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Early abortion care is extremely 
safe and one of the most com-
mon procedures in the United 

States.1 Abortion is most commonly 
performed in the first trimester, ac-
counting for approximately 91% of 
all abortions in the United States.2 

However, for patients nationwide, ac-
cess to early abortion care remains 
difficult, often due to legal restric-
tions and uneven distribution of cli-
nicians. A 2018 study identified 27 
“abortion deserts,” within the Unit-
ed States, defined as areas in which 

people would have to travel more 
than 100 miles to reach an abortion 
provider.3 Furthermore, 38% of re-
productive-aged women live in coun-
ties with no abortion provider at all.2

Family physicians (FP’s) are well 
poised to fill these gaps and to pro-
vide this crucial service in areas 
where abortion access is limited. 
Workforce data show that FPs are 
the most common medical special-
ty practicing in areas of the United 
States with the largest barriers to 
abortion care.4-7 Additionally, abor-
tion care is well within the FPs scope 
of practice. Evidence from the 2018 
National Academies of Sciences, En-
gineering, and Medicine consensus 
report about abortion care in the 
United States showed that FPs can 
provide abortions safely and effec-
tively in the outpatient setting.2 Ear-
ly abortion care draws upon skills 
that are already core components of 
family medicine, such as counseling, 
pregnancy diagnosis, determination 
of gestational age, procedural skills, 
and medication management. More-
over, a 2013 cross-sectional survey of 
a nationally representative sample 
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BACKGROUND AND OBJECTIVES: Family physicians (FPs) are well positioned 
to increase abortion access given their broad scope and diverse geographic 
practice regions. Previously published studies focus on physicians who received 
formal abortion training but do not include the full landscape of FPs perform-
ing abortions in the United States. This secondary data analysis presents a 
unique opportunity to examine characteristics of early-career FPs who provide 
abortions, including practice locations and if they received abortion training 
during residency. 

METHODS: We analyzed data from the 2016-2018 Family Medicine National 
Graduate Survey to generate descriptive statistics about respondents who report 
providing pregnancy termination, uterine aspiration/dilation and curettage, or 
both. We evaluated associations between physician and/or practice character-
istics and providing pregnancy termination using bivariate statistics. 

RESULTS: Of the 6,319 survey respondents, 3% reported providing pregnancy 
termination. Nearly three-quarters of this subset reported graduating residen-
cy feeling prepared to provide pregnancy termination. Most respondents com-
pleted residency in the West or Northeast US geographic regions, and 3 years 
later were practicing in the West or South regions. Additional characteristics 
associated with providing pregnancy termination include female gender, pro-
viding continuity care, and practicing in either an academic medical center or 
a federally qualified health center. 

CONCLUSIONS: FPs are well positioned to address gaps in abortion access, 
and those who provide pregnancy termination practice in various US geographic 
regions. This is the first discussion of its kind about the scope of family physi-
cians providing abortion care. Future research should continue to characterize 
FPs who provide abortions to determine where they train and practice and what 
type of abortions they provide. 
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of family medicine educators found 
that 73% of respondents agreed 
abortion was within their scope of 
practice, and that 88% had treated 
early pregnancy loss. While these 
findings seem to support abortion 
provision in the primary care set-
ting, only 15.3% of survey respon-
dents were offering early abortion 
care.8 This discrepancy is partially 
explained by the fact that only 7% 
of family medicine residency pro-
grams include routine training in 
early abortion care.9

Several studies have demonstrat-
ed how particular aspects of receiv-
ing abortion care within the primary 
care setting are acceptable to pa-
tients, and, in some cases, prefera-
ble. Research focusing on patients’ 
perspectives has illustrated how the 
integration of abortion into routine 
primary care allows patients to avoid 
potential harm caused by security 
measures, protesters, and the social 
stigma associated with receiving this 
care in an abortion clinic.10-20

To date, the vast majority of avail-
able medical literature about abor-
tion providers has focused on OB/
GYNs. All of the available medical 
literature that includes FPs are lim-
ited to those who completed residen-
cy programs committed to providing 
abortion training.21-25 Little is known 
about the population of FPs who are 
providing abortion care across the 
country. Analysis of data from the 
first 3 years of the National Gradu-
ate Survey, a collaborative effort be-
tween the American Board of Family 
Medicine (ABFM) and the Associa-
tion of Family Medicine Residency 
Directors (AFMRD), offers a new op-
portunity to learn about the charac-
teristics and distribution of FPs who 
are providing abortion care. 

