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Abstract: The prevalence of violence against women worldwide raises the question of the desirability and
feasibility of integrating interpersonal violence (IPV) services within abortion care. By examining present
services and context in an Inner London borough in the UK, this situation analysis explored the hypothesis
that an established, integrated, health-based service (comprising raised awareness, staff training in routine
IPV enquiry and referral to a community-based in-reach IPV service) would be transferable into abortion
services. Four sources of qualitative data investigated views on integrating services: key stakeholder in-depth
interviews including with providers of abortion and IPV services and commissioners and IPV survivors with
past abortion service use (3 user, 15 provider); qualitative analysis of the open-ended part of a survey of
current abortion service users with and without experience of IPV; feedback from an interactive workshop
and data from field observations. While there was consensus among all informants that women experiencing
IPV and seeking abortion have unidentified, unaddressed needs, how any intervention might be organised to
address these needs was contested; thus questions remain about whether, when and how to raise the topic of
IPV and what to offer. Two major anxieties surfaced: a practical concern in terms of interrupting a
streamlined abortion service that suits the majority of staff and patients, and a conceptual concern about
risk of stigmatising abortion seekers as ‘victims in crisis’. Thus, our findings indicate: when integrating IPV
interventions into abortion services, local context, the integrity of separate pathways, and women’s safety
and agency must be considered, especially when abortion rights are under attack. Novel approaches are
required and should be researched. © 2016 Reproductive Health Matters. Published by Elsevier BV. All
rights reserved.

Keywords: violence against women, interpersonal violence, domestic violence, sexual violence, abortion
providers and services, survey, interview study, situation analysis, United Kingdom

Introduction

Violence and abuse against women and girls is pre-
valent worldwide with health, criminal justice and

*Qver the lifetime of this project, language and terminology
have been changing at local, national and international levels.
As abortion only affects women and girls, the terms VAWG
(violence against women and girls), and GBV (gender based
violence) have been eschewed, and the more generic term
‘interpersonal violence (IPV) used in preference, to include
both domestic and sexual violence, and which would cover
other forms that might intersect with abortion (such as human
trafficking or ‘honour'-based violence). Other terms are used if
described by the specific services, policies or papers.
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financial implications.’***

IPV) is increasingl
cause of avoidable mortality and morbidity.
In international debates, some authorities recom-
mend screening all women of childbearing age for
detecting IPV, as reproductive and sexual health ser-
vices provide an opportune setting for multi-agency
interventions.” """ Others do not, due to lack of evi-
dence of improved outcomes for women,”'*"*
though they recommend training health profes-
sionals to be alert to the signs,” provision of safe
environments for disclosure, and the commissioning
of pathways across health and social care.'” Thus,

Interpersonal violence

recognised as an important
5,6,7,8
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health-sector based IPV interventions remain in their
infancy.'*"”

A recent systematic review identified high
prevalence of IPV in women seeking abortion
and an association with multiple abortions.'®
Meta-analysis showed worldwide rates of IPV in
the preceding year in women undergoing
abortion ranging from 2.5% to 30%. Lifetime IPV
prevalence was shown to be 24.9% (95% Cl,
19.9%-30.6%)."° There is also a high rate of
abortion following rape.'” Despite an early
recognition that a commonly cited reason for
seeking abortion is ‘relationship problems’,'®
there are very few studies about the links between
abortion and IPV. There are no published articles
on integrated IPV interventions within abortion
services. Although context-specific and not
generalisable, individual studies about IPV
disclosure or intervention in relation to abortion
services described in detail in the above
mentioned systematic review indicate that: IPV
questionnaires may be acceptable in abortion
facilities;'” non-responding women may differ
from responders in that they have undergone
more abortions;”’ only half the women during a
period of universal screening were asked about
IPV;”" some women report IPV-defining events
although not identifying themselves as exper-
iencing IPV;*> many women wish to talk about
IPV with regard to further management or
intervention,”® with some citing their doctor as
the main source of information;”* and women in
violent relationships appear as likely to attend for
follow-up”®> and more likely to know about
community resources.”’ Previous situation
analyses of abortion generally relate to the
provision of safe abortion and quality of care
rather than the intersection with IPV.?>2%%’

Thus, it remains moot whether IPV is accepted as
rightful business for the abortion sector, and what
training and support healthcare professionals need.
In particular, in the UK, there is no policy for screen-
ing for IPV. Though health services, social care and
the organisations they work with should respond
effectively, there is no agreed evidence of benefit of
screening.'”

The aim of this study was to explore the
desirability and feasibility of offering IPV services
within abortion care in a local setting (two
boroughs) in London. A nearby, established, mater-
nity-based service had an integrated IPV service

comprising raised awareness, staff training in routine
IPV enquiry and referral to a community-based in-
reach IPV service. There are posters and leaflets dis-
played around the service. There is mandatory confi-
dential time with pregnant women at the first visit

and a routine question can be asked verbally and
‘ticked’ as having been asked in a coded way in the
hand-held notes. Opportunistic case-based question-

ing also occurs and generates about half the disclo-
sures. Referral is then made to an onsite [PV

service. The IPV service has been evaluated'" and

regularly audited. The hypothesis for this study was
that the model of an integrated maternity-based
IPV service would be transferable to an abortion

setting.

