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Abstract
The focus of this service evaluation is to investigate the support needs of abortion staff in a U.K. NHS abortion clinic. It feels important to contribute to a field that can be stigmatised and to also suggest support for nurses in an area that can sometimes cause distress. The research approach in this evaluation is Thematic Analysis, with the aim to investigate the support needs of staff working with abortions. The findings of the evaluation highlight elements of the role that can cause discomfort, including difficulty working over the phone with terminations and challenges with more physical aspects of the job when working on a termination ward. The main results emphasise the challenges that staff face and how an empathetic working environment could support this. Recommendations resulting from this evaluation include (1) better preparation for new starters, by detailing what they will witness on the ward in regard to foetuses, (2) to encourage supportive and reliable mentor support for new starters, (3) to have consistent supervision and (4) an emphasis on the impact of a supportive working environment for other and future departments.
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Introduction and Background
According to latest government statistics, 214,256 abortions were carried out in England and Wales in 2021 (gov.uk, 2022). This is an increase of 4,339 from the previous year, which has carried on the trend of rising abortion numbers as the years move forward. In the latest figures, 89% of abortions were lower than 10 weeks in gestation, with 52% of these early medical abortions being performed at home (both tablets being taking at a home address) (MSI Reproductive Choices, 2022).
There are different options regarding procedures for abortions including medical and surgical, with the U.K. legal limit for terminations being 23 weeks plus 6 days gestation. Abortions after this cut off would only be for circumstances that cause risk to the mother or baby’s life (NHS, 2020). In order to have an abortion in the legal limit, it must be performed by a qualified medical professional and be signed off by 2 doctors under certain criteria, of which the doctors must agree (BPAS, 2022).
The abortion clinic that is the subject of this service evaluation only performs medical abortions, providing treatment for at home abortions, inpatient abortions in the hospital and referring surgical options to the British Pregnancy Advisory Service (BPAS). Medical abortions involve the use of two tables; mifepristone to block the pregnancy hormone, followed by misoprostol 1-2 days later to bring the pregnancy away (NHS, 2020). Providing there are no serious medical issues, a patient in this clinic can carry out their abortion at home if they are 9 weeks, 6 days gestation and under. Any gestation over this would require a hospital admission for the second stage of the procedure (Williams, 2021).
With the onset of the COVID-19 pandemic, the way in which abortions are carried out in England and Wales has changed. Instead of attending hospital for every appointment, the new guidance means that people can carry out early medical terminations at home, providing they are under 10 weeks gestation (gov.uk, 2021). People therefore have the option to take both parts of the medication for a medical abortion at home following a consultation performed over the phone (gov.uk, 2021). This new legislation has been made permanent in Wales, allowing home medical abortions with no initial face-to-face appointment to continue (Morgan, 2022). By cutting hospital appointments, this allows more people to access the procedure, cutting out travel restrictions and other similar barriers. Moreover, statistics have revealed that people in deprived conditions are more likely to access termination services (Welsh Government, 2021). Therefore, by not having to attend a hospital for an abortion, costs such as travel or childcare can be cut and it further allows people who have no option for travel to receive this service (Boydell et al., 2021). It also has the ability to ensure the procedure is more private by cutting out full waiting rooms and reducing the amount of time people need off work due to the nature of choosing freely what day to take the medication – thus keeping the procedure even more discreet (Welsh Government, 2021). It seems that the new guidance is more inclusive of abortion care, ensuring that the needs of patients from a wider range of backgrounds are met and providing a more accessible service.
Although access to abortions has been made easier in the U.K it does not take away the fact that many are opposed to the idea of abortions (Schraer, 2022). BPAS reported that even with the introduction of telemedicine, some patients were still required to attend the hospital or clinic, which meant they were exposed to a string of abortion protests that were planned for 40 days, outside various U.K abortion sites (BPAS, 2020). Furthermore, the most recent news regarding abortions across the world has shown varying struggles faced by women and abortion providers.  A case in Argentina reports that a doctor faces criminal charges for performing an abortion after the family of the patient filed a criminal complaint, even though the procedure has recently been made legal there (Alcoba, 2022). Women fleeing the war in Ukraine arriving in Poland are finding difficulties in accessing abortions, resulting from rape and more due to abortion restrictions in that Country (Klingert, 2022). Whilst America is again in the headlines due to an overturn of ruling meaning that individual states are now allowed to ban abortions (The Guardian, 2022). Whether or not news reports are fabricated or biased, it still demonstrates that the topic of abortion is relevant and constantly in the public eye, a further reason for the purpose of this service evaluation. 
The purpose behind this service evaluation is to investigate any support needs that staff at a local U.K. NHS abortion clinic may have. It will delve into their thoughts and feelings around their work and highlight any areas that may require well-being support strategies. The objectives are as follows; (1) to explore the specific challenges experienced by clinic staff in relation to their own wellbeing, (2) to understand how staff are supported in their roles and what happens if/when they experience distress, stress or burn out and (3) to identify any support or training needs to support staff in these roles in the future.

The above introduction and purpose all contribute to the importance of this service evaluation to the Counselling profession and society as a whole. At a level for society, it is important to contribute to the topic of abortion due to it often being a sensitive or taboo subject. There is a sense by talking about it and normalising it more then it could perhaps start to be treated as a normal medical procedure. Furthermore, at a local level, this service evaluation is important to discover the support needs of abortion staff and look into how supporting staff could be of benefit. With the field of Counselling focusing on supporting individuals, this service evaluation links into the support of a specific group of people.

The participants include members of staff working in a local U.K. abortion clinic, involving nurses and health care assistants. The participants were chosen as they were the centre of the research question. As the service evaluation focuses on the support needs of abortion staff, the participants were all staff members working for the service. The evaluation was carried out to identify any key information that would lead to better support strategies for staff members, to suggest improvements and in turn enhance well-being.

Important trends that are apparent are the effect of abortions on nursing staff, including a large theme of stigma through a review of literature. Further trends come from emotional and psychological difficulties when working with abortions and how support could be given to healthcare staff through well-being means such as supervision and supportive working environments. As well as this there is a trend involving student nurses to receive education in abortion services. 

The perspective of this service evaluation is from a social constructivist view. Inquiring about how knowledge is formed and developed, social constructivism views knowledge as constructed through shared social interactions (Slater, 2017). My viewpoint is from an NHS and Counselling perception, whereas there is acknowledgment that there could be different opinions from other domains.

The chapters in this service evaluation include a literature review which will be a description of pre-existing research and work surrounding the topic of abortions. It will describe the results that previous studies have shown on experiences of staff working with abortions and there will then be discussion into the benefits of nursing support – relating to abortion care but also as a whole. Following that with be a methodology chapter which will highlight the reasons for performing qualitative research, the justification as to why Thematic Analysis was used to analyse results, descriptions of participants and how the service evaluation was carried out in relation to data collection, storage and ethical considerations. Moving on, there will be a chapter on results, themes and discussions of results, followed by recommendations and limitations and finally a conclusion of the service evaluation.





