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ABSTRACT
BackgroundandObjectives:Theaimof this studywas toexamineexperiencesofNew
Jersey family medicine residents and preceptors with the etonogestrel subdermal
contraceptive implant and to explore barriers to and facilitators of training.

Methods: In this qualitative study, we conducted semistructured individual inter-
views to explore residents’ and preceptors’ experiences with contraceptive implant
procedural training. We invited residents and preceptors from programs with
high (5.2–10.9) and low (0.0–0.1) implant procedures per resident to participate.
Participants discussed factors that supported or inhibited implant training and
provision. We transcribed, coded, and analyzed interviews on a rolling basis.
We used memoing to reflect on the data and identify saturation. We developed
and refined our codebook using a collaborative, iterative process. We analyzed
interviews using deductive and inductive techniques to identify themes.

Results:We interviewed 25 subjects: 14 residents and 11 preceptors from four family
medicine residency programs with the highest and lowest implant training num-
bers. Common barriers included lack of hands-on experience with the procedure,
lack of teaching with the procedure, and difficulty scheduling patients. Facilitators
included formal training and inclusion of contraception in residency curricula,
preceptors’ comfort with the procedure, office sessions dedicated to procedures or
gynecology visits, and patient familiarity with the implant.

Conclusions: Family medicine residencies provide unique opportunities to impact
provision of long-acting reversible contraception (LARC). We identified potential
interventions, including formal implant training sessions, dedicated procedure
office sessions, stocking of devices in the office, and staff focused on reproductive
health that can aid in scheduling, obtaining devices, and setup.

INTRODUCTION
The contraceptive implant (Nexplanon) is an extremely effec-
tive long-acting contraceptive placed subdermally in the arm. 1

While the US Department of Health and Human Services
recommends increasing access to implants and intrauterine
devices (IUDs), together referred to as long-acting reversible
contraception (LARC),2–6 most primary care efforts have his-
torically focused on IUD training.7–12

Primary care settings provide contraception to more than
20% of reproductive-age people in the United States, with
higher numbers among lower socioeconomic groups. 13 After
obstetrician-gynecologists, family physicians are the most
likely to provide contraception8,11,12 and are second to der-
matologists in minor skin procedures. 14–16 LARC is within
the scope of family medicine, with the Accreditation Council

for Graduate Medical Education requiring reproductive health
training in residency 17 and both the Society of Teachers
of Family Medicine and the American Academy of Family
Physicians recommending LARC training for residents. 18,19 Yet,
more than half of family physicians do not provide LARC, with
residents much more likely to provide LARC than practicing
physicians 16 and with implants lagging behind IUDs. 14,15,20

Unlike IUDs, implant provision requires a Food and Drug
Administration (FDA)-mandated training completed by all
providers, including residents.21

Because LARC training in residency is the factormost asso-
ciated with LARC provision,7–11 increasing implant training
during residency is essential to improving contraceptive access.
Our study explored family medicine residents’ and preceptors’
experiences with, barriers to, and facilitators of contraceptive
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implant training. We aimed to identify differences in training
structure, and barriers and facilitators to training across four
residency programs in New Jersey.

METHODS
Sample and Recruitment
Wepreviously surveyed 15 familymedicine residency programs
in New Jersey that agreed to participate (out of 18 total New
Jersey programs) to identify the mean implant procedures
among residents. We emailed residents and faculty at the
two programs with the most implant procedures per resident
(means of 10.9 and 5.2) and the two programs with the
fewest (means of 0.0 and 0.1). We originally invited all resi-
dents to participate, but then limited participation to current
postgraduate years 2 and 3 (PGY2 and PGY3) to focus on
participants with adequate residency experience. We invited
family medicine attendings (preceptors) who trained family
medicine residents in the outpatient setting at least 3 half days
per month. Sampling was continued throughout data analysis
until thematic saturation.22

Data Collection

We developed a semistructured interview guide, adapted from
a previous study about IUD training,23 which included par-
ticipants’ experiences with implant provision and training,
and factors that support or inhibit implant provision in their
programs. We explored barriers and facilitators on four lev-
els: clinic, training programs, providers, and patients. Two
researchers (S.M. and K.C.), both family physicians with train-
ing in qualitative interviewing, conducted interviews via Zoom.
Interviews lasted 30 to 60 minutes and were audio-recorded
and transcribed. Participants received a $75 gift card. The
Rutgers Institutional Review Board approved this study.

