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Abstract
Purpose Health service providers play a crucial role in pro-
viding post abortion care in countries where abortion legisla-
tion is restrictive and abortion is stigmatised. Research in
countries where these factors apply has shown that health
service providers can be barriers to women accessing post
abortion services. Much of this research draws from attitude
theory. In this paper, we utilise positioning theory to show
how the ways in which Zimbabwean health service providers’
position women and themselves are rooted in cultural and
social power relations. In light of recent efforts by the
Zimbabwean Ministry of Health and foreign organisations to
improve post abortion care, we explore the implications that
these positionings have for post abortion care.
Method As part of a larger study on abortion decision-making,
the data featured in this article were collected using in-depth
semi-structured interviews with six health service providers
working in different facilities in Harare, Zimbabwe.
Discursive and positioning thematic analysis was used to
analyse the data.
Results Our analysis points to women who have abortions
being positioned in negative terms, as transgressors of accept-
able norms; irresponsible and manipulative; and ignorant. The
health service providers drew from cultural, religious, gender
and trauma discourses that portray abortion as evil and social-
ly unacceptable. Reflexive positions taken up by the health
service providers include positions as being experts, helpers

and protectors of culture/religion, sympathisers and profes-
sional positions as health care providers.
Conclusion The continued strengthening of post abortion ser-
vices should be conducted in conjunction with dialogical in-
terventions that challenge health service providers to reflect on
the power relations within which women who terminate preg-
nancies are located, that contest their negative positionings of
these women and that present alternative narratives and sub-
ject positionings for both the women who have abortions and
the health service providers.

Keywords Abortion .Health service providers . Post abortion
care . Positioning

Introduction

Health service providers play a key role in a range of abortion
processes [1, 2]. Through interaction with women before, dur-
ing or after the abortion procedure, health service providers
have an influence on howwomen experience their abortion [2,
3].

In countries with liberal abortion laws, the influence of
health service providers starts when women present at health
facilities requesting an abortion. Even in liberal legislative
environments, health service providers sometimes do not pro-
vide all the information necessary, turn women away for no
apparent reason and act as a deterrent for women seeking
abortions [1, 4–6]. In contrast, where abortion laws are restric-
tive, formal health service providers generally only interact
with women who have had abortions (usually performed ille-
gally under unsafe conditions) during post abortion care [7, 8].
In settings where abortion laws are restrictive, research has
shown that some health service providers have negative atti-
tudes due to personal, cultural and religious beliefs [8–10].
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Due to these attitudes, some health service providers tend to
be judgmental and to reprimand women who are seeking post
abortion care [8–10].

The negative attitudes shown by some healthcare providers
appear to be affected by the reasons for the abortion, with
some reasons being seen as more acceptable than others.
Health service providers are more likely to be supportive of
abortion due to rape or incest, severe foetal genetic disorders,
threat to the life of the woman or in the case of HIV/AIDS than
in the case of socio-economic or personal reasons [11, 12]. An
earlier Zimbabwean study which explored health workers’
attitudes in relation to medically supervised abortion found
that a majority of nurses were against any type of abortion
and would not consider treating women who had undergone
an unsafe abortion [13].

In this study, we seek to extend the understanding of health
service providers’ responses to post abortion care through the
use of positioning theory. While attitude theory tends to indi-
vidualise responses to a particular issue [14], positioning the-
ory, which draws from discursive psychology, allows for a
multi-level analysis that interweaves how people position
each other and themselves within conversation with social
and discursive power relations [15]. Positioning has been de-
fined as:

the discursive process whereby selves are located in
conversations as observably and subjectively coherent
participants in jointly produced story lines. There can be
interactive positioning in which what one person says
positions another. And there can be reflexive positioning
in which one positions oneself [15].

Our interest was in exploring how health service providers
interactively position women who have unsafe abortions and
the reflexive positions which they (the health service pro-
viders) took up. These positionings are not seen as static, but
rather as dynamic and fluctuating depending on the narratives,
metaphors and images through which they are constructed.
Positioning (both reflexive and interactive) is a discursive
practice that may be taken up in conversation in both compli-
ant and resistive ways (i.e. an individual may accept the way
in which they are positioned by another or resist it).

Methods

Participants and Setting

The study was conducted in Harare, Zimbabwe, as part of a
PhD project that explored women’s and health service pro-
viders’ narratives on abortion between March and
June 2014. In addition to the data reported on in this paper,
the PhD project elicited the narratives of women who had

undergone an abortion about how they came to make the
decision and proceeded to terminate the pregnancy.