Study setting

The study was conducted in 2012 in a deprived,
multi-ethnic, inner city area in London, UK
where there is a National Health Service (NHS)
funded by taxpayers. Abortion has been legal
in_England, Wales and Scotland since the 1967
Abortion Act, amended by the Human Fertilisa-
tion and Embryology Act 1990. The Act requires
that two doctors sign in good faith that one of
five legalised provisions is fulfilled and ensure
that abortion takes place in a licensed premise,
unless there is an emergency. Nationally, abor-
tion is provided free of charge if women are
resident in the UK and entitled to NHS care. Dif-
ferent NHS trust contractors agree to different
add-on services alongside the abortion itself
(e.g., pre-abortion counselling or post-abortion
contraception).

In the two study boroughs, the NHS sub-
contracts all but medically complicated abortions
(e.g., maternal cardiac disease/ late diagnosis of
foetal abnormality) to two non-governmental,
non-profit providers (i.e., three abortion services
in total). Both of the providers are contracted by
the NHS for provision of abortion and contracep-
tion services and receive women from all over
the UK and Ireland.

IPV services in the UK consist of policy, criminal
justice, non-governmental and local government
initiatives. There is no formal screening for IPV in
the health service as there is no evidence of benefit,
though it has been recognised that a health service
response is required.* There is limited training of

healthcare providers in addressing IPV, and no
specialist IPV services were provided in any abortion

clinic. There is high-level commitment to talking
about violence against women and girls at
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national’®*’ and London-wide™ levels with plenty of
discourse about the need for joined-up government
and multi-agency collaborative services. The local
government in the study area has a commitment to
provide services for women who are subject to vio-
lence,>*2 and IPV initiatives exist in local health ser-
vices. IPV advisors are located in a community-based
‘one-stop shop’ and primary healthcare, as well as in
one of the two teaching hospitals (in maternity,™

department of genitourinary medicine, as well as in
the accident and emergency room). A Sexual Assault

Referral Centre, co-commissioned by police and
health services, is located in the other hospital. In
our study of women accessing abortions in the local
area in 2012, the current prevalence of IPV was 4%,

past year IPV was 11%, and lifetime experience was
16%.>

Methods

This paper analyses the qualitative results from a
larger research project (Abortion in Context) which
contained three main studies: a systematic review
and meta-analysis of the associations of IPV and
abortion;'® an anonymous survey to assess IPV
prevalence in a local abortion clinic;*” and a situa-
tion analysis.
There were four sources of qualitative data:

1. In-depth interviews. 18 stakeholders (3 user, 15
provider) were interviewed to assess whether vio-
lence and abuse were considered issues for
women accessing abortion services, what services
were currently provided and what future IPV ser-
vices in abortion clinics should look like. The in-
depth interviews took place between 9 May and
21 September 2012.

The three service users were women who had
experienced abortion(s) whilst in a violent
relationship and had received IPV services
since. They were recruited through a local
IPV survivor-initiated, peer-support group.
Women were not approached directly by the
researchers for ethical reasons, to ensure they
were volunteering within an already suppor-
tive environment. We addressed a meeting of
the single IPV-survivors group (facilitated by
the IPV specialist) to explain the study. An
email was sent around the survivor group
(now defunct and number unknown) inviting
women who had accessed abortion services
while in a violent relationship to participate.
IPV advocates also approached individuals
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they thought likely to be able to assist. The
IPV advocates acted as liaison and passed con-
tact details onto LPK. It was difficult to recruit
users and only three women in the IPV survi-
vor group volunteered for an in-depth inter-
view. It is not possible to know how many
others had accessed abortion services but did
not come forward. The three interviewees had
multiple experiences of abortion services and
complex needs and may not be typical.

The criterion for service providers was involve-
ment in relevant contributory agencies. An
initial list was based on SB’s local knowledge.
Service provider interviewees were asked to
suggest other people via snowball sampling
in order to ensure a mixture of perspectives
(sample sizes and roles, Figure 1). Of service
providers who were approached for in-depth
interviews, the overwhelming majority agreed.
Some declined interviews if they were not in a
relevant role, or knew a better informant.
There were no outright refusals, and only one
local abortion provider who initially agreed to
be interviewed did not respond after three
contacts.

All interviewees received a personalised invita-
tion (see Box 1 below.) and, following consent,
interviews were taped, transcribed, anonymously
numbered, and kept in a locked cabinet. Semi-
structured interview guides with 16 open-ended
questions and prompts were developed to ask
both service providers and service users about
abortion-seeking women’s needs of IPV services,
what services were in place and available locally
on the abortion pathway, and to comment about
design of any future services (see Box 2 below).
(See Stakeholder interview guide (MOSAIC-VR) —
for service providers and Stakeholder interview
guide (MOSAIC-VR) — for survivors.) The results
of the interview have not previously been
published.