Data Analysis

After reviewing the initial transcripts,wecollaborativelydevel-
oped the coding scheme andmodified the codebook through an
iterative process until complete. Two members of the research
team (S.M. and K.C.) coded transcripts using NVivo analytic
software.24 After the first interview, we conducted a rolling
analysis of thedata andusedmemoing to reflect on thedata and
identify thematic saturation for each group. We (S.M., K.C., and
J.A.) resolved discrepancies through discussion until reaching
consensus. We organized thematic data around the levels
described earlier and then listed each barrier and facilitator
discussed by each group of participants. We provide quotes
illustrative of these barriers and facilitators, shortened here for
clarity, but otherwise verbatim.

RESULTS
From the four programs, we interviewed 25 participants,
including 14 residents (7 high-volume and 7 low-volume) and
11preceptors (7high-volumeand4 low-volume).Demographic
characteristics are presented in Table 1. While both high-
volume programs provided both IUDs and implants, one low-
volume program provided one IUD type and the other did not

provide any LARC.
Participants discussed 22 unique barriers and 10 unique

facilitators (Table 2). While the categories are not mutually
exclusive, we classified the themes as either mostly pertaining
to the office logistics, training program structure, provider
attitudes, or patient factors.

Office Logistics
Residents and attendings at all programs discussed office
logistics, particularly acquiring devices, scheduling appoint-
ments, and having a dedicated gynecology or procedure clinic.
Difficultyobtainingcontraceptive implantdeviceswasa signif-
icant theme in all programs. For the high-volume programs,
ordering devices created delays in provision, and lack of
financial coverage meant that some patients could not access
implants.

We have a lot of uninsured patients . . . it’s a
money issue. We do have a discount program
in our clinic . . . [but] they can’t afford [the
reduced price]. . . . Even if they do have
insurance, we still need it to run by insurance
andmake sure that it’s covered.

Preceptor, high-volume

Lack of coverage for implants, including lack of insurance or
having insurance requiringbuyandbill,was too challenging for
the low-volume program that offered hormonal IUDs. Because
hormonal IUD funding was available for low-income patients,
this was the only LARC option that the program offered.

So, [LARC training] has been really difficult
for both us and the OB/GYN residency pro-
gram. And it has a lot to do with the buy
[and] bill [for LARC]. . . . Fortunately for
us, a large number of our patients do have
uncompensated care, so they do qualify for
the [IUD patient access program].

Preceptor, low-volume

Even for patients who had insurance coverage for devices, the
inability to stock the devices created barriers to training and
prevented same-day care.

I wish I could do [contraceptive implants] a
littlemore on the spur of themoment. . . . That
we couldhave stuffstockpiled, so if somebody
said, yep, this is what I want . . . all right, let’s
just do it.

Resident, high-volume

Scheduling the appointment with a trained preceptor posed
another significant barrier. Residents and preceptors noted
that not every preceptor is trained for implant procedures, so
the potential appointments are limited. Attendings precepting
multiple residents would sometimes request a backup pre-
ceptor for the LARC procedure. Residents who counseled the
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TABLE 1. Demographics

High-volume residents High-volume preceptors Low-volume residents Low-volume preceptors

Residents (total) 7 7

PGY1* 1 0

PGY2 3 6

PGY3 3 1

Preceptors (total) 7 4

≤1 year in practice 1 1

2-5 years 1 2

6-10 years 4 1

10+ years 1 0

Pronouns she/her 5 7 6 3

Pronouns he/him 2 0 1 1

Pronouns other 0 0 0 0

One PGY1 was enrolled prior to the decision to limit recruitment to PGY2 and PGY3. Abbreviation: PGY, postgraduate year

patient about the implant would want to perform the implant
insertion procedure. These logistic barriers were a deterrent to
offering implants.

[Residents] don’t wanna go there. . . . “Oh,
shoot, I’mgonnahave to talk to thepreceptor.
And how do I order this? And who’s in charge
of scheduling it? And who’s precepting that
day? . . . Iwannado itmyself (if I’maresident),
but I’m on night float for the next whatever
number of weeks.” . . . [They’re] being over-
whelmed by the logistics of everything in the
office.