Literature Review

Nurse Experiences

Initial reviews of pre-existing literature reveal various studies or articles surrounding abortion experiences among nurses and patients. The present research seems to stem from different cultures and countries and there is an aim for this evaluation to join and contribute to this topic, from a local point of view. This chapter will consist of a literature review of already existing research.
A study carried out by Astbury-Ward (2018) found various thoughts and experiences of NHS nurses working in abortion care. It was revealed that not only did many feel stigma working in their roles, leading to job concealment when talking to others, but this also effected staff turnover and recruitment to the service, in turn effecting the care that they were able to provide due to staffing numbers. Comparably, Martin et al. (2018) studying American abortion staff and stigma found that almost 60% of participants would not disclose their occupation due to potential discomfort. Indicating that there is a perception amongst some abortion workers that they must keep their job a secret in fear of judgement. Moreover, healthcare workers in Ghana were found to experience stigma by association of their job. This sometimes resulted in practitioners charging high rates for abortions or being unclear about the services that their facilities provided (Aniteye et al., 2016). It appears that stigma attached to abortion care effects workers’ openness of job disclosure where there almost seems like an element of shame when declaring their exact occupation. It further effects the service as a whole, whereby staff retention and recruitment are also an issue. What’s more, Maxwell et al. (2020) exploring abortion provision in Glasgow described how abortion providers faced reluctance to provide care and hostility when faced with other departments such as other gynaecological units or midwifery, with statements that they had experienced others openly expressing their disapproval of abortions. It is clear that there is a conflict amongst some abortion providers, whether that be from fearful repercussions when disclosing their work, or direct judgement from others in different medical departments, this stigmatisation is apparent in research across different countries.
Building on this theme of stigma, Dempsey et al. (2021) recently investigated abortion care in the Republic of Ireland and found that job concealment and feelings of stigma were lower for Irish abortion workers compared to those in the U.S.A. They did however find higher levels of social isolation towards family and friends who were more opposed to abortion provision. Also, when performing later or surgical abortions, the chances of feeling stigma increased due to being exposed to more staff members and increasing these chances of stigma by association. Although this study notes that they found stigma to be lower than American studies, it seems apparent that stigma or judgement is lesser felt among colleagues performing the same job role but becomes an issue when faced with others outside of the department – whether that be family, friends or other healthcare professionals. With the study reporting lesser stigma findings, it still seems as though abortion providers face this issue. 
Legalisation changes regarding abortion care in Ireland in 2018 meant that abortion can be provided up to 12 weeks gestation when requested (Irish Family Planning Association, 2021). General Practitioners are able to carry out medical abortions on gestations 9 week +6 days and under, whilst abortions from 10-12 weeks must be performed in hospital using medical or surgical methods (Dempsey et al., 2021). In comparison, the legal limit on abortions in Wales is 24 weeks (gov.uk, 2022) and the gestational limit in the abortion clinic focused on in this service evaluation is up to 18 weeks for medical treatment (17 weeks plus 6 days) (Williams, 2021). With there being such a difference between 12- and 18-week foetus’, there is a wonder whether this service evaluation will pick up differences on emotions and views between lower and higher gestational terminations, like the previous study.
In relation to gestations and abortions, nurses in South Africa reported difficulties in nursing abortions between 17–20-week gestations (Harries and Constant, 2019) with this creating distress due to the foetuses seeming more developed with distinguished features. Additionally, an earlier report by Lipp (2011) found that nurses pushed their thoughts or feelings to one side when dealing with foetuses and were grateful to not have to work with gestations above 12 weeks due to perceived emotional impact. While Lindstrom et al. (2011) discovered that although healthcare workers experienced their roles to be rewarding, they did find it more difficult to cope with terminations of higher gestations. Indicating that nursing abortions for later gestations can create more emotional responses among healthcare workers.
 Moreover, other studies have highlighted other emotional experiences of working in abortion care. Mauri and Squillace (2017) studying abortion care in Italy found that providers found the role psychologically challenging. Participants were found to have wished for better psychological and emotional support through services such as counselling, for them to have an avenue to let go of any built up or difficult emotions.  A further point comes from Mizuno et al. (2013) studying nurses and midwives in Japan. They found that those involved in providing abortions experienced a high level of emotions and experienced distress. They also reported that participants felt compassion fatigue and burnout when performing large numbers of first trimester abortions and concluded with recommendations to provide better support to staff in dealing with stress (Mizuno et al., 2013). Although outdated, the research holds a valid and relevant argument for better care and emotional support for those working in abortion services, as it is clear from the above studies that it is a highly emotional job that can hold difficult feelings of stigma, stress and burnout.
From a different angle, Yang et al. (2016) found that when performing abortions on foetuses for abnormalities in Taiwan, nursing staff felt that they were complying with Taiwan’s Genetic Health Act and believed they were helping their patients. When they performed abortions on unwanted pregnancies with no abnormalities, they then faced anger towards the patient and feared bad consequences and supernatural risk from the ghost foetus. The differences in cultures are clear between this study and those based in U.K, with the focus of Taiwan nurses being around anger, spirituality and the afterlife, whereas U.K nurses face feelings of concealment, shame, burnout and more. It would therefore be interesting to view the experiences of staff in a local U.K. clinic, as there is a wonder whether different cultural ideologies could create different meanings. Supporting this, Makleff et al. (2019) report that abortion care can be influenced by different cultural and social factors with unwritten societal rules effecting the way in which abortion care is provided. 
Conflictingly, Hasselbacher et al. (2020) found that abortion providers working in a religious Illinois hospital found care difficult due to the religious restriction imposed on their legal ability to provide abortions – often referring patients to other organisations, increasing the chance of delays in treatment. From this, it seems that there was a conflict whereby hospital staff were limited to provide abortions due to the tough sanctions they were working under, showing the divide in opinions that abortion care can have.
Even though the majority of research depicts working with abortions in a negative or distressing light, Teffo et al. (2018) examining the experiences of abortion staff in two South African provinces found more positive outcomes from their interviews. It was found that participants had average scores of burn out and secondary stress resulting from their work but higher job satisfaction levels whereby they got fulfilment from helping people make informed choices and providing them with the care they needed. Moreover, Maxwell et al. (2021) found that sexual health nurses in England and Scotland maintained positive attitudes towards their role, where they believed their service to be an essential part to society and signified their role as supporting women’s rights. There could be a number of factors that affect how different nurses experience their roles, whether that be better working environments or providing socially biased answers in studies, which is a motivation factor to carry out this service evaluation, in order to investigate the support needs of a local NHS clinic.
Looking at how abortion care changed in relation to the recent COVID-19 worldwide pandemic, it seemed that similarly to the abortion service central to this service evaluation, countries such as France and Ireland also moved their care from an in-person service to telemedicine (British Medical Journal, 2020). Findings from De Kort et al. (2021), studying the effects of the pandemic on staff working in abortion care in Belgium, highlighted that staff found it more difficult to work over the phone in regard to providing emotional support. They discovered difficulty with building a trusting relationship and discussions around future contraception, thus increasing work pressure due to this change in working style. Furthermore, part of their study found that although fewer abortions were requested and performed during the pandemic, healthcare workers reported feelings of stress, tiredness and frustration due to developing a new way of working under pressure. They also felt lower job satisfaction due to being unable to provide the same face-to-face care that they were used to. Recently, Moreau et al. (2021) found that out of 46 European countries surveyed, many had different outcomes and procedures put in place for abortion care during COVID-19 – with six countries such as Malta and Poland banning abortions during the pandemic and many suspending their surgical options for abortion management. It seems that the reasoning behind the suspension or temporary banning of abortion care came from various reasons such as movement restrictions, supply chains and extreme pressure on health care (Bojovic et al., 2021). All of these sanctions together clearly created a barrier for such a time sensitive procedure.
Other countries however made abortions more accessible and provided the option for telemedicine, at home abortions where patients take either part or all medication at their home address and in England, Scotland, Wales and Hungary patients were given the option of a postal service (Morgan, 2022). If patients met certain health requirements and if it was safe to perform the abortion at home, they would receive the abortion medication via post following a telephone appointment (BPAS, 2022). The latest legislation surrounding abortions in Wales means that they are the leading country in the U.K to continue providing at home abortions, where consultations are managed over the phone and dating scans are not always a requirement (Morgan, 2022). This has allowed more people to carry out abortions in their home, increasing accessibility to the service. Being mindful of the previous study in Belgium and telemedicine having an effect on staff there is wonder whether this new guidance will have any effect on the healthcare workers in the U.K. clinic involved in this service evaluation.

Benefits of Nursing Support
A potential solution for creating better working environments for those working in abortion care could be the inclusion of group emotional and psychological support, supported by a recent thematic analysis of databases regarding support for those providing surgical abortions (Qian et al., 2021). It was reported that lone working and a lack of support from colleagues and managers resulted in lower numbers of healthcare workers willing to work in that domain. It further found that providing emotional support worked as one of the best coping strategies for managing difficult emotions that arose from surgical abortion care (Qian et al., 2021). Although the service evaluation will focus on staff providing medical abortions, it is clear from this study that lone work can perhaps produce feelings of isolation which, when coupled with emotional burnout from a sensitive job role could create a difficult work environment. Additionally, a systematic review found correlations between higher levels of burnout, lower levels of wellbeing support and poor patient care such as medical errors (Hall et al., 2016). Whilst the study shows the negative effect that poor support can have on staff burnout and work performance, it was a generalised view of nursing so there is no clear indication of what aspects of nursing could cause these outcomes and therefore makes it more difficult to identify what aspects or specialised roles create these negative outcomes. If this was reported, then it may be possible to suggest changes that directly target the emotional trigger. That being said, it is still a useful contribution to the benefits of providing sound emotional support for nursing staff. This could not only help the staff themselves by ensuring their well-being needs are met but has the possibility to transfer on to patient care, as when the staff are well looked after, it could lead to better treatment.
Comparably, a literature review conducted by Adams et al. (2019) stressed the importance of recognising support strategies for nurses working in an intensive care unit, to reduce burnout and staff turnover and better patient outcomes. The review also found that the role and attitude of the nursing manager had an impact on staff well-being, whereby study participants reported the significance of a good and trusting relationship with a manger who displayed strong leadership qualities. When this need was not met it led to negative impacts on both sides and further effected patient care. Whilst this study was not focused on abortion care, it is clear that positive supporting environments can increase the well-being of staff and promote better care that also benefits patients.
Enhancing well-being and retention among abortion providers may also start from the very beginning of nursing careers. A study based in San Francisco suggested that a strategy for keeping and recruiting abortion staff could be the exposure to abortion care among student nurses. A further proposal deemed that holding workshops to share experiences and workload may prevent stigma and burnout (McLemore, Levi and James, 2015). An early study supported this by producing recommendations of stressing the emotional impact that the job can have to new starters and holding regular supervision sessions to monitor and manage stress (Lipp and Fothergill, 2009). By providing students or new starters with pre knowledge of abortion care and holding workforce meetings, there is an opportunity to prepare new staff members and support existing staff members on the emotional and physical experience of providing abortions. By further holding support workshops, abortion staff could have the opportunity to air any concealed emotions and feelings resulting from their job.
Just as supervision can be an extremely effective tool for counsellors to maintain well-being and self-care, monitor burnout and build on their skills by connecting with an experienced practitioner (The National Counselling Society, 2022), nurses could also benefit from this support. As well as supportive team leaders, supervision was shown to be an aspect that could lower compassion fatigue amongst mental health nurses (Marshman et al., 2021). Having access to supervision following distressing events could prove useful for nurses to allow them time to release any tension or distressing emotions. 
Supervision is an essential part of being a practising counsellor, with the BACP (2022) writing that adequate supervision is a requirement for registered counselling members and that accredited counsellors should have a minimum of 1.5 hours supervision per month. It seems however, that supervision is not as widely used in nursing. Butterworth (2022) reports that general nursing has been slow to participate in supervision, potentially due to a lack of time and available supervisors. Although it was found that group supervision for nurses had the opportunity to problem solve and reduce stress, supervision was not always easy to uptake due to staffing issues, work pressures and logistics like the time and length of supervision (Saab et al., 2020). This indicates that when time is given to supervision, it can be an effective tool for monitoring well-being and improving skills however it is not taken as essential in the way that the counselling field views it. Time is not taken out to ensure staff receive supervision, with work pressures acting as a barrier.
Looking at the effectiveness of supervision could place an argument for better placed supervision in nursing. When looking at job satisfaction of nurses in Ghana, it was discovered that a good relationship with a clinical nursing supervisor produced benefits like improved self-esteem and communication (Asare, 2019). Moreover, when investigating resilience amongst hospice nurses, group supervision had the ability to build on confidence, self-awareness and improve coping strategies, thus improving resilience (Francis and Bulman, 2019). It was also found that supervision could close gaps on feelings of loneliness amongst nurses as they found comfort in knowing that other supervisees shared similar feelings and experiences to them (Abd-Elrhaman and Ghoneimy 2018). Additionally, Basuki et al. (2022) found that when investigating the effectiveness of group supervision amongst drug administering nurses, there were improvements on performance. Therefore, the use of clinical supervision can not only improve well-being but also develop nursing skills and subsequently better patient care.
Whilst the benefits of supervision are suggested, some studies have reported on the effectiveness of allowing supervisees to have a choice of who supervises them, as it seems that nurses can often be allocated to supervision groups or given supervisors within their department (Cutcliffe et al., 2018). Dissatisfaction of supervision amongst nursing staff in Queensland was as a result of being placed in groups with other staff members that they did not get along with, leading to mistrust and a lack of motivation to organise supervision dates (Pager et al., 2018). The supervision environment needs to be one that nurtures trust to encourage supervisees to disclose feelings, when placed in a group with people that are untrustworthy, this can then create the opposite effect. Furthermore, the opportunity to choose a supervisor can also lead to better supervision outcomes, whereby a good, trusting relationship can be built on (Rothwell et al., 2021). Incorporating supervisees into the arrangement of their supervision can create better outcomes as it provides them with the opportunity to choose a supervisor and/or supervisee group that they are comfortable with. When the supervision environment meets the needs of supervisees, they could be more willing to be open and honest with their experiences and emotions.
This chapter has demonstrated the literature that already exists around the topic of abortion care and how abortion providers experience their roles. It has further demonstrated the potential benefits of providing nurses with support. The next chapter will focus on the methodology and data collection aspects of the service evaluation.