Methods
We analyzed data from the 2016, 
2017, and 2018 National Gradu-
ate Surveys. The National Gradu-
ate Survey is administered to ABFM 
diplomates 3 years after residency 
graduation (ie, 2013 graduates were 
surveyed in 2016), and results are 
reported back to program directors 

to provide outcomes of training. The 
survey has achieved a high response 
rate (67%) from a representative 
sample.26 Survey content was creat-
ed with broad input from the family 
medicine educator community and 
covers topics including preparation 
for practice, actual practice, prac-
tice organization and location, and 
satisfaction with training.27 ABFM 
administrative data contains basic 
demographics such as age, gender, 
and degree type.  

Main variables of interest in this 
analysis were whether FPs felt res-
idency training prepared them to 
provide abortions, and whether they 
were providing abortion care. The 
survey instrument used the term 
“pregnancy termination,” to denote 
abortion. This question was one of 
25 scope of practice items listed as 
paired questions about both residen-
cy preparedness and current prac-
tice. The survey also collected data 
on whether respondents provided the 
following sexual and reproductive 
health (SRH) procedures: long act-
ing reversal contraception (LARC), 
including insertion and removal of 
intrauterine devices (IUDs) and im-
plantable contraceptives; endome-
trial biopsy; maternity care; uterine 
aspiration/dilation and curettage 
(D&C); colposcopy; and attending 
deliveries (referred to as “delivering 
babies” in the survey instrument). 
Respondents selected one of many 
practice settings to describe their 
principle practice site. During sec-
ondary data analysis, the authors 
preserved the following categories: 
hospital/health system owned med-
ical practice, independently-owned 
medical practice, academic medical 
center, and federally qualified health 
center (FQHC) from the original sur-
vey instrument. All other practice 
site categories, (work clinic, federal, 
government clinic [nonfederal], Indi-
an Health Service, rural health clinic 
(federally qualified), managed care/
HMO practice, and other) were col-
lapsed into “other practice setting.” 
The data were also categorized by 
both the practice state and training 
state by US Census Regions.  

The sample was restricted to those 
who self-identified as providing di-
rect patient care. We used bivariate 
statistics to determine associations 
between physician and practice char-
acteristics and providing pregnancy 
termination. We also examined asso-
ciations between feeling prepared to 
provide and actual provision of preg-
nancy termination, as well as associ-
ations between providing pregnancy 
termination and providing uterine 
aspiration. We assessed the associ-
ation between providing pregnan-
cy termination and providing other 
SRH procedures. We conducted all 
analyses in SAS v 9.2 (Cary, NC). 
The American Academy of Fami-
ly Physicians Institutional Review 
Board approved this study. 

Results
During 2016 to 2018, the Graduate 
Survey was offered to 9,669 ABFM 
diplomates and 6,483 (67.0%) re-
sponded. Respondents not in direct 
patient care and those who reside 
outside the contiguous United States 
or who did not provide primary care 
in their principal practice state were 
excluded from analysis, leaving 6,319 
respondents. Given that not all re-
spondents answered every question, 
and some questions allowed respon-
dents to provide open text responses 
(including their current state of prac-
tice), denominators vary by question. 

Of the sample, only 189 physi-
cians (3%) indicated they provid-
ed pregnancy terminations. Of the 
participants who provide pregnancy 
termination, the median age was 35 
years, and most were female (70%, 
Table 1). A vast majority (87%) of re-
spondents who provided pregnancy 
termination also provided continu-
ity care and did so most commonly 
in academic medical centers (28%) 
and FQHCs (24%). 

