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Abstract

Background Since the legalization of abortion services
in the United States, provision of abortions has remained
a controversial issue of high political interest. Routine
abortion training is not offered at all obstetrics and
gynecology (Ob-Gyn) training programs, despite a
specific training requirement by the Accreditation
Council for Graduate Medical Education. Previous studies
that described Ob-Gyn programs with routine abortion
training either examined associations by using national
surveys of program directors or described the experience
of a single program.

Objective We set out to identify enablers of and barriers
to Ob-Gyn abortion training in the context of a New York
City political initiative, in order to better understand how
to improve abortion training at other sites.

Methods \We conducted in-depth qualitative interviews with
22 stakeholders from 7 New York City public hospitals and
focus group interviews with 62 current residents at 6 sites.

Results Enablers of abortion training included program
location, high-capacity services, faculty commitment to
abortion training, external programmatic support, and

resident interest. Barriers to abortion training included

lack of leadership continuity, leadership conflict, lack of
second-trimester abortion services, difficulty obtaining

mifepristone, optional rather than routine training, and
antiabortion values of hospital personnel.

Conclusions Supportive leadership, faculty commitment,
and external programmatic support appear to be key
elements for establishing routine abortion training at Ob-
Gyn residency training programs.

Editor’s Note: The online version of this article contains
a sample copy of the guides used for residency program
directors and residency focus groups.

Introduction

Since the legalization of abortion services in the United
States, provision of abortions has remained a controversial
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issue of high political interest. The need for obstetrics and
gynecology (Ob-Gyn) residents to be exposed to abortion
training, however, remains supported by the American
Congress of Obstetricians and Gynecologists.! Since 1996,
the Accreditation Council for Graduate Medical Education
has specified that Ob-Gyn programs must include training
in induced abortions.? Despite this, approximately one-half
of Ob-Gyn programs do not provide routine abortion
training.> Currently, 14% of practicing obstetricians and
gynecologists provide abortions,* and 87% of US counties
do not have a provider.’ Training inconsistencies likely are
a factor contributing to the lack of access to abortion care
for some areas in the United States, and it is of high social
and medical significance that routine abortion training be
provided.

National and local initiatives have been created to
improve abortion training for Ob-Gyn residents. Since
1999, the Ryan Program has provided funding and
expertise to develop abortion training at more than 60 Ob-
Gyn departments in the United States, Puerto Rico, and
Canada (written communication with Ryan Program
employee Kristin Simonson on March 13, 2013).¢ In 2002,
the National Abortion and Reproductive Rights Action
League of New York, now called NARAL Pro-Choice New
York (NARAL/NY), obtained Mayor Michael Bloomberg’s
support to launch the first citywide abortion training
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initiative.” Bloomberg assigned the Health and Hospitals
Corporation (HHC), which manages 8 public hospitals that
train Ob-Gyn residents from nearby community or
academic residency programs, to coordinate the initiative.
The program’s aims were to develop or improve routine
abortion training with respect to the full range of modern
abortion services. The details of the implementation and
outcomes of this initiative have been described separately.®
Previous studies that described Ob-Gyn programs with
routine abortion training either examined associations
based on national surveys of program directors® or
described a single site’s experience.'® We set out to identify
enablers of and barriers to Ob-Gyn residency abortion
training within the context of the New York City (NYC)
training initiative. To develop a more holistic account, we
used a qualitative methodology and surveyed a range of
respondents from multiple sites. An in-depth examination
of the different factors that bear on Ob-Gyn abortion
training at multiple institutions with specific training
provisions will contribute to a better understanding of
how to improve abortion training at other sites.
Findings may improve abortion training efforts around
the country and positively impact the low number of
abortion providers available to US women throughout
most of the country.

Methods

We obtained Institutional Review Board approval from
Columbia University Medical Center and 7 of the 8
individual HHC hospital facility research review commit-
tees. One HHC program did not respond to our invitation.

Participants

We used stratified purposive sampling for enrollment of
participants. We invited individuals involved in imple-
menting the initiative: an initiative consultant, an HHC
chief of staff member, a NARAL/NY employee, a Ryan
Program staff member, and an Ipas program consultant
(Ipas is a nongovernmental organization that aims to
expand the availability, quality, and sustainability of all
reproductive health services!!). Next, we invited program
representatives: 7 HHC Ob-Gyn departmental chiefs of
service and 5 university-affiliated residency directors. We
recruited 3 current and 4 prior HHC providers of induced
abortion services. Six of the program directors allowed us
to conduct a resident focus group interview; one program
director declined an interview. Focus group interviews were
arranged during the residents’ protected educational time;
none of the residents in attendance were excluded from
participation. At the start of the interview, we described the
purpose of the study and obtained oral consent from
participating residents.