Methodology
In this methodology chapter, there will be a discussion surrounding the methodology and framework of the service evaluation, description of participants and data collection, recruitment and interview setting, and finally a consideration of ethical implications. With the aim of the service evaluation to explore the well-being, training and support needs of frontline abortion staff working in an NHS abortion clinic.

Research Methods
The service evaluation was performed using qualitative research methods. Comparing qualitative and quantitative research methods, qualitative methods can provide more in-depth data that provides real insight into intended research. Not only can it provide an insight into behaviours, but it can also give reason or meaning to this (Hennink et al., 2020). Whilst quantitative is useful to provide insight into the amount of people that experience a behaviour, qualitative research can suggest reasons behind the behaviours (Sutton and Austin, 2015). Aspers and Corte (2019) describe qualitative research as improving the understanding of a subject as a result of gaining closer insight into the phenomena being studied. Moreover, Flick (2014) suggests that using qualitative methods helps to thoroughly analyse a certain issue. Supporting this idea, Almeida (2017) states that qualitative research is used to collect and understand different ideas surrounding the topic issue. For this service evaluation, it was important to discover in depth information on the support needs of staff in a local abortion clinic. Due to the level of deep information needed, a qualitative method was best suited to capture individual emotions and experiences. It would have been further difficult to gather this information on a larger scale due to time constraints and therefore a small-scale qualitative method was preferable.
By focusing on smaller sample sizes and gaining more extensive information, further insight and explanations can be gained. A downfall, however, can be that due to the small sample sizes, it can be difficult to generalise this data to wider populations (Smith, 2019). This is where quantitative methods can be more favourable, as by using larger data collection tools such as surveys and placing these into numerical form, it can be easier to produce larger results which are easier to replicate and generalise (Rahman, 2016). Understanding that a mixed approach can also sometimes be used, it was still more desirable to use a qualitative research approach as the purpose of the service evaluation was to gather understandings and meanings from an individual local abortion clinic, with an insight into providing possible recommendations for staff well-being and support. Therefore, there was no significant need to make the findings generalisable into too large a population as the evaluation focused on staff in their specific working environment. 
Moving on to qualitative research approaches, Thematic Analysis (TA) was used for this service evaluation. Other approaches were considered, an example being Narrative Analysis, which involves listening to stories and analysing meanings from this. A part that is interesting is not only listening to what is being said but how it is being said, which seems more in-depth than just taking note of narrative discourse (Squire et al., 2014). Even though there are clear benefits from using an approach that investigates meanings through language tone and body language as true feelings can be exposed through this rather than the verbal word, TA seemed more of an appropriate choice due to the nature of analysing shared experiences and using quotes from participants to capture their encounters.
Moreover, Interpretative Phenomenological Analysis was also considered as a research approach. It is a qualitative method that is used to explore how people make sense of their experiences (Peat et al., 2018). Researchers record what participants have told them and then interpret this to understand the meanings behind the experience – meaning that the researcher analyses an experience that the participant has already analysed (Smith, Flowers and Larkin, 2022). Although it is an approach that gives insight into the experiences of individuals, TA seemed more fitting for the service evaluation due to the shared experiences and responses of working in the same environment. Further to this, TA is a useful approach for new researchers to analyse and highlight key and shared patterns in data (Nowell et al., 2017). As aim of the service evaluation was to look into the support needs of abortion staff, it seemed important to gather shared experiences and highlight the areas where more support could be needed.
Exploring TA more, it is a qualitative method that interprets data into emerging themes and categories (Kiger and Varpio, 2020). This service evaluation focused on an inductive approach to TA, whereby themes were generated solely using the data, without any preconceptions (Byrne, 2022). Although the researcher works in the department, they have a different role to those used in the evaluation, with nurses and healthcare assistants providing their account of their experience. The themes were therefore determined from the data collected by participants.
Moving on, Reflexive Thematic Analysis was used to analyse data, using the six-step guideline provided by Braun and Clarke (2022) in their book on reflexive thematic analysis – the steps are recorded in detail under “Data Analysis”. Reflexive TA allows the researcher to change, remove and add codes as the analysis process occurs and involves reflections from the researcher on their assumptions, choices and more through the process (Braun and Clarke, 2022). Codes were analysed throughout, and themes that were considered were not later used in the results as they did not fully answer the question that the service evaluation was asking. Furthermore, it is understood that researcher subjectivity is a tool for reflexive TA. This is in the sense that it is important to acknowledge and be aware of your subjective interpretations on matters, but also realise that your results are your own interpretations of results constructed by your own knowledge, whilst others from other backgrounds could interpret different results (Braun and Clarke, 2022). In this instance, the researcher’s subjectivity played a role in analysis and interpreting the data by reporting on data that seemed meaningful and important to answer the question about support needs for staff in a U.K NHS abortion clinic.
When evaluating the different methodologies, the use of shared patterns and themes (Braun and Clarke, 2022) was fitting for the service evaluation. As the aim and objectives for the evaluation were to explore any challenges that staff face, uncover any well-being support strategies in place and to discover training or support needs for new staff members, it was important to use a methodology that supported these points. In order to uncover support needs and provide recommendations, it was useful to use TA to discover shared patterns and experiences from staff on where they could be better supported as a department.
A limitation noted for TA has been that there could be an over-reliance on using the researcher’s subjective experiences to interpret result, meaning that the theoretical framework is forgotten (Barkley, 2021). In this service evaluation, although the researcher’s subjectivity was noted, the questions used in the interviews were in-line with the research topic, to gain an insight into the support needs of staff. When producing themes, some were discarded due to them not being relevant to the aims and objectives of the evaluation, ensuring that the analysed data was in accordance with the purpose and pre-existing literature background of the service evaluation. A further weakness could be argued from the participants accounts and true voices being lost in the data, with a lack of extracts from transcripts loosening the credibility of a theme (Braun et al., 2014). In an attempt to maintain participant authenticity and accuracy in reporting results for the service evaluation, direct quotes were used to capture the words and experiences of participants. 

