
Leeson Street, and the stories one more tragic than the next, and people trying to cobble up a couple of bob and search
for this and this. Oh no no no. What I had to deal with in my younger general practice as a GP, no. I had no doubt that
this was a service that was so badly needed.” [7-GP]

“There’s been a variety of people who come for whatever different reasons, I mean they all have different reasons why
they come to see us. I think if you asked any of them, they would say that they ended it with a very positive experience
in the end because they come in very scared and I think if you meet them with the very open, honest, friendly kind of
approach, it automatically relieves that stress quite quickly. I never judge, I’m very empathetic with them.” [13-M]

“I suppose if anything, I fight even more for women… It’s funny, my own personal belief on termination is that I
wouldn’t have one, I don’t really agree with it… So, I suppose it does open up your mind a bit more, that these
women are exactly like me, they have children, they have families, they’ve work, you know? And to be put in this
situation, you don’t know what way live turns, you know?” [12-M]

Supportive colleagues

“[Abortion care is] a very grey area and it depends on the individual woman, her personality, her background, her
circumstances that nobody else can really see, but there are times. you know, there are some situations when a
woman comes to me that I am more comfortable with than others m and I think that being able to talk that out with
other providers has been really important.” [3-GP]

“I went through quite an involved process with the theatre staff…we went through a values clarification workshop
stream to really really try and work through the issues and like we knew from doing those that our colleagues really
weren’t kind of looking down on us or they…weren’t perceiving us as bad people, possibly just a little bit more
enthusiastic and just not aligned with their own values but not necessarily bad because of that.” [8-Ob]

The “privilege” of providing abortion care

“I think this work by nature brings you into contact with a cohort of patients that up until now were sadly side-lined
and therefore you’re seeing another aspect of life and of human behaviour and the repercussions of human behaviour
that did traditionally bypass general practice. So, you know, it makes me [feel] very positive that we’re able to provide
a service now to these kind of neglected sectors.” [9-GP]

“We do an awful lot of things in general practice, an awful lot of things, but doing this is probably one of the most
satisfying things as a GP… there’s very few things in general practice that you do that you can kind of feel, yeah, you
just did make a difference for that person, yeah, you were the right person to meet at that time, and if you never meet
them again, then you’ve done some good. I feel very positive about it, you know, you can’t exactly say you enjoy it
cause it’s a crisis for them and it’s emotionally draining but it is actually very rewarding, yeah.” [7-GP]

“I feel like I’m providing a really good service and I would actually be quite proud of myself for being involved and
stepping up and looking after these women and giving them what they need and as I’ve said to you before, I feel like
I’m giving them the best care that they possibly can have in the service.” [13-M]
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Supportive colleagues
The providers unanimously underlined the
importance of receiving support from their col-
leagues, particularly other providers. Acknowled-
ging that abortion care can be challenging work,
they stressed the importance of being able to dis-
cuss their concerns and talk about moral doubt
without fear of judgment with someone who
shares similar experiences. Given that abortion
was “so different, it’s so new”, they believed
that providers banded together to support one
another because “everyone’s learning as you
go”. The GPs, particularly those in rural areas,
discussed START’s work in fostering peer support.
One rural GP said that START “has been absol-
utely amazing… in terms of professional clinical
support and in terms of personal support”. The
hospital providers also discussed positive experi-
ences with “social workers”, the “bereavement
midwife”, and the “perinatal mental health
team” in offering emotional support to both pro-
viders and patients.

Some reported challenges if they were one of
the few providers in their workplace, though
said that they eventually learned who they
could talk to. Some also said that the availability
of supports within some hospitals could vary
“depending on the day”, with one noting the
lack of formal support systems, such as access
to a mental health team, peer support groups,
or values clarification workshops. Those who
had completed values clarifications workshops
said that they were useful in figuring out their
own beliefs and in understanding the views of
their non-providing colleagues. They also
believed that management needed to hire more
abortion-friendly staff to alleviate the workload
and to increase opportunities for collegial
support.

The “privilege” of providing abortion care
The providers all reflected positively on their work
and believed that they make a positive impact to
society by providing care. Many shared sentiments
that “while [abortion care is] extremely challen-
ging work, it’s very rewarding”, and felt proud
that they were able to provide a necessary service,
particularly in the context of historical legal
restrictions. Some even said that abortion care
has been one of the most rewarding duties of
their career.

