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Background and Objectives: Comprehensive sexual reproductive health care (SRH)
in the United States, including abortion, is siloed from primary care, making it
more difficult to access. The crisis in access has drastically worsened following the
overturning of Roe v Wade, 410 US 113 (1973). Primary care clinicians (PCC) are well-
positioned to protect and expand SRH access but do not receive sufficient training
or support. The Reproductive Health Access Network (“Network”) was created to
connect like-minded clinicians to engage in advocacy, training, and peer support to
enhance access to SRH in their communities and practices. This evaluation explores
PCC leaders’ experiences within this SRH organizing network.

Methods: In 2021, we conducted 34 semistructured phone interviews with a
purposive sample of current (n=27) and former (n=7) PCC leaders in the Network
(N=87). The program’s theory of change and network evaluation framework guided
reflexive thematic analysis.

Results: Participants viewed Network support as critical to ending isolation through
three mechanisms: connecting to a supportive community of like-minded peers,
empowering leadership, and providing infrastructure for local organizing. They
viewed mentorship as critical in building a sustainable and equitable pipeline of PCC
leaders. Participants identified challenges to engaging fully, such as burnout and
discrimination experienced both within and outside the Network.

Conclusions: Community-building, peer support, and mentorship are critical to
building and sustaining PCC leadership in SRH-organizing communities. Efforts are
needed to mitigate burnout, support SRH education and mentorship for PCCs, and
transform into a truly inclusive community. The Network structure is promising for
amplifying efforts to enhance SRH access through clinician leadership.

Early pregnancy loss, abortion, and contraception are essential
and common sexual and reproductive health care (SRH) ser-
vices that can be provided safely and effectively in outpatient
and primary care settings.'~* Yet, these services are often
difficult to access due to the historic siloing of SRH to specialty
settings.>% Accessing SRH is more challenging for those with
limited financial and social resources, especially those in Black,
brown, and low-income communities that are most impacted
by persistent health care inequities.’=' The overturning of
Roe v Wade in June 2022 via Dobbs v Jackson Women’s Health
Organization, 597 US 215 (2022) and subsequent abortion
bans across the United States have only worsened this access
crisis. 5719

Primary care clinicians (PCCs),
physicians and advanced practice

particularly family
clinicians (nurse

practitioners, certified nurse-midwives, physician assistants),
are well-positioned and trusted to improve SRH access in
their communities.>?°=24 However, many PCCs do not receive
adequate training or support to provide comprehensive
SRH. Even among trained family physicians and advanced
practice clinicians, few provide abortion or early pregnancy
loss management in primary care due to institutional and
structural barriers, including administrative resistance, lack
of knowledge to navigate federal funding restrictions, stigma
around provision, and state and federal regulations.%?25-3!
Professional associations, such as the Society of General
Internal Medicine and the American Academy of Family
Physicians, play important roles in setting scope of practice,
providing clinical education, and representing PCCs’ priorities.
However, these organizations historically have not prioritized
proactive SRH advocacy and education.
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In 2000, the Reproductive Health Access Project (RHAP)
was founded in New York to train, support, and mobilize
PCCs to ensure equitable access to SRH, including abortion. In
response to challenges in accessing and providing SRH, RHAP’s
Reproductive Health Access Network (“Network”) launched in
2007 to organize PCCs to protect and expand SRH nationally
and in their localities and institutions. Beginning as a family
physician-specific program, the Network expanded in 2012
to include PCCs broadly. As of 2023, the Network connects
more than 7,700 clinicians from diverse personal and profes-
sional backgrounds and collaborates with reproductive health,
rights, and justice organizations to advance the priorities
of communities most impacted by barriers to SRH.3?> The
Network partners with SRH training and advocacy programs
like Reproductive Health Education in Family Medicine, Med-
ical Students for Choice, and others to build a community
of like-minded clinicians. RHAP staff facilitate opportunities
for Network members to connect, engage in clinical and
leadership training, participate in advocacy, and receive peer
support. The Network builds power among PCCs to integrate
comprehensive SRH into primary care and clinical education,
hold professional associations accountable for ensuring that
SRH is an organizational priority, and engage in advocacy for
policies and practices that improve reproductive autonomy.

