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Narratives of Resilience: Themes 
from an Oral History Collection of 

Abortion Providers in Aotearoa 
New Zealand 

MARGARET PACK

Dr Pack has a background in university teaching, research and clinical practice. She is 
currently clinical associate professor at Otago University and counselling co-ordinator 
at Te Mahoe Clinic, the Regional Abortion Service in Wellington, New Zealand. Her 
interest in oral history developed during her associate professor role at Charles Darwin 
University where she was discipline leader for Social Work and Humanitarian Studies 
during 2010 to 2013. Since returning to New Zealand in 2016, after working as Deputy 
Head of School at Australian Catholic University, she has completed a third book to add 
to 50 published journal articles and book chapters on professional self care and vicarious 

traumatisation.

ABSTRACT

There is a growing trend towards legalising abortion to improve its availability 
worldwide as a basic human right. With the exception of some parts of the 
world such as the United States of America and Poland where there has been 
a recent retraction of abortion availability, the history of how the liberalisa-
tion of abortion has proceeded globally is a narrative left largely untold. Less 
is known about how the providers in the abortion services have experienced 
these changes. In an attempt to illuminate this experience in the Aotearoa New 
Zealand context, the author and a team of three current abortion providers 
set out to collect the oral histories of past and present abortion professionals. 
Twenty-two participants – comprising doctors, nurses, counsellors and 
midwives and a potter – worked within abortion clinics in Aotearoa New 
Zealand from 1980 when abortion was still a hotly contested field. This article 
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reports the themes of these oral histories. After the passing of new legislation 
in New Zealand in 2020, access to abortion up to 20 weeks of pregnancy was 
available to all as a right. Participants gave accounts of how they navigated the 
complexities to get to this point from their struggles of the 1980s. The impli-
cations for undertaking projects with participants who are asked to recall past 
involvements that have been emotionally charged, personally and profession-

ally challenging and potentially re-traumatising are explored.

INTRODUCTION

The tension between an individual woman’s rights and wider societal norms is 

something that Western policy makers rarely consider, yet health care providers are 

confronted with navigating such dilemmas daily. Working with patients who did not 

have an automatic right to choose an abortion prior to the decriminalisation of abortion 

(following the introduction of new legislation governing abortion in 2020) has meant 

that this tension has been intrinsic to the work of all abortion providers in Aotearoa 

New Zealand. The daily dilemma of providing a service that women ask for without 

a clear legal mandate to do so has meant the development of complex protocols justi-

fying ‘grounds for abortion’ to facilitate patient care. As counselling co-ordinator from 

2018, I heard stories from historical staff members and marvelled at their resilience to 

continue working in this field given the complexities of the legal frameworks in which 

they had practised. What sustained and kept them going was an underlying question 

I wished to explore. Three colleagues – a clinical leader who was working as an oper-

ating doctor, and a counsellor – joined me in this project. Later, a midwife manager 

working from a rural abortion clinic located in Tairawhiti emailed me as she wished to 

document a rural collection of oral histories in her geographic area.

As abortion is a marginalised narrative in our society, as project lead I considered these 

stories of practice would be best documented by an oral history approach that spanned 

careers and crossed historical eras of abortion care. From reading recent histories of 

abortion services, we were aware that some doctors and services were taken to court 
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by anti-abortionists.1 Therefore, we were interested in how practitioners involved in 

abortion and their services survived professionally and personally under the continual 

risk to professional reputation and service closure prior to the 1980 clinic structure and 

beyond.

Whilst the majority of participants worked in the various iterations of Wellington-

based services (Parkview Clinic, Level J and Te Mahoe Clinic), an operating doctor 

from the Dunedin abortion service and a collection of oral histories from Gisborne 

and Palmerston North services, were included, due to participants coming forward 

from around Aotearoa New Zealand.

This article illuminates the profound and manifold effects of societal attitudes about 

abortion impacting providers’ lives through fast-moving change that brought with it 

opposition. The interweaving of the personal and professional brought to mind narra-

tive theory. The interface between the historical era, one’s work in abortion care and its 

impact on one’s career and family life were the major life themes within which personal 

subplots existed.2 Therefore, interviewees were asked how they became involved in 

entering the field. We began interviews with prompts to delve into the personal moti-

vations for that involvement. This was potentially a risky move due to the possibility 

of triggering deep thinking about the past which might hold memories of traumatic 

experiences. Inevitably, this inquiry was to be revealing and emotionally fraught, and 

required us to provide for contingencies and safeguards in our ethics application. 

Supporting remembering involved, in some oral histories, pausing the recording when 

emotions were evident, and following up the next day with a telephone call to check 

on wellbeing. The telephone follow-up call was also intended as a way of thanking 

participants for their time, and to check if there were any outstanding issues, or if any 

debriefing was required. 

1	 Felicity Goodyear-Smith, From Crime to Care: The History of Abortion in Aotearoa New Zealand (Auckland: 
Verity Press, 2023).

2	 David Epston and Michael White, Experience, Contradiction, Narrative and Imagination: Selected Papers of 
David Epston and Michael White, 1989–1991 (Adelaide: Dulwich Centre Publications, 1992).
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The wider narrative of abortion reform and attempts to have abortion legalised 

and available was the context in which the individual abortion provider joined the 

multidisciplinary team. The struggles that abortion providers had to overcome daily 

personally and professionally, were set against their collective efforts in the Abortion 

Law Reform Association of New Zealand (ALRANZ) and Abortion Providers’ Group 

Aotearoa New Zealand (APGANZ). The intention of these lobby groups was to 

legalise and shift abortion from being taboo and not spoken about, to it becoming a 

mainstream health-care service that every New Zealand woman had the right to access. 