Zimbabwe has restrictive abortion legislation, with abor-
tion being permitted under stringent administrative conditions
and only in cases of unlawful sexual intercourse (rape and
incest), foetal impairment, threat to a woman’s life or a serious
threat to her physical health. In this study, we use post abortion
care to mean all levels of care, treatment or referral performed
by health service providers, including community health
workers. In Zimbabwe, the most common post abortion care
interventions are manual vacuum aspiration and the adminis-
tration of misoprostol (medication used to start labour, cause
an abortion and treat postpartum or post abortion bleeding)
[3].

The Ministry of Health in Zimbabwe (MOHZ) together
with Venture Strategies Innovations (VSI), a global health
non-profit organisation, recently tried stepping up efforts to
improve post abortion care through introducingmisoprostol in
some health facilities. However, this was short lived and VSI
has withdrawn [16]. This initiative followed the 2012 MOHZ
implementation of a new post abortion policy which allowed
women to access post abortion care without being reported to
the police [16]. While the work of the ministry is commend-
able in improving post abortion care, not much is being done
to address staff attitudes on abortion.

Six service providers were recruited through purposive
sampling, viz. having experience in post abortion care. For
diversity, they were recruited from three different healthcare
settings: two nurses from a local clinic, two nurses from a
major hospital and two community health workers from a
local township. The first author, who previously provided
counselling for womenwho had an abortion in Harare, recruit-
ed the service providers through visiting each of the facilities
and ascertaining who was eligible and available for
recruitment.

The number of participants was limited to six due to prac-
ticalities (availability of health service providers willing to
participate, time for the PhD and funding) within the larger
project. All participants were female except for one commu-
nity health worker from the township. The average age of the
health service providers was 39, with a range from 28 to 52;
the average year of experience in providing post abortion care
was 13; the years of experience ranged from 2 to 28 years. The
participants were selected due to their interactions, post abor-
tion, with women who have had unsafe abortions which con-
stitutes the vast majority of abortion in Zimbabwe [16]; the
nurses treat women at a local clinic and referral hospital,
assessing the patients, providing medication and referring to
doctors or inpatient treatment where necessary; the communi-
ty health workers identify women in need of assistance, and
help in obtaining initial medical treatment. As revealed by the
health service providers and women who had aborted a preg-
nancy who were interviewed as part of the larger project, most
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of the women seen by the health service providers would have
self-induced using sticks, chemicals, natural abortifacients and
various concoctions.

Data Collection

Qualitative in-depth semi-structured and open-ended inter-
views were conducted probing the providers’ experiences of
providing post abortion care and their personal and societal
views on abortion. Questions were purposefully posed in a
neutral fashion. The interviews were digitally recorded and
transcribed verbatim. The interviews were conducted by au-
thor 1 in Shona. The interviews were translated by author 1
and then given to a professional translator for checking.
Author 1 is a clinical psychologist undertaking, at the time, a
PhD in psychology; he thus has experience in interviewing
people on sensitive topics, and previously counselled women
who had undergone abortions. While gendered dynamics may
be expected in a male researcher interviewing mostly female
study participants, none expressed concern when asked if they
were comfortable with how the interview had progressed.

The interviews with the nurses were conducted in a private
room at the hospital and local clinic, respectively. The inter-
views with the community health workers were conducted in
private rooms at their homes. The interviews lasted between
45 min and an hour. All participants provided written in-
formed consent, and confidentiality and anonymity were en-
sured. Each participant was given a pseudonym. Ethical ap-
proval was obtained from the Medical Research Council of
Zimbabwe (MRCZ) and the Rhodes University Psychology
Department Research Projects and Ethics Review Committee
(RPERC).

Data Analysis

Data were analysed using discursive and positioning thematic
analysis, using Braun and Clarke as a guide [17]. We went
through five stages which included a familiarisation with the
data by reading and re-reading the data, noting down initial
ideas, generating initial codes, collating codes into potential
themes, generating a thematic map and defining and naming
positioning themes. Discursive and positioning analysis inter-
weaves how people position both each other and themselves
in conversation with and understanding of social and discur-
sive power [15].