While some studies have explored perspectives on SRH
clinician advocacy, programs that build PCC leadership in
SRH remain under-researched.33-35> Therefore, we aimed to
qualitatively explore the Network’s effectiveness in empow-
ering clinicians to expand SRH access and to understand
barriers and opportunities to strengthen the program’s ability
to meet SRH needs. With 42 independent clinics forced to
close in the first 5 months following the Dobbs decision,
clearly, evidence-informed strategies to expand SRH access are
urgently needed.3® While this evaluation was conducted prior
to the Dobbs decision and, therefore, does not reflect specific
legal concerns that have emerged following the overturning
of Roe, this study illuminates priorities and recommendations
for improving clinician organizing, leadership, and advocacy
to respond to ongoing inequities and threats to reproductive
autonomy.

Program Description

Figure 1 illustrates the Network’s theory of change to protect
and expand SRH by training, supporting, and mobilizing PCCs.

Clinicians may join the Network by registering online,
attending a RHAP-sponsored event, or being recommended
by an existing member. All members are vetted to ensure
safety. The Network’s clinicians are organized into “clusters,”
state-based and professional chapters led by local clinician
leaders: cluster leaders and professional association advocates
(PAA). Cluster leaders represent various disciplines and lead
clusters; PAAs are active in professional associations and
amplify opportunities for their cluster. As of 2023, the Network
has 27 clusters in 26 states, as well as three professional
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cohort clusters for advanced practice clinicians, internists,
and emergency medicine. RHAP staff members provide cluster
leaders and PAAs with leadership training, logistical support
for recruitment and organizing, community partner connec-
tions, mentorship to empower leaders to develop and work
toward goals, and stipends. Each cluster has one or two
cluster leaders; each state-based cluster has one or two PAAs.
Each cluster has an annual budget for events, education, and
advocacy activities.

Sample and Data Collection

In 2021, we conducted a phenomenological qualitative eval-
uation, which seeks to uncover individuals’ lived experiences
and how they understand those experiences.3’” We conducted
semistructured phone interviews to explore clinician leaders’
lived experiences in the Network, including how they believed
the Network supported their leadership to engage in SRH
advocacy. We interviewed current and former Network leaders,
rather than general members, due to their high involvement
with Network activities. We excluded current and former
leaders who (a) entered their first formal Network leadership
role within 3 months of initiating the study, (b) stepped down
from their formal leadership role(s) more than 1 year prior, or
(c) informed staff of their temporarily stepping away due to life
circumstances. We identified 87 current and former leaders as
eligible participants: 45 cluster leaders, 27 PAAs, and 20 former
leaders (five held both cluster leader and PAA positions).

In June and July 2021, we emailed all 87 potential par-
ticipants, with a reminder to nonresponders after 3 weeks.
Thirty-eight (43.7%) agreed to interviews, but four canceled
due to unexpected schedule conflicts and did not respond to
our attempts to reschedule. The interview guide (Appendix A)
was informed by the Network’s theory of change and the Center
for Evaluation Innovation’s model for evaluating networks:
connectivity, health, and results.3® Connectivity refers to par-
ticipants’ relationships with one another, Network members,
and partner organizations. Health includes the resources,
staff, and infrastructure that sustain the program and the
value these add to participants; results reflects the Network’s
achievements. We queried on participants’ introduction to
the Network, including stories of Network involvement and
relationships (connectivity); journeys to leadership, resources,
and infrastructure that supported leaders (health); and effects
on participants’ practice, advocacy, and communities (results).
These domains reflected participants’ movement through the
theory of change.

At the beginning of each interview, interviewers described
the study and obtained verbal consent. Demographics were
collected through a self-reporting form before or after the
interview. Demographic questions assessed the sample’s pro-
fessional, racial, geographic, and income diversity because
these characteristics reflect lived experiences brought to their
Network involvement. Participants received a $50 check for
their time. The team iteratively reflected on the interviewing
process and determined that conceptual saturation (consider-
ing potential themes and balance in the proportion of cluster
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Network Theory of Change
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Engaging with Culture
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Stage 2:
Connecting In
Protected Space

Stage 1:
Isolation

Stage 4:
Amplification

Theory of Change Model developed by Sea Change

Stage 1: Due to abortion stigma, clinicians tend to live, work, and practice (or desire to practice) SRH — especially abortion — in
isolation to avoid judgment, protect privacy, and mitigate harm. This may disconnect clinicians from their communities and from others
with shared experiences and beliefs, which inhibits them from advocating for change and improving access. The Network finds and
connects these clinicians with peers with shared experiences and goals.