For example, one oral history participant had trained as a nun and police officer earlier 

in her career prior to voluntary ALRANZ advocacy leading to social work training and 

paid employment as the senior abortion counsellor at Parkview Clinic. She chose to 

work in abortion care due to the social inequities she was exposed to during her service 

as a police officer. Interestingly, her family disconnected from her after learning she was 

working at Parkview Clinic as several members of her family were staunch Society for 

the Protection of the Unborn Child (SPUC) supporters. This loss of extended family 

contact was an ongoing tension in her personal narrative.3

CURRENT LITERATURE ON ABORTION PROVISION IN NEW ZEALAND AND 

THE RELEVANCE OF AN ORAL HISTORY APPROACH

In the oral history training course our team undertook prior to the commencement of 

the project, our trainers emphasised the need for technical proficiency in our individual 

use of the H5 Zoom recorder to produce good sound quality of the final recording. 

This was introduced as being the overriding consideration in our practice in the process 

of oral history collection. Whilst we acknowledged that audibility of the recording 

was vital, to our thinking, having a detailed knowledge of the context of abortion care 

was equally as important as the sound quality. Later we reflected and concluded that 

perhaps the trainers were nervous about the topic of abortion. This historical back-

ground of how abortion was viewed by society in Aotearoa New Zealand during earlier 

eras seemed to our team to be integral to the design of the oral history project and to 

our individual practice as oral historians. The minimisation of the subject is perhaps 

3	 Marie Deonarain, interviewed by Margaret Pack, Wellington, 8 November 2021, An Oral History of Abor-
tion care in Aotearoa New Zealand, Victoria University of Wellington Library, Beaglehole Room, Tape 1.
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indicative of the marginalised role accorded to abortion in the health care services and 

in the wider society in which we live. 

The emphasis on technical proficiency in oral history recording rather than the context of 

abortion care may also be related to abortion and abortion care being an under-researched 

area. I was aware of the limited research available when completing an international 

literature review in 2020 on later abortion. This literature was sourced in peer-reviewed 

journals available in electronic journal databases such as PubMed and PsycInfo. The 

search parameters included delimiters such as peer reviewed journals that had been 

published within the previous five years. Later abortion refers to abortion in the second 

trimester (12 to 24 weeks of pregnancy) into the third trimester of pregnancy. Within 

this search I did not locate any recent Australasian sources.4 All of the 12 journal articles 

discovered during the period 2015–2020, focused on patient rather than worker perspec-

tives. Later searches in 2025 revealed a history authored by Barbara Baird detailing the 

many challenges facing medical abortion provision in Australia and the work of health-

care professionals and activists trying to overcome these obstacles.5 Baird adopted an 

oral history approach and developed a historical narrative of medical abortion provision 

over the last 30 years in Australia. I was aware that New Zealand health-care providers 

were mainly focused on providing surgical abortion. Surgical abortion, also referred to as 

suction aspiration, involves a minor procedure to end a pregnancy that is performed by 

a doctor who is a specialist in a registered abortion clinic. The medical abortion which 

is an induced miscarriage using two medications involves the use of medication to end a 

pregnancy, usually without the need for surgery. Currently in Aotearoa New Zealand the 

surgical abortion procedure is available to women up to 20 weeks of pregnancy and the 

medical abortion – designed for early abortion – is available to women up to 10 weeks of 

pregnancy. Later requests for abortion beyond 20 weeks gestation are considered on a case-

by-case basis, subject to the circumstances of the woman and the availability of specialists 

and local resources. Due to the importing of the medications for medical abortion being 

4	 Margaret Pack, ‘Women’s Grief in Induced Abortion (IA) and Later Loss of Pregnancy: Themes from a 
Literature Review with Implications for Counselling’, New Zealand Journal of Counselling 40, no. 2 (2021): 
69–80. 

5	 Barbara Baird, Abortion Care is Health Care: A History of the Challenges Facing Medical Abortion Provision 
in Australia and the People Trying to Overcome Them (Melbourne: Melbourne University Press, 2023).
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a later development in many regions of New Zealand, the surgical abortion was the only 

abortion procedure available in many parts of Aotearoa New Zealand when the abortion 

clinic structure developed nationally after 1980. 

Abortion services developed differently in Aotearoa and Australia because abortions 

were legalised earlier in Australia. From the mid-1970s to the early 1980s, New Zealand 

women crossed the Tasman to obtain an abortion. Sisters Overseas Service (SOS) was a 

voluntary trans-Tasman development aimed at assisting New Zealand women to obtain 

an abortion. This narrative of the voluntary SOS service runs alongside the clinic and 

hospital abortion services in Aotearoa New Zealand that developed in the 1980s.

Several useful historical accounts of abortion care in Aotearoa New Zealand are based 

on the analysis of legal archival documents and historical media reports.6 For example 

Margaret Sparrow weaves together personal and professional narratives to illustrate the 

struggles she and colleagues encountered to provide ethical abortion care.7 She gives 

her own story set against the backdrop of historical developments in abortion care. 

Whilst histories such as those provided by Sparrow are important to advancing our 

understanding of the historical difficulties of working in abortion care, there are few 

detailed accounts told in the professional’s own words. The exception to this gap in 

the literature is a memoir of one of the founding operating doctors, Dr Carol Shand at 

Parkview Clinic (the first abortion clinic in Wellington).8 However as a memoir this 

book is not solely focused on abortion care as it is a broader narrative of the author’s 

life trajectory looking back on it.