Analysis

We found that the health service providers’ interactive po-
sitioning of women who had abortions was almost entirely
negative (with some, but little, nuancing of this negativity),
while their reflexive positionings enabled them to cast

themselves in a positive light. These interactive, and ac-
companying reflexive, subject positions were enabled by
various discourses. We found that, despite the differences
in years of training, roles (nurse versus community health
worker), workplace (clinic, hospital, community setting)
and gender, these positionings were consistent among our
participants. The extracts presented in the analysis below
exemplify patterns that emerged in the data. We note in our
subheadings the interactive positionings of the women and
the reflexive positionings of the health service providers
enabled by a particular discourse.

Cultural/Religious Discourse: Transgressor Versus
Protector Positions

Drawing on a cultural/religious discourse, health service pro-
viders positioned those who have had unsafe abortions as
wrongdoers who have transgressed both cultural (or social)
and religious norms. Cultural norms and religious beliefs have
been seen to operate as regulatory discourses which provide
scripts on how people should behave [18–20]. This is seen in
the following extracts:

Extract 1

Tasha [local clinic nurse]: There is no religion in this
country that permits such evil. … This is a lowly act in
the eyes of God. Deuteronomy says, ‘thou shalt not kill’
and whoever kills has committed a grave sin. So those
who terminate will get their punishment in full from
God. That is why you see people in the community
looking down upon this act because most are
Christians. So if you choose to abort you have acted as
an instrument of Satan.

Extract 2

Tasha [local clinic nurse]: Culture says no, never, it is
not allowed. A child is a gift from God and there is no
child who dies of hunger when living in our community.
People help each other in raising the child so abortion is
never the answer. The child does not belong to one per-
son alone; it belongs to all of us.

Extract 3

Terry [community health worker, male]: A child is
sacred and they should not be killed. That is why people
do it in hiding. They are running away from our culture
and do not want to be seen.

The constellation of culture and religion seen in the
abovementioned extracts is consistent with research
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conducted in Ethiopia and Ghana where abortion was seen as
culturally and religiously unacceptable [21, 22]. This under-
standing allows for the women who have had abortions to be
positioned as wrongdoers who disregard community values.
Tasha uses strong religious language (evil, instrument of
Satan) and quotes from the Bible to position the women as
sinners who will receive punishment for their actions. Terry
and Tasha evoke the value of children culturally and religious-
ly. The women who have abortions are positioned by Terry as
knowing that what they are doing is wrong, and of having
other options; as such, they have to hide their transgressions.
These extracts also speak to children being seen as social
capital and the emphasis on childbearing and motherhood in
pro natal societies such as Zimbabwe.

The culture/religion discourse allows for social and re-
ligious moral judgements to be brought against the
woman:

Extract 4

Sife [hospital nurse]: One thing when speaking about
proper morals terminating is immoral.

Extract 5

Mimi [community health worker]: They are people
with no morals already so terminating is not a problem
for them.

Extract 6

Vovo [local clinic nurse]: The community does not
want us to lose our morals. That is why it punishes them
[by stigmatizing them] when they do this.

Extract 7

Tasha [local clinic nurse]: You have done something
that is immoral so we are not related to you anymore;
you have lacked morals. You have failed to do a service
to your community, so they will spit you out. People
become disgusted by you and you also start being dis-
gusted at yourself.

In the abovementioned extracts, moral judgement al-
lows for women who had an abortion to be positioned as
lacking a commonly understood moral compass. The com-
munity is seen as safeguarding these morals; the health
service providers view themselves as being part of the
community (e.g. ‘we are not related to you’) and as such
they position women who have abortions as lacking re-
spect for community values and deserving of the stigma
they receive.

The health service providers reflexively take a position of
protectors of cultural, religious and moral norms for the good
of community:

Extract 8

Mimi [community health worker]: You have done
something that is frowned upon so we stigmatise you.

Extract 9

Terry [community health worker male]: We look
down upon them obviously and we say they have com-
mitted a crime….

Extract 10

Joan [hospital nurse]: Stigma is there in the communi-
ty especially if people know that you terminated. The
community is the protector of culture and culturally you
cannot abort. A person ends up being stigmatised with
us pointing at them saying that these are the murderers.
When there are reasons like rape there is no stigma. It
just comes up when the community considers your rea-
sons to be invalid and selfish.

In the abovementioned extracts, Mimi, Terry and Joan po-
sition themselves as belonging to an ‘us’ group that has the
right to stigmatise and look down upon those who have abor-
tions, who are placed in the ‘them’ group. The women who
have abortions are seen as going against ‘our’ religion, ‘our’
culture and ‘our’ laws. Here, culture and religion are
homogenised and every rational person is seen as having the
same beliefs. The health service providers position themselves
as protectors of these beliefs. In extract 10, Joan moderates
this position by implying that stigma only applies in unrea-
sonable circumstances (when your reasons are invalid or self-
ish) while also acknowledging that she breaks the confidenti-
ality of the client.