Of the respondents who provide 
pregnancy termination, 73% felt 
prepared for providing pregnan-
cy termination when they gradu-
ated residency. The fact that 26% 
of respondents reported not feeling 
prepared to provide pregnancy ter-
mination upon residency graduation, 
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but were providing pregnancy ter-
mination at the time of the survey, 
suggests that these physicians re-
ceived training in abortion care after 
residency (Table 2).28 Of 187 physi-
cians who provide pregnancy termi-
nation, 111 (59%) provided uterine 
aspirations. Of 294 physicians who 
provided uterine aspirations, only 
38% provided pregnancy termina-
tions (Table 3). 

Physicians who provide pregnancy 
terminations were more likely to pro-
vide all SRH procedures, including 

LARC insertions and removals, en-
dometrial biopsy, maternity care, 
uterine aspiration, colposcopy, and 
attending deliveries (P<.001 for all 
services, Table 4). Additionally, FPs 
who provide pregnancy termination 
are also more likely than their peers 
to teach medical students (75.1 % vs 
54.7%), residents (73% vs 39.69%), 
and fellows (19% vs 6.6%, P<.001, 
Table 5). 

Discussion
In this large national study of over 
6,000 recent family medicine resi-
dency graduates, we found that only 
3% provided abortion care. When 
compared with other recent grad-
uates, abortion providers are more 
likely to identify as female, to pro-
vide primary care, and to work in an 
academic medical center or a FQHC. 
Furthermore, abortion providers are 
much more likely to teach medical 
students, residents, and fellows. Re-
cent studies suggest that one of the 

Table 1: Personal and Practice Characteristics of 2016 Through 2018 Respondents to the Family 
Medicine National Graduate Survey by Provision of Pregnancy Termination (N=6,319)

Provides 
Pregnancy 
Termination

Does Not Provide 
Pregnancy 
Termination 

Total P Value 

All Respondents N=189, 3.0% N=6,130, 97.0% N=6,319

Age .119 

Under 35 years 94 (49.7%) 3,399 (55.3%) 3,493 (55.4%)

35 years or older 95 (50.3%) 2,731 (44.7%) 2,826 (44.6%)

Gender <.001 

Male 56 (29.6%) 2,707 (44.2%) 2,763 (43.7%)

Female 133 (70.3%) 3,423 (55.8%) 3,556 (56.3%)

Provides Continuity Care .017

Yes 166 (87.8%) 4,935 (80.5%) 5,101 (80.7%)

No 23 (12.2%) 1,195 (19.5%) 1,218 (19.3%)

Regions of Residency Training N=188 N=6,088 N=6,276 <.001

West 66 (35.1%) 1,333 (21.8%) 1,402 (22.2%)

Midwest 41 (21.8%) 1,690 (27.7%) 1,731 (27.5%)

South 33 (17.5%) 2,028 (33.3%) 2,062 (32.8%)

Northeast 48 (25.5%) 1,037 (17.0%) 1,085 (17.2%)

Regions of Current Practice N=182 N= 5,949 N=6,131 <.001 

West 76 (41.7%) 1,648 (27.7%) 1,724 (28.0%)

Midwest 34 (18.7%) 1,380 (23.2%) 1,414 (23.1%)

South 38 (20.8%) 2,136 (35.9%) 2,174 (35.4%)

Northeast 34 (18.7%) 785 (13.2%) 819 (13.3%)

Primary Practice Setting N=166 N=4,934 N=5,100 <.001

Hospital/health system owned medical practice 31 (18.7%) 1,930 (39.2%) 1,961 (38.4%)

Independently-owned medical practice 19 (11.4%) 751 (15.2%) 770 (15.1%)

Academic medical center 47 (28.3%) 503 (10.2%) 550 (10.1%)

Federally qualified health center 41 (24.7%) 583 (11.8%) 624 (12.2%)

Other practice setting 28 (16.8%) 1,167 (23.7%) 1,195 (23.4%)
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reasons FPs who provide abortions 
are more likely to work at academic 
institutions is because these organi-
zations are motivated to break down 
institutional barriers to integrate 
abortion into the teaching curricu-
lum.29 While FPs who provide abor-
tion care are more likely to provide 
continuity care compared to FPs 
who do not provide abortion care, 
we cannot determine if this abortion 
provision is occurring within their 
primary care settings.