Data Collection
Data was collected through a small-scale qualitative approach using semi-structed interviews, with the interviews comprising of a majority of open-ended questions to allow exploration and in-depth answers. Semi-structured interviews are common through health care research, as they provide deep perspectives and explorations from participants around topics that are more sensitive (DeJonckheere and Vaughn, 2019). By obtaining such personal answers to the topic of abortion, this became useful to explore staff well-being and therefore suggest information on support and training needs for existing and new team members. Further to this, the interview approach was from a phenomenological basis. This style is useful when the aim of the interview is to understand the lived experiences of several people experiencing a phenomenon (Tanwir et al., 2021). It investigates the thoughts and feelings of people and the meaning they make from their experiences (Roulston and Choi, 2018). Taking a more phenomenological approach suited the service evaluation well, as the aim was to explore and understand participants emotions and support needs. 
Although semi-structured interviews were well-suited to this service evaluation, it is important to consider limitations to this type of data collection method. As well as time consuming, the questions used in interviews can sometimes be biased in the form of favouring the interviewer’s hypothesis (Roulston and Choi, 2018). In response to this, bracketing is useful to overcome this by remaining neutral when asking questions, to only use closed questions as a guide for the interview schedule and make use of more open questions to prevent leading and biased answers (Smith, Flowers and Larkin, 2022). Although the interviews were semi-structured, meaning there was flexibility on when to use prompts and freedom for exploration into answers that needed further clarification or investigation (Almeida, 2017) there was careful consideration to not ask any new questions on information that had not been approved by approval boards.
The development of the interview schedule involved editing questions to the required standard suggested through the Information Governance Department in order to gain approval for the service evaluation to go ahead. The questions that were used had the aim of gaining an understanding of what it was like to work in the abortion service and if the staff members had any support needs – with an intention to explore how these support needs could be met. Prior to interviews taking place, two pilot interviews were carried out involving one member of staff and one member of the University on separate occasions. Pilot interviews are largely informal, with the purpose that they will provide an insight into the appropriateness and effectiveness of the questions being asked whilst also giving the interviewer practise with their interview questions and style (Majid et al., 2017). The feedback from the pilot interviews were not collected as part of the evaluation, instead they provided the researcher with insight on how to use the questions more effectively. Changes included altering the interview schedule to encourage more of a natural flow to the question style. The first few questions were also re-worded to be more natural and prompts were also included in the script. Both pre and post interviews are shown in Appendices A and B.

Recruitment
Participants were recruited from a U.K abortion clinic. The service evaluation involved seven participants, who were recruited via email advert and poster adverts around the department, to allow volunteered participation. Typical participants involved a mix of staff working directly with abortions and included Nurses and Health Care Support Workers. The participants were chosen on the basis that they worked with people seeking abortions and provided their care, whether that be physically, verbally or emotionally. The participants were accessible due to it being the researcher’s own workplace. The purpose of the evaluation was to investigate the support needs of those working in local abortion care and the participants chosen for the study were fitting candidates due to them working in a Health Board in the U.K. 
Participants were chosen using a purposive sampling technique, which is an appropriate method to use as it recruits participants that can provide answers or information that other people may not be able to (Taherdoost, 2016). The participants chosen using purposive sampling potentially hold important information about the specific subject being investigated and provide depth and understanding to questions asked (Campbell et al., 2020). This method of sampling was fitting for this service evaluation as the intent was to discover personal thoughts and meanings through those working in abortion clinics. This type of sampling ensured that the participants used for data collected had experience in the topic and would therefore provide detailed and personal answers.

Interview Site
Semi-structured interviews were held in the participants’ workplace. The interviews were conducted in free consultation rooms, ensuring confidentiality with closed doors. Due to different participants working different shifts, interviews were held over a two-week period and they took place when participants were free and able to do so to ensure a limited disruption to the working day. Due to time constraints, some participants who had volunteered to take part in the service evaluation were unable to be interviewed due to annual leave, sickness and them not being available at the interview site within the time frame that the interviews were intended to take place.

Data Analysis 
Data was collected using a digital voice recorder provided by the University of Wales Trinity Saint David, the interviews were then transcribed onto a Microsoft Word document that was password protected. The documents were also stored on a password protected laptop to ensure secure and safe storage. Protected data means accountability for research, ensuring information is not at risk of being accessed by others (BACP, 2021). Moreover, following the Universities Research Data Management Policy (2022) raw data was not shared with anyone bar the researcher to ensure complete confidentiality. Analysis took place over roughly a two-week period, giving time to thoroughly read through and analyse transcripts.
Once all of the interviews had been transcribed data analysis could then start. Using the six-step approach in Braun and Clarke (2022) Thematic Analysis as a guide, the aim was to create relevant themes that occurred in the interviews, that would help to answer the question of the service evaluation.
Step one was to familiarise oneself with the data and become fully immersed with the participants scripts (Braun and Clarke, 2022). The interview transcripts were read and re-read to ensure the researcher was deeply involved with what was recorded. Initial notes and ideas that become apparent through immersion can also be made in this initial step (Braun and Clarke, 2022). As part of this process and reflexive TA, interviews were transcribed on the same day that they were recorded. As the process of reading and immersion was done immediately after each interview, it was possible to reflect on the interviewer’s technique. This resulted in a realisation from the first interviews that the interviewer was quite rigid and missed opportunities for prompts and expansion questions where appropriate. Following this, the interview technique was more relaxed and enabled better interviews that asked participants to expand more on answers and thus provided more exploration into answers.
The next phase, when all interviews had been transcribed, was coding. This step involved searching for meaningful and interesting points of data that ranged from explicit meaning (semantic) and codes that represent more underlaying meanings (latent) (Braun and Clarke, 2022). Initial points of interest were noted in the margins of the transcripts (see Appendices C). These collected code labels were then complied with relevant data. See below extract:

Table for “The need for talking about abortions” theme
	Codes
	Data Extracts 

	Transparency for new starters about ward
	P5. I think umm, the only thing I can say is that when I started this job, nobody prepared me for what I would see. Nobody ever told me that I’d be handling foetuses.
P4. Maybe discuss what you’re going to see on the ward a bit more.
P3. I think that they should ensure that new starters are truly aware of what they are going to be seeing and dealing with.
P7. Maybe you know in the interview, having a discussion about like, although I know they ask you, well they asked me my views on termination, they don’t really discuss the actual procedure that is involved in a termination, and I think you’re not really aware of it until you’re there.

	Never fully prepared 
	P1. You kind of know what to expect but nothing really prepares you until you’re actually there and it’s in front of you
P6. In regards to the termination service, I don’t think you’re ever really prepped.
P5. It’s weird and it will always be weird but at the start it did make me feel really unwell.

	Shock when first witnessing
	P4. It was a bit of a shock to be honest with you.
P1. It is a bit of a shock to the system when you first start

	Student placements/ previous experience – thrown in
	P2. I was a student nurse there as well, so I sort of had that introduction to it that way. So, I wasn’t just thrown into it that way when I started this job.
P6. Until you’re up on the ward and you’re thrown in at the deep end.
P.1 I feel like some areas of the role, you are kind of thrown in a little bit.
P3. I knew what I was getting into (previous student placement)

	Foetal remains
	P7. The first-time seeing products was a bit like, I don’t know, not disheartening but it was like woah – quite like a weird feeling really.
P5. I remember the first couple of times that I was up on the ward, I felt like really unwell. Not because of what I was doing but because I’d never seen anything like that before
P6. It is upsetting sometimes because obviously sometimes some of them are 17 weeks and they’re big aren’t they?
P4. I do find it a little bit difficult seeing the later gestations on the ward.
[bookmark: _Hlk106898354]P1. Sometimes umm, the handling of foetuses’ can be a bit sort of, I do feel a bit uhh, sometimes you just think ohh I really don’t like the feel of that.





The third step was to create initial themes, whereby using the researcher’s own insights and keeping the topic question in mind, themes of shared patterns are constructed using the data (Braun and Clarke, 2022). The themes were ones that were meaningful and useful to answer the service evaluation. To do this, patterns were noted and they were colour coded together – an example being that extracts of the new ward environment being unpractical or a lacking of facilities were highlighted in the same colour and grouped together to collate a theme concerning the difficulties faced by staff working in the new ward environment.
Following this step came the part of developing and reviewing the themes, where the potential themes picked in the previous step were reviewed to ensure they fit with the codes and entire dataset (Braun and Clarke, 2022). The data was checked further for any new codes that would fit in with the evaluation question. Moreover, as well as reflecting on the relationship between the themes and existing literature around the topic, a further important step was to discard themes (Braun and Clarke, 2022). At points, patterns of interest emerged (such as frustration at patients not taking on contraception following the abortion) however were let go due to them being irrelevant to the service evaluation question, aims and objectives. 
[bookmark: _Hlk113633761]The fifth step involved refining and naming themes, checking that the themes fitted well with the data and naming each theme (Braun and Clarke, 2022). Similarly to the previous step, themes could be dropped or edited and some themes reported in the “Results” section of the service evaluation were combined in the “Discussion” chapter which resulted in fewer final themes. Although all themes in the Results and Discussion chapters corresponded, it made sense to condense the themes to cut out repetition and build stronger concepts that answered the evaluation question. 
The final step involved writing the analysis. As well as writing and editing the service evaluation as a whole, this step involved reporting and highlighting the gathered data that represented the service evaluation topic (Braun and Clarke, 2022). The write up involved compiling all research together to answer the topic question, with point of heavy editing to ensure the work was in line with the aims and objectives throughout.