Qualitative analysis of an open-ended part of
an anonymous prevalence survey. In order to
hear the voices of women currently under-
going abortion services, free-text comments
made by service users participating in an
anonymous cross-sectional prevalence sur-
vey’” were examined (complete anonymity
had been chosen to encourage participation).
Only one local abortion clinic allowed the
anonymous prevalence study of users, with
clinic staff handing out the questionnaires.
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Figure 1. Situation analysis sources of qualitative data.

Service provider and previous
service user interviews

Number of interviews undertaken
=18/ 28 approached (64%):

5 abortion providers (NHS and
independent)
2 managers
3 interpersonal violence specialists
2 commissioners,
3 others (general practice, sexual
health and housing),
3 users (IPV survivors with previous
experience of abortion services while
in violent relationship)

Current abortion service
user anonymous survey
(see Motta et al. 2014)

383 distributed*
190 questionnaires
completed
(50% response rate).
64 participants wrote free
text comments (34%), of
whom 9 disclosed current
experience of IPV
*during a period when 828
abortions were performed
(46% women offered)

Feedback workshops

81 invitations
42 participated (52%)

Including local and
national statutory and
non-governmental
abortion and domestic
violence providers, users,
healthcare professionals,
Mayor’s Office,
Metropolitan Police,
Department of Health
and academics

Grounded
theory

A 4

Themes
derived

Reflexive
discussions

A 4

Analysis of
proffered free-
text comments

Themes
derived

A 4

Themes
compared,
contrasted and
synthesized

A 4

Analysis of
responses to
questions posed

A 4

Themes
derived

Policy, website
review, clinic
visits, leaflets,
field notes

They were asked “Do you think having a sup-
port service for victims of abuse, domestic or
sexual violence in abortion clinics could be a
useful thing? Yes/No. Please detail your
thoughts about this.” and given space for

explanation. This was to ensure that current
abortion service users were included in terms
of designing services, as women with or with-
out IPV might be impacted. Sixty-four women
(of 190 participants) answered the open-
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ended question, of whom nine disclosed cur-
rent IPV (all unknown to the clinic staff). A
third of all participants removed the stapled
card with information about national and
local IPV services.”” The results of this survey
have been published, however, the qualitative
data are being used for secondary analysis in
this study.

3. Information from feedback workshops. All user
and service provider interviewees were
invited to a half day interactive feedback
workshop on September 28th 2012, along
with members of key local and national agen-
cies and additional external experts identified
during the research project and via infor-
mants (Figure 1). The purpose was to present
the preliminary analyses of all Abortion in
Context studies for validation and comment,
and to collect additional feedback from a
wider group in order to reflect on the implica-
tions for UK services and research. Small
round-table self-directed focus groups were
formed to discuss two open-ended questions
about design and evaluation of a multi-
agency IPV intervention in abortion services.
Feedback sheets were typed up and coded
(individuals not identifiable). All feedback
workshop participants actively engaged in
the discussions and in small groups (Figure 1).

4. Participant observation. The researcher (LPK)
kept detailed field notes, noted relevant media
stories, reviewed local and national websites of
statutory and non-governmental organisations
dealing with abortion or IPV, visited abortion
and IPV facilities during stakeholder interviews,
requested policies relevant to abortion and IPV
and picked up available leaflets. This was done
in order to establish context, triangulate findings
from the interviews, explore inconsistencies and
for reflexive analysis.

Ethics

Research processes were guided by safety for
participants and consistent with academic and crim-
inology practical guidance.”**” The National
Research Ethics Service (NRES London-Westminster
committee) approved the stakeholder interview
study (11/L0/1832 December 6th 2011) and anony-
mous prevalence study (Ref. 12/L0/0165 January
31st 2012). Abortion provider ethics and R&D
approval were obtained (Ref.2012/05/SM May 9th
2012).
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Analysis

Transcribed interview data were analysed using
grounded theory, an inductive and deductive
process’® to ensure the thematic analysis was data-
driven. Preliminary themes were extracted by LPK
and independently coded (LPK/SB). Survey com-
ments were analysed by three researchers (LPK/SB/
MH). Triangulation and validation were achieved via
the feedback workshop. Feedback group workshop
sheets were analysed by three researchers (LPK/SB/
MH). Regular two-monthly meetings were held
(LPK/SB) to ensure research quality, discuss emer-
ging results, hypotheses, experiences and implica-
tions for future service design.