Preceptor, high-volume

High-volumeprograms reduced somebarriers byhavinggyne-
cology or procedure clinics. These sessions were staffed with
one dedicated preceptor, one resident, and one nursing assis-
tant. This arrangement allowed programs to ensure that the
appointments were longer, with a trained preceptor, and
without other residents to precept simultaneously. The dedi-
cated nursing assistant was trained to set up, assist with the
procedure, and acquire devices.

Training Program
Participants discussed factors about their programs that facil-
itated or inhibited contraceptive implant training. While the
dedicated procedure session did not facilitate continuity for the
resident who first counseled the patient, it did allow residents
to have one-on-one time with preceptors and to repeat the
same procedure several times during one session, facilitating
learning.

[Procedure session] faculty . . . watch a video
and . . . go over the steps with [the resident]
before they go in. . . . I haven’t had any
residents not do well in terms of removal or
insertion, . . . and I think it’s probably because

of how they’re taught, the trainings and also
the fact that we do make sure that we answer
any questions before we go into the room.

Preceptor, high-volume

Residents reported that the timing of these sessions within
the course of residency impacted their ability to use these
skills during continuity sessions. The COVID-19 pandemic both
reduced thenumberof procedure clinics anddelayedoutpatient
rotations.

Male and female residents noted that female residents had
moreopportunities todiscuss contraceptionwithpatients, for a
variety of reasons including patient comfort, resident comfort,
who patients were scheduled with, and differences in clinical
rotation sites for male versus female residents in one program.

Participants discussed how workshops, didactics,
and models improved their knowledge and comfort with
contraceptive implants, but low-volume residents noted that
didactics de-emphasizedmethods not provided in the practice.

We do have a lecture. . . . Because we’re not
putting them in, it may not be as in-depth
[about implants]. We do talk a lot more about
oral contraceptives, how to switch, . . . about
[injectables] and IUDs.

Resident, low-volume

Provider Factors
Provider perspectives about and comfort with contraceptive
implants largely impacted training opportunities at all pro-
grams. Attendings’ comfortwith contraceptive implants varied
widely between the high-volume and low-volume programs.
The attendings at low-volume programs discussed discomfort
with implant procedures while the high-volume attendings
described implant procedures as easy. Low-volume program
residents noted that preceptor discomfort and reluctance to
offer contraceptive implants were among the greatest barriers
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TABLE 2. Barriers and Facilitators to Contraceptive Implant Care

Barriers Group A—resident,
high-volume program

Group B—preceptor,
high-volume program

Group C—resident,
low-volume program

Group D—preceptor,
low-volume program

Difficulty scheduling appointments X X X

Accessing devices: cost X X X

Accessing devices: logistics X X X X

Trained staff X

Patients accessing care in other clinics X X

Lack of preceptor comfort X X

Lack of preceptor knowledge X X X

Coverage of precepting sessions X X

Limited availability for procedures (lack of
dedicated clinic, lack of time)

X X

Lack of formalized hands-on training X X

Contraceptive care didactics missing implant X X

Gender-specific training opportunities X

Missed opportunities to discuss contraception X X X

Uncertain of logistics/relative ease of other
options

X X X

Knowledge barriers (uncertainty or inaccurate
information)

X X X X

Patient preference bias X X

Perceived lack of interest/awareness from
patients

X X X

Patient discomfort with arm implant X

Patient preference for female provider X X

Few reproductive-age female patients on panel X

Adolescent-specific barriers (navigating
parents, discomfort discussing with
adolescents)

X X

Pandemic impact on clinic X X X

Facilitators

Patient interest and satisfaction X X

Resident interest in implant care X X X

Provider interest in discussing contraception X X

Support people/champion for implant
procedures

X X

Access to devices (stocking, insurance
coverage)

X

Trained staff X

Dedicated GYN/procedure clinic X X

Preceptor comfort X X

Dedicated workshop X X

Opportunities for procedure experience X X

Abbreviation: GYN, gynecology
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to training and impacted their likelihood to provide contracep-
tive implants in the future.

I think it’s difficult when the attending is
not comfortable doing these things. . . . As
a primary care physician, there’s so much
that you can choose to do. . . . If that’s not
something that they do, it’s just going to be
difficult to offer it.