Gendered Behaviour Discourse: Irresponsible Versus
Responsible Helper Position

Women who have had a TOP are positioned by health service
providers as irresponsible, reckless and making poor choices
in terms of not abstaining, and furthermore, not using protec-
tion or family planning when they do engage in sex:

Extract 11

Terry [community health worker, male]: Condoms
are free; birth control pills are there; but people do not
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use them and they want us to feel sorry when they get
pregnant. It is their fault.

Extract 12

Sife [hospital nurse]: Why hasn’t she used a condom?
…There are somanymethods of family planning. I think
they should utilise all these methods rather than to kill.

Extract 13

Vovo [local clinic nurse]: As for me they disgust me. If
you have sex and fail to protect yourself, you should live
with your decision.We give condoms for free. Use them.

Extract 14

Vovo [local clinic nurse]: Everyone knows that if you
sleep with a man without protection or if you are not on
any family planning pill, youwill become pregnant. So if a
person says they cannot take care of the child or the person
responsible has run away, we ask, ‘Why did you do it in
the first place? Aren’t you the one who enjoyed unprotect-
ed sex? So, live with the consequences that come with it’

Extract 15

Tasha [local clinic nurse]: So we treat for free people
who have been irresponsible on their own. That money
would be better used somewhere else. … you are the
one who had the sex. It is your problem sowhymake it a
problem for the whole country?

In these extracts, the health service providers position the
women as reckless and irresponsible and thus deserving of
being st igmatised for breaking gendered norms.
Recklessness and irresponsibility are portrayed three ways:
(1) failing to take up their gendered responsibility to prevent
pregnancy by using freely available contraception; (2) decid-
ing to abort rather than take up their gendered role of mother-
ing; (3) needing care after abortion, thereby utilising limited
state resources. The recklessness and irresponsibility are
linked to selfishness and seeking enjoyment from unprotected
sex, the result of which places an undue burden of care on
health service providers and on the community and country.

The positioning of women as irresponsible is strengthened
in the health service providers’ eyes as those having abortions
are positioned as prostitutes:

Extract 16

Mimi [community health worker]: Some of them do
not want to work as they are used to this bar-hopping.…

The reason they havemany pregnancies is that it is a risk
of their business.

Extract 17

Terry [community health worker, male]: And the
problem is most of the people who terminate are prosti-
tutes. They would have seen that, ‘How can I have a
baby when I want to work? I want to see my customers
and the baby is a hindrance’ so they abort.

In the abovementioned extracts, the women who have had
abortions are positioned as ‘prostitutes’ who use abortion as a
contraceptive. Sex workers are socio-culturally and religious-
ly looked down upon and this fits well with the irresponsible
and reckless positions. The reasoning is that abortion (given
that it is immoral and evil) would not be contemplated by
normal women but only by irresponsible prostitutes who en-
gage in risky behaviours and end up conceiving. Mimi posi-
tions ‘prostitutes’ as opting to not to work like other normal
people, while Terry argues that their work gets in the way of
being responsible about wanting and caring for children.

Women’s irresponsibility was seen as going unpunished
because of their manipulative behaviour in escaping censure
from the law:

Extract 18

Sife [hospital nurse]: You never quite know now living
in this time of corruption that those who terminate are
actually tried [in court] or they just pay off the police and
judges. It is very possible. … People just buy and their
crime disappears.

Extract 19

Vovo [local clinic nurse]: The law is in name only.
There is corruption so people just pay off the judges or
the police and the case disappears. This is what makes
people continue terminating because they know they
will get away with it. If a person would go to jail, this
practice would end.

The man ipu l a t ive woman cons t ruc ted in the
abovementioned narrative is seen as part of a corrupt system
that needs to be tightened. All the other complicated and mul-
tifaceted factors that play a part in abortion are rendered non-
existent by this positioning. Thus, if the law is made a little
tighter, the manipulative woman would be forced to carry the
pregnancy to full term or, she would be prosecuted for having
had an abortion.

