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ABSTRACT
Background and Objectives: Workforce diversity in primary care is critical for
improved health outcomes and mitigation of inequities. However, little is known
about the racial and ethnic identities, training histories, and practice patterns of
family physicians who provide abortions.

Methods: Family physicians who graduated from residency programs with routine
abortion training from 2015 through 2018 completed an anonymous electronic
cross-sectional survey.Wemeasured abortion training, intentions to provide abor-
tion, and practice patterns, and examined differences between underrepresented
in medicine (URM) and non-URM physicians using χ2 tests and binary logistic
regression.

Results: Two hundred ninety-eight respondents completed the survey (39%
response rate), 17% of whomwere URM. Similar percentages of URM and non-URM
respondents had abortion training and had intended to provide abortions. However,
fewer URMs reported providing procedural abortion in their postresidency practice
(6% vs 19%, P=.03) and providing abortion in the past year (6% vs 20%, P=.023). In
adjusted analyses, URMs were less likely to have provided abortions after residency
(OR=.383, P=.03) and in the past year (OR=.217, P=.02) compared to non-URMs. Of
the 16 noted barriers to provision, few differences were evident between groups on
the indicators measured.

Conclusions:Differences in postresidency abortion provision existed between URM
and non-URM family physicians despite similar training and intentions to provide.
Examined barriers do not explain these differences. Further research on the unique
experiences of URM physicians in abortion care is needed to then consider which
strategies for building a more diverse workforce should be employed.

BACKGROUND
Workforce diversity is critical for improved health outcomes
and mitigation of health disparities. 1 Physicians who are
currently and historically racially and/or ethnically under-
represented in medicine (URM),2 especially those in primary
care, are more likely than non-URM physicians to practice
in underresourced areas and to serve marginalized patients,
who are disproportionately from communities of color. 3,4

In addition, racial and ethnic concordance between patients
and physicians, especially in primary care, is associated with
improved patient experience,5 increased trust and intention to
adhere to treatment recommendations,6,7 and higher rates of
preventive care.8 However, only 11% of all physicians and 7.7%
of academic medical faculty9 identify as Black/African Amer-
ican, Latino/a/x American, Indian/Alaska Native, or Native
Hawaiian/Pacific Islander, the groups that are underrepre-
sented in medicine, compared to the general population.2

The percentage of URM physicians within family medicine is
slightly higher, with 12.5% of practicing family physicians 10

and 18% of family medicine residents identifying as URM. 11

Abortion care is an important component of full spectrum
primary care. While data exist for abortion patients, showing
that in 2014 at least 56% of patients who accessed abortion
were from underrepresented groups, 12 little data exist about
the racial and ethnic identities of abortion providers. One study
of practicing obstetrics and gynecology (OB/GYN) physicians
found no relationship between race and ethnicity and abortion
provision, 13 while a study among abortion-trained OB/GYN
residents found that Asian and Latino/a/x residents had the
highest rates of intention to provide abortions and Black
residents had the lowest rates. 14 However, no data exist about
the racial and/or ethnic identities of current abortion providers
of any specialty, including family medicine. Additionally, little
is known about the professional trajectories of URMphysicians

509

mailto:asummit@montefiore.org
https://doi.org/10.22454/FamMed.2023.913219


Family Medicine, Volume 55, Issue 8 (2023): 509-517

with respect to sexual and reproductive health care (SRH)
generally and abortion services in particular. Because many
patients prefer to access abortion within primary care set-
tings, 15–17 increasing numbers of family physicians are being
trained in abortion, 18,19 and URM primary care physicians are
more likely to practice in disadvantaged communities, 3 abetter
understanding of the characteristics of abortion providers
within family medicine is crucial.

Tobegin toaddress thenotableknowledgegap,particularly
in the context of increasing restrictions on abortion, the
objectives of this studywere to assess the training histories and
practice patterns of family physicians with access to abortion
training during residency and to examine differences between
URMandnon-URMphysicians. Specifically, our study aimed to
explore differences in abortion training, intention to provide,
and current abortion provision.