THE RELEVANCE OF ORAL HISTORY TO THE HISTORY OF ABORTION CARE

An oral history approach expands knowledge of abortion care as it allows for the indi-

vidual to develop their own history construction from direct actions and observed 

experience over a lifetime.

6	 Felicity Goodyear-Smith, From Crime to Care: The History of Abortion in Aotearoa New Zealand (Auckland: 
Verity Press, 2023).

7	 Margaret Sparrow, Rough on Women: Abortion in 19th-Century New Zealand, (Wellington: Victoria 
University Press 2014); Margaret Sparrow, Risking their Lives: New Zealand Abortion Stories, 1900–1939 
(Wellington: Victoria University Press, 2017).

8	 Carol Shand, Things I Remember, Or Was Told: A Memoir (Wellington: Writes Hill, 2022).
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Our project resonated with my reading an oral history of Australian working class 

women where paternalistic attitudes rendered the women’s contribution to the local 

economy invisible.9 Abortion care being largely seen as ‘women’s work’ with a strongly 

Feminist Pākehā or monocultural focus was evident in our interviews. The cultural 

invisibility of Maori was another missing part of the writing on abortion care in 

Aotearoa New Zealand. As health care in Aotearoa New Zealand is governed by the 

principles of the Treaty of Waitangi, the wellbeing of the whānau (extended family), 

hapū (subtribe) and iwi (tribe) are the framework for the planning and provision of all 

health care.

The Treaty of Waitangi, signed in 1840, is the original charter between the Confed-

eration of Māori Chiefs (a group of representatives from each Māori tribe in New 

Zealand), and the British Settler government.10 The passing of the Treaty of Waitangi 

Act in 1975 established the Waitangi Tribunal to investigate and report on the claims 

of Tangata Whenua under treaty rights and breaches. As a framework for addressing 

Treaty grievances, the Treaty of Waitangi has been the source of guiding principles of 

core government and public agencies.11 The Treaty of Waitangi partnership principles 

include the sharing of resources (lands, forests and fisheries) and knowledge, between 

Māori and Pākehā, including those aspects of spiritual and health knowledge consid-

ered to be tapu or sacred to Māori. These understandings of wellbeing are required to 

be embedded in modern health-care practices and systems.12 Thus an understanding 

of the bicultural nature of New Zealand society is embedded in the health-care system 

through operationalising and applying the Treaty of Waitangi partnership principles to 

New Zealand abortion services nationally. This bicultural sensitivity has led to a greater 

focus on discussions about tissue return for burial and return to the whenua or earth. 

9	 Nicolette Snowden, ‘“There was still a bit of that paternalistic crap going on”: Revealing the “Forgotten” 
Labour of Working-Class Women in an Australian Industrial Coal Region’, Studies in Oral History 46 
(2024): 22–53.

10	 Claudia Orange, The Treaty of Waitangi, 2nd ed. (Auckland: Bridget Williams, 2011).

11	 Orange, The Treaty of Waitangi.

12	 Papaarangi Mary-Jane Reid and F. Cram, ‘Connecting health, people and country in Aotearoa New 
Zealand’, in Peter Davis and Kevin Drew (eds), Health and society in Aotearoa New Zealand (Melbourne: 
Oxford University Press, [2nd Edition] 2005), 33–48.
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The availability of karakia or prayer in Te Reo (Maori language), and cultural support 

is emphasised in health care at Wellington Regional Hospital and nationally. 

Rural and regional practices have been more focused than metropolitan ones with 

regard to developing stronger bicultural protocols. Our colleague, Chris Hannah in 

The Bright Street Community Clinic, Tairawhiti, documented a missing part of the 

national narrative on abortion care. She interviewed a potter whom The Bright Street 

Clinic employed to make burial receptacles to honour the products of conception 

when patients had requested return. The pottery burial receptacles [Ipo] are cultur-

ally important to Tangata Whenua (the people of the land) as the tissue placed in a 

container made of earth to be returned to Mother Earth is honouring of tapu or the 

sacred for Maori.13 

RECRUITMENT PROCESS

The participants for the oral history project on abortion care, were recruited from 

Abortion Providers’ Group Aotearoa New Zealand [hereafter known as APGANZ]. 

Members past and present were approached by an advertisement in the APGANZ 

online newsletter. As some participants were retired, a direct approach to key advisors 

was made to request involvement. A total of three midwives, six doctors, one health 

advocate, six counsellors, one potter and five nurses came forward to be interviewed. 

The oral histories were recorded during the years 2020–2023. Due to the COVID-19 

pandemic, some face-to-face contact was not possible for some periods within this 

time frame so the project paused during such times.

ETHICAL PROCESS

Due to the sensitivity of the topic of our oral history collection, as a team we were 

mindful of following an ethical approval process. A research ethics application was 

made to the human ethics committee at Wellington Hospital, for the local approval 

to align with hospital research protocols. Another application was made for national 

13	 Seymour May, interviewed by Chris Hannah, Gisborne, 16 April 2021, An Oral History of Abortion care in 
Aotearoa New Zealand, Victoria University of Wellington Library, Beaglehole Room, Tape 1.
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ethics cover to Victoria University of Wellington which was chosen as the repository 

for the collection. Both ethics applications were approved before the participants were 

approached. Full information and informed consent were negotiated at the first point 

of contact with APGANZ members, and reiterated at the interview. 