Stage 2: The Network facilitates opportunities to connect in a protected space, especially through Clusters. Protected spaces allow
clinicians to come out of isolation, learn, and find support from communities with shared experiences. Local Clusters form identities,
set agendas, and pursue goals to enhance SRH access in their communities.

Stage 3: The Network supports clinicians and their Clusters to engage with wider culture through advocacy activities with reproductive
health, rights, and justice organizations, starting clinician training programs, presenting SRH education at conferences, advocating

for SRH within professional medical associations, writing op-eds in the media, and lending their voices for policies that protect and
expand access to SRH. These activities span legislative, administrative, institutional, media, and community advocacy efforts. This
collective action and engagement help clinicians to grow into leaders, who then bring others into the Network and expand support for
destigmatizing SRH and improving access.

Stage 4: The Network grows. Clinicians’ work amplifies as they and those they work with engage in their communities, train new
clinicians, integrate new SRH services, achieve policy and practice changes, speak out in the media, and more.

With permission from Sea Change, RHAP’s founders adapted their theory of change based on stigma literature and multilevel
interventions to change culture. Structural barriers to SRH access are rooted in stigma at individual, community, institutional, policy,
and media levels, which inhibits PCCs from learning and providing SRH care.*” To address stigma and enhance access, the Network

adapted this model of moving from isolation, to organizing and engaging PCCs, and amplifying their efforts and voices to create

multilevel change.

leaders, PAAs, and former leaders interviewed) was reached
after 34 interviews. 3 So, recruitment ended. On average, inter-
views lasted 31.2 minutes (range: 20—52 min). The interviews
were audio-recorded and transcribed verbatim, and transcripts
were quality checked and anonymized by the interviewers. The
Institutional Review Board of the Institute for Family Health
deemed the study exempt from approval.

Analysis

We conducted reflexive thematic analysis using Braun and
Clarke’s iterative, six-stage protocol.%° The analysis team
independently read and annotated 15 to 20 transcripts and then
discussed them to form an initial codebook of inductive and
deductive codes informed by the theory of change and pillars of
network evaluation. We hand-coded four identical transcripts
to test the codebook, then met to discuss discrepancies and
refine the codebook. Each team member then coded four to
nine transcripts using Dedoose version 9.0.46 (SocioCultural
Research Consultants, LLC). After coding, the team met fre-

quently to discuss excerpts and memos to identify themes.
Excerpts were sorted into data matrices to facilitate analysis
and depict interconnections between and across themes. After
2 weeks to consider the themes individually, the team met to
validate results through discussion and to check results against
data.4°

Reflexivity

Authors H.V.M. and S.S. conducted recruitment and interviews.
H.V.M.was a public health graduate student and intern at RHAP.
S.S. was a Master of Public Health-trained researcher and
evaluator with experience in qualitative methods and a RHAP
staff member. H.V.M. and S.S. did not work on the Network.
Both had personal and professional backgrounds in expanding
access to abortion through research, advocacy, and public
health practice. Participants were aware of their interviewer’s
positionality. S.S. did not interview anyone with whom she had
prior working relationships.
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All authors participated in coding and analysis. L.R., H.B.].,
and L.T. worked directly with the Network and reviewed
only anonymized transcripts to protect respondents’ privacy.
H.B.J., L.R, and L.T. identified as organizers, advocates, and
conspirators in the reproductive health, rights, and justice
movements. Throughout all analysis stages, the team sent
memos and conversed to practice reflexivity, acknowledging
and mitigating the biases they brought to this evaluation as SRH
professionals and RHAP staff.

We conducted 34 interviews with Network leaders. The majority
(82.3%) were family physicians. Nearly one-third identified as
Black, Indigenous, or Person of Color (28.1%). Table 1 depicts
participants’ demographics.

Network Support of Clinicians’ Journeys and Leadership

Overall, participants described the Network as pulling them out
of isolation into a journey of connectedness, engagement, and
community involvement to enhance SRH access. The Network
supported participants in three ways: connecting them with
a supportive community of like-minded peers, empowering
leadership, and providing infrastructure for local organizing.
Table 2 illustrates themes with quotes from participants.