Resident, low-volume

Low-volume program providers discussed not mentioning the
contraceptive implant option because they could not provide
it. Considering the best interest of their patients, sometimes
they omitted this option because they believed their patients
could not access it, and they wanted to offer methods with
fewer barriers. Other times, participants avoided discussing the
implant because other methods were easier to initiate.

I recommend the oral contraceptives for
everybodyfirst, because that’swithout doubt,
the easiest to start. And it doesn’t mean that
it’s the most effective, or easiest to continue.

Preceptor, low-volume

Participants described various practices for initiating conver-
sations about contraception with patients. High-volume pre-
ceptors reported discussing contraception routinely with their
patients, while low-volume participants discussed covering
contraception only if patients asked.

We don’t normally just ask, are you interested
in birth control, unless a patient tells us that
they’re sexually active, looking for options. . .
. It’s not something that is just brought up.

Resident, low-volume

High-volume preceptors stressed the importance of teaching
residents to bringup family planning, thoughnoted that some-
times their learners struggled to initiate these conversations.

The singlemost common thingwith residents
. . . when a patient says something, and you
think, man, there is your opportunity [to
discuss contraception] and it’s missed . . .
because someone is worried about time and
doesn’t wanna bring it up. . . . I don’t know
if it’s missed because you’re worried about
other things. . . . I don’t know if it’s missed
because you don’t know how to bring it up.

Preceptor, high-volume

Attendings and residents reported inaccurate information
about contraceptive implants. Low-volume participants
described knowing little about it. Those from high-volume
programs cited more medical inaccuracies, believing that
more patients were ineligible for the implant, such as those

with higher body mass index or with contraindications to
estrogen. Sometimes residents reported that their preceptors
required additional testing to rule out pregnancy for patients
who already met the standard of care for implant insertion,
leading to delays in care.

Preceptor enthusiasm for the implant appeared to result
in barriers to implant removal. Attendings reported encour-
aging patients to continue the contraceptive implant rather
than remove it. Many providers described implant removal as
undesirable, particularly for patients without explicit plans to
conceive.

The first question is, why do you want it
removed? . . . If it’s because of irregular or
excessive bleeding, then I certainly wouldn’t
just immediately take it out. . . . I would do
birth control pills for a cycle.

Preceptor, high-volume

Perceived Patient Perspectives
Participants described various patient attitudes toward contra-
ceptive implants. Low-volume providers reported low patient
awareness of themethod,with some connecting low awareness
with lack of availability. In contrast, high-volume providers
reported that patients requested implants, and they detailed
patient characteristics impacting their interest and satisfac-
tion. High-volume providers reported that patients believed
the implant was an easy procedure and easy to maintain, but
that bleeding effects were either a deterrent to use or the main
reason why patients would be dissatisfied with the method.

I think initially . . . it just seemed like I had
more patients that were coming backwith the
bleeding complaints. I really try to emphasize
with the residents, when you counsel them,
you have to let them know they’re going to
spot.

Preceptor, high-volume

Providers often reported patients choosing an implant versus
an IUD because of the device location. Some reported that
patients disliked the implant’s location in the arm. Other
providers mentioned patient preference for the arm instead
of the uterus, especially for younger patients less experienced
with gynecologic procedures.

[Implant patients] are the ones that are look-
ing for, “not something I have to do on a
regular basis,” but “the procedure of an IUD
seems scary to me.” The younger kids who
haven’t had a Pap yet, they’re just not all that
comfortable with that kind of procedure. . . .
[The contraceptive implant] is a much more
palatable option.

Resident, high-volume
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Providers also reported that younger patients preferred con-
traceptive implants, either due to higher awareness or more
openness to suggestions. Some providers preferred younger
patients touseLARCmethods ingeneral andpreferred implants
over IUDs for nulliparous patients.

I try to talk to [younger patients] about LARC.
With them, I don’t recommend IUD, because
I feel like or I’ve been told that the nulliparous
uterus is not as suitable for an IUD device.

Resident, high-volume

Some providers suggested that race or ethnicity was a factor
in patient interest in the contraceptive implant, specifically
among Hispanic patients. Providers suggested that patient
interest in the contraceptive implant may be culturally
mediated, though varied on whether they perceived patients’
interest increasing or decreasing from cultural conceptions.
Providers mentioned race when discussing the patients with
whom they are more or less likely to bring up implants. The
following quote also highlights racial biases about who should
get the most effective methods of contraception.