In positioning the women as irresponsible, the health ser-
vice providers are positioning themselves as able to discern
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what responsible behaviour is. This enabled them to take up a
helper/adviser position in which they try to advise women
wanting to have an abortion, particularly those at high risk
of terminating pregnancies, such as ‘prostitutes’:

Extract 20

Mimi [community health worker]: These are bad peo-
ple [prostitutes]. I usually talk to them and ask them how
much they get from the bars. And they say there is not
much money but they have no choice. What can we do?
If only we could find something to do. I asked one if she
got implements to farm tobacco if she would do that and
she said, yes, she could work. They know that what they
do is not sustainable and they want to work but they
have no choice. I told them that as you grow older the
man will no longer be finding you attractive.

In extract 20,Mimi positions herself as a caring personwho
wants to help prostitutes to stop doing their work and provides
a hypothetical suggestion for alternative employment, such as
tobacco farming. The help she offers is in the hope that wom-
en would conform to her worldview on abortion and of gen-
dered relations (men are only attracted to younger women).
Help does not extend to support during and after an abortion.

Trauma Discourse: Ignorant Versus Sympathetic Position

Closely linked to the irresponsible position was the use of an
ignorant position. While women who have abortions were
positioned as irresponsible in getting pregnant, they were also
positioned as being ignorant of the consequences of having an
abortion:

Extract 21

Vovo [local clinic nurse]: It touched my heart as she
died and left three children. Why did she do it? Ah, if
she had only kept the pregnancy and left the husband.
Ah, to die for that, leaving your children to suffer be-
cause of bad choices. She failed to think and she died for
that.

Extract 22

Tasha [local nurse]: It [abortion] has severe emotional
problems and those who terminate do not know this.
They become scarred for life. I have workedwith people
who terminate for 20 years and I have not seen anyone
who has been happy about their decision. All of them
have guilty conscience that eats them all the time and the
wounds will be with them all their life.

The health service providers position womenwho have had
abortions as being ignorant of the physical and emotional
consequences of having an abortion. Vovo, in extract 21,
draws from a personal story of loss to justify her positioning
of the women as ignorant. Vovo draws from her encounter
with abortion-related morbidity and mortality which she finds
distressing. Tasha draws on a position of expertise (‘I have
worked for 20 years’) to convince the listener of the veracity
of the ignorance positioning. Trauma is credited in her talk to
the abortion itself and not the circumstances surrounding an
unwanted pregnancy, having secretly procured an abortion or
facing stigma and shame.

The positioning of women as ignorant allows the health
service providers to take up a reflexive position of
sympathiser. As seen in the abovementioned extracts, sympa-
thy is not directed to the woman who has had an abortion per
se but for the ‘sorry’ situation she has created for herself. The
sympathy is for the pain in which the woman who has had an
abortion puts herself and those around her through making
poor choices. The taking up of this position ignores all the
other circumstances surrounding a woman’s pregnancy and
puts the focus squarely on the woman.

Professionalism Discourse: Reflexive Position

Despite the negative positions contained in the health service
providers’ talk of women who have abortions, they positioned
themselves as professionals who are not affected by their feel-
ings or attitudes:

Extract 23

Terry [community health nurse, male]: As a person
who is used to it, I just work. I actually encourage people
to try and use safe methods if they want to terminate.

Extract 24

Tasha [local clinic nurse]: But I gave an oath to give
help as a nurse despite what I believe. So now it does not
affect me. … Our job is necessary because if we do not
help, these people will die in their homewhich is a much
bigger shame. So we just help despite our beliefs.

Extract 25

Vovo [local nurse]: When we are at work we work.
Whatever I believe in does not influence how I work. I
help everyone no matter what they have done. So hating
what they do does not stop me from doing my job.

The health service providers in the abovementioned ex-
tracts position themselves as being professionals who are there
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to help women who have had abortions despite their personal
opinions towards abortion. The health service providers do
not see their personal opinions as having any influence on
the women, which, as research has shown, is not necessarily
true [8–10]. The professional helper positioning portrays a
good-hearted professional who does their job without bias.
Terry, who is a male community health worker, goes further
to state that he supports safe abortion. This positioning is,
however, inconsistent with their vociferous condemnation of
women who have had abortions. The health service providers
are aware of these contradictions, and reconcile the inconsis-
tency by taking up the professional tag where help is the end
goal, despite one’s personal beliefs.