They discussed providing SRH as isolating work (Excerpt 1,
Table 2). Participants came to the Network feeling like the sole
SRH provider and/or advocate in their community, while expe-
riencing the burdens of working in an environment constantly
under threat. However, participants expressed how becoming
Ppart of a community of like-minded, enthusiastic, engaged
individuals, all fighting for this cause, gave them resources,
solidarity, and strength to break through isolation and engage
confidently in their communities” (Excerpt 2). While the
sense of isolation never completely disappeared, the Net-
work provided a community of support. And the peer-support
infrastructure connected participants to informal mentors who
engaged in similar advocacy to which they aspired (Excerpt 3).

The community offered participants ”solidarity,” oppor-
tunities for ”learning,” the ”fire” to create change, and the
capacity to amplify efforts by mentoring others to do the
same. Similarly, PAA participants shared how the Network
community and peer support empowered them to elevate
SRH education, training, and provision as core components
of primary care through professional association engagement
(Excerpt 4).

The Network provided infrastructure to enable advocacy in
participants’ communities. Participants valued the staff’s pro-
vision of mentorship, stipends, and logistical support, which
enabled clusters to partner, learn, and engage with grassroots
organizations, policymakers, and media. For example, one
participant discussed the Network’s support in developing a
partnership between the cluster and a state advocacy coalition
that resulted in “a power hour . . . to expose the fact of
[stores] hiding emergency contraception behind the pharmacy
counter, rather than having it at the consumer level on the
shelf” (Cluster leader & PAA). Another described starting a
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coalition that the Network “helped us sponsor . . . to bring
at least 30 different organizations . . . to figure out how to
protect abortion access in our state, [and] other reproductive
needs” (Cluster leader). Participants viewed Network support
as critical to moving them out of isolation and into leadership
and advocacy opportunities.

Challenges to Network Engagement

Participants also identified challenges to fully engaging within
the Network and their communities. They named "time to be
really engaged” as a major limiting factor that contributed to
burnout. They pointed to having busy schedules, being ”over-
committed” with ”competing interests professionally and
personally,” and just being "tired” (Excerpts 5, 6, 7). Burnout
was further exacerbated by external challenges, like stigma and
ongoing fights for "human rights and social justice.” While all
shared time and energy-related barriers, those living in states
with greater abortion restrictions more frequently commented
on external challenges.

Participants of color and advanced practice clinicians
reflected on interpersonal and structural tensions and
discrimination. As the Network grew beyond its founding group
of family physicians, a new mix of perspectives and identities
clashed with long-standing power dynamics. Some discussed
a ”sense of not belonging.” They felt othered in these White
and ”woman/female-language-heavy” spaces that implicitly
excluded Black, Indigenous, People of Color, and lesbian, gay,
bisexual, and transgender clinicians. One participant described
the need for values clarification to connect the community and
prevent further interpersonal harm (Excerpt 8).

Similarly, tensions emerged around decisions about Net-
work organizing strategies. Long-term leaders often lived in
East- and West-coast cities and projected strategies well-
suited for liberal urban settings but that were not attuned to
the nuances of newer leaders’ more conservative communities
in the country’s interior. These groups disagreed with the
Network’s deep focus on abortion at the time, rather than on
SRH broadly. Newest leaders described the need to understand
local priorities (Excerpt 9).

Institutional power dynamics in medicine also perpetu-
ated othering across clinician disciplines. For example, family
physician participants reflected on feeling marginalized by
false perceptions that they were not skilled enough to provide
SRH compared to Ob/Gyns. Yet, participants noted peer support
as a source of strength to navigate these challenges (Excerpt
10). Some, including physicians, commented on perceptions of
bias toward physicians within the Network:

There has alwaysbeen...abias toward MDs...
The way in which things are pursued and also
some of the opportunities . . . are sometimes
only available for MDs, and sometimes their
language isn’t inclusive for all health care
providers. . . It would be nice if they explicitly
welcomed all primary care health providers. .
. I think everybody would feel more included
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Demographic Characteristics of Network Clinician Leaders Interviewed (N=34)

Demographic characteristics n (%)
Identified as Black, Indigenous, or Person of Color® 9(28.1)
Self-reported as low-income in childhood/adolescence® 9(26.5)
Network leader type®©

Cluster leader 22 (64.7)
Professional association advocate 10 (29.4)
Former leader 7(20.6)

Time in network

<2years 3(8.8)
2-5years 20 (58.8)
6+ years 11 (32.4)
Geography

Northeast/mid-Atlantic 10 (29.4)
Southeast 5(14.7)
Midwest 8(23.5)
West 11(32.3)

Primary clinical practice

Federally qualified health center or community health center 13 (38.2)

Hospital 6 (17.6)
Independent abortion clinic 3(8.8)
Private practice 3(8.8)
Other 9(26.5)

“Two preferred not to answer.

bParticipants answered the question, “Thinking about your childhood and
adolescence, would you have described your family as low-income?”
“Percentages do not add to 100 because some cluster leaders also held
professional association advocate roles.

and welcome. And, we’d end up with a group
that was more reflective of who’s providing
the care—all of these people.