Ethical Considerations
Approval was gained by the University ethics board, the NHS Research and Development Department, NHS Information Governance Department and approval from the abortion Department’s directorates. This took roughly six months to gain approval and data was only collected once full approval had been granted from all boards. In following with the BACP guidelines for researching counselling and psychotherapy (BACP, 2019), the level of risk was thoroughly checked before the service evaluation was carried out and produced to the relevant approval boards, such risks are as follows.
Consent was gained from all participants, who had been given an information sheet to read and consent form to sign. When recruiting, the information sheet was provided to allow participants to make an informed decision on whether to take part in the service evaluation. Participants were reminded before and during the interview process that they did not have to answer any questions they were not comfortable with and that they were able to withdraw from the process up to two weeks following completion of their interview. The right to withdraw with no explanation and with no effects on the participant is important in order to respect the individual’s right to self-govern and further ensure that participation is voluntary (Melham et al., 2014). This was further used to gain trust from participants that they had control over their participation.
Ethical considerations included the well-being of participants. As the service evaluation was central to the sensitive and emotive topic of abortion, it was important to consider the emotional safety of participants when such a poignant topic was being discussed. Involvement in research can sometimes have an emotional impact on participants and it is important to consider any distress that may result (Oates, 2021). Understanding that the topic can sometimes bring up difficult emotions, the questions were asked sensitively and participants were monitored throughout the interview for any signs of distress. Furthermore, participants were provided with a de-brief/ thank you letter which included information on well-being services should they require support. Further to this, participants were kept anonymised through recordings and interview transcriptions to ensure trust and confidentiality. Confidentiality can help create an environment whereby the participants trust the researcher, thus giving them the confidence to answer freely whilst being anonymised (Kamanzi and Romania, 2019). Participants were reminded of their anonymity and confidentiality at the beginning of the interviews in an to attempt to create a trusting environment where they could answer openly and honestly.
A further ethical issue considered was researcher bias due to the close link with the department used in the service evaluation. Although the link provided good access to participants, this issue was highly considered. To prevent biased answers or results, the data collected was honest and accurate in accordance with the Universities’ Research Data Management Policy (UWTSD, 2022). There was a clear statement that there were no correct answers to the interview questions and participants were encouraged to answer honestly. Additionally, there were no leading questions in the interview schedule which was passed by approval boards.
This chapter has evaluated different research methods and provided a rationale for using Thematic Analysis for this service evaluation. It has also described the recruitment process, participant profile and data collection, storage and analysis. The next chapter will be a presentation of results, split into the main themes found through data analysis.












Results
It is important to note that the ward used for terminations in this particular department was changed during the Covid-19 pandemic. They previously used a ward designed for individual patient care however had to be moved for the ward to be used during Covid and the department has since been placed in a temporary training ward in the hospital. The department is working to change this and aim to transfer the care of patients going through ward terminations to an already established gynaecological ward. Terminations on this ward include any gestation between 4-17 weeks and 6 days.
When the term “telephone” is used to describe aspects of providing terminations, it is in relation to staff performing consultations for terminations over the phone. This results in all paperwork, risks and instructions of the procedure of a termination of pregnancy being discussed over a full telephone consultation. Once this consultation is completed, an appointment is usually made for patients to either collect medication for a home termination or a follow up appointment for a dating scan is sometimes required.
The results have been clustered into themes which will be detailed below. The themes have been chosen due to the shared experience of participants and direct quotes have been used to highlight individual feelings and to keep authenticity from participants.
Four out of the seven participants have worked in the department for over three years, whilst the remaining three have all worked there for less than one year. Some of participants had a general interest in working in the department, whilst three had previous experience of either working as a student in a similar department or previous experience of working in a similar role, i.e. gynaecology, with one participant directly mentioning that they had felt the best skilled and more comfortable working in women’s health. Other participants had vocalised the desire to support vulnerable patients and expressed themselves as a “big believer in women’s rights” (participant 5). Only one participant noted that they had no previous knowledge or general interest that drew them to the job, it was something they had taken when the job opportunity came up.
Themes
1. Telephone work is a new way of working
Four participants noted how they felt that telephone triage provided good accessibility for patients. Some mentioned that they noticed patients seemed more comfortable in their own home and opened up more over the phone and that information was sometimes easier and quicker to get from patients “Patients are very comfortable in their own home, umm, and they do tend to open up a little bit more over the phone, I do find, than if they are put on the spot in front of you” (participant 1).  It was also found that telephone appointments were perceived by staff to be more easily accessible for patients due to not having to taking time out of their day to attend a face-to-face appointment. 
All participants described barriers to working over the telephone, with five using the word “difficult” to initially describe how it is to work over the phone providing consultations for terminations. Nearly all highlighted the difficulties in not knowing whether a patient has fully listened to and understood what they have been told, with many saying they have often heard people in the background of phone conversations when they have asked if the patient has been on their own. Nearly all agreed that there were difficulties in confirming if patients were understanding of the procedure and that this was easier to read in face-to-face consultations, and that it was noticeable when patients were not giving their full attention to the phone call “So, I think if you were face to face, I think it would be a lot easier to understand if people are listening to the information that we’re giving you as well… because that’s another thing that you don’t know that they are giving you their attention and listening to the information” (Participant 3).
Five participants stressed that it was difficult to determine domestic abuse concerns due to the lack face-to-face contact, whereby you could see bruising or physical signs of abuse. Again, hearing people in the background placed uneasiness of the unknown if patients were pressured into the procedure, making safeguarding concerns more difficult to identify in some instances “You can’t see if they’re… how they’re dressed, if they’ve got bruises, you know from a safeguarding perspective then” (Participant 2).
Two participants mentioned the difficulty of language barriers when using telephone work and a separate two stressed the concern of making gestational errors when working over the telephone. They noted that there was a certain element of trust that was placed on the patient to be telling the truth about their menstrual periods and one participant described this as “it just scares me” (participant 5). While two mentioned how it can be difficult to support more difficult emotions over the phone “it’s hard because you can say all the right things that you want to say but it’s not the same as somebody there is it” (Participant 6).
A further pattern that emerged from telephone work came from three participants voicing that triaging over the telephone can become tiring and repetitive when doing it all day. Two brought this up when asked if there was any experience of burn out in their role “Mentally you probably do from constantly being on the phone” (participant 6). 
When these types of barriers have occurred, a participant described it as feeling as though they are underproviding a service “I sometimes feel that I’m not giving them the service they need” (participant 4). Others describe frustration when trying to convey how important it is to fully engage with the consultation “It’s just quite stressful because you’re just trying to get over that the information is important” (participant 5). A further described it as being “hard” due to not feeling able to give the same level of comfort over the phone compared to face-to-face (participant 6).

2. The new ward environment 
All participants noted struggles they have faced when working on the ward providing terminations, the main points discussed here will be in relation to the environment of the ward and the other struggles concerning working with foetal remains on the ward will be noted in a separate theme. 
Four participants emphasised how different it is working on the ward that they are currently on, compared to the previous ward they had before Covid-19. It was stated that facilities have changed significantly, whereby they feel that they lack the resources that they once had. Previously, patients had separate rooms and toilets, whereas they are now separated with curtains in shared bays and use shared toilets, with participants labelling this as “unfair” and “the environment isn’t practical for what we’re doing” (participant 3). Another said, “it’s not set up right” whilst saying the previous ward allowed them to provide “really good dignity, really good care for our patients” (participant 5). Others noted that the previous ward had given them the confidence to deal with emergency situations, unlike now, and a further stated that they felt understaffed with the new ward environment “our facilities aren’t the same, there’s not enough staff up there” (participant 7).
Five participants expressed that more support was needed on the ward, whether that be medical support, equipment support or a supportive environment. It seemed from participant’s that the staff did not have instant access to doctors in potential emergency situations due to them being in a separate department and they would face delays when trying to get hold of people via telephone for example. There was also mention of difficulties in providing the standards of care that they were used to due to the ward lacking in privacy and dignity for patients, resulting in a more challenging environment for staff to work in. When discussing readily available doctors or emergency equipment it was voiced that “it does make it quite scary working there now, because we haven’t got the back-up” (participant 2) and the word “stressful” (participant 3) was used to describe what it was like to be in a situation whereby they were waiting to get hold of someone for advice. It was declared that “it can be challenging because of the environment and that there’s no doctors up there” (participant 4) and that it is “difficult” (participant 5) to work on a ward providing terminations that has shared hospital bays whilst trying to prevent patients from witnessing distressing scenes.
3. Working with foetal remains
Five participants voiced difficulties when working with foetal remains, whether that be currently or when they first started in their position. It became clear that physically handling the products could become difficult and had the potential to create a shock element when witnessing this part of the job. Two expressed that they disliked the aspect of handling the products “sometimes you just think ohh I really don’t like the feel of that” (participant 1) and others described how they faced surprise when first witnessing this aspect of the job. “The first-time seeing products was a bit like, I don’t know, not disheartening but it was like woah – quite like a weird feeling really” (participant 7) with another saying they “felt really unwell” when experiencing this at the start of their role (participant 5). Some participants expressed how larger gestations can create further difficult emotions “it is upsetting sometimes because obviously sometimes some of them are 17 weeks and they’re big aren’t they?” (Participant 6).
Whilst noting that this part of the job could be difficult, there was also discussion from some participants around building resilience and that it becomes a part of the job that you become more accustomed to. As one highlighted “it’s weird and it will always be weird but at the start it did make me feel really unwell” (participant 5). The subject was often changed by many to support the fact that their purpose and focus was to always support the patients. One noted how their mentor had been a big support through this by taking over when they were finding it too difficult “But I had lovely mentors, so one of my mentors was with me and you know she warned me and supported me and took over when necessary” (Participant 4).
4. Terminations create discussion
When questioned on whether participants openly tell people where they work there were mixed results. Four participants stated that they would tell people that they worked with terminations if others asked, with three using more umbrella terms for their jobs such as sexual health or gynaecology. One participant described how they would evaluate what type of relationship they had with someone before disclosing their role with terminations “Sometimes I do, it just depends how close I am to people” (participant 1).
The remaining three participants voiced that they were open to readily telling people where they work, using words like “proud” (participant 4) and describing how they get satisfaction from telling people where they work (participant 2). All three felt the importance of openly discussing their work with terminations to normalise the procedure, making it a topic of conversation and to try and encourage others to talk about it “You want people to feel comfortable in talking about these problems which I think helps if you’re sort of okay to talk about it back” (Participant 3). It was felt that if they talked about abortion more, it could encourage people to feel more comfortable in accessing or talking about the service and incite more support for people going through the procedure.
When asked whether they had faced any stigma from working with terminations, two experienced no stigma, whilst the other five participants denied any direct stigma but noticed how they faced discussions or difference in opinions. Comments stemmed from friends for three participants “you get the odd comments sometimes from like my friends mainly, like how can you do that?” (Participant 1) and it was found that their role in working with terminations could cause discussions or “a big debate” (participant 3) among their friends. Other experience of this came from one participant initially answering “I don’t think so” in relation to experiencing stigma but then moving on to discuss family members not willing to discuss the participant’s job role and an example of witnessing stigma from other hospital departments “I see it with the patients when we’re transferring them to other wards – the stigma. And I’ve heard comments made about our type of patients” (participant 2).
When faced with these experiences, participants generally understood that people have different opinions but would justify their reasoning for the importance of the service and emphasise the right for people to have abortion as an option. For one, it seemed that the opinions that mattered most to them were those of their work colleagues “But I always think as long as the people who work here… their opinions are the right” (participant 5). Two participants also voiced how these experiences made them “really angry” (participant 2) and brought up feelings of “annoyance” (participant 7) due to people lacking in understanding for people choosing abortion.