METHODS
Study Design, Participants, and Instrument
For this cross-sectional study, we recruited practicing family
physicians who graduated from 24 residency programs receiv-
ing funding and technical assistance fromReproductive Health
Education in Family Medicine (RHEDI). 1 As part of standard
residency training, residencies with RHEDI training cover
medication and first-trimester procedural abortion, as well
as full-spectrum SRH. We invited graduates who completed
residency between 2015 and 2018 to complete an anonymous
electronic 72-itemsurvey thatwaspretestedwitha small group
of RHEDI program alumni who completed residency prior
to 2015. The survey included items about respondent demo-
graphics, abortion and other SRH training during residency,
and current provision of SRH services, including abortion,
contraception, miscarriage management, pregnancy options
counseling, and abortion options counseling. The survey also
asked respondents to report their intentions to provide abor-
tion at graduation frommedical school and residency, whether
they had considered providing abortion once in practice,
and which, if any, barriers to abortion provision they had
encountered.

Recruitment Procedures
We recruited participants from October 2020 through Decem-
ber 2020, drawing primarily on RHEDI’s existing database
of physicians who graduated from residencies with RHEDI
programs. We approached 763 potential respondents; most
(621) directly received a recruitment email that included an
individualized web-based survey link. Additionally, some res-
idency faculty assisted in disseminating the survey to their
alumni. In addition to the initial invitation, we sent reminder
emails at 2-week intervals to those who had not completed
the survey. Over the course of the 12-week recruitment period,
we sent supplemental recruitment materials via postal mail
to those potential participants for whom mailing addresses
were known. For those graduates whose email addresses
bounced, we undertook internet research and outreach to
their residency programs to identify their current contact

information. Participants received a$40gift card electronically
as compensation for their time. At the introduction to the
survey,we includedaconsent statement; consentwas therefore
implied by completion of the survey. This study was approved
by the Montefiore Medical Center Institutional Review Board.

Analysis
We exported data from the secure Key Survey website into
SPSS for analysis. Using the Association of American Medical
Colleges’ definition of URM,2 we assessed outcome variables
by URM vs non-URM. Participants who specified that they
wereAfricanAmerican/Black, first-generationAfrican, African
Caribbean, African Latino, Latino/a/x, Native American/Alaska
Native, or Native Hawaiian/other Pacific Islander all were
classified asURM,while thosewho chose onlyWhite/Caucasian
were categorized as non-URM. For those who selected Asian,
a follow-up question on specific countries of origin allowed
us to distinguish between those currently categorized as URM
from four Southeast and refugee Asian countries (Vietnam,
Cambodia, Indonesia, and Laos) and the remainder of those
in the Asian group, who were not URM. Those who selected
multiple race and ethnicity options were categorized as URM if
any of the options they selected fell into the URM group.

Outcome variables included abortion training, previous
intention to provide abortions, and current abortion provision
in any setting. In addition to examining descriptive statistics
for variables of interest, we used χ2 tests to examine the
statistical significance of differences in outcome variables
between URMs and non-URMs, and we used logistic regres-
sion for multivariate analysis. For multivariate analysis, we
included a priori those variables in our model that previous
research led us to hypothesize would have a relationship with
abortion provision20–22 and/or those significantly associated
withprovisiononabivariate level.23 Statistical significancewas
set at 2-sided α=.05, and all analysis was conducted in SPSS
version 27.

RESULTS
Respondent Demographics, Practice Characteristics, and
Patient Population
Two hundred ninety-eight family physicians completed the
survey (39% response rate). We found no significant differ-
ences between responders and nonresponders in terms of year
of residency graduation, although response rates were higher
among respondents who completed residency in the Northeast
and West compared to those who did so in the South and
Midwest (data not shown.) We excluded 12 respondents not
providing clinical care in the United States and 3 not providing
adequate information to determine their URM status. Of the
283 remaining respondents, 16.6% (n=47) identified as URM.
We found no significant differences between URMs and non-
URMs with respect to gender, region of the country, primary
practice setting, urban/rural status, and faculty status (Table 1).
URM physicians saw a higher proportion of patients covered
by Medicaid; while a slightly higher proportion practiced at
federally qualified health centers (FQHCs), that difference was
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TABLE 1. Demographic and Practice Characteristics and Abortion Training Among non-URM and URMGraduates

Non-URM graduates
(n=236), % (n)

URM graduates
(n=47), % (n)

P
value

Race and ethnicity
White
Asian American
Latino/a/x
Black/African American*
Native American/Alaska Native
Pacific Islander/Native Hawaiian
Mixed race

...
80 (189)
19 (44)
...
...
...
...
1 (3)

...