Whilst most oral historians are sensitive to participant needs to avoid unforeseen 

mental injury in their work, as a group of health professionals we were also very 

mindful of the need to guard against possible social injury to, or the exploitation of, the 

people interviewed. Participants were offered an embargo of their recordings should 

they wish their availability to be limited to a particular time frame for accessing the 

recording. Options such as the availability of the oral history collection only to authors 

and academic researchers were negotiated. If individual participants did not wish their 

recordings to form part of the collection open to the enrolled students at Victoria 

University of Wellington Library and with electronic links on the Victoria University 

of Wellington’s website for public access to the collection, restrictions on access were 

noted in the recording agreement. 

THE ORAL HISTORY PROCESS

Although we found that few participants needed to be prompted with questions, as 

telling their story in their own way flowed quite naturally, a checklist of topics to cover 

was referred back to if needed. Questions aimed to weave the personal and profes-

sional parts of the individual’s biography with the historical context of their practice at 

the time. The length of career, roles held and society’s views about abortion then and 

now were addressed. The ideas of oral history as narrative that is characterised by the 

rhythms and pauses of the speaker have important functions for signifying emotional 

content.14 The duration of the events being described compared to the duration of the 

narration was another consideration. As Alessandro Portelli concludes, ‘in all cases 

there is a relationship between the velocity of the narrative and the meaning of the 

narrator’.15 In passages where doctors described clinic closures and legal subpoenas to 

14	 Alessandro Portelli, ‘What Makes Oral History Different?’, in Robert Perks and Alistair Thomson (eds), The 
Oral History Reader (London: Routledge, 2016), 50.

15	 Portelli, ‘What Makes Oral History Different?’, 51.
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appear in court to justify their practice, both the velocity and duration of events indi-

cated to us the significance of these times which lasted in some cases years. Giving time 

and space when participants seemed to be reliving such times in the moment of telling 

their stories was powerful for the oral historians as witnesses to the prejudices and 

struggles the participants faced. Opposition to what the clinic was trying to achieve in 

the face of challenges from protesters who often surrounded the clinic interfering with 

patients and their families coming to the clinic, frustrated the participants’ efforts to 

offer a safe service. However, knowing at a deeper level that they were engaged in doing 

good rather than harm was the reframed meaning prominent in the narratives of all the 

professionals interviewed.

ANALYSIS OF THE ORAL HISTORIES

Although our team of oral historians were aware that the oral histories stood as complete 

documents themselves, as did the meaning participants attributed to historical and 

personal events, we were also interested to learn what major themes arose among the 

participants. As I had a background in qualitative research, I was keen to apply qual-

itative research analysis guidelines for themes within and across the collection. I was 

familiar with the work of two psychology academics working in New Zealand who had 

researched marginalised populations and developed criteria for analysis of their narra-

tives, so Virginia Braun and Victoria Clark’s guidelines were employed as the general 

approach to data analysis for our oral history collection.16

I was aware that Braun and Clarke had clarified their methods of data analysis to correct 

misinterpretations.17 I had referred to their original framework in earlier qualitative 

research I had undertaken for my PhD.18 In the recently updated guidelines, Braun and 

Clarke advocate an acknowledgement that thematic analysis is a group of approaches 

16	 Virginia Braun and Victoria Clarke, ‘Toward Good Practice in Thematic Analysis: Avoiding Common 
Problems and Be(com)ing a Knowing Researcher’, International Journal of Transgender Health 24, no. 1 
(2023): 1–6.

17	 Braun and Clarke, ‘Toward Good Practice in Thematic Analysis’.

18	 Margaret Pack, ‘Sexual Abuse Counsellors’ Responses to Stress and Trauma: A Social Work Perspective’, 
New Zealand Journal of Counselling 25, no. 2 (2004): 1–17.
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that researchers have been using rather than selecting one of many.19 Braun and Clarke 

now strongly advocate that researchers provide the rationale for the particular type 

of thematic analysis they intend to use before the interviews are conducted. By this 

acknowledgement of the researcher’s values, the positioning of the researcher or in this 

case the oral historian, is known at the outset prior to any fieldwork. The application of 

thematic analysis with reference to our oral history project was intended as a meaning-

making interpretive story of how abortion providers in Aotearoa New Zealand have 

stayed in a challenging work environment for so long. Their careers spanned some 

20 to 40 years for the providers interviewed. Was it political commitment, dogged 

determination, personal resilience, professional or personal investment that kept the 

participants going? How did they navigate this work throughout the times in which 

abortion and abortion providers were vilified for the difficult and emotionally engaging 

work they did? 

THEMES IDENTIFIED IN THE ORAL HISTORIES

Following abstracting or summarising the major themes of the interview transcripts, 

and immersion in the recordings, the team deliberated on the oral history themes as 

a focus group. Four main themes from key words emerged from the interviews. The 

themes included the participant’s early motivation to enter the field of abortion care; 

the development of an ethic of care for women; stigma and vicarious traumatisation 

experienced on the job and beyond in personal life; the importance of collegial support 

in the face of opposition and acrimony from some significant others, professional 

colleagues and the public. Each theme will be discussed in the next sections and will be 

illustrated with excerpts from the oral history recordings.