What was known

Training in elective abortions is important for access to these services
but is not provided by all obstetrics and gynecology residency programs.
What is new

Interviews identified enablers of and barriers to abortion training in a
sample of New York City programs.

Limitations

New York City’s environment may be more favorable to abortion training
than that of other states, limiting generalizability of the findings.
Bottom line

Supportive leadership, faculty commitment, and external programmatic
support appear to be enablers of abortion training, whereas barriers
include leadership discontinuity or conflict, optional rather than routine
training, and environmental factors.

Data Collection

We first met with the NARAL/NY employee who was
involved in the development, advocacy, and evaluative
aspects of this initiative. She helped us develop detailed,
semistructured interview guides regarding the content,
context, and potential enablers of and barriers to abortion
training. A sample copy of the guides used for residency
program directors and residency focus groups is provided as
online supplemental content. We then invited individual and
resident informants to participate in 30- to 60-minute
interviews. When possible, we audio recorded and tran-
scribed the interviews. Interviewers took handwritten notes
when participants declined the request for audio recording
and at the program director’s request for one resident focus
group. We obtained oral consent and assured all participants
that institutional and employee names would be deidentified.

Data Analysis

We engaged in an iterative and comparative form of
analysis to allow themes to emerge.'?> Open coding (level I)
consisted of line-by-line examination of transcripts and
identification of specific factors that were used as codes.
During axial coding (level II), we examined open codes for
the underlying explanation of how the factor posed as an
enabler or barrier. We used selective coding (level III) to
merge findings and classify whether they arose in the
context of the initiative. We used data display tables to
visually understand our results and then created a
conceptual framework based on the theory that emerged.
We subsequently re-reviewed transcripts to ensure theo-
retical consistency.

Credibility

Following the approach described by Creswell,"* we took
several steps to achieve and maintain credibility, including
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writing subjective memos, seeking feedback from field
practitioners, and corroborating our data with previous
literature as data triangulation. For the interviewees who
declined audio recording, we reviewed and transcribed the
notes immediately after the interviews to improve accuracy.

Results

A total of 22 of 24 invited individuals (92%) participated.
Of the 6 residency programs that participated in our study,
3 had routine abortion training in the form of a dedicated
family planning rotation or by integration into the
gynecology service rotation. The other 3 programs offered
optional training: 1 program had training available on-site,
and the other 2 required the resident to individually arrange
participation. A total of 62 of the 150 residents (44%) at
the 6 programs were available to participate in focus group
interviews, and none declined participation. Individual
program participation rates ranged from 25% to 58%.
There was approximately equal representation across
training levels: 34% postgraduate year 1 (PGY-1), 23%
PGY-2, 19% PGY-3, and 24% PGY-4. Most of the
residents in these programs participated in abortion
services; 13% did not fully participate (opted out).

We organized the conceptual framework based on the
results and theory that emerged (F1IGURE). Inthe FIGURE,
the pyramid’s levels categorized stakeholders by their job
role, displayed their authority, and reflected the relative
number of individuals. Although we uncovered enablers
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and barriers arising at the NYC leadership level, for the
purpose of this article we focused on enablers and barriers
implemented by program leadership and/or abortion
service staff. We present key quotations related to enablers
and barriers in TABLES 1 and 2, respectively.

Enablers of Abortion Training

1. Program Location Almost all of the respondents
described an NYC location as “pro-choice” and a favorable
environment for abortion training. Many residents
described a self-selection process; they chose to train at
NYC hospitals that offered abortion training. NYC-based
abortion training also gave residents, particularly those
who plan to relocate after graduation to areas with low
abortion access, the ability to provide services.

2. Access to High-Capacity Services Respondents
explained that access to high-volume services provided an
available and sustainable training environment. These
services were provided within the HHC system or, if there
was not enough patient volume available, links were
established with freestanding clinics. Residents described
how the high volume of cases led to a greater sense of
comfort and proficiency. At centers that received referrals
for medically complex patients, residents remarked that
they benefited by learning how to care for medically
complicated patients.

3. Faculty Commitment to Abortion Training A major
theme cited by both leadership and resident respondents
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TABLE 1 KEY QUOTATIONS RELATED TO ENABLERS

Theme

Quotation (Respondent)

Program location

“New York is so different from everywhere else..the mindset [regarding] a woman’s right to choose...is more prevalent than...other
places.” (Individual involved in implementing the initiative)

“I thought [abortion training] was valuable to me, because I'm from [a certain state]..[and | might] like to be able to maybe one day
go back there..and be able to provide the service in a place..[where] they’re not down with abortions.” (Resident at program with
routine abortion training)

Access to high-
capacity services

“I'think we get amazing training here..because we do like eight [cases] every Thursday, you know, and you do it a couple of times and
you're like, okay, | feel like I'm comfortable with this.” (Resident at program with routine abortion training available on-site)