...
9 (4)
38 (18)
30 (14)
2 (1)
2 (1)
19 (9)

<.001

Gender
Cisgender male
Cisgender female
Transgender or nonbinary

...
25.8 (61)
72.4 (171)
1.7 (4)

...
29.8 (14)
70.2 (33)
0

.591

Current region of practice**
Northeast
Midwest
South
West

(n=230)
28.3 (65)
6.5 (15)
11.7 (27)
53.5 (123)

(n=45)
26.7 (12)
11.1 (5)
11.1 (5)
51.1 (23)

.759

Primary practice environment
Urban
Suburban
Rural

...
50.8 (120)
34.3 (81)
14 (35)

...
53.2 (25)
25.5 (12)
21.3 (10)

.370

Primary practice setting
Family medicine/primary care (not FQHC)
Family medicine/community health (eg, FQHC)
Private practice***
Inpatient hospital
Dedicated abortion clinic
Other

...
42.4 (100)
34.7 (82)
5.9 (14)
4.2 (10)
1.3 (3)
11.4 (27)

...
34 (16)
48.9 (23)
0
2.1(1)
0
14.9 (7)

.220

Payer mix
50% ormore of physician’s patients are onMedicaid
20% ormore of physician’s patients are uninsured

...
47 (111)
57.6 (136)

...
63.8 (30)
66 (31)

...

.035

.289

Faculty at a residency program 37.7 (89) 38.3 (18) .940

Trained inmedication abortion during residency*** (n=282) 85.5 (201) 83.0 (39) .654

Trained in procedural abortion during residency 79.7 (188) 76.6 (36) .637

Trained in any type of abortion during residency*** (n=281) 87.2 (205) 84.8 (39) .653

*The African American/Black category also included those who identified as African Caribbean and first-generation African.
**Those who practiced in multiple regions were omitted from this categorization.
***Along with the first two practice settings, “private practice” was included in the larger category of “family medicine settings” for later analysis.
Note: Ns here vary slightly from the overall study totals, as a few respondents provided indeterminable information about their abortion training experiences
and so were excluded from these analyses.
Abbreviations: URM, underrepresented in medicine; FQHC, federally qualified health center

not statistically significant when comparing a primary practice

setting of an FQHC to all other settings (P=.066).

Abortion Training During Residency

While all respondents trained at residency programs with

routine integrated abortion training, not all accessed both

medication abortion and procedural abortion training, or even

any abortion training at all. The percentage of respondentswho

completely opted out of abortion training was similar between

groups, with 13.3% of non-URM and 14% of URMs doing so.

Abortion training rates were similar between the two groups as

well (Table 1).

Intention to Provide Abortion

We found no statistically significant differences betweenURMs
and non-URMs in their recalled intention to provide abor-
tions at medical school graduation or at residency graduation
(Figure 1). While both groups considered providing medication
abortion after residency graduation at similar rates, those in
the URMgroupwere significantly less likely to have considered
providing procedural abortion after residency.

Abortion Provision After Residency

In all categories of provision, URM respondents were less likely
to have provided abortions than their non-URM colleagues.
URMrespondents reported significantly lower rates of abortion
provision in the past 12 months than non-URM respondents
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FIGURE 1. Intentions and Consideration of Abortion Provision After Residency

FIGURE 2. Abortion Provision After Residency

(6%vs20%;P=.023). Rateswereparticularly low forprocedural
abortion provision after residency graduation (6% vs 19%,
P=.03; Figure 2).

Multivariate Analysis

Using binary logistic regression, we examined abortion provi-
sionwhile accounting for factors includingURMstatus, gender,
region, urbanity setting, and faculty status because these
were statistically associated with provision during bivariate
analysis. We also accounted for the degree towhich physicians’
patients were on Medicaid because that was significantly
different between the two groups. In addition, we included
other important demographic factors (ie, practice region,

primary practice setting) a priori that were not significantly
associated on a bivariate level in multivariate analyses because
we recognized that they were important factors to consider
given existing regional and practice limitations on abortion
provision, although those ultimately were not part of a best-fit
model.