MOTIVATIONS TO GET INVOLVED IN ABORTION CARE

The primary motivation to work in abortion care aligned with a deeply felt belief related 

to the injustice of being a woman in a situation of having an unwanted pregnancy when 

abortion was not readily available. For one of the midwives interviewed, Hazel Irvine, 

her professional association warned her that entering work in the abortion field was 

19	 Braun and Clarke, ‘Toward Good Practice in Thematic Analysis’.
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likely to negatively affect her career progression. She continued to find passion in the 

work of abortion care, going on to manage Level J Abortion Clinic in Wellington 

Hospital. It was the fear of being deprived of her own mother that was her primary 

motivation to enter work in abortion care initially, despite some opposition from her 

midwifery trainers who felt the work conflicted with the midwifery profession’s ethical 

guidelines. In her oral history, she recounted experiences of her mother coping with 

an unplanned pregnancy. Hazel’s observation of her mother’s struggle sharpened her 

resolve to begin work in the abortion field. She continues to work with women seeking 

later abortions in the hospital. Now aged in her mid-70s with no intentions to retire in 

the near future, she explains:

My own mum became pregnant about the age of 40 quite soon after we came 

to New Zealand. She was very distressed at the thought of a fourth late child 

so approached a doctor for an abortion and was told that she would ‘get used 

to the idea’. She was desperately upset and enraged by this and made it clear to 

us as a family that women should have the right to not continue a pregnancy 

if they decided so. And I wondered… she actually ended up miscarrying prior 

after 12 weeks. And I often wonder if she would have done something about 

it herself if that miscarriage had not occurred and would I have lost my mum 

to a botched abortion. Because at that time we were all aware that abortions 

happened and that women often died because apart from being available to the 

very rich and privileged in the world, it [abortion] was not available.20

For other participants, they were already working in women’s health and were moti-

vated to join the newly formed team at Parkview Clinic, due to the difficulties they saw 

for women obtaining effective contraception which often resulted in an unplanned 

pregnancy. These clinicians were pioneers in the initial setting up of the abortion clinic 

network in Aotearoa New Zealand. For example, one of the first operating doctors at 

Parkview Clinic, Dame Margaret Sparrow, had been the director of student counsel-

ling where she had worked with women students who had an unplanned pregnancy and 

20	 Hazel Irvine, interviewed by Margaret Pack, Wellington, 20 August 2021, A History of Abortion Care in 
Aotearoa New Zealand, Victoria University of Wellington Library Beaglehole Room, Tape 1 of 2. 
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chose to have an abortion. She performed the first surgical abortion under local anaes-

thetic in Wellington Hospital, having been trained in the procedure overseas. In the 

following excerpt from her oral history, she explains how her personal and professional 

narratives aligned with being asked to join the first abortion clinic in Wellington:

I was a house officer working in sexual health at the hospital and it was in 

1980 that I joined and became one of the first operating doctors at Parkview 

[Clinic]…

Interviewer: What drew you to the role? 

Having patients with unplanned pregnancies – I joined the student health 

service at Victoria University [of Wellington] in 1969 and at that stage the 

pill was available but it was considered not ethical to prescribe the pill to the 

unmarried. So one of the first things I had been involved with was getting 

better access to contraception for the students and particularly due to access 

to the pill which I have written about in a book that I wrote after retirement. I 

wrote Abortion Then and Now which was a history of abortion and I included 

my own story in that book.21 

Dame Margaret Sparrow went on to author two further books about abortion following 

her retirement and lodged a copy of her media clipping file informing her writing of 

developments in abortion care with her oral history.22 

Another operating doctor, specialist gynaecologist and obstetrician Mr John Tait (later 

to become the CEO and Senior Medical Officer of Wellington Regional Hospital), 

became involved in abortion care during his internship as an obstetrician and gynae-

cology registrar. After qualifying and working in the UK and New Zealand, he returned 

to work at a local hospital in Christchurch. An invitation to work in the first dedicated 

abortion clinic in Wellington was made by the Clinical Director of Parkview Clinic 

21	 Dame Margaret Sparrow, interviewed by Margaret Pack, Wellington, 3 November 2021, An Oral History 
of Abortion care in Aotearoa New Zealand, Victoria University of Wellington Library, Beaglehole Room, 
Tape 1.

22	 Sparrow, Rough on Women; Sparrow, Risking their Lives.
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in the 1980s, obstetrician and gynaecologist, Mr Adrian Stewart. Due to a commit-

ment to assisting women in his practice, Mr Tait accepted this role which from his 

perspective, seemed to be a critical role to take on as part of promoting women’s health. 

He was aware that not all in his profession supported his involvement in this work. 

He continued this role as an operating doctor performing later surgical abortions 

throughout his career including when he was in senior clinical and management roles 

at Wellington Hospital. 

A pre-assessing doctor, Dr Rob McIlroy was invited to join the team at Parkview Clinic 

by the senior counsellor of the clinic, Janice Burns. He accepted the role as he knew it 

was an important one that some in his profession rejected. He began work on a tempo-

rary contact at Parkview Clinic and 40 years later continues to be a pre-assessing doctor 

at Te Mahoe Clinic. The Head of Counselling at Parkview Clinic, Janice Burns, was 

reported to have had difficulty recruiting doctors to the certifying doctor’s role. As a 

consequence, Dr McIlroy recalls that ‘she arm-twisted me into the role’. The purpose of 

the certifying consultant’s role was to assess women, usually on mental health grounds, 

as needing to have an abortion to avoid or exacerbate mental injury and distress. Some 

clinicians refused to take on the certifying doctor’s role as it was felt likely to label 

women unfairly as having mental health issues when abortion should have been avail-

able as a right for all women regardless of circumstances or background.