Results

Seven themes were identified in the analysis of
data, which are presented below:

Fragmented pathways into abortion services do
not lend themselves to integrated IPV enquiry

Field work and interviews revealed that women
could access abortion services locally by having
received a referral by a general practitioner (GP)
or other health provider, seen an advertisement,
or checked the abortion provider websites. Differ-
ent organisations were sub-contracted by the NHS
to provide parts of the care for women along the
pathway to abortion services (i.e., website, tele-
phone booking, counselling, initial appointment
and procedure). Very few service providers knew
which pathway for abortion women with experi-
ence of IPV took. They did not know what, if any,
IPV enquiry had been done nor what IPV services
were available. There was no consistency in
approach to IPV by organisations working inde-
pendently from one another. Health providers
highlighted that there are different pathways to
abortion services, but felt that GPs might be best
placed to screen for IPV. However, a local policy of
self-referral meant that women did not need
referral from their GPs, although all women had
to phone a dedicated central number to book an
initial abortion appointment.

“... it does get complicated! Because there are two
levels of contract, so there’s the contract for the
provision of the [abortion] service and then there’s
the contract for, if you like, the booking and ...
organising of the service.” (Abortion provider,
interview)
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Abortion provision is under attack

Field observations showed women and the
researcher had to walk past, and were
approached by, anti-abortion campaigners.’’
There were a number of contemporaneous media
stories about abortion restrictions,*® gestation
limits,”® compulsory counselling,’” and threats
to release women’s names after a major service
provider database was hacked.”" In this national
context, some abortion providers were concerned
about the ramifications of focusing on IPV as the
vast majority of women accessing abortion ser-
vices were not experiencing IPV:

“... there is a real issue actually, a political issue
that’s going on now ..... if we go back to a woman’s
right to choose, which we have to believe in, and
people who make decisions that aren’t victims.”
(Commissioner, interview)

Service providers are committed to integrated IPV

and abortion services in theory but this does not
happen in practice

Interviews with service providers and field observa-
tions revealed that many initiatives tried to tackle
violence against women. IPV services were funded
by local government and were linked to parts of
the health sector (with IPV advocates working in
maternity, genitourinary medicine, accident and
emergency, general practice) but not to abortion
providers. On visiting abortion provider sites
(two independent, one NHS), some leaflets about
IPV were available and posters were seen on walls.
Some of these were out of date. When contact
details were provided these were to national
hotlines only.

Desk review of webpages found national
health information about abortion services con-
tained little or no mention of violence. Abortion
provider websites did not mention violence at
all. Field work revealed that current call station
operatives, whilst briefed on risks, did not ask
about IPV. One national abortion provider had
an official policy for vulnerable adults, which sta-
ted that, in the event of discovering abuse, man-
agers should be informed immediately and
police or ambulance should be called if there
was physical injury. Interviews identified only
one abortion provider who had introduced a
non-specific screening question into pre-abor-
tion counselling — “are you safe at home?”
(though this does not recognise non-cohabiting
IPV) — and had incorporated this into short

accompanying training with plans for referrals
to IPV services searched for online. The other
abortion provider had no specific training for
staff, who did not know what process to follow.
There had been a one-off workshop set up by
the police. Although there were clear child pro-
tection pathways and overriding of confidential-
ity, there was confused policy about over 18s who
did not want them to respond. IPV had occasion-
ally been identified, usually treated as an emer-
gency, with police seen as the key source of help,
although there had not been good experiences of
calling them. For example, in one case the police
arrived six hours after the abortion provider
called following a disclosure of current violence
for which the woman wanted police support.

Misperceptions and mismatched views about the
extent of violence experienced by women

accessing abortion

The majority of interviewees and women who
participated in the survey recognised some abor-
tion service users would be facing IPV. On the
whole, abortion provider interviewees and feed-
back workshop responders were shocked by the
high rates of abuse found in women seeking
abortion, both from the systematic review'® and
the local prevalence study’’ and recognised that
IPV had to be taken more seriously. Despite
underestimating the extent or believing IPV rare,
every abortion provider could recall cases — often
memorable and traumatic — where women had
disclosed:

“She just told us that she had this rough sex, which
was really rape, and it was a man who said he was
a pastor and everything.” (Abortion provider,
interview)

IPV providers talked about “huge” levels of vio-
lence, some feeling that abortion was a small part
of a woman’s difficult story, and relatively easy to
deal with. All IPV providers and some survivors
recounted stories of abortions under duress. Those
in senior positions in abortion services acknow-
ledged clinicians had dealt with cases but did not
see a major problem:

“I don’t think [an IPV service] would be viable
for us... I'm not convinced that there’s enough
[IPV] that we see, that becomes apparent to us,
that would warrant that.” (Abortion provider,
interview)
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Integrating two stigmatised services poses
opportunities and threats

Interviewees and workshop participants were
divided about responses within abortion services.
Some were enthusiastic:

“If you said to me, would | want that [IPV service] to
be available to me, I'd say absolutely.” (Abortion
provider, interview)

The majority of the 64 current abortion ser-
vice users who gave a free-text answer, whether
experiencing IPV or not, supported the idea of
a support service, recognising that women may
be isolated, might need and seek help and
protection:

“I would be more likely to seek help at this time due to
my vulnerability.” (Abortion service user, previous
experience of IPV, questionnaire)

Some service providers felt abortion was
stigmatised, but user and provider interviewees
anticipated benefits of integrating with specialist
IPV services:

“... when | went to [health-based IPV provider] I really
opened up to them, | told them everything, the truth
about everything....” (IPV survivor, previous abortion,
interview)

Addressing IPV might avoid some coerced
abortions, but not all, and this was reinforced by
the experience of IPV providers and a service user
who sounded a note of caution:

“I was being seen by the advisor, but like | said, |
lied. 1 didn’t really tell her the truth [about the
violence], even though she’d have helped me.” (IPV
survivor, previous abortion, interview)

Looking back, she explained she was not ready
to disclose at that time."