In the adjusted logistic regression analysis, we still found
that URMs remained less likely to provide abortion, by 61%
(Table 2) compared to non-URM respondents. Additionally,
being in a suburban area, practicing in the Northeast and West
regions, and not being faculty were all significantly associated
with a lower likelihood of abortion provision after residency
graduation.
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TABLE 2. Adjusted Associations Between Demographic Factors and Abortion Provision

A: Adjusted Associations Between Abortion Provision After Residency and Demographic and Practice Factors

Demographic characteristic* Abortion provision
after residency, % (n)

Adjusted
odds ratio
(OR)

Confidence
interval (CI)

P
value

URM status
*Non-URM (n=236)
URM (n=47)

...
28 (66)
14.9 (7)

0.38 0.15–0.96 .04

Gender
*Cisgender male (n=85)
Cisgender female, trans, and gender nonconforming (n=241)

...
16.5 (14)
26.1 (63)

1.82 0.88–3.77 .107

Current region of practice
*South andMidwest (n=59)
Northeast andWest (n=259)

...
32.2 (19)
20.8 (54)

0.40 0.19–0.88 .015

Urbanity of practice setting
*Urban (n=157)
Suburban (n=108)
Rural (n=61)

...
32.5 (51)
13.9 (15)
18 (11)

...

...
0.29
0.83

...

...
0.13–0.65
0.35–1.96

...

...

.002

.678

Faculty status
*Currently faculty at a residency program (n=121)
Not faculty at a residency program (n=205)

...
37.2 (45)
15.6 (32)

0.32 0.17–0.60 <.001

Percent of physician’s patients covered byMedicaid
*Less than 50% covered by Medicaid (n=172)
More than 50% covered by Medicaid (n=154)

...
18.6 (32)
29.2 (45)

1.19 0.639–2.22 .581

B: Adjusted Associations Between Abortion Provision in the Past Year and Demographic and Practice Factors

Demographic characteristic Abortion provision in
the past year, % (n)

Adjusted
odds ratio
(OR)

Confidence
interval (CI)

P
value

URM status
*Non-URM (n=236)
URM (n=47)

...
20.3 (48)
6.4 (3)

0.22 (0.06–0.77) .018

Gender
*Cisgender male (n=85)
Cisgender female, trans, & gender nonconforming (n=241)

...
11.8 (10)
17.4 (42)

1.47 (0.64–3.36) .366

Current region of practice
*South andMidwest (n=59)
Northeast andWest (n=259)

...
22 (13)
13.9 (36)

0.44 (0.19–1.01) . 052

Urbanity of practice setting
*Urban (n=157)
Suburban (n=108)
Rural (n=61)

...
24.2 (38)
7.4 (8)
9.8 (6)

...

...
0.22
0.70

...

...
(0.08–0.60)
(0.25–1.95)

...

...

.003

.487

Faculty status
*Currently faculty at a residency program (n=121)
Not faculty at a residency program (n=205)

...
26.4 (32)
9.8 (20)

0.28 0.14–0.58 <.001

Percent of physician’s patients covered byMedicaid
*Less than 50% covered by Medicaid (n=172)
More than 50% covered by Medicaid(n=154)

...
12.2 (21)
20.1 (31)

0.17 (0.55–2.27) .759

*Reference category for ORs
Abbreviations: OR, odds ratio; CI, confidence interval; URM, underrepresented in medicine
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We also used a binary logistic regressionmodel to examine
the relationship of any abortion provision in the past year with
the same demographic factors. In this model, URMs were also
less likely to provide abortion in the past year, by 78% (Table 2)
compared to non-URM respondents. Respondents in nonurban
settings and nonresidency faculty were also significantly less
likely to provide abortion in the past year.

Barriers to Abortion Provision
We also compared the percentages of URM and non-URM
respondents who indicated encountering each of the individual
barriers listed in Table 3 for both medication and procedural
abortion provision. Only respondents who considered provid-
ing each type of abortion were asked about these barriers
(n=164 for medication abortion; n=129 for procedural abor-
tion). Overall barriers were similar for URM and non-URM
providers; but for medication abortion, a higher percentage
of URM respondents noted that they encountered barriers
including, “Feeling I don’t have adequate skills to provide
abortion,”“Administrative, staff, or colleague resistance,” and
“Difficulty arranging backup for complications.” While the
latter two barrierswere not statistically significant, differences
between groups were more than 15%.