Dr McIlroy recalls abortion care as ‘a controversial area for doctors to practise in during 

the 1980s’. His advice is cautionary when sharing information about involvement in 

abortion care by reminding those medical practitioners who are entering the field 

to communicate one’s involvement in abortion carefully to avoid possible negative 

judgements from colleagues. He warned: ‘You don’t know what the opinions are of 

colleagues’.23 

Now retired from general practice, he reflects on juggling work as a busy and popular 

general practitioner in the 1980s and ’90s with the certifying doctor role which is now 

23	 Rob McIlroy, interviewed by Margaret Pack, Wellington, 8 October 2021, An Oral History of Abortion 
care in Aotearoa New Zealand, Victoria University of Wellington Library, Beaglehole Room, Tape 1.
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relabelled as a ‘pre-assessing doctor’ role under the Abortion Legislation Act 2020.24 He 

found the job of certifying doctor as being a compatible role with his general practice 

commitments at the time he was involved in both roles concurrently. He remembers 

that he chose not to discuss his role in abortion care with any of the other doctors in 

the practice. As he saw it, colleagues in the same general practice did not need to know 

where he was going two afternoons per week and ‘it was easy enough to slip away’ to 

the clinic. Being clear on the purpose of medical pre-assessment and not straying into 

the psychosocial background of the patient was recommended by Dr McIlroy. He said 

having clear boundaries partly explains his longevity in abortion care as a pre-assessing 

doctor. Dedication to women seeking a termination of pregnancy, and value neutrality 

is also needed under the Abortion Legislation Act 2020,

The main thing is you need to be neutral and provide a service to a woman. 

Medical assessment is required, but not psychological assessment under the 

amended legislation in 2020.25 

Mr Tait, in his oral history, expressed similar views. He recommended ‘staying away from 

the psychosocial issues’ with the only question to be asked of the women pre-procedure 

being ‘Are you clear on your decision’.26 

AN ETHIC OF CARE FOR WOMEN

Prior to the availability of abortion in the clinics of the 1980s, an organisation known 

as the Sisters Overseas Service (SOS) advocated for women to have the right to access 

a safe and legal abortion when abortions were illegal in New Zealand. SOS was a 

network of women who assisted New Zealand women to travel to Sydney or Melbourne 

abortion clinics. A co-ordinator made all the travel arrangements and assisted in the 

transfer of women from the airports to the abortion clinics in Australia. Australian 

SOS then organised for the women to stay overnight in sponsored homes if an over-

night stay was needed. Patients would then be booked to fly home the next day. Due 

24	 New Zealand Legislation, Abortion Legislation Act 2020.

25	 Rob McIIroy interview, 8 October 2021.

26	 John Tait, interviewed by Jane MacDonald, Wellington, 4 August 2023, An Oral History of Abortion care 
in Aotearoa New Zealand, Victoria University of Wellington Library, Beaglehole Room, Tape 1.
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to the time difference, sometimes the procedures could be co-ordinated on the same 

day with surgery scheduled early in the morning to enable recovery time in the early 

afternoon with discharge and return by a flight on the same day.

Jan Clark, a Parkview Clinic counsellor, had formerly worked as a co-ordinator in the 

SOS volunteer network in Wellington, New Zealand. In her oral history, Jan remem-

bers these times in terms of the importance of SOS volunteers keeping mentally and 

emotionally well through opportunities for group debriefing and supervision with an 

operating doctor (Dr Carol Shand). As Clark stated, 

They [woman patients] had to be at the Clinics by eight and were generally 

finished by the early afternoon… One of the things we used to do which were 

at Dr Carol Shand’s house was talking about any issues, for solidarity and ‘up 

to dating’ from different angles on all sorts of stuff. It was also a very necessary 

time for people to talk about how they were managing and what sorts of expe-

riences they were having on the phone that we needed to change. The support 

was really important as it was full-on, a shock for many people.27

Explaining to Air New Zealand why the women in the group they were booking did 

not require any meal or drink during the flight was highlighted by Jan Clark. An 

explanation was often needed for why the women she booked to be there by 8am, was 

another remembered complexity. By seeking a dedicated booking clerk at Air New 

Zealand who understood the purpose of the travel for medical reasons, Jan discovered 

she could navigate the booking more easily. Changing money from New Zealand to 

Australian currency was another challenge so a dedicated post office savings bank clerk 

was approached to help due to tight timeframes for the flight.

The rewards of working with the SOS group to facilitate access to abortion services 

trans-Tasman were also remembered as being very fulfilling despite the many chal-

lenges. Jan explained, ‘What you did felt so worthwhile and so needed and people were 

so grateful and so relieved – it was amazing’.

27	 Jan Clark, interviewed by Margaret Pack, Wellington, 29 May 2023, An Oral History of Abortion care in 
Aotearoa New Zealand, Victoria University of Wellington Library, Beaglehole Room, Tape 1.
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One of the clinic managers who set up Parkview Clinic, Lynda Angus, had a back-

ground in social work and managing social services. She was aware of the obstacles 

to setting up a new abortion service in the 1980s due to the prevailing societal atti-

tudes about women’s rights including the right and access to effective contraception 

and abortion. She explains how the changing role of women impacted her role during 

those times:

There were very divergent views in society at the time [1980s]. There were 

pro-abortion folk and a very strong anti-abortion lobby and while the legis-

lation was very clunky, difficult and challenging and not what we consider 

appropriate nowadays, it was probably the only thing that would have passed in 

the conditions of the 1980s. So, it was a very volatile time… women in partic-

ular were asking for equality, improved services and a better role in society. This 

was reflective of the women’s movement at the time. On the abortion front 

previously women were very much at home and defined by their mothering 

role, whereas women who were younger of my age (I was 25 when I became 

involved in Wellington) looked outside of the home.28

Another senior counsellor, Sally Heppenstall discussed her initial hopes for working 

in abortion care as working for and with women. She felt her goals were realised over 

the ten years of her working in this role. In reflecting over the ten years of her service at 