Discussion
This phenomenological qualitative study
explored the experiences of 13 providers of liber-
alised abortion care in the Republic of Ireland.
They reflected on the changes in public opinion
which allowed for liberalised care, though
acknowledged the minority who continue to
oppose the service. They also believed that
implementation has been successful in deliver-
ing a safe, robust, and largely accessible service
in general practice, though noted greater chal-
lenges in Irish hospitals. Personally, many
experienced moments of doubt in their work,
though all remained committed to the provision
of care, believing abortion to be an important
and necessary service.

Public reactions to abortion care
The providers believed that the majority of people
in Ireland supported the provision of abortion
care, as evidenced by the strength of the referen-
dum result. All reflected positively on this change,
believing that Ireland had becomemore accepting
and compassionate. Despite this, all described
anti-abortion sentiments from family, friends, col-
leagues, community members, and strangers
related to their support of and involvement in
abortion care. This aligns with a previous study,
which found that abortion providers in Ireland
faced negativity about this part of their work.35

It appears that the providers expected more nega-
tivity about their work given the hostile nature of
the referendum. Indeed, some discussed
unfounded fears of harassment and repercussions
related to their work. In reality, they said they tol-
erated anti-abortion experiences, while many also
said they could avoid them by limiting or with-
holding disclosure of their work.

Additionally, the providers acknowledged the
minority who continue to oppose liberalised
care. They believed that protesters aim to scare-
monger and shame women from accessing care
and were frustrated by their refusal to protest at
appropriate venues, such as government build-
ings. They also expressed frustration at the gov-
ernment’s inaction in implementing safe access
zones at providing hospitals and community-
based practices. While the providers in this study
had little experience with protests, it must be
noted that they are more common for others
nationally.40 Over three and a half years after
the introduction of abortion care in Ireland, the
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government announced in July 2022 that they had
approved a bill to legislate for safe access zones
that would prevent people from protesting within
100 metres of a maternity hospital or general
practice.41 As of the time of writing in March
2023, this bill has not been signed into law and
protests continue to occur nationwide.

Reflections on the implementation of
liberalised abortion care
Our findings suggest that, from the providers’ per-
spectives, the implementation of abortion care in
general practice was successful in delivering a
robust, safe, and largely accessible EMA service.
Though initial high demand for care was a chal-
lenge for many, they believed that demand had
since fallen to an acceptable level. Additionally,
the providers said that the anonymous nature of
general practice helped to destigmatise abortion
and that the existing infrastructure helped ensure
that the services are widely available, which is
supported by a study exploring the implemen-
tation of care in Irish general practice.42

Despite perceived success, however, the provi-
ders noted remaining issues in the provision of
EMA care. Some GPs, especially those in rural
areas, do not have a providing local GP colleague
or hospital. Though START has given many GPs
access to peer support, the providers believed
that the lack of a providing local hospital
increased feelings of isolation and made it more
difficult to provide. This was supported by another
study in Ireland, which found that while START
helped to “cocoon providers” during the early
stages of implementation, there were increased
challenges for GPs if their local hospital did not
provide.42 Further work is required to ensure
that GPs are supported by a local hospital, which
may help to increase the number of providers in
rural areas. Some in this study also noted that a
minority of GPs obstruct patients from timely
access to care. This is in strict opposition to ethical
guidelines from the Irish Medical Council43 and
the World Health Organization,44 and work is
needed so that all GPs are aware of their ethical
obligation to provide information on how to
access care. Lessons from Ireland may be of use
in other countries seeking to implement a com-
munity-care led abortion service.

By contrast, implementation presented more
challenges in Irish hospitals. Initial challenges
with conscientious objection were resolved
through careful planning and the publication of

ethical guidelines on the limits of conscientious
objection for doctors, midwives, and nurses.43,45

Beyond implementation, the hospital-based pro-
viders noted that high levels of objection mean
that those who provide abortion care do so in
addition to their other tasks, often without renu-
meration. These findings are supported by a
study that explored the implementation of care
in Irish hospitals, which found that abortion
care generally relies on a small number of dedi-
cated champions.46 Increasing the number of
staff willing to provide abortion care could sup-
port hospital staff in their role.