Cluster leader

Despite the frustration, participants appreciated Network staff
working to make the community a more ”welcoming space” for
all primary care professions, perspectives, and backgrounds.
They cited the Network’s alignment with their values as crucial
for keeping them connected.

Pathways to Leadership

Several participants noted that they became Network leaders by
being “voluntold” by former leaders. Some reported conflicting
feelings about this, citing it as a push they needed to build
confidence and a potential contributor to burnout:

I was at the point where I was thinking about
stepping back from my roles in my state
academy and [former leader] was like, “Nope,
now is the time you put your time in. Now
you need to do something more and . . . use
the momentum.” So, [they were] kind of the
encouragement I needed.

Former leader

Participants recognized that they could not remain in lead-
ership indefinitely and reflected on mentorship ladders as a
strategy to build sustainable leadership. Participants described
their experiences as mentees receiving support in teaching,
advocacy, and networking. They continued the cycle by becom-
ing mentors and supporting others (Excerpt 11). They pointed
to clinician trainees as future potential leaders and asserted
the importance of incorporating more trainees into Network
activities (Excerpt 12). By maintaining a mentorship ladder and
helping trainees grow into Network leaders, they could sustain
and positively impact the community and movement.

This evaluation explored the ways in which PCC leaders
engaged in an organized community for SRH access.
Participants reported journeys consistent with the theory
of change, progressing from isolation to connection,
engagement, and empowerment that drives amplification of
efforts to address SRH access barriers. They viewed Network
support as critical to moving them out of isolation and into
leadership and active engagement in their communities.
Community-building and peer support were key in devel-
oping leadership and sustaining Network engagement. Studies
on clinician advocacy in SRH similarly have concluded that
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Illustrative Quotes Reflecting Themes of Network Support, Challenges to Engagement, and Pathways to Leadership

Theme Excerpt # Illustrative quote
Excerpt1 When you’re an abortion provider, you’re like an N of 1. There’s no abortion clinic that has
more than one doctor there or one provider on any given day. That’s just how the work is
done. (PAA)
Excerpt 2 [1feel] empowered to be out ... as an abortion provider because that’s something I felt like

Connecting with a supportive
community of like-minded peers that
empowered leadership and offered
solidarity, learning opportunities, and
energy.

Excerpt 3

Excerpt 4

I had to hide for a long time. Just having the support makes it a lot less stigmatized and
scary ... it gives me that inner sense it’s going to be okay. (Cluster leader & PAA)

I always knew about mife[pristone] as an option for [early pregnancy loss] ... so I worked
my butt off for almost 3 years trying to get the residency to obtain the mifepristone. ...

Being a part of [the Network] gave me resources because other people had done this ahead
of me, so I had direct access to people who had gone through this process. (Cluster leader)

The text chain of the first year at [professional medical association conference] was five
people, and now we have a WhatsApp of like a hundred people. So, it’s just—a hundred
people isn’t one-on-one support and encouragement, but it’s a lot of support and
encouragement. People walked into that [conference] space feeling unwelcome, but found
each other and are finding a way to make it more welcoming. (Cluster leader & PAA)

Excerpt 5

Excerpt 6
Challenges to fully engaging within the
Network and their communities
centered on time, overcommitment,
burnout, and power dynamics within
and outside the Network.

Excerpt 7
Excerpt 8

Excerpt 9

We’ve done such incredible work in the state. I’'m really proud of us; it’s just we’re all just
tired. (Cluster leader & PAA)

I always feel like I'm not doing enough. I'm employed. I have three little kids. I have my
partner. I’'m constantly feeling like in everything in life I'm not doing enough. I just have to
remind myself that showing up is enough and continuing even if you’re just chipping away
at an iceberg, you’re still making progress. (Cluster leader)

I mean, that’s primary care . . . we’re over-committed. (Cluster leader)

There are people in this type of work who have many different outlooks on life. . .. It’s really
important to make sure that people are somewhat on the same page because it lessens
chances ... for harmful dialogue. (Cluster leader)

The clinical connections of getting folks out and working and supporting them seems like
the most feasible thing that we are set up to do, rather than changing the politics of the
state. I think really being able to have the cluster identify its own needs, and listen to those
[is important]. (Former leader)

Excerpt 10

The Network also served as a source of
strength to navigate some external
challenges, like power dynamics in the

Excerpt 11
medical field.