There are practical barriers to designing
integrated services that ensure women’s safety
and agency

There was a consensus about practical concerns
raised in interviews, field work and feedback work-
shops. Funding, capacity, staff capability and train-
ing, detailed timing of any intervention (pre- or
post-abortion), and sustainability were posed as pro-
grammatic barriers to introducing IPV services to an
otherwise streamlined abortion service. Any quality
improvement must not endanger or further stigma-
tise women, nor make access difficult:
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“Greater clarity on what actions to take for front line
services ... Must not distract from main [abortion]
service... Must be robust — ad hoc service provision
may put women at risk...” (Workshop feedback)

There were also design issues flagged up if intro-
ducing IPV interventions in abortion services.
Should we aim for a universal approach where every
woman is screened for IPV and given equal high
quality advice? How can the pathways be kept sepa-
rate so that women do not feel the abortion is con-
tingent on their answers to IPV questions? Is it
ethical to offer information only after abortion, for
example on discharge? Providing IPV services is not
easy. Abortion procedures can be demanding and
emotional (depending on gestation, method and
personal circumstances), so additional questioning
might be unhelpful. There was no agreement about
IPV enquiry (whether screening or case-based
enquiry), its timing (before, on the day, or after
the termination itself) or appropriateness (asking
or providing a universal intervention without
disclosure):

“Yes, it might be the only chance the person has to
speak about the situation. No, it’s a long day within
the service, too much.” (Abortion service user, no
IPV, questionnaire)

There are ideological differences between
providers of services to women

Although the majority of women supported
addressing IPV in the abortion clinic, providers
contested whether IPV services should be health-
or community-based. Based on their experiences
of working with women, some felt women would
prefer not to return to the abortion clinic to see a
specialist adviser, others felt that as women’s views
were respected in abortion services (e.g., not
informing the GP routinely without explicit con-
sent) this might make the setting safe and advanta-
geous. Confidentiality is taken seriously in the
private, supportive, women-friendly setting of an
abortion clinic. However, there was potential for
conflicting ideologies at the interface of abortion
and IPV services as the IPV providers were not all
profoundly pro-choice:

“For many young people, they’ve been brought up
knowing it [abortion] is an option, you know, almost
a form of contraception.” (IPV provider, interview)
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Workshop respondents urged extrapolating best
practice from other settings, user involvement and
monitoring impact. Service users might have differ-
ent needs, e.g. by age, and should be involved
when designing or researching innovations. There
were concerns that women might not disclose vio-
lence, maybe for fear of not getting the abortion.
Publicly raising the issue of IPV screening might
risk the political imposition of mandatory “issues
counselling” (as part of an anti-abortion agenda)
that can be problematic and it would be important
to avoid stigma.

“Women are faced with, you know what’s some-
times called a crisis pregnancy, I’'m not fond of
that term, but just for lack of a better term, um,
and it’s a problem, and they want to get that pro-
blem sorted out, and we provide a solution to
that problem, and then they want to move on
with their lives.” (Abortion service provider,
interview)

Discussion

This study extends previous findings, that IPV
remains an unaddressed issue within abortion ser-
vices, “”* but it also demonstrates the complex-
ities of integration when trying to provide
assistance. Most abortion and IPV service providers
recognise that some abortion-seeking women
experience IPV and have unidentified, unad-
dressed needs but are unsure that abortion and
IPV services can, or should, be integrated. How
any intervention might be organised is contested:
questions remain about whether, when and how
to raise the topic and what to then offer. Two
major anxieties surfaced: a practical concern, in
terms of interrupting a streamlined service that
suits the majority of patients and staff, and a con-
ceptual concern in terms of stigmatising abortion
seekers as victims in crisis. Considering these, the
prior hypothesis that a nearby, established, inte-
grated health-based IPV service would simply be
transferable to abortion services was found to be
wanting.

Study strengths include the use of multiple
sources of information; the involvement of major
national abortion providers and interviews with
users and the full range of service providers
involved in women’s pathways, ensured compre-
hensiveness. Validity was tested by seeking feed-
back on the preliminary results. Limitations

included using one locality in a high income
country with legal safe abortion services, and
variable quality of data sources. Furthermore,
few IPV survivors were recruited for interviews,
though they had multiple abortion experiences.
Although interviewees and service users were
from wide, diverse backgrounds, the study was
not designed to pick up cultural and ethnic varia-
tion, and is subject to recruitment and selection
bias. There were a number of issues that were
raised in the interviews that we were not able to
explore in as much depth as we would have
wished, such as the issue of stigmatisation of
abortion and IPV services, and why and how this
happened.