Parkview Clinic, she states, ‘It was a service that was started by good women, continued 

by good women and some good men’.29

STIGMA AND VICARIOUS TRAUMATISATION

It was difficult to recruit to the field of abortion in the early 1980s; anti-abortion views 

coloured the environment in which abortion clinics developed nationally and doctors 

and other members of the multidisciplinary team were targeted by the general public 

28	 Lynda Angus, interviewed by Margaret Pack, Wellington, 2 May 2023, An Oral History of Abortion care in 
Aotearoa New Zealand, Victoria University of Wellington Library, Beaglehole Room, Tape 1.

29	 Sally Heppenstall, interviewed by Margaret Pack, Wellington, 22 October 2021, An Oral History of Abor-
tion care in Aotearoa New Zealand, Victoria University of Wellington Library, Beaglehole Room, Tape 1.
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in their personal and professional lives. Part of the difficulty was walking a narrow 

tightrope of morally tainted work as a ‘certifying consultant’ under the 1980 legisla-

tion governing abortion. This was because each woman seen by the certifying doctor 

had to make a case supporting the need for abortion under mental health criteria. One 

of the doctors discussed how she refused to take on the role. Other certifying doctors 

managed to juggle the need to make a case for abortion for each woman seen in the 

clinic without stigmatising them by delving into their personal circumstances: 

We tried to play down the certifying consultants’ role to find grounds for 

abortion. People sometimes felt they had to make a case – certainly that didn’t 

come from the staff. Even though 98% of them [abortions] were done on the 

grounds of mental health, we certainly didn’t want people to exaggerate their 

circumstances…the other difficult thing for some of them and especially in the 

’90s was the increase in the protests at the clinic. Nobody would have welcomed 

that and nobody should have to put up with that to go to have an abortion. It 

lasted for a few years. The first five years were relatively peaceful – there were 

some protests but not a great deal. There was an imported American organi-

sation called Operation Rescue and they would be quite loud and outspoken, 

confronting and in their masses would have their groups come to pray or sing 

or do what they called ‘sidewalk counselling’, that was ridiculous. They would 

have great big photos of a foetus. There was a lot of that. It started about ’85 

and it went on. Those early ’90s were awful. You would drive to the clinic and 

not know what to expect. Sometimes there would be a great big mass of people 

with posters and banners and always there would be somebody praying or 

chanting. It came to be a way of having to deal with that. That wouldn’t have 

been pleasant for patients from about 1985 to 1995. 

The worst thing that happened to me and one of the other doctors, we were 

both subpoenaed to appear in a district court case by one of the protesters. We 

had to stand up in a court of law and justify what we were doing. I didn’t have 

any difficulty in doing that as I believed in what I was doing. It was just another 

form of harassment. That was a time when Carol [another operating doctor] 

and I would be picketed at our homes. Our neighbours were leafleted to say 
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the value of their property had gone down because of who they were living 

next door to were ‘baby killers’. [Laughs ironically]. There was a lot of that in 

the ’90s.30 

One of the senior counsellors had a variety of problems in her dealings with protesters 

both at the clinic and when she returned home. The first and most personally confronting 

instance she gave was when she was indecently assaulted by an intruder who entered 

the clinic without a clear purpose to be there and she confronted him about what 

he was doing in the clinic. She recalls him putting hands on [her] chest in an act of 

indecent assault before turning away and fleeing the clinic. The incident was reported 

to the police with charges laid. The second instance was when she had the same group 

of protestors picketing the clinic coming to her home to sing carols outside her home 

in Wellington at Christmas time. Thirdly she employed a group of painters to repaint 

her home that was close to the clinic. After they phoned her at work and heard the 

name of the clinic, the painting crew walked off the job and said they no longer wished 

to complete her house painting.31 To rebound from such experiences, the support of 

colleagues and the surrounding multidisciplinary team was important, which was 

an allied theme to the experiences of stigmatisation. One experience (anti-abortion 

protests/social stigmatisation from involvement in abortion care) fuelled the need for 

camaraderie and connection to colleagues to offset the negative impacts of the work.

THE IMPORTANCE OF COLLEGIAL SUPPORT 

The availability of emotional support to ventilate feelings with colleagues was consid-

ered to be an essential part of the job that kept the abortion providers replenished and 

functional despite opposition. This collegial and personal friendship provided support 

and an alternative family network when workers could not confide in partners and 

friends due to the constraints of patient confidentiality.

Mr John Tait recalls ‘fantastic staff parties’ happening at Level J Clinic after hours. 

Marie Deonarain, a senior counsellor at Parkview discussed the camaraderie as buoying 

30	 Sparrow interview, 3 November 2023. 

31	 Heppenstall interview, 22 October 2021.
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worker morale at times when there were protesters threatening the personal security of 

workers and the clinic. She recalled the morning teas and that baking was an informal 

requirement for the job to keep the staff morale high. Interestingly the photograph she 

gave to accompany her oral history was of the Parkview team. The photograph had 

been taken at a farewell of a staff member, Janice Burns, Head of Counselling and 

Senior Counsellor, who is surrounded by her colleagues, by gifts, and plates of home 

baked cakes.32 The clinical leader, Dr Carol Shand depicted herself as the Goddess Isis 

in her spread armed pose, framing the staff. In her oral history and subsequent personal 

memoir she recalls the many friendships forged at Parkview Clinic.33 Clinical Director, 

Mr Adrian Stewart (see Figure 1, third from the right in the second row) was fondly 

remembered by all who were interviewed. Unfortunately, due to health issues our team 

could not interview Mr Stewart for the project.