DISCUSSION
This study revealed differences in postresidency abortion pro-
vision between URM and non-URM family physicians who
received abortion training during residency. Despite similar
training histories and intentions to provide abortions postres-
idency, URMs were significantly less likely to have provided
any abortions in the past year and any procedural abortions
postresidency compared to their non-URM colleagues. While
other differences did not attain statistical significance, clin-
ically relevant trends reflect that URMs also are less likely
to provide abortions in general and medication abortions
specifically after residency compared to their non-URM col-
leagues. Furthermore, this associationheld true inmultivariate
regression, strengthening the notion that physician race and
ethnicity may have bearing on abortion provision.

Reported barriers to abortion provision did not adequately
explain reasons for the discrepancies noted between URMs and
non-URMs, but theydidprovide areas for further investigation.
URM respondents reported significantly higher self-perceived
inadequate medication abortion skills, despite training histo-
ries similar to non-URMs. Research demonstrating that URMs
often experience a lack of or inadequate mentorship24–26

may provide some insight into why URMs may have low
self-efficacy in abortion provision. Additionally, while not
statistically significant, URMs were more likely to report
administrative, colleague, or staff resistance and difficulties
arranging colleague support for complications. This finding
may also be particularly relevant because a robust body of
research has demonstrated that URMs experience signifi-
cant racial and ethnic discrimination, including micro- and
macroaggressions, during training and in the workplace.27–29

Moreover, professional integration and feelings of belonging

are lower among URMs in academia. 30,31 These cumulative
challenges may impact URM physicians’ negotiation of pro-
fessional relationships, particularly in the already contentious
sociopolitical context of abortion provision.

While URM respondents had notably lower rates of pro-
cedural abortion provision, this might be explained by their
lower rates of having considered it or by the fact that a
higher proportion of URM respondents stated that procedural
abortionwasnot a practice priority. Yet the unique professional
obstacles experienced byURMsmay impedeboth consideration
and provision of procedural abortion, which requires different
technical skills, mentorship, clinical support, and negotia-
tion of professional relationships 32 that are distinct from
those needed for medication abortion provision. Moreover, the
stigma and stress of providing abortion care, especially pro-
cedural abortion care, is well-documented. Abortion providers
face harassment, increased burnout, threats to their safety,
and social stigma in their communities. 33–35 These factors,
in combination with the unique stressors and professional
obstacles that URM physicians already face, may dissuade
some from taking on the additional challenges that accompany
procedural abortion provision.

Importantly, these data also demonstrated that respon-
dents not associated with residency programs were less likely
to provide abortion postresidency. This could be compounded
by the fact that rates of URMs in academic medicine in general
have increased only modestly over the past 4 decades and
remain low at 7.7%,9 likely due to inadequate recruitment
and retention procedures. 36 Similarly, the significant lack of
URMs in academic medicine contributes to a dearth of URM
role models and mentors24,37,38 who provide abortion and are
often not available for URM trainees to emulate and learn
from. Although we found no differences between the groups
in our sample with respect to their residency associations, the
known shortcomings of recruitment and retention of URMs
in academic medicine may have implications for abortion
provision by URM physicians.

Notably, data also revealed that respondents in the South
and Midwest, where abortion restrictions are most common,
were more likely to provide abortion than those in the North-
east and West. This may be because of the potential for
saturation of abortion providers in the Northeast and West
compared to the South and Midwest. In addition, respondents
from the South and Midwest may be among few providers and
are responding to the need for more abortion access in those
regions.23 However, the low numbers of respondents from
these regions limit conclusions drawn from this data.