As regards the operation of the abortion care
services, while some hospitals had integrated
abortion into its “normal structure”, others failed
to do so by placing the service in an unsuitable
part of the hospital, allocating too few staff, and
limiting involvement to a small number of con-
sultants. Many also highlighted the importance
of fostering open dialogue among all staff to aid
the normalisation of care and some believed
they had a role in opening conversations and chal-
lenging misinformation and anti-abortion atti-
tudes. Additionally, the providers believed that
high rates of objection coupled with low staffing
levels in regional hospitals were a leading reason
why eight maternity units in Ireland still do not
offer abortion care. Though the providers sup-
ported their colleague’s right to conscientiously
object to care, they did not support that these
eight hospitals failed to provide any abortion ser-
vices and believed that abortion-friendly staff
should be hired to provide care in each unit.
Further work is required to explore how ongoing
issues can be resolved to ensure that abortion is
fully integrated and normalised in providing hos-
pitals and to encourage non-providing hospitals to
introduce an abortion service.

Resolving moral doubt and remaining
committed to abortion care
Although all providers were motivated to provide
abortion care, believing it to be an important and
necessary service, it was clear that thinking about
the fetus constituted a challenge for many provi-
ders, which made many think that abortion
results in the loss of potential life. This was par-
ticularly true for many of the providers, given
that they regularly have contact with the fetus
when providing in-patient abortion care.
Moments of moral doubt centred around care pro-
vided under 12 weeks’ gestation, and providers
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generally did not discuss similar experiences when
providing care after 12 weeks (i.e. abortion for
medical reasons, emergency situations, or preg-
nancies affected by fatal fetal anomalies).
Additionally, some of the providers discussed con-
cerns that abortion care under 12 weeks could be
used as a method of contraception. There was also
frustration towards the lack of free contraception
in Ireland. Since then, in September 2022, the
Irish government announced plans to make con-
traception free for women aged 16–30 years.47

Though this is a step forward, women outside of
this age range and all men still do not have access
to free contraception and work is required to
ensure contraception is accessible for all, which
could help to improve providers’ level of comfort.

While acknowledging moments of doubt during
their work, the providers affirmed that these were
infrequent and had no influence on their inten-
tions to provide care. In deciding to provide
care, all believed that their role is to facilitate
access to safe and compassionate care and not
to make moral decisions for their patients. Just
as women’s stories evidenced the need for a
legal abortion service during the referendum,
patients’ stories constantly highlighted the impor-
tance of liberalised care and motivated the provi-
ders to continue their work. They expressed pride
in their ability to provide care to a previously mar-
ginalised group in Ireland and some even said that
their involvement in abortion care is the most

rewarding part of their work. The providers also
highlighted the importance of collegial support,
particularly given that most have no previous
experience in abortion care. Just as colleagues
offered support in the face of practical challenges
when implementing the services, they also
allowed providers to reflect on their experiences
and discuss doubts about their involvement with-
out the fear of judgment. After liberalisation and
in the face of ongoing criticism of liberalised abor-
tion care, it seemed that providers banded
together to support one another and overcome
challenges as a collective group, especially as
many felt that they could not talk about their
work with family, friends, and non-providing col-
leagues. While all discussed feeling supported,
further work is needed to ensure that providers,
especially those in hospitals, have adequate sup-
port. Additionally, future research could aim to
investigate formal and informal support systems
available to providers in Ireland with the intent
of exploring what supports would be most ben-
eficial. Figure 2 models how the providers’ experi-
ences affirmed their belief that abortion care is an
important service and how this in turn helped to
buffer against the challenges they experienced.

Abortion stigma in the Republic of Ireland
In conducting this study, it is important to con-
sider how the providers’ accounts evidence the
stigmatisation of abortion care in the Republic

Figure 2. Overview of how providers of liberalised abortion care in the Republic of Ire-
land maintain a positive identity and negate the impact
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of Ireland. Abortion stigma has been defined as
the “shared [societal] understanding that abor-
tion is morally wrong and/or socially unaccepta-
ble” that is rooted in cultural beliefs that
abortion violates the “feminine ideals” of
motherhood, is seen as dirty or unhealthy, and
results in the “murder” of an unborn fetus, and
the stigma is promoted by anti-abortion
groups.48 The most obvious example of abortion
stigma was the providers’ experiences with anti-
abortion sentiments from family, friends, and
colleagues. Many also discussed the anti-abor-
tion attitudes that exist within wider society, as
evidenced by the anti-repeal referendum cam-
paigns, experiences within their local commu-
nities, and the minority who continue to
oppose the safe provision of care. As highlighted,
we have found similar findings about anti-abor-
tion experiences among providers in the Repub-
lic of Ireland.35 In response to anti-abortion
sentiments within their communities, some in
the current study opted to withhold disclosure
of their abortion work. This perpetuates the
legitimacy paradox,49 a cycle whereby choosing
not to disclose work means that anti-abortion
stereotypes are not challenged, stereotypes
then lead to prejudice and discrimination
towards providers, which lead providers to hide
their work. While providers and patients should
not be forced to put themselves at risk of anti-
abortion experiences, the normalisation of abor-
tion care requires that the services be visible.
Opportunities to support normalisation should
be explored.