In reflecting on their pathways to
leadership, participants felt that
building mentorship ladders was a
critical and sustainable strategy for
building future leadership.

Excerpt 12

When you’re working primarily with Ob/Gyns and . . . they make you feel like you don’t
know what you’re doing . . . It feels good to be like, ‘oh, well there’s a whole group of people
who also do the same crazy thing.’ I am qualified to do this, I am trained to do this, and I'm
part of a group of people who can back me up. (Cluster leader)

You’re making such a difference, not only for patients but for other learners too. It’s full
circle. ... ’m now covering an [abortion clinic] that is really close to where I went to
medical school. ... Now I’'m on the other side. . . trying to help other people who are
interested. (Cluster leader & PAA)

I got to be a national lecturer because . . . this amazing system of . . . teach one and then
reach back and grab somebody else and pull them in. They teach one with you, [and] now
they can teach one by themselves or . . . pull somebody in who hasn’t taught before. . . This
concept that good mentorship means you never present alone, you always reach back, you
always try to get someone else in the group for that speaking opportunity or a writing
opportunity. . . It just feels very supportive and empowering. (Former leader)

Abbreviation: PAA, professional association advocates

community-building is critical due to its role in providing
emotional support, information, motivation, and strength. 3335
Our findings on the importance of peer support and commu-
nity became even more critical after Dobbs, as antiabortion
protesters and politicians have grown emboldened to further
undermine SRH and attack those who advocate for or provide
abortion.’ The hostility and uncertainty amplified by Dobbs
may contribute further to clinician burnout, pointing to the
need for a strong and sustainable community that provides
motivation and resources, assists in setting boundaries, and
shares in the physical and emotional burdens of this work to
ultimately enhance leaders’ resiliency. 354144

Furthermore, participants shared experiences of tension
and discrimination within the Network, which may reflect
structural discrimination and power in the medical system and
reproductive health and rights movements.4>~49 The Network
had a history of hand-selecting future leaders through per-
sonal connections, which limited its ability to develop diverse,
inclusive leadership that enables innovation and problem-
solving and reflects the lived experiences of patient commu-
nities.>° Therefore, the Network has prioritized integrating
a reproductive justice approach into its work by centering
the expertise of communities most impacted by barriers to
SRH, formalizing processes to meaningfully recruit diverse
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clinician leadership, and participating in grassroots coalitions
that have long been organizing for structural change.47:5,5
Each component is crucial for dismantling harm and meeting
the SRH needs of underserved communities.>3~5> However,
ongoing work within the Network and within reproductive
health and rights movements is needed to transform into a
community that is truly inclusive.

Our study had several limitations. The sample included
only Network leaders, not the entire membership. Therefore,
we did not hear from less engaged individuals who may
have had different perceptions. As such, findings may not
be generalizable to all clinicians or informal leaders. Par-
ticipation bias was possible because interviewees may have
self-selected to deeply engage and consent to interviews.
Although participants were unfamiliar with the interviewers,
some may have felt pressured to share positive experiences
and minimize negative ones due to their ongoing involvement
with the Network. Furthermore, our study took place prior to
the Dobbs decision, which has significantly altered the abortion
access landscape and clinicians’ abilities to legally provide
comprehensive SRH in many states.'® Participants are likely
experiencing novel challenges as a result. Future evaluations
should assess ongoing interpersonal and structural challenges
and how support for leaders has adapted to respond to the
increasingly tumultuous environment. Strengths of our study
included our rigorous and iterative qualitative analysis with
frequent and intentional reflexivity. We explored a unique,
under-researched phenomenon of PCC leadership and orga-
nizing for SRH.

These findings indicate a critical need to strengthen clin-
ician organizing for SRH access by dedicating resources to
peer support and community-building, leadership and advo-
cacy training, and mentorship. As access to comprehensive
SRH further wanes following Dobbs, we must develop novel,
evidence-based strategies for mitigating the resulting harm.
The Network structure is promising for amplifying efforts to
enhance SRH access through clinician leadership.
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