5. Supporting patients is rewarding
All participants specified how supporting patients is a rewarding aspect to their role. Six identified the feeling of supporting patients through difficult decisions and procedures as fulfilling “they say you’ve made a difficult time better; you know?” (Participant 1) “So I feel great that I can support people and in a horrible time, perhaps give them something” (participant 3). Three indicated that the feeling of gratitude they received from patients was rewarding and a further three felt positive with how they were making a difference to people’s lives “You know, personally, when you know you can make a difference for someone” (participant 2). Moreover, three participants voiced how they found the close contact and building a rapport with patients as rewarding “Knowing that they trust you and you’ve built a good rapport with the patient” (participant 7).
Through discussion, it was found that when faced with workplace difficulties, the patient’s care remained priority. When talking about challenges on the ward, six participant specified how patient support and care was the main focus “my main job is to just support the women through a difficult time” (participant 1) and described how they try to provide the best care possible at all times, including when they are struggling “we do our best” (participant 6).

6. Preparation for job role
Nearly all participants noted how it would be helpful for new starters to be fully informed and prepared for what they would be experiencing on the ward with terminations. Many participants stated that although they were aware of what the job description was, they were unaware of what they would be handling and dealing with “I think umm the only thing I can say is that when I started this job nobody prepared me for what I would see. Nobody ever told me that I’d be handling foetuses’” (participant 5). It was found that when some first experienced this, it was a shock and unexpected “maybe discuss what you’re going to see on the ward a bit more because umm, it was a bit of a shock to be honest with you” (participant 4).
It seemed that for people who had previous experience of working in the field, they noted how they had had that previous knowledge of what they would face and how this could have prepared them “I was a student nurse there as well so I sort of had had that introduction to it that way. So I wasn’t just thrown into it that way when I started this job” (participant 2). “Thrown into it” was used by three participants (1,2 and 6) to describe how it is to work on the ward and handle foetal remains and a general consensus was gained that being transparent and detailing what staff will work with would be beneficial at interview stage “I think that they should ensure that new starters are truly aware of what they are going to be seeing and dealing with” (participant 3).
 
7. Benefits of support
For all participants, they noted the benefit that support had when facing more difficult times in their role. Whether it be from family, colleagues or a supportive work environment, four mentioned at different points where they would receive support or support each other through more challenging times. All discussed times where support was used or needed, from emotional support to more physical support on the ward. 
When facing harder days in work, it was found that talking to or having support from colleagues was beneficial “I think the girls here all support each other, don’t they? In difficult days and its… we have a lot of, sort of, we have a chat afterwards and sit down and have a talk and things” (participant 6). Moreover, the importance of support from colleagues or “mentors” was highlighted when starting as a new member of staff “so it would be nice to have a designated person on every shift, at least for the first couple of weeks” (participant 1).
It was further noted that when staff experienced burnout they would take a break from their immediate work environment and chat with other staff members or family members when at home. They would further find methods of self-care at home to de-stress and attempt to maintain work/life boundaries. When participants noted that they did not experience any burnout they voiced that they were aware of where to get support from and mentioned the opportunity to talk to team members or other departments in the hospital, such as the Well-being team.
This chapter reported on the results of the semi-structured interviews. The next chapter will be a discussion that includes six themes, of which are condensed versions, interpretations and analysis of the previous themes. See below extract for the final themes identified in the next chapter:

Final themes & code table for discussion chapter
	Themes
	Codes

	Telephone work provides accessibility for patients but difficulties for staff
	· Ease of access – no transport/childcare issues
· More open in own home
· Domestic abuse concerns – more difficult than face to face
· How much information are patients taking in?
· Background noise/distractions

	The importance of a supportive working environment 
	· Negative experience of changing ward
· Frightened and underprepared
· Lack of resources, staff, equipment
· Ability to take break from working environment

	Emotional support fosters good well-being
	· Talking to colleagues/ emotional support
· Family or work colleagues to vent
· Supportive colleagues – connections
· Satisfaction from looking after patients – able to transfer to staff?
· Resilience 

	The secrecy around abortions
	· Discussions/disagreements over stigma
· Secrecy – umbrella terms for role
· Expand when asked
· Family + friends = discussion
· Anger/annoyance
· Others openly discuss even if they face negative responses
· Want to encourage talk around abortions

	The need for talking about abortions
	· Transparency for new starters about ward
· Never fully prepared
· Shock when first witnessing
· Student placements/ previous experience – thrown in
· Foetal remains













Discussion
This next section will analyse the results from data collection. Rather than objectively reporting, this part will attempt to interpret meanings behind the results and explain why these themes are important. Moreover, the discussion will be split into separate themes of experience, to keep the result process clear. Following the discussion there will be a section of recommendations for the department in relation to how they could support and enhance emotional well-being among staff and further make improvements for future staff members. 

1. Telephone work provides accessibility for patients but difficulties for staff
Some participants noted the benefits of triaging patients over the phone for terminations, admitting how it provided ease of access for many patients as they could now complete these appointments in the comfort of their own home. Some further mentioned how this environment sometimes makes patients more open and more forthcoming with information. Whilst these benefits were commented on by some participants, all described the difficulties that they experienced when working on the telephone.
With many of the participants voicing concerns that it is potentially more difficult to identify domestic abuse concerns with patients over the phone, it seems that staff were more comfortable picking up on these cues with face-to-face consultations. This theme has been noted in other health boards, Reynolds-Wright et al. (2021) reported that some healthcare workers using telemedicine for abortion care in Edinburgh brought up concerns about safeguarding issues like domestic violence, due to the lack of visual cues that you would once get when seeing patients in person. With the lack of visual cues, inability to comfort patients face-to-face and the uncertainty around background voices in telephone consultations it is indicated that this aspect of their role became more difficult for the staff involved in this service evaluation.
Further difficulties came from a stance of questioning how much information patients were taking in and listening to. With this being highlighted by most participants, they felt it was a further barrier to care brought in by telemedicine. It proved difficult to find other studies that had also found this theme but interestingly Boydell et al. (2021) when investigating the experience of patients using telemedicine to access abortion care, discovered that participants reported the opportunity to listen intensively and take down notes, something they may not have done if they were face-to-face. Opposingly, this service evaluation highlighted this to be a challenge for staff, where they would find it difficult to not have confirmation of patients understanding all information. Some stressed that when they had asked patients to feedback the information they had been given, it was clear that they did not understand. Others then stressed the frustration of knowing that patients were not listening by hearing background distractions continuously. It seemed for staff here this caused difficulty in their roles as it was implied that they noticed when patients were perhaps not taking the procedure as seriously as the staff would like them to.
Participants in this evaluation voiced the difficulties they now face, due to using telephone consultations for a majority of patients and it was clear some missed the aspects of face-to-face appointments. Whether it be concerns about gestational errors causing added pressure or the struggle in being able to support difficult emotions over the phone, it seems that although telephone work could provide ease of access to patients, staff have experienced this as challenging. There seemed to be a new expectation to ensure patients receive safe abortion care through a more demanding work setting. 