No similar study has examined the integration
of abortion services and IPV services, which may
not be surprising given the difficulty of conducting
research at the intersection of two ‘hard-to-
research’ areas.*” This work complements previous
studies that have found resistance and vulnerabil-
ity to stigmatisation pertaining to the workforce
who provide abortions,”’ variability in clinicians’
confidence about routine IPV enquiry and the
influence of health setting.”* A situational analysis
from India examined the intersection of abortion,
violence and women’s human rights, which
showed that in the absence of adequate social
conditions and gender equality, abortion only
afforded temporary relief to women in oppressive
situations.”

Our findings show that abortion providers and
clinicians lack training and have limited know-
ledge about how to respond to cases of IPV. Clini-
cians should be able to inform women presently
using abortion services of relevant support
(whether disclosing IPV or not, and whether for
themselves or for other women they may know).
They need training to ask questions skilfully and
respond non-judgementally. A clash of safety and
agency was identified for a few cited individual
cases where abortion was a means of escaping vio-
lence or its consequences (e.g., rape), or where
women experiencing coercive control denied IPV
to obtain abortion under duress. Stakeholders sug-
gested ways to integrate services to promote safety
and agency concurrently, such as identifying
opportunities to bypass staff and signpost women
to sources of help or direct self-referral (e.g. via
websites/ posters), without disrupting the abortion
pathway. However, information has to be up-to-
date and providers must monitor pathways they
think are being used despite little multi-agency
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work. IPV and other services need training about
abortion care and the importance of being non-
judgemental.

At a policy level, clear leadership is needed to
protect abortion rights and change the dynamic
of multiple stigmatisation, particularly as IPV may
be a reason for seeking abortion. Potential indivi-
dual or integrated service interventions need
rethinking. Research should examine whether the
timing of opportunistic or routine IPV enquiries
affects disclosure and referrals, influences stigma
and improves or worsens women’s safety, taking
into account cultural and ethnic factors. Novel
interventions could focus on broader public health
education, community awareness raising, and
direct access to services and information (peer-to-
peer support, or new technologies such as video
or web-based information) in parallel to, and
alongside, the abortion pathway. User-led and
pro-choice interventions should involve IPV
survivors in design, research and field work.
Evaluation must examine service boundaries, the
impacts of fragmentation on access and uptake,
the commissioning of IPV and abortion services,
whether the vulnerable women fall through gaps
in services, and consider unintended harms. Cost
implications and the impact of different budget
streams in the NHS (and elsewhere) on services
need to be examined. It should also be taken into
consideration that not all IPV service providers are
automatically pro-choice.

Conclusions

This single setting situation analysis emphasises
that the context of healthcare work and local
conditions matter. Abortion services see agency
and women’s control over their own bodies as
fundamental to sexual and reproductive health
and human rights and can provide woman-
centred, confidential and non-stigmatising set-
tings. Globally, healthcare services are not always
women-friendly. Human rights abuses can occur
within and outside healthcare environments.
Activists and innovators concerned about inter-
secting women’s rights issues need to consider
this time, this environment and these particular
resources. IPV services also have a rights-based,
survivor-led, agency-enhancing approach to
women’s empowerment. Interventions must con-
sider women’s safety and agency, local context
and the integrity of separate pathways. There is
need for more innovation, especially looking for
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harms when abortion is under attack, as the
starting assumption that integrated services
would be desirable and transferable was not
found to be the case in this context. This article
cannot tell providers and women’s health
advocates what to do in terms of organising IPV
and abortion services, but it highlights questions
and issues to think about in their own context.
This article also points to the need to more
research in the area.
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Box 1. Stakeholder interview guide (MOSAiIC-VR) — for service providers.

Could you tell me about your present job and responsibilities?
[prompt with respect to reproductive health services and DV services]

How do you think abuse and violence impacts the lives of women using your services?
[prompt: which women, how frequent]

If a woman in your services discloses abuse (or abuse is suspected), what are the current procedures
for dealing with it?
[prompt: who deals with it, where are they referred, documentation, referrals, monitoring?]

Do you feel that what is in place now meets the needs of women?

e Are there any other special groups of women with different needs?
[prompt: vulnerable, ‘red-flag’]

e Are there women who current services fail to capture?

e Would anything we have discussed be different for younger women?
[prompt: <16, <18, young > 18]

What are the barriers and facilitators to providing good quality services?
[prompt: asking the Qs, attitudes of staff, training]

How could present services be improved?

What is your view on the advantages and disadvantages of routinely enquiring about GBV in all
women using your service?

Do you perceive there is a need for new services?
Considering onward referral, are you happy with the procedures in place?

What would be the advantages or disadvantages of on-site, close liaison with specialist domestic vio-
lence advocacy services?

[prompt: quality, relationships with staff, special groups of women]
Do you think services need to be different for teenagers/ young women? And in what way?