I think [the contraceptive implant] is a great
method, especially for a lot of our patients
who happen to be of the Hispanic population,
and a lot of them are hesitant about IUDs.
There’s just the stigma against them within
that population. . . . I think it’s just cultural.

Resident, high-volume

CONCLUSIONS
This qualitative study of 25 family medicine residents and
preceptors described barriers and facilitators of contraceptive
implant training at four residency programs in New Jer-
sey. Participants identified barriers that can be addressed to
enhance training and identified facilitators that can be imple-
mented at similar programs. Low-volume programs identified
more barriers than high-volume programs; conversely, high-
volumeprograms identifiedmore facilitators than low-volume
programs (Table 2). In alignment with IUD literature, access to
devices, provider knowledge, and comfort with the procedure
were key enablers to provision.23

AddressingMedicaid reimbursement policy for contracep-
tive implants may be a high-yield first step to impact family
medicine implant training in states using the buy and bill
system, which requires health centers to pay for devices up-
front in bulk and get reimbursed (sometimes months or years
later).25 Thisdisproportionately impactsprimary care systems,
which provide LARC at much lower numbers than specialty
providers. This is illustrated by the low-volume program
that successfully provided IUDs, because the inability to use
insurance coverage up front for implants was insurmountable.
Because family physicians aremore likely to care for uninsured
and publicly insured patients,26 lack of access to devices in
residency training clinicsmaydisproportionately reduce access
to implants for low-income patients.

Based on our findings, we suggest additional changes that
residency programs can implement to enhance contraceptive
implant training. The high-volume programs navigated logis-
tical barriers of obtaining devices by having designated office
staff to champion paperwork and device ordering. Additionally,
attendings taught norms about when to initiate conversa-
tions about contraception; high-volume providers seemed to
bring up contraception more often, likely resulting in more
opportunities to provide it. Knowledge gaps in both high-
and low-volume programs may be improved by participation
in the FDA-mandated training program and inclusion of the
contraceptive implant in didactics and hands-on dedicated
procedure time.

Provider bias toward LARC, as well as age and racial and
ethnic stereotypes such as those displayed by study partici-
pantsmay impactpatient access andoutcomes.Thecontradict-
ing comments about Hispanic patients’ preferences reflected
both harmful assumptions about a diverse group of patients
and an incorrect attribution to culture; provider bias was the
contributing factor to inequitable contraceptive access. Our
study revealed a bias toward LARC generally as well as racial
stereotypes about who should use the most highly effective
methods.Historically, biases like thesehave led to reproductive
coercion, from forced sterilization of Black, Indigenous, and
People of Color to use of implants as a requirement for welfare
benefits.27,28 Acknowledging these biases is essential in order
to address them. Familymedicine residencies canuse resources
such as the Reproductive Health Access Project (RHAP) and the
Center for Reproductive Health Education in Family Medicine
(RHEDI) to strengthen LARC training through the lens of
reproductive justice and antiracist care.29,30

This study was limited to the perspectives of residents
and attendings at four residency programs in New Jersey,
influenced by social desirability bias and inclusion of self-
selected participants, and based on a small sample size. Fur-
ther, generalizability is inherently limited in qualitative stud-
ies. We based program selection on self-reported procedure
numbers; actual procedure numbers may differ. We recruited
fewer faculty from low-volume sites, perhaps reflective of low
interest among those faculty. Our selection of one low-volume
site that provided IUD training likely caused us to encounter
different barriers between the two low-volume programs.
Finally, resident participants were impacted by the COVID-19
pandemic, so prepandemic perspectives may have differed.

Contraceptive implant training during residency is nec-
essary for family physicians to provide this method. Barriers
that impact contraceptive training in family medicine have
implications for equity in reproductive autonomy. All patients
deserve medically accurate, accessible, and autonomy-driven
contraceptive counseling, and this bias may contribute to
injustices in contraceptive care. In this era of abortion bans
following the reversal of Roe v Wade, reproductive autonomy
is especially threatened. By strengthening contraceptive edu-
cation, residencies can address these injustices.
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