Regional differences between 
abortion providers and other recent 

graduates show that FPs providing 
abortions more commonly completed 
residency in the Northeast and the 
West but practice in the South and 
the West. When looking at national 
data from family medicine residen-
cies with integrated abortion train-
ing, 52% of residents graduated from 
programs in the Northeast, 43% 
from programs in the West, and only 
5% from Midwestern programs.28 In 
this study, respondents who received 
abortion training were more evenly 
distributed, with 35.1% of respon-
dents graduating from programs in 

the West, 25.5% in the Northeast, 
21.8% in the Midwest, and 17.5% in 
the South. No residency programs 
in the South report having inte-
grated abortion training. However, 
17.5% of respondents in this study 
received residency training in the 
South, and 20.8% were providing 
abortions in the South 3 years after 
graduation.30 This finding may rep-
resent that FPs are more motivated 
to work in rural and underserved 
communities than other specialties 
like OB/GYN.31-33 FPs’ commitment 
to underserved populations can fill 

Table 2: Felt Prepared to Provide Pregnancy Termination at Residency Graduation vs Providing Pregnancy Termination

Provides Pregnancy Termination Total 
(N=6,290) P Value

Yes (n=188) No (n=6,102)

Prepared for pregnancy termination 138 (73.4%) 683 (11.2%) 823 (13.1%) <.001

Not prepared for pregnancy termination 50 (26.6%) 5,419 (88.8%) 5,490 
(86.9%)

Table 3: Physicians Who Provide Pregnancy Termination vs Physicians Who Provide Uterine Aspiration

Provides Pregnancy Termination
Total (N=6,288) P Value

Yes (n=187) No (n=6,101)

Provides uterine aspiration 111 (59.3%) 183 (3.0%) 294 (4.7%) <.001

Does not provide uterine aspiration 76 (40.7%) 5,918 (97.0%) 5,994 (95.3%)

Table 4: Other Sexual and Reproductive Care Provided by Family Physicians Who Provide Pregnancy Terminations

Provides Pregnancy Termination
Total (N=6,319) P Value

Yes (n=189) No (n=6,130)

IUD insertion and removal 175 (92.6%) 2,403 (39.2%) 2,578 (40.8%) <.001

Implantable long-acting reversible contraception 167 (88.4%) 2,284 (37.3%) 2,452 (38.8%) <.0001

Endometrial biopsy 146 (77.2% 1,459 (23.8%) 1,605 (25.4%) <.0001

Maternity care 134 (70.9%) 1,489 (24.3%) 1,623 (25.7)% <.0001

Uterine aspiration 111 (59.4%) 183 (3.0%) 294 (4.6%) <.001

Colposcopy 90 (47.6%) 763 (12.4%) 853 (13.5%) <.001

Deliver babies 91 (48.1%) 784 (12.8%) 875 (13.8%) <.001

Abbreviation: IUD, intrauterine device.

Table 5: Teaching Presence of Physicians Who Provide Pregnancy Terminations

Provides Pregnancy Termination
 Total (N=6,299) P Value

Yes (N=169) No (N=6,130)

Teach medical students 142 (75.1%) 3,354 (54.7%) 3,496 (55.5%) <.001

Teach residents 138 (73.0%) 2,433 (39.7%) 2,571 (40.8%) <.001

Teach fellows 36 (19.0%) 404 (6.6%) 440 (7.0%) <.001
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the gap in nationwide abortion provi-
sion, especially where access to abor-
tion is challenging.

While abortion is one of the most 
common procedures performed in the 
United States, abortion training is 
limited in family medicine residen-
cy and medical education.9,34 Resi-
dent physicians perceive abortion 
training to be beneficial for devel-
opment of counseling and gyneco-
logic procedural skills,35 as many 
reproductive health skills are addi-
tive in nature. This association be-
tween higher performance of SRH 
procedures and abortion care was 
supported by our finding. Abortion 
providers performed many other 
SRH procedures, including LARC 
insertion and removal; endometrial 
biopsy; maternity care and delivery 
services; uterine aspiration/D&Cs; 
and colposcopy, at rates statistically 
significantly higher than their non-
abortion-providing peers.  