Are there any other groups of women who you think need specially designed domestic violence
services?

Do you have any other comments on this issue?
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Box 2. Stakeholder interview guide (MOSAIC-VR) — for survivors.

Do you think abuse and violence are a problem in the lives of many women who use abortion and/or
gynaecology services?

Do you think health services have anything to offer women in violent relationships?
[If no, why not?]

If yes, what kind of help do you think women would want?

What do you think the health service can realistically offer women in violent relationships?
[prompt: priorities]

And what do you think health services should not do?
[prompt: poor practice, unhelpful, unsafe]

Do you think that gynaecology services are a good place to ask about domestic violence?
[prompt: why? why not? time, DV trajectory]

Do you think that abortion services are a good place to ask about domestic violence?
[prompt: why? why not? time, DV trajectory]

How do you think women in violent relationships would feel about being asked routinely about
domestic violence in gynaecology or abortion services?

Do you think it would be different to being asked in maternity (or GUM) services?

We are considering setting up a new domestic violence service in abortion or gynaecology services.
Have you any suggestions about how this should operate?

Is that anything that should be avoided?
What would be the advantages or disadvantages of having domestic violence services at the same
place or very near where the health service is provided and which interact with staff at the hospital?
[prompt: quality, relationships with staff, special groups of women]

What would be the advantages and disadvantages of referring women to services that are not connected
to the hospital?

Do you think there are any special groups of women with different needs in terms of domestic vio-
lence services?

Should services be different for teenagers/ young women? Why, and in what way?
[prompt: experiences, needs, interactions with services, <16, <18, young >18]

Do you have any other comments not already covered?
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Résumé

La violence contre les femmes est omniprésente dans
le monde et I'avortement sécurisé soutient la santé et
les droits sexuels et génésiques, ce qui souléve la
question de la désirabilité et la faisabilité de
I'intégration de services traitant la violence
interpersonnelle au sein des services d’avortement.
En examinant le contexte et les services actuels dans
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Resumen

La violencia contra las mujeres es prevalente en
todo el mundo vy los servicios de aborto seguro
apoyan la salud y los derechos sexuales vy
reproductivos, lo cual plantea la interrogante
acerca de la conveniencia y viabilidad de
integrar los servicios de violencia interpersonal
(VIP) en los servicios de aborto. Al examinar el


http://www.health.org.uk/media_manager/public/75/external-publications/Responding-to-violence-against-women-and-children%E2%80%93the-role-of-the-NHS.pdf
http://www.health.org.uk/media_manager/public/75/external-publications/Responding-to-violence-against-women-and-children%E2%80%93the-role-of-the-NHS.pdf
http://www.health.org.uk/media_manager/public/75/external-publications/Responding-to-violence-against-women-and-children%E2%80%93the-role-of-the-NHS.pdf
http://www.health.org.uk/media_manager/public/75/external-publications/Responding-to-violence-against-women-and-children%E2%80%93the-role-of-the-NHS.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/97903/vawg-action-plan.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/97903/vawg-action-plan.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/97903/vawg-action-plan.pdf
https://www.london.gov.uk/sites/default/files/'The%20Way%20Forward'%20strategy.pdf
https://www.london.gov.uk/sites/default/files/'The%20Way%20Forward'%20strategy.pdf
http://www.lambeth.gov.uk/sites/default/files/sc-safer-lambeth-vawg-strategy-2011-14.pdf
http://www.lambeth.gov.uk/sites/default/files/sc-safer-lambeth-vawg-strategy-2011-14.pdf
http://www.southwark.gov.uk/downloads/download/2640/southwark_violent_crime_strategy
http://www.southwark.gov.uk/downloads/download/2640/southwark_violent_crime_strategy
http://www.southwark.gov.uk/downloads/download/2640/southwark_violent_crime_strategy
http://www.independent.co.uk/news/uk/home-news/pregnant-woman-criticises-antiabortion-protesters-for-filming-outside-london-clinic-9903105.html
http://www.independent.co.uk/news/uk/home-news/pregnant-woman-criticises-antiabortion-protesters-for-filming-outside-london-clinic-9903105.html
http://www.independent.co.uk/news/uk/home-news/pregnant-woman-criticises-antiabortion-protesters-for-filming-outside-london-clinic-9903105.html
http://www.independent.co.uk/news/uk/home-news/pregnant-woman-criticises-antiabortion-protesters-for-filming-outside-london-clinic-9903105.html
http://www.telegraph.co.uk/news/politics/conservative/9520269/Jeremy-Hunt-is-controversial-appointment-as-Health-Secretary.html
http://www.telegraph.co.uk/news/politics/conservative/9520269/Jeremy-Hunt-is-controversial-appointment-as-Health-Secretary.html
http://www.telegraph.co.uk/news/politics/conservative/9520269/Jeremy-Hunt-is-controversial-appointment-as-Health-Secretary.html
http://www.telegraph.co.uk/news/politics/conservative/9520269/Jeremy-Hunt-is-controversial-appointment-as-Health-Secretary.html
http://www.telegraph.co.uk/women/womens-politics/9591847/Senior-ministers-call-for-cut-in-abortion-limit.html
http://www.telegraph.co.uk/women/womens-politics/9591847/Senior-ministers-call-for-cut-in-abortion-limit.html
http://www.telegraph.co.uk/women/womens-politics/9591847/Senior-ministers-call-for-cut-in-abortion-limit.html
http://www.theguardian.com/world/2011/jun/28/abortion-providers-alarm-government-proposals
http://www.theguardian.com/world/2011/jun/28/abortion-providers-alarm-government-proposals
http://www.theguardian.com/world/2011/jun/28/abortion-providers-alarm-government-proposals
http://www.bbc.co.uk/news/uk-17309772