A higher (though not significantly so) proportion of URM
respondents reportedpracticing inFQHCs. Thisfindingwasnot
surprising because URMs across primary care specialties are
disproportionally likely towork inunderserved communities, 10

and URMs are overrepresented in the federally fundedNational
Health Service Corps, with a third of 2019 fellows categorized
as URM. 39 While we initially thought that these differences,
in combination with the Hyde Amendment’s prohibition on
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TABLE 3. Barriers to Abortion Provision Among ThoseWho Considered Provision, by Abortion Type and URM vs Non-URM

Provision barriers Those who considered providingmedication
abortion (n=164)

Those who considered providing procedural
abortion (n=129)

%Non-URM
(n=159)

% URM
(n=35)

P
value

%Non-URM
(n=114)

% URM
(n=15)

P
value

Perception of inadequate skills 34.6 54.3 .03 41.2 46.7 .89

Concern for personal/family safety 18.2 0 .01 21.9 6.7 .17

Administrative/staff/colleague resistance 45.9 62.9 .07 43.0 46.7 .79

State-specific regulations 18.2 5.7 .07 20.2 0 .06

Difficulty arranging backup for complications 30.8 45.7 .09 28.1 20.0 .51

Difficulty getting credentialed 20.1 20.0 .99 26.3 6.7 .09

Religious affiliation of the employing institution 18.2 8.6 .16 14.9 6.7 .39

Reimbursement issues 14.4 17.2 .69 13.2 0 .13

Noncompete clauses 19.5 20.0 .95 14.6 20.0 .61

Difficulties obtaining needed equipment 37.1 42.9 .53 29.8 26.7 .80

Lack of support staff training 53.5 62.8 .31 42.1 26.7 .25

Difficulty obtaining malpractice/liability
insurance

16.3 14.3 .76 17.5 20.0 .81

Concern for family’s acceptance in the
community

13.8 5.7 .19 15.8 6.7 .35

Limited time to integrate abortion 48.4 45.7 .77 37.7 46.7 .50

Lack of support network 33.3 34.3 .91 26.3 20.0 .60

Not a practice priority 49.1 54.3 .57 30.7 46.7 .21

Abbreviation: URM, underrepresented in medicine

abortion care at federally funded sites,40 might be contribut-
ing to the lower rates of abortion provision among URMs
in our sample, our analysis suggested that this is unlikely.
Working in an FQHC as one’s primary practice setting was
not associated with any significant differences in abortion
provision in bivariate analysis and did not improve the fit of
themultivariatemodels. Although FQHCs can provide abortion
services by separating out federal funding from other funding
streams,41 another possible explanation for the differences in
postresidency employment settingsmight be considered.More
early-career URM physicians overall may be placed in settings
where abortion provision is restricted, and that factor may
contribute to differences in the broader physician population.

Limitations

One limitation of the study is the moderately small sample
size. In addition, the response rate was lower than ideal. As a
result, the total study sample included low numbers of URMs.
Notwithstanding, the proportion of URMs in this sample is
consistent with national data about the percentage of family
medicine residents who are URM. 11 Additionally, while the
response rate was low, it was consistent with typical rates for
physiciansononline surveys.42–44 Those in the sampling frame
who provided abortion possibly were more likely to respond
to the survey invitation, but we have little information on the
nonresponders.Wewere not able to report differences between
responders and nonresponders in gender, current geographic
region, and URM status.

Finally, the reported barriers to abortion provision did not
fully explain the differences in provision between URM and
non-URM respondents. We believe that this is likely because
professional barriers that are known to be more common
among URMs (eg, experiences of professional racial and eth-
nic discrimination, inadequate mentorship, poor professional
integration) were not explored in this study.

CONCLUSION
To our knowledge, this study is the first to explore differences
in abortion provision between URM and non-URM family
physicians. Factors such as inadequate mentorship, career-
related racial and ethnic discrimination, and poor profes-
sional integration may compound the existing sociopolitical
challenges of abortion provision. Measuring these factors
with qualitative or mixed-methods approaches is needed to
generate more knowledge about the specific barriers URMs
face in abortion provision. However, the issue of racial and
ethnic underrepresentation persists across medicine in gen-
eral; to address this, family medicine colleagues have pro-
posed and developed a variety of strategies. These include
URM-focused mentorship and leadership development pro-
grams,45,46 targeted recruitment approaches, and programs
that foster retention and professional integration with a focus
on creating an institutional culture of antiracism. 36,47,48More-
over, intentional efforts to develop URM leadership and shift
power to effect institutional change have been proposed as
methods of creating a more diverse workforce in medicine and
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elsewhere. 37,38,49 Many of these strategies could be employed
to increase numbers of URMs in family medicine abortion
provision in order to build a truly diverse workforce providing
essential reproductive health services.
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