Additionally, the providers’ own reflections on
their work, and particularly their acknowledge-
ment of moments of moral doubt, highlight the
abortion stigma that providers may hold. The pro-
viders only described moments of moral doubt
when providing care under 12 weeks and similar
concerns were not discussed for care after 12
weeks, presumably given the evident moral justi-
fication for the abortion to protect the patient’s
health or life, or if the presence of a medical con-
dition means that the fetus is unlikely to survive
after birth. Many also highlighted patients who
accessed care after 12 weeks when discussing
the memorable cases that motivated their contin-
ued involvement in care. This shows an implicit
value judgment among many providers that
some abortions are “more acceptable” than
others. This is most evident among those who
admitted that they sometimes judge patients

who they believe to use abortion as contraception,
signalling that they did not unequivocally support
abortion in every circumstance. Importantly, how-
ever, all actively challenged these value judg-
ments by asserting that every woman should
have the right to choose, that all abortions are
valid, and that their role is to treat every patient
with empathy and not to make moral judgments
on their behalf.

The presence of doubt among the providers is
not surprising, especially given Ireland’s morally
conservative history and the previous restrictions
on the provision of abortion care. Indeed, many
providers reflected on the vast changes in societal
attitudes towards abortion and on the evolution
of their own beliefs over time. Additionally, even
after the referendum, anti-abortion groups in Ire-
land continue to equate abortion care to murder
and publicise inaccurate information and graphic
images about care in an effort to promote their
anti-abortion sentiments. It may be that the cul-
ture that providers grew up with, trained and per-
haps initially practised in (that of limited access to
abortion care), coupled with prominent anti-abor-
tion messaging, are the true cause of occasional
moral doubts rather than involvement in the
abortion procedure itself. Regardless, it is vital
to note again that the providers in the current
study actively challenged moments of doubt,
highlighting their commitment to safeguard
women’s right to access care and efforts to decon-
struct their personal abortion stigma. It is impor-
tant that providers be supported in this process.
One option may be to offer periodical values clar-
ification workshops, where groups of providers
can reflect on and discuss their beliefs. The provi-
ders in this study already have positive experi-
ences with these workshops. Another option may
be participation in activities that raise the occu-
pational legitimacy of abortion care within the
wider healthcare landscape in Ireland, such as
the organisation of academic conferences and
professional meetings. Another solution may be
to create a national society of abortion care provi-
ders in Ireland, similar to the British Society of
Abortion Care Providers,50 which could identify
new areas for further exploration and champion
improvements to the services.

Study limitations
The results of this study must also be considered
within some limitations. While a sample of 13 provi-
ders is in keeping with typical IPA studies and was
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sufficient to achieve thematic saturation, it may be
that including more obstetricians, midwives, and
nurses may have uncovered further experiences
within the observed themes. We do, however,
believe that the current sample includes a variety
of perspectives as there are providers from each pro-
vince in Ireland, from urban and rural areas, from
seven of the 11 providing Irish maternity units,
and from group and single GP practices. Our results
offer providers the opportunity to reflect on their
own experiences, but do not seek to be a represen-
tative account for every provider of abortion care in
the Republic of Ireland. Secondly, we acknowledge
the vast differences between abortion care in early
pregnancy and care at later gestations. Our study
focused primarily on providers’ experiences with
abortion care under 12 weeks, as only four providers
had direct experience of providing care after 12
weeks. We recommend future research specifically
explores the experiences of those who provide
care after 12 weeks. Finally, it may have been prefer-
able to interview providers longitudinally to explore
whether their experiences have changed over time
as they gather more experience. A longitudinal
design was not possible given the constraints of
the current study, though we acknowledge that a
future study may explore this.