FPs demonstrate increasing 
comfort with integrating medica-
tion abortion into their practices.31 
Therefore, it is not surprising that 
40% of respondents who provided 
pregnancy terminations indicated 
they did not do “uterine aspiration/
D&Cs,” possibly signaling that they 
provide medication abortion only. A 
much larger number (294 respon-
dents), indicated that they do pro-
vide uterine aspiration/D&Cs, but 
a majority (64%) of these same re-
spondents reported that they do not 
provide pregnancy termination. This 
discrepancy between providing “uter-
ine aspiration/D&C’s” and “pregnan-
cy terminations” may be because 
physicians are providing miscar-
riage management and not abortion 
care, or they may have interpreted 
these categories to mean separate 
things. Since those physicians who 
perform uterine aspirations/D&Cs 
have the skill set to perform abor-
tions, it is unclear why they are not 
currently doing so. This divergence 
in practice is likely due to some of 
the commonly cited barriers to abor-
tion provision, including institutional 
barriers, personal beliefs, insurance 
coverage, colleague support, and 

reimbursement for abortion servic-
es,35 and this is another area for fu-
ture research.

Limitations
This study has several limitations. 
First, the data obtained are from a 
survey of FPs who completed resi-
dency between 2013 and 2015; it is 
a sample of clinicians early in their 
careers and may not be generalizable 
to all FPs. Racial and ethnic demo-
graphic information was not avail-
able for all of our cohorts, making 
it difficult to compare this charac-
teristic for those who provide preg-
nancy termination and those who do 
not. However, starting in 2017, racial 
and ethnic demographic information 
was asked in the exam registration 
questionnaire and will be available 
for samples moving forward. Anoth-
er limitation relates to missing data 
for certain survey variables, because 
respondents were not required to 
answer every question; thus the de-
nominator is not consistent for each 
data point. Though secondary sites of 
practice were collected, this data did 
not clarify if FPs who provide abor-
tions are doing so in their primary 
care settings. It is possible that this 
excluded FPs who provide abortion 
outside of their primary care setting 
or in other states. Finally, questions 
and language used in the survey in-
strument about “pregnancy termina-
tion” and “uterine aspiration” did not 
differentiate whether respondents 
were offering medication abortion, 
procedural abortion, or both. While 
“termination of pregnancy” is com-
monly used in medical literature, 
this word choice is often selected 
under the incorrect assumption that 
using the word “abortion” causes dis-
tress. However, research has shown 
that the word “abortion” is a more 
widely used term, is not distressing, 
and allows for clearer understanding 
than “termination of pregnancy.”36-38 

Conclusions 
First trimester abortion is safe, com-
mon, and within the scope of practice 
for FPs; nonetheless, abortion pro-
vision by FPs remains low. Among 

FPs who participated in this survey, 
13% reported that their residency 
prepared them to provide pregnan-
cy termination and only 3% report-
ed providing pregnancy termination 
in their practice. Most of those who 
provide pregnancy termination 
completed residency training in the 
Northeast or the West, provide conti-
nuity care, and practice in geograph-
ically diverse locations, mostly in the 
Western or Southern United States. 
Clinicians who provide pregnancy 
termination are more likely to pro-
vide other SRH procedures and are 
more likely to teach students, resi-
dents, or fellows. Future studies are 
needed to further characterize FPs 
who provide abortion services on a 
larger scale extending beyond the 
recent graduates described in this 
study. This can provide more in-
sight into where these FPs received 
abortion training, where they are 
practicing now, if they are provid-
ing abortions in their primary care 
practice or multiple locations, and 
what type of abortions they are pro-
viding for their patients. Learning 
more about this population of provid-
ers will provide guidance for future 
interventions to expand abortion 
access and training and to improve 
care for all pregnant patients in the 
United States.
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