2. The importance of a supportive working environment
An important point that emerged from the interviews was the impact that a supportive environment could have on participants. It was also shown that an unsupportive environment had the ability to cause distress to staff members.
Participants noted a negative change in their experience when comparing the new ward space to the old ward space. When reflecting on the previous ward, they noted how it significantly helped them to carry out their job. Now working on a ward that they feel is unsuitable, there were many feelings of being frightened, underprepared and under supported to perform their job to their own standards. Although not relating to abortion care, Lake et al. (2020) established that when hospitals improved working environments, whether it be through increased staffing or better resources, the occurrence of missed care decreased. Moreover, nurses in a hospital in Jordan were found to be more likely to stay in their roles if they had good support from their peers (Suliman and Aljezawi, 2018). There is support from these statements for the results of this service evaluation. The participants described how their experience of the ward now and lack of access to adequate resources and assistance from readily available doctors make it a “scary” place to work due to fear of not being prepared for different or emergency situations. It seems that this was once an environment that provided them with job satisfaction and confidence, it now has an element of fear attached to it. With the intent to move the service to a different department that has a more equipped ward, this is something to bear in mind when transferring care over. The impact that having correct resources and an available and full team can have on the well-being of staff is implied through the participants’ experiences.
A further element of a supportive environment stems from the opportunity to take breaks from work when needed. When participants discussed burnout from telephone triaging all day for example, they noted how a part of managing this would be the opportunity to take a break from their environment.  Recent advice from the Royal College of Nursing (2021) emphasised the importance of staff taking frequent breaks and stressed this during times of Covid-19. It was voiced that for some, when aspects of the role became too much, the opportunity to take a short break was important for their well-being.   

3. Emotional support fosters good well-being
Having a good supportive team seems important when managing stressful situations. As seen above, there are suggestions that physical support from a team or environment could help staff feel safe and prepared for their work. Furthermore, emotional support was discussed as a way of coping when faced with challenges in work and it was also noted how important it was for some participants to have mentors to support them through times of learning.
It is indicated that working with terminations can be challenging and emotionally difficult for a variety of reasons, but having support plays a part in getting staff through the more testing times – whether that be from family or work colleagues, it seems an effective way of dealing with distress. Pohl et al. (2022) reported a positive relationship between nurses working in a good supportive environment, whether that be support from a supervisor or other team members. Similarly, staff in this evaluation valued the importance of a supportive team.
Moreover, the importance of mentors was mentioned in the evaluation, with one participant describing this support as beneficial when struggling on the ward with foetuses. It was further mentioned that it would be beneficial to have a supportive mentor who was constant at the start of their role. Supporting this, Mauri et al. (2014) reported that Italian nurses working with abortion found it essential to be on shift with staff who had significant experience. Having support and guidance from more experienced staff could be useful for newer team members to nurture confidence and skills.
The word “resilience” was used by one participant, and it seems that this word is an important term used in nursing culture (Cline, 2015). Having the ability to adapt and work in difficult situations is seen to improve well-being and prevent burnout (Kim and Chang, 2022), with a supportive working environment and staff feeling the support of other team members being an integral part of building and supporting resilience (Barratt, 2018). It is not surprising that this word was used in data collection as there was a sense from all participants that even when they would face harder times, they would describe how they would “try their best” and adapt through huge workplace changes to provide care to the best standard that they could.
With this in mind it is also important for staff to realise when they need a break. This was something that was shown with some participants, when they would actively remove themselves from a challenging working environment to connect with other team members. Nurses are used to putting their needs away and focusing on patient care, often taking on the needs of the patients (Epstein and Delgado 2010, cited in Flaubert et al., 2021). This was also implied with participants in this evaluation as they realised the emotionally demanding aspects of the job but often voiced that their main goal was to support patients through abortions, no matter how hard it got or how challenging the environment could be.
Many participants highlighted how rewarding it was to support women through a difficult time, making sense that the main purpose of their role was to help patients going through the procedure. The ability to build good rapport and close relationships with patients was pointed out by many, with them showing an understanding of how impactful their compassionate care can be to patients – some had verbalised how they felt they had made a difference to individuals. With this in mind, it could be beneficial to provide the same support level to staff. There is a wonder whether improved and continued emotional support could foster a positive work environment, whereby staff well-being is placed on the same importance as patient support needs. 

4. The secrecy around abortions
How do these participants make sense of stigma in relation to working with abortions? When asked about stigma it was clear that apart from one participant noting direct stigma from other departments, many recounted disagreements or discussions when disclosing their job role but remained strong in their own opinion for supporting abortions.
For many, there was a sense of secrecy around their job role. They would often use umbrella terms to describe where they worked, using general descriptions like gynaecology or sexual health and would only disclose if asked or if they trusted a relationship. Although outdated, this was also the case for participants in an abortion clinic in America, who reported how they would use general terms when disclosing their job (Harris et al, 2011). Additionally, Seewald et al. (2021) state that often abortion workers chose to hide where they work in order to stay away from difficult conversations about their job. It is suggested that there is a reluctance for participants to openly discuss where they work, which is a theme seen through different studies.
Many participants when using the more general terms stated that they would discuss working with terminations if people asked them. It is questionable whether there is a reluctance to openly discuss their role in abortion care due to previous experience of facing disagreements when talking about where they work, with five participants recalling experiences from friends of family whereby they had faced opposing views or a reluctance to discuss the subject. There is wonder around whether disproving comments reinforce a silence around the topic, with workers too uncomfortable to go through this again. When faced with these discussions, participants would often justify why their work was important but acknowledged that they were understanding that people had different opinions, even if this did make them irritated or annoyed. One in particular highlighted that the opinions that they felt mattered the most to them were of their colleagues, as they are all supportive of abortions. Whilst another described how facing opposing views to their important job role caused them anger due to the lack of understanding from people.
Having said that, three out of five participants commented on how they openly discussed where they worked and were proud to tell people, even when two of them had experienced negative side effects of this that made them angry. For them, it seemed more important to initiate discussion around abortion, with the intention of encouraging more people to talk about it as a regular medical procedure. Talking more openly about abortions can help to reduce stigma and normalise the procedure as part of a standard of care through sexual and reproductive health (Maxwell et al., 2021). Therefore, even when participants were reluctant to tell others about their role in abortion care, they were still willing to argue the case for abortion and attempted to normalise the procedure to those with opposing views.

5. The need for talking about abortions
A large theme that occurred was the recommendation from participants for transparency for new starters on what they would face on the ward nursing abortions. Although some admitted that it is something that you may never be prepared for, it was highlighted by others that they were unaware of what they would truly be working with regarding foetal remains. As reported from the results, handling products on the ward could be distressing for participants, especially when dealing with larger gestations. This is supported by Carvajal et al. (2022) who, through a systematic review, found difficulties for nurses that included apprehension with abortions over 12 weeks gestation and distress when seeing or handling foetuses. Although participants in this evaluation emphasised how their focus was to support patients, there was sometimes distress when seeing and handling foetuses as a part of their role. A feeling which seemed to be prominent at the beginning of their career and settle down slightly for some, and others the feeling remained consistent throughout, especially when dealing with gestations more towards 17 weeks.  
Although it was described by some participants that struggles with handling foetuses cropped up throughout their career, it seemed important for many that being pre-warned of this before starting the role could help deal with initial feelings of shock when first experiencing the ward. Similarly, it was found that some healthcare workers felt shocked when first seeing a more formed foetus (Becker and Hann, 2021). Just as it appears important to have post and pre training in abortion care for nurses (Royal College of Nursing, 2020) it has also been emphasised by participants in this evaluation for better transparency in earlier stages, such as the interview. For them, having a clear idea about what they would be handling during ward terminations could have better prepared them for these encounters.
A further finding was that for those participants that had had previous experience of working with abortion care, whether it be in previous departments or student placements, they did not necessarily feel “thrown” in to working with abortions, indicating that they were prepared for what they would be seeing and did not experience the same initial shock that others did. Reinforcing this point, abortion clinic Marie Stopes, introduced student placements in 2020. This resulted in outcomes where students felt that they had learned a lot about a subject they once knew nothing about and witnessed skills that they would not learn in other departments (MSI Choices, 2019). Paynter et al. (2019) emphasises the importance of teaching student nurses about abortion care for producing nurses that can make a difference. Furthermore, it is currently thought that when abortion is taught to students, there is more of a focus on the legalities of it, adding to the stigmatisation that it is not a normal medical procedure and resulting in a lack of nurses who are equipped and prepared to provide this procedure (Kavanagh and Lohr, 2022). It could therefore be useful for the procedure to be taught to medical students, to give them background knowledge and add to their medical experience. If they then decided to specialise in abortion care, there could already be a supporting history attached to their experience.
It is understood that the department in this service evaluation hosts student placements. Due to evidence from this service evaluation and previous reports, it is potentially something that could be useful for all students to access, whether it be placements or specific education on abortion care.