Discussion

Our study sample is small and thus the conclusions we draw
cannot be generalised. Nevertheless, the fact that similar dis-
courses and subject positionings were evidenced across the
three divergent sites of healthcare provision provides some ev-
idence of the pervasiveness of these discourses and subject
positionings in health service circles. In addition, the women
whom we interviewed (who had abortions) as part of the larger
study confirmed that negative attitudes and stigmatisation were
part of their everyday life; manywere scared to report to clinics/
hospitals for post abortion care due to the health providers’
attitudes, despite experiencing severe complications [23].

As shown in the data extracts presented here, the health
service providers used cultural/religious, gendered and trauma
discourses to position women who have had an abortion in
negative terms, as transgressors, irresponsible, manipulators
and ignorant. Their views of abortion, which was seen as
culturally unacceptable and evil, framed how they positioned
women as gendered beings. For example, a proper woman
would not consider such an evil practice, but rather accept
her reproductive status nomatter the circumstances, including,
for the most part, rape and incest. Only women without
morals, like ‘prostitutes’ would fail to use contraception and
consider abortion. Women who had an abortion were blamed
for making reckless and irresponsible choices that led to the
abortion. More nuanced positions, such as Joan’s caveat about
abortion after rape being acceptable, were evidenced in very
little of the health service providers’ talk.

The positions taken by the health service providers includ-
ed disciplining the women through stigmatisation and
protecting cultural, religious and gendered norms. The health
service providers here operate as societal regulators and
punish women who have abortions in a number of ways:
through humiliation, discouraging them from abortion and
telling them how wrong they are. As regulators, the health
service providers took up positions of being the good people
trying to counter cultural and moral degradation.

When women were positioned as irresponsible and igno-
rant, the health service providers could take up the position of
helper and sympathiser, respectively. The helper position
means setting the women on the correct responsible course,
which means always using contraception when not intending
to conceive, never having an abortion and finding employ-
ment beyond [presumed] sex work. In the sympathiser posi-
tion, the tone is one of pity for women who find themselves in
difficult circumstances because of their poor choices.

The complete absence of talk around the men’s role in the
relationship, or all the other circumstances surrounding a preg-
nancy points to the vilification of women as the guilty parties in
any abortion. These silences around relationship or contextual
issues are concerning as research has shown that abortions in-
volve many factors [6]. The woman is seen as having the re-
sponsibility tomake sure that pregnancies do not occur by using
protection. When pregnancies do occur, the women are tasked
with the responsibility of pursuing options other than abortion.

Despite the negative positioning of women who have abor-
tions, the health service providers insisted that they are pro-
fessional in their interactions with women. They saw no con-
tradiction between the sanctions and stigmatisation that they
impose on women and their role as a health professional.

Implications for Post Abortion Care

Research shows that ‘moral-, social- and gender-based reser-
vations about induced abortions appear to influence health
service providers’ perceptions of and attitudes towards in-
duced abortions and, consequently, their relationship with
the patient who wants an abortion’ [22]. Our data show how
health service providers are enmeshed within their socio-
cultural environment, and that there are restricted scripts avail-
able to describe abortion and women who undergo them.

The current efforts by the Ministry of Health in improving
post abortion care must include dialogical spaces where the
kinds of discourses used and the subject positions invoked by
health service providers are unpacked. The positions taken up
by the health service providers point to a ‘culture’ of not
questioning their own positions nor their own views. They
regarded their statements as being the ‘truth’ and understood
themselves as implementing taken-for-granted cultural, reli-
gious and gendered beliefs or practices. These positions need
to be questioned and challenged in trainings of post abortion
care, through reflecting on the power relations within which
women who have had abortions are located, contesting the
negative positionings of these women and presenting alterna-
tive narratives and subject positionings for both the women
and the health service providers. If women fear going for post
abortion care due to concerns around what health service pro-
viders might say or do, then the rates of maternal mortality
will continue to be high [24].
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The health service providers’ silence on the broader social
and environmental circumstances that make a pregnancy un-
supportable also needs to be challenged. For example, while
family planning was mentioned, there was no acknowledge-
ment on the providers’ part concerning women’s challenges
accessing and using contraception. One way of addressing
health service providers’ beliefs and attitudes is through
values clarification workshops (such as the ones run by
Ipas), which are meant to help them deal with their personal
beliefs surrounding abortion [25]. The blame that is put on the
women who have abortions needs to shift to understandings of
the complex interaction of micro- and macro-level dynamics.
With these kinds of understandings, health service providers
would be better positioned to provide post abortion care and to
assist in changing community narratives and views of abortion
particularly, as we note in this paper, in light of their position-
ing themselves as stakeholders with the community.
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