“[The freestanding clinic we are linked with is] so streamlined and efficient... It's just unbelievable how much they can get done...and
the breadth of the services they offer...[including] contraception counseling.” (Resident at program with routine abortion training
available off-site)

Faculty
commitment to
abortion training

“I'think it’s the central person [who is family planning fellowship trained] that not only knows how to do the procedures, knows a lot
about the literature, but also is like an organizing person...I don’t think it was necessary that [the attending] needed to have done the
fellowship because | still felt like | was getting adequate education [from generalists], but now | think [the family planning rotation’s]
just more organized.” (Resident at program with routine abortion training)

Ryan Program
support

“I think that probably [the residents] think of it as one of their favorite rotations because they have so much continuity, because they
have structured teaching, structured reading, and structured learning.” (Residency director)

Resident interest

“[The residents] were devastated [when the program was considering no longer having a dedicated family planning rotation]. They
wanted to see that the rotation would continue..They [said] ‘No, this [rotation] is really important, we really want to maintain this
experience, even though it's abbreviated and a little bit different.” (Abortion provider)

was the importance of faculty commitment; the largest with research and added up-to-date patient care

impact came from those in leadership positions. Residents approaches.

also described that abortion providers had the biggest 4. Ryan Program Support Residency program directors and
impact on their experience based on their “dedication,” abortion providers identified external programmatic

“advocacy,” and “mentorship.” Some residents highlighted ~ support from the Ryan Program as an enabler. Many cited
that family planning fellowship graduates were familiar how the Ryan Program provided individual programs with

TABLE 2 KEY QUOTATIONS RELATED TO BARRIERS

Theme

Quotation (Respondent)

Lack of program

leadership continuity

“[One of the] key challenges [to training was] the waxing and waning of the strength of the mentorship and teaching faculty
[due to the] inability to retain good faculty.” (Individual involved in implementing the initiative)

Program leadership

conflict

“From the day that that [the chief of service] took office, there was just a mount[ing] amount of resistance. The only reason
[the abortion provider] stayed as long as she did was because she felt so strongly about the resident education..and then |
think emotionally, it just became too much to work in that sort of a hostile environment.” (Resident at program with routine
abortion training)

Lack of second-

trimester abortion

services

“I don’t know how | feel about the more advanced terminations because I've never experienced something like 21 weeks or
22 weeks. As a student, | felt uncomfortable with them, but maybe if | had training | might change my mind.” (Resident at
program with optional training)

“With [limited] exposure to these [second-trimester abortion] patients, | mean, I'm just not educated about it at all. | have no
idea why someone would come at 21 weeks.” (Resident at program with optional training)

Difficulty obtaining

mifepristone

“It was always a resource issue about who's going to pay or they [the manufacturer] wanted to be paid up front..and it’s a
rather pricey pill..and then who's going to pay for it on the back end?” (Abortion provider)

Optional training

“You set [the abortion training] up yourself..I have to find places all by myself and ask for permission...So, it’s..a challenge.”
(Resident at program with optional training)

“It was just good to be able to come to a place where [residents are]...overtly trained...You don’t have to ask for it. You don’t
have to sneak behind some person to get trained in abortion.” (Resident at program with routine training)

Antiabortion values of “I think some of the nurses in the operating room are just very aggressive towards these patients...it just makes for an
hospital personnel

upsetting situation...I think it’s difficult for the people in the operating room just to kind of understand like this is a procedure
that needs to happen and, you know, they just view it very differently.” (Resident at program with on-site training)
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a structured curriculum that included learning objectives,
highlighted articles, quizzes, and evaluations. Others
described how the Ryan Program has technical expertise
and experience with improving training within the hospital
setting. Partial salary support from the Ryan Program gave
abortion trainers additional time to improve the
curriculum. Program leadership respondents explained that
obtaining support often depended on the presence of a
committed abortion provider.

5. Resident Interest Respondents commented that “word of
mouth” among the residents popularized training and led
to a decrease in opting out. At one program, an abortion
provider described how resident interest ensured an
ongoing family planning rotation. At another program
resident interest was apparent, but given the lack of other
enablers, it was not sufficient to establish routine training.

Barriers to Abortion Training

1. Lack of Program Leadership Continuity Individual
programs experienced leadership changes that hindered
training. When abortion providers left, there was
inconsistent mentorship available. One HHC attending
explained that staff “‘get burnt out and will leave” because
of an unremitting focus on patient volume at NYC public
hospitals. Lack of leadership continuity jeopardized
enablers such as Ryan Program support.

2. Program Leadership Conflict Respondents from all
levels described conflict between program leaders. At one
HHC hospital, the relationship between