Figure 1 Leaving party for Janice Burns, Head of Counselling and Senior Counsellor, Parkview Clinic, c. mid-1980s. Photo-

graph courtesy of Marie Deonarain.

32	 Deonarain interview, 8 November 2021.

33	 Shand, Things I Remember, Or Was Told.
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Being part of this community of professionals who were committed to providing a 

respectful, efficient health-care service was reiterated by one of the nurse-midwives, 

Annie Simmons who began as a senior nurse midwife at Parkview Clinic in the 1980s. 

At age 63 years old she returned to the newly established regional abortion service of 

Te Mahoe Clinic at Wellington Regional Hospital, as she finally agreed to take the 

position of Clinical Nurse Manager at Te Mahoe for 18 months. She continued to 

work in this role longer than the expected contract of 18 months as she remained as 

Clinical Nurse Manager at Te Mahoe Clinic until her retirement at age 70.

In her oral history, Annie discussed a loss of the camaraderie that had been a feature of 

earlier years at Parkview aligning this with the lack of professional support she felt in 

more recent years. She realised soon after starting work at Te Mahoe that a colleague 

in Women’s Health was disliked amongst senior nurses and this upset Annie who was 

friends with the manager. It was in the latter years of working in abortion care that 

she discovered that the collegiality of the past clinics ‘had gone’. She recalls that this 

collegiality is what made working at Parkview ‘the wonderful place it was’. She remem-

bered that in the early years of Parkview Clinic that respect was given to all roles from 

administrators to doctors. She recalls crying over Christmas at the realisation of the 

lack of professional support at Te Mahoe and worried about what she had gotten into 

in taking on the manager’s role. In her oral history she reflected on the move to Te 

Mahoe Clinic that, ‘a lot of the staff stayed the same but nursing staff had changed’. 

Annie further recounted tearfully during the interview that her impression of being a 

nurse in abortion care had changed as being primarily motivated for pragmatic rather 

than altruistic reasons. As she saw it, ‘There was no passion for the work’.34 

CONCLUSION 

The two major themes that echo through the oral histories collected on abortion 

care in this project include, firstly, the emotional nature of the care that was needed 

which involved navigating complex systems to advocate and provide access to abortion 

services. Secondly the shifting power dynamics of the different professions (nurses, 

34	 Annie Simmons, interviewed by Margaret Pack, Wellington, 16 March 2023, An Oral History of Abortion 
care in Aotearoa New Zealand, Victoria University of Wellington Library, Beaglehole Room, Tape 1. 
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doctors, midwives and counsellors) represented in the multidisciplinary team, were 

evident. 

Although abortion is a relatively low-risk procedure from a medical perspective, this 

belies the very complex constellation of factors that impact the patients and the prac-

titioners who engage with them. Societal attitudes towards abortion underpinned 

by the expectation that every pregnancy whether planned or not, should result in a 

live baby, have meant that this emotionally charged field of practice has posed many 

barriers in the personal and professional lives of the providers interviewed. Their sense 

of belonging to a team of professionals who were all deeply committed to social justice 

values promoting a woman’s right to choose to have an abortion, meant that the clinic 

team became a support network and another form of family. Engaging with these 

pioneers to record their oral histories began what turned out to be a continuing conver-

sation fostering a newfound relationship of mutual respect and trust. Examples of this 

were evident in our follow-up telephone call the day after the recording to thank the 

person interviewed. This follow-up telephone call resulted in requests to make a second 

tape, or the participant’s former colleagues phoning us with a request to record their 

oral histories. Building such relationships is important when conducting oral history 

interviews when powerlessness and persecution can feature. For example, being taken 

to court to account for one’s professional practice as an abortion provider was a feature 

of work in abortion care. Fortunately, legally defending the nature of one’s work in 

abortion care is no longer an expectation of the health professionals who are currently 

working in the field. 

The power dynamics of the multidisciplinary team with doctors at the pinnacle were 

evident in the histories. Therefore, representation of all the disciplines was considered 

important in the oral history project as historically Parkview, Level J and Te Mahoe 

Clinics were counsellor-led in their focus with counselling being compulsory for each 

patient until 2023. The current focus following the new abortion legislation intro-

duced in 2020 has been to improve access to abortion services through the national 

Freephone 0800 DECIDE. This development has meant that abortion services in the 

greater Wellington Region, are being informed by a nurse-led model with optional pre 

and post abortion counselling. It is this model that is currently being implemented 
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as I write this at Te Mahoe Clinic. Our oral history collection records the narratives 

of abortion providers whose voices remain prominent in the ongoing dialogue of 

what abortion care needs to look like. To progress forward as one Maori whakatauki 

or proverb says, ‘Kia whakatōmuri te haere whakamua’ – to spring forward we must 

look back to the past for direction (Rameka).35 The journey of change in abortion care 

continues.

35	 L. Rameka, Kia whakatōmuri te haere whakamua: ‘I walk backwards into the future with my eyes 
fixed on my past’, Contemporary Issues in Early Childhood 17, no. 4 (2017): 387–398. https://doi.
org/10.1177/1463949116677923
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