6. Recommendations 
Recommendations resulting from this service evaluation include better preparation for new starters with what they will see and handle when nursing abortions on the ward. As seen in the results and discussion, dealing with foetuses can be an emotionally triggering part of the role, especially when witnessing ones that are more formed and higher gestations. When new members of staff joined the department, some experienced shock when first witnessing this aspect of their role and it came as quite unexpected. It seemed that they knew that they would be working with pregnancy terminations however were unaware and underprepared for what the role specifically entailed – something which had the ability to create distress amongst some participants. It is a recommendation to therefore be explicitly honest with new members of staff, to give them a clear understanding of what they will see on the ward and give them time to process this. Although useful to obtain their feelings on abortions in interviews for the role, this could be further improved by looking into their feelings with working with foetal remains, especially those of higher gestations. 
A further recommendation would be to encourage sound mentor support for new starters, whereby they have close support from experienced members of staff at the beginning of their career. Participants highlighted the impact that having a good supportive team can have on well-being, with some directly mentioning the importance of a mentor being with them throughout all times. Mentors can help with the confidence of staff, providing them with a sense of safety and security in their role (Andersson et al., 2014). This could be especially helpful for new starters when they are perhaps underconfident and learning a new role, a mentor can act as a stable person to help support people through all aspects of the job.
A third recommendation involves the use of supervision for nurses. Something that is widely used in the field of counselling, there are many studies proving the effectiveness of good supervision for well-being. Fakalata and St Martin (2020) reported that nurses in an Australian abortion clinic found peer-supervision as a useful tool to discuss any stress resulting from their job and to gain useful advice on how to manage patients. Moreover, group supervision has been shown to be useful to alleviate stress and increase empathy among nurses, as they have felt supported in a group that have expressed similar experiences (Reschke et al., 2021). Whilst Markey et al. (2020) found that even though it is often underused in areas of nursing, supervision can help contribute to a compassionate work environment, allowing opportunity for staff to release their stress and build on confidence, thus bettering patient care. Whether it be group or individual supervision, this type of emotional support gives nurses the chance to voice any emotional distress they have, air concerns or receive advice on their practice. It further has the opportunity to build on confidence and enable connections amongst staff which could foster a most supportive and empathic workplace. This could be especially useful for staff when they experience more difficult emotions, seeing and handling foetuses for example, for them to process their feelings. It could also be a tool to use to prevent or manage burnout when experiencing exhaustion from telephone triaging. Moreover, it is important to note that it is more favourable for supervisees to be involved with choosing their supervisor (Cutcliffe et al., 2018) with benefits highlighted in the literature review such as enabling better supervisory relationships.
Finally, the impact that a functioning and supportive environment can have on staff is indicated through this evaluation and having the correct facilities and accessible medical support has the potential contribute to a better work force. This is something to consider for other or future departments, as adequate staffing and equipment could have the potential to affect the experience and support needs of staff.

Limitations
Limitations include the service evaluation being conducted on a small-scale level. Although the aim of the project was to discover the support needs of a local clinic and provide potential well-being suggestions, there is limitation on how far the suggestions can be generalised to other neighbouring abortion clinics. To gain insight into wider feelings across a variety of people, it could be useful to perform the investigation on a larger scale using more participants. 
Further, it could be useful to conduct analysis on a number of abortion clinics throughout the United Kingdom to compare and contrast different countries and cities. I may be further useful to conduct this evaluation using quantitative methods, to again catch larger numbers of participants and to generalise data in a more measurable and quantitative way.
Further limitations could be from the researcher having a connection with the department involved in the service evaluation. There was a concern as to not bias results due to the link, which sometimes may have resulted in being over cautious with the researcher staying away from probing into answers too much. It may be beneficial to repeat the evaluation with an impartial individual to uncover any alternative results. 
Moreover, through reflection and analysis it became clear what interviews could have been improved on. It was noticeable for the researcher to decipher which interviews were conducted at earlier stages due to prompts not always being used to explore more in-depth responses to certain answers. As the interviews progressed it became clear that the interviewer had developed more confidence in interviewing, and responses or prompts came more freely. Although part of reflexivity, this is something to consider for future research. 
This chapter has focused on the analysis of results, followed by a discussion using six themes and recommendations to the department. There was also mention to limitations of the service evaluation and how it could be repeated and improved on. The next chapter will be a conclusion of the service evaluation.














Conclusion
This chapter will conclude the service evaluation, with mention to research methodologies, findings and how the aims and objectives were answered.
Existing literature provided insights into the experiences of those working with abortions, ranging from emotional impacts, changes during the Covid-19 pandemic and the benefits of having supervision, nursing student placements and support for nursing staff in general. Building on this, the purpose of this service evaluation was to explore the support needs of staff in a U.K based abortion clinic. 
To gain this information, staff were recruited from a local NHS abortion clinic, using a purposive sampling technique. Semi-structured interviews were used to explore the topic and interview transcripts were analysed using Thematic Analysis. Although other methodologies were considered, TA fit the purpose of the evaluation as it enabled exploration into the patterns and shared experiences and support needs of those working in a local abortion clinic. 
Using the six stages of TA, a results section was devised which consisted of seven themes of interest. The themes consisted of shared patterns of experience found amongst participants, with results reporting experiences of working environments and conditions, facing more challenging aspects of the role and ideas surrounding support, for example. Following the results chapter came a discussion and recommendation section. This again was split into subjects, with six themes condensed from the results chapter to highlight the main concepts that answered the service evaluation question. 
The themes identified that different participants faced shared and varied challenges in their roles and the importance of a supportive work environment was highlighted amongst participants – whether it be through physical means and having adequate facilities but also emotional support through caring work colleagues. The recommendations that followed suggested better transparency for new starters, to attempt to limit the shock element when first seeing and handling foetuses. A further recommendation was for good and consistent mentor support for new starters, to act as a guide for not only learning but as a support for emotional responses to the job. A third recommendation emphasised the benefits of good supervision for staff, and a final recommendation came from the stance of fostering a good supportive environment for staff to carry out their work.
Limitations related to the researcher holding back when interviewing initial participants and recommendations for future research included the benefits of repeating the evaluation in a study on a larger scale of the U.K. to obtain a general consensus of abortion provider experience.
In relation to researcher objectives, the service evaluation seemed to meet these. (1) It identified challenges to staff in relation to their well-being, for example difficulties when working in a changing ward environment and dealing with the emotions of working over the telephone or handling foetuses. (2) it uncovered how staff are supported in their roles and the avenues taken if they experienced distress, an example being that staff often took support from team members if facing difficulties, would remove themselves from their working environment when needing a break or would perform self-care activities when at home. (3) it identified support or training needs for future staff through the need for transparency for new starters about their role when dealing with foetuses and further recommendations for supervision for all staff members to support wellbeing throughout.
The service evaluation captured the experience and support needs of staff in a U.K abortion clinic, resulting in recommendations for their support and well-being. Exploring literature, it became apparent that supervision has the potential to have a positive impact on well-being amongst nursing staff, something which is prevalent in the counselling field and has been noted amongst the recommendations within this service evaluation. In regard to implications on the discipline of counselling, the topic of emotional support can intertwine into other disciplines such as nursing and healthcare and the evaluation has suggested the impacts of this.
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Appendices

A. Draft Interview Questions

***Remind participant to not include identifiable data – e.g names/ information on colleagues, patients etc.***

· In what range have you worked in the department? <1 year, 2-3 years, >3 years.
· What made you interested in working here?
· What is it like to work over the phone with tops?
· Do you readily tell people where you work? Expand?
· What is it like to work on the ward?
-Can you explain what this was like? What did it feel like to have this?
· Have you faced any stigma from working with tops? 
· Do you feel a stigma attached to the job? 
-If so, can you explain this stigma? How does it feel? Where does it come from?
· What parts of the job are rewarding?
· What parts of the job are difficult?
· Would you change anything about the job?
· Is there any burn out?
-If so, what happens? What does it feel like? How do you cope with/manage this?
· If you were a new starter again – would you change anything about your training/ preparation for the role? 









B. Revised/Final Interview Schedule

Consent to recording?
Start recording
Confirm consent, state started recording & remind they can stop when they want
***Remind participant to not include identifiable data – e.g names/ information on colleagues, patients etc.***

Introduction
· For how many years have you worked in the department? <1 year, 2-3 years, >3 years.
· What made you interested in working here?
Transition 
Now I’d just like to know more about your job:
· Can you tell me what it is like to work over the phone providing terminations?
 -Can you explain what this was like? What did it feel like to have this?
· Can you now tell what it is like to work on the ward with terminations?
-Again, can you explain what this was like? What did it feel like to have this?
Key questions
· Do you readily tell people where you work? Expand?
· Have you faced any stigma from working with terminations?
-If so, can you explain this stigma? How does it feel? Where does it come from?
Prompts – family/friends/public/online?
· What parts of the job are rewarding? And what parts of the job are more difficult?
· Would you change anything about the job?
· Is there any burn out? (terminations not gum)
-If so, what happens? What does it feel like? How do you cope with/manage this?
Closing question 
We’re coming to the end of the interview now, I just have 1 question left to ask:
· If you were a new starter again – would you change anything about your training/ preparation for the role? 

Thank you for agreeing to talk to me today – is there anything you need to ask?
Stop recording.

























C. Extract of transcripts for codes
	Transcript
	Codes

	[bookmark: _Hlk107068909]P: I think umm the only thing I can say is that when I started this job nobody prepared me for what I would see. Nobody ever told me that I’d be handling foetuses’. And I remember the first couple of times that I was up on the ward, I felt like really unwell. Not because of what I was doing but because id never seen anything like that before or I hadn’t prepared myself umm and I know it’s happened to a couple of people. So in the interview when they talk about oh we terminate pregnancies, I’m pro-choice, yeah this is what we do blady blah but nobody actually says oh we terminate pregnancies up until 18 weeks umm and those foetuses then will, it’s your job to you know, pot them up and do all that kind of bit, so that can be, yeah I would definitely change that.
	“nobody prepared me for what I would see” 
Shock at products on ward

     Handling of foetuses – unprepared for this

“felt really unwell”

A new situation that was perhaps unexpected – aware this has happened to other staff members also – talking about this?

Interview could be more descriptive of what the ward entails

Needs more awareness of what gestations the ward handles to prepare new starters of what they will see
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