LP Kekana et al. Reproductive Health Matters 2016;24:104-117

un quartier de Londres au Royaume-Uni, cette
analyse de situation a étudié I'’hypothése selon
laquelle un service de santé intégré (comprenant
des activités de sensibilisation, la formation du
personnel a l'enquéte systématique sur la
violence interpersonnelle et l'aiguillage vers un
service communautaire s‘occupant de violence
interpersonnelle) pourrait étre transféré dans des
services d’avortement. Quatre sources de données
qualitatives ont été utilisées pour obtenir des avis
sur lintégration des services: des entretiens
approfondis avec des acteurs clés, notamment des
prestataires d’avortement et de services relatifs a la
violence interpersonnelle et des victimes de violence
interpersonnelle ayant eu recours a I'avortement (3
utilisatrices, 15 prestataires); une analyse qualitative
de la partie a questions ouvertes d’une enquéte
auprés des utilisatrices des services actuels
d’avortement avec ou sans expérience de violence
interpersonnelle; des commentaires d’un atelier
interactif et des données tirées d’observations sur
le terrain. Si tous les informants étaient d’accord
pour affirmer que les femmes connaissant la
violence interpersonnelle et voulant avorter avaient
des besoins non identifiés et non satisfaits, la
maniére dont toute intervention peut étre
organisée pour répondre a ces besoins était
contestée; des interrogations demeurent donc sur
opportunité, le moment et la maniére de soulever
la question de la violence interpersonnelle et sur ce
qu'il faut proposer. Deux inquiétudes majeures sont
apparues: une préoccupation pratique face a
l'interruption d’un service d’avortement rationalisé
qui convient a la majorité du personnel et des
patientes, et une préoccupation conceptuelle sur
le risque de stigmatisation des femmes souhaitant
avorter comme « victimes en crise ». Par
conséquent, nous en concluons que lorsqu’on
intégre des interventions relatives a la violence
interpersonnelle dans des services d’avortement, il
faut tenir compte du contexte local, de I'intégrité
des voies séparées ainsi que de la sécurité et de
lactivité des femmes, spécialement quand le droit
a l'avortement est menacé. De nouvelles approches
sont requises et devraient faire I'objet de recherches.

contexto y los servicios actuales en un distrito
en el centro de Londres, en el Reino Unido, el
analisis situacional explor6 la hipoétesis de que
un servicio de salud establecido e integrado
(que comprende concienciacion y capacitacion
del personal en la investigacion y referencia
rutinaria de VIP a un servicio comunitario
de VIP al alcance) seria transferible a los
servicios de aborto. Cuatro fuentes de datos
cualitativos investigaron los puntos de vista
relacionados con la integracion de los
servicios: entrevistas a profundidad con partes
interesadas clave, que incluyeron a prestadores
de servicios de aborto y servicios de VIP, asi
como comisionados y sobrevivientes de VIP
que habian usado los servicios de aborto (3
usuarias, 15 prestadores de servicios); analisis
cualitativo de la parte abierta de una encuesta
sobre usuarias actuales de servicios de aborto
con y sin experiencia de VIP; retroalimentacion
de un taller interactivo y datos de observaciones
de campo. Aunque hubo consenso entre todos
los informantes de que las mujeres que sufren
VIP y buscan servicios de aborto tienen
necesidades no identificadas y no atendidas, se
disputé la manera en que la intervencion
podria ser organizada para atender estas
necesidades. Por lo tanto, alin hay preguntas
en cuanto a si se debe mencionar el tema de
VIP y, en caso afirmativo, cuando y como
plantearlo y qué ofrecer. Surgieron dos
ansiedades principales: una preocupacidon
practica con relacion a interrumpir un servicio
de aborto organizado que es adecuado para la
mayoria del personal y las pacientes, y una
preocupaciéon conceptual sobre el riesgo de
estigmatizar a las mujeres que buscan servicios
de aborto como ‘victimas en crisis’. Por lo
tanto, nuestros hallazgos indican: al integrar
intervenciones de VIP en los servicios de
aborto, se debe considerar el contexto local, la
integridad de vias individuales y la seguridad y
agencia de las mujeres, especialmente cuando
los derechos de aborto estan bajo ataque.
Nuevos enfoques son necesari
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