Conclusion
The current study found that providers of liberal-
ised abortion care in the Republic of Ireland
experienced challenges related to their involve-
ment in care, many of which highlight the
inherent stigmatisation of abortion care in the
country. Examples included experiences with
anti-abortion sentiments, moments of moral
doubt, and ongoing challenges related to the
implementation of care. Despite these, the provi-
ders all reflected positively on their work and
affirmed their commitment to providing care. By
prioritising the remaining issues to adequately
support providers in all aspects of their work,
improvements to providers’ experiences, as well
as patients’ experiences, will occur.
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Résumé
Le but de cette étude était d’explorer les expéri-
ences vécues par les prestataires de services
d’avortement dans la République d’Irlande
après la libéralisation de l’interruption de gros-
sesse en 2018 par voie de référendum public.
Les données ont été recueillies lors d’entretiens
semi-structurés réalisés entre février 2020 et
mars 2021. Treize entretiens ont été complétés

Resumen
El objetivo de este estudio era explorar las viven-
cias de los prestadores de servicios con la atención
al aborto en la República de Irlanda después de la
liberalización en 2018 vía referéndum público. Se
recolectaron datos por medio de entrevistas semi-
estructuradas realizadas entre febrero de 2020 y
marzo de 2021. Se realizaron trece entrevistas
con prestadores de servicios involucrados
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avec des prestataires participant directement aux
soins des patientes ayant accès aux soins pour
avortement libéralisés en République d’Irlande.
L’échantillon incluait six praticiens généralistes,
trois sages-femmes, deux obstétriciens et deux
infirmières. L’analyse phénoménologique inter-
prétative a identifié cinq thèmes dominants
dans les expériences vécues par les prestataires:
(1) réactions publiques à la libéralisation de
l’avortement; (2) leçons tirées de la mise en
œuvre des services; (3) participation aux soins
pour avortement; (4) moments de doute moral;
et (5) rester engagé en faveur de la prestation
des soins. Après la libéralisation, les prestataires
ont rappelé des expériences isolées avec des sen-
timents anti-avortement, en particulier de ceux
qui continuent à s’opposer à l’interruption de
grossesse. Ils pensaient que la mise en œuvre
avait surtout réussi à assurer un service sûr,
robuste et accessible en médecine générale,
mais identifiaient des obstacles dans les hôpi-
taux irlandais. Personnellement, les prestataires
soutenaient l’accès aux soins et ils ont commencé
à les prodiguer car ils ont jugé qu’il était de leur
devoir de faciliter l’accès aux soins. Beaucoup,
néanmoins, ont fait état de doutes moraux occa-
sionnels sur leur travail. Malgré tout, aucun d’en-
tre eux n’avait envisagé d’abandonner les soins
pour avortement et tous étaient fiers de leur tra-
vail. Ils ont affirmé que les expériences des
patientes étaient un rappel constant de l’impor-
tance d’avortements sans risques. De nouvelles
mesures sont nécessaires pour veiller à ce que
l’avortement soit totalement intégré et normal-
isé, et que tous les prestataires et les patientes
aient accès aux soutiens.

directamente en brindar atención a pacientes que
accedían a servicios de aborto liberalizado en la
República de Irlanda. La muestra consiste en seis
médicos generales, tres parteras, dos obstetras y
dos enfermeras. El análisis fenomenológico inter-
pretativo identificó cinco temas superordinados
en las vivencias de los prestadores de servicios:
(1) reacciones públicas a los servicios de aborto
liberalizado; (2) lecciones de la implementación
de los servicios; (3) participación en la prestación
de servicios de aborto; (4) momentos de duda
moral; y (5) continuo compromiso con la presta-
ción de servicios. Después de la liberalización,
los prestadores de servicios recordaron experien-
cias aisladas con sentimientos antiaborto, en par-
ticular de las personas que continúan
oponiéndose a los servicios de aborto. Indicaron
creer que la implementación ha sido principal-
mente exitosa en la entrega de un servicio seguro,
robusto y accesible en la práctica general, aunque
identificaron retos continuos en los hospitales
irlandeses. Personalmente, los prestadores de ser-
vicios apoyaban el acceso a los servicios y empe-
zaron a proporcionarlos porque percibieron su
deber de facilitar ese acceso. Sin embargo,
muchos de ellos informaron tener dudas morales
ocasionales sobre su trabajo. No obstante, nin-
guno había considerado dejar de prestar servicios
de aborto y todos estaban orgullosos de su tra-
bajo. Dijeron que las historias de sus pacientes
eran un recordatorio constante de la importancia
de los servicios de aborto seguro. Aún queda más
trabajo por delante para garantizar que el aborto
sea integrado y normalizado totalmente y que
todos los prestadores de servicios y las pacientes
tengan acceso a apoyo.
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