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A Mixed-Methods Analysis of Physician
Abortion Practice After Residency

Sabrina Gill, MD, MS; Quinn Jackson, MD, MPH; Sherry Weitzen, MD, PhD

BACKGROUND AND OBIJECTIVES: In the United States, 89% of counties
have no clinics providing abortion care. Though training residents increases
intention to provide abortion care, rates of postresidency abortion provision
are low. This study, conducted at one family medicine residency program in
the Southwest United States, examines graduates’ postresidency practice of
abortion care in the context of their intent to provide during residency training.

METHODS: We collected cross-sectional data from a survey of graduates of
University of New Mexico Family Medicine Residency from 2005 to 2017. We
performed a mixed-methods analysis using descriptive statistics and concep-
tual content analysis, including a new methodology of performing content
analysis of four subgroups based on intention to provide abortion care at dif-
ferent time points.

RESULTS: The response rate was 46%, with 54 responses to 115 surveys.
Only 35% residents who intended to provide abortion care had done so af-
ter graduation from residency. Barrier analysis revealed that the three most
frequent barriers were structural, with 52% of respondents saying that their
workplace would not allow abortion care. The two most frequent themes af-
fecting intention were “competence” and feeling that abortion care was “med-
ically necessary” However, the two most common themes affecting actual
practice were “workplace support” and local “patient access.”

CONCLUSIONS: This study provides information about the themes associ-
ated with changing intentions and practice of abortion care, which may help
elucidate new strategies for training residents to anticipate and address chal-
lenges to postresidency provision. The study also provides some insight into
residents with no intention to provide abortion care in residency who develop
an intention to provide abortion care after graduation, which is a group of
people for whom there is little information.
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counties have no clinics provid- tion care provision.>’

that contribute to low rates of abor-

I n the United States, 89% of

ing abortion care.! Family medi-
cine and Ob-Gyn program graduates
who participated in abortion train-
ing have low rates of providing
abortion care after graduation.?*
Previous studies analyzed barriers
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This study, conducted at one fam-
ily medicine residency program in
the Southwest United States, was
designed to examine the graduates’
postresidency practice of abortion
care in the context of their intent to

provide during residency training.
The study asked why graduates of
the University of New Mexico Fam-
ily Medicine Residency (UNMFMR)
made the decision to provide (or not
provide) abortion care. UNMFMR
offers opt-out abortion training and
is a Reproductive Health Education
in Family Medicine (RHEDI) pro-
gram. This analysis may help eluci-
date strategies to enhance training
to better support postresidency abor-
tion provision.

Methods

The study population was graduates
of UNMFMR from 2005 to 2017. In
2018, we sent a 10-minute survey
of 23 questions, developed after lit-
erature review, via REDCap.%° The
survey included quantitative ques-
tions about postgraduation abortion
practice, barriers experienced, and
intention to provide abortion care at
two time points, and two open-ended
questions about the decision to pro-
vide abortion care. The University of
New Mexico Human Research Re-
view Committee approved this study
as exempt.

We used STATA v 14.0 for descrip-
tive statistics, including frequencies
of common barriers to abortion pro-
vision. We used Microsoft Office
365 for a conceptual content analy-
sis, which involved the authors col-
laboratively inductively identifying
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concepts and counting the frequen-
cy of those concepts. By arranging
graduates into subgroups based on
their intention to provide abortion
care at two key time points, we or-
ganized the themes with changing
intention as the key characteristic
to examine.'*1?

Results

For the 142 graduates in our time
frame, 115 had known and func-
tional email addresses. The response
rate was 46%, with 54 survey re-
sponses. In Table 1, the geographic
distribution of survey respondents
is similar to that of all graduates
from 2005 to 2017. The majority of
respondents (64%) worked in an ur-
ban practice setting, which is greater
than the percentage of total program
graduates who work in an urban set-
ting (49%). There were no data for
all graduates’ practice type.

Descriptive Statistics

Forty-five respondents (87%) partic-
ipated in integrated abortion train-
ing. Of trained residents, 17 (39%)
intended to provide abortion care af-
ter graduation. Of that subset with
intention, six graduates (35%) had
provided medical abortion care af-
ter residency, and three (18%) had
provided procedural abortion care.

For all survey respondents, Figure
1 shows that the most common bar-
riers were workplaces not allowing
abortion care (52%) and not having
ultrasound machines (43%).

Content Analysis

There were 25 open-ended respons-
es to the question, “Did participa-
tion in the ambulatory gynecology
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rotation impact your intention to
provide abortion care? Why/why
not?” Content analysis revealed the
concepts of “no interest” (8 x), “nec-
essary medical care” (3 x), “not sup-
ported by (anticipated) workplace”
(3 x), “competence” (2 x), and “men-
torship” (1 x).

There were 42 open-ended re-
sponses to the question, “What were

Table 1: Respondent Demographics and Demographics
of All Graduates From 2005-2017

Demo%rfaphics Demographics of
Characteristics All Graduates
Respondents (%)
% (n) ”
Northeast 3.8(2) 3.4
. Midwest 5.7 (3) 5.6
Region*
South 5.7 (3) 6.8
West 84.9 (45) 84.0
Urban 64.2 (34) 49.3
Setting Suburban 9.4 (5) Unknown
Rural 26.4 (14) 36.4
Private Practice 15.1 (8)
Hospital-based academic 32.1(17)
. Hospital-based
Practice type nonacademic 7.5 (4)
Federal (military, VA, THS) 15.1 (8)
Community Health Center 24.5 (13)

Abbreviations: VA, Veterans Affairs; IHS, Indian Health Services.

*States were categorized according to US Census Regions

Figure 1: Barriers to Abortion Care

Systemic
Barriers

Individual
Barriers

Clinic/hospital does not allow it

No ultrasound machine

Lack of adequate facility

Unable to stock Mifepristone at clinic
Administration obstruction

Medical liability coverage

Lack of back-up for complications

Reimbursement issues
Lack of authority at clinic
Lack of time to set up at clinic

Lack of ultrasound training

Anti-abortion harassment

Staff resistence

Colleague resistence

Time since training

Inadequate training during residency

Concerns of family members

0% 5% 10% 15% 20% 25% 30% 35% 40% 45% 50% 55%
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Table 2: Frequency of Concepts in Responses to Two Qualitative Questions, Arranged

by Subgroup of Intention to Provide Abortion at Different Time Points

Item 1: Did participation in the ambulatory gynecology rotation impact your intention to provide abortion care? Why/why not?

Concepts (Frequency)

Example

Consistent
intention
subgroup

Competence (2)

Increased my skill in procedure and medication abortion to the point
I felt capable.

Necessary Medical Care (1)

I felt this was an important service to provide women.

Mentorship (1)

The accessibility of abortion providers as mentors/attendings was an
important aspect.

New intention

Necessary Medical Care (2)

Just felt like it was a pretty straight forward procedure for a much-

subgroup needed service.

Not enough training (2) I didn’t feel. I had er.lough experience from my residency training to
Decreased safely provide abortion care.
intention No interest (1) Interests were elsewhere. Felt that I could provider a greater service
subgroup by doing more primary care as there is a lack of primary care

Patients with other needs (1)

providers where I practice and not a lack of abortion providers.

No intention
subgroup

No interest (7)

Had no impact as wasn’t my intent to provide Ob-Gyn care.

Not supported by workplace (3)

I knew that I was going to practice in an FQHC that did not offer
abortion services.

Item 2: What were

the major factors that impacted your decision on whether or not to provide abortion services after graduation?

Concepts (Frequency)

Example

Consistent
intention
subgroup

Not supported by workplace (6)

Would do it if my clinic allowed.

Ability to refer locally (2)

Since I am able to refer to Albuquerque, I have not looked into
providing this service again.

Not enough training (2)

Do not feel comfortable enough with transvaginal ultrasound and
MVA.

New intention

Lack of local patient access (2)

Currently in the process of arranging to be able to provide abortion
services. I am pursuing this because I want to improve access to

subgroup abortions .

Competence (1) Comfort in my abilities

Not enough training (2) Not enough training.
Eli(;;i?:ﬁd Not supported by workplace Obstacles at my place of work to be able to provide abortions.
subgroup The job I took was very diverse already and there was not a high

Patients with other needs (2)

need for my services.

No intention
subgroup

No interest (7)

Religious and personal beliefs that I can provide information and
knowledgeable about abortion procedures without providing services.

Ability to refer locally (5)

I support patients/providers engaging in these activities but don’t feel
that there is a significant need for more providers in our community
(seems saturated).

Not supported by workplace (4)

Work in Catholic-affiliated facility.

More comfort with options
counseling (3)

My role as a PCP, especially as an FP doctor, focuses on
empowerment through information, and should a female patient of
mine request termination, to support and facilitate her healthcare
decision.

Negative personal experience (2)

I had an abortion and still suffer from PTSD from the experience
which is why I decided not to provide it.

Concern about harassment (1)

The antiabortion harassment

Abbreviations: FQHC, federally-qualified health center; MVA, manual vacuum aspiration; PCP, primary care physician; FP, family practice; PTSD,
posttraumatic stress disorder.
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the major factors that impacted your
decision on whether or not to provide
abortion services after graduation?”
The content analysis revealed the
concepts of “not supported by work-
place” (12 x), “ability to refer locally”
(7 %), “no interest” (7 x), “more com-
fort with options counseling” (3 x),
“supportive workplace” (2 x), “nega-
tive personal experience” (2 x), “com-
petence” (1 x) and “concern about
harassment” (1 x).

Respondents were split into four
subgroups based on binary responses
regarding intention to provide abor-
tion care at two time points. The
Consistent Intention Subgroup con-
tained 13 graduates who intended
to provide abortion care in residen-
cy and after graduating. The New
Intention Subgroup contained five
graduates who did not intend to pro-
vide abortion services in residency
and changed to intending to after
graduation. The Decreased Intention
Subgroup contained five graduates
who intended to provide abortion
care in residency, and no longer in-
tended to after graduation. The No
Intention Subgroup contained 31
graduates who did not intend to
provide abortion services at either
time point.

Table 2 shows the frequency of
concepts in open-ended responses
arranged by the above subgroups.

Summary of Content Analysis by
Subgroup

Consistent Intention Subgroup.
Competence is the main theme in
those who continue to intend to pro-
vide abortions after residency, but
workplace support is the main fac-
tor affecting their practice.

New Intention Subgroup. Viewing
abortion care as medically necessary
care is the main theme in those who
changed their intention to provide
abortions after residency, and percep-
tion of limited patient access is the
main factor affecting their practice.
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Decreased Intention Subgroup.
Lack of training is the main theme
in those who no longer intend to pro-
vide abortions after residency, and
factors affecting their practice are
varied.

No Intention Subgroup. The most
frequent theme during training and
in practice is having no interest.

Discussion

Our findings were consistent with
low rates of family medicine and
Ob-Gyn doctors performing abor-
tions after residency.>!* Workplace
restrictions were the main barrier
to practice identified, which indicates
the importance of education on ad-
dressing systemic barriers, such as
incorporating guides like Integrat-
ing Abortion into Community Health
Centers.1*

At UNMFMR, the two training
sites for abortion care provide proce-
dural and medication abortions and
perform routine ultrasounds. Grad-
uates’ false belief about needing ul-
trasound shows a need to educate
residents about no touch medical
abortion protocols for providing med-
ication abortions without ultrasound
or over telephone, when appropri-
ate'15-17

Limitations of this study include
narrow generalizability to other in-
stitutions. The response rate may
contribute to sample bias. Also, re-
spondents who never intended to
provide abortion care may have in-
terfered with the barrier analysis.

The new methodology of analyzing
four subgroups based on intention to
provide abortion care offers under-
standing of how graduates make this
decision. The “New Intention” sub-
group offers insight into how to en-
hance training to increase intention
and actual provision of abortion care.
For example, though the theme of
limited patient access was not pres-
ent in our literature review, it was
the most frequent theme in this sub-
group. These implications should be
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explored in a larger sample in the
future.

PRESENTATIONS: This study was previously
presented as “Abortion Care in Graduates of
the University of New Mexico Family Medicine
Program: A Mixed Methods Exploration,” at
the 2020 Society of Teachers of Family Medi-
cine Virtual Conference, August 24-27, 2020.

CORRESPONDING AUTHOR: Address corre-
spondence to Dr Sabrina Gill, MD, MS, Depart-
ment of Family and Community Medicine at
the University of New Mexico, 1 University
of New Mexico, Building MSC 09 5040, Albu-
querque, NM 87131. 505-272-2165. Fax: 505-
272-8045. sagill@salud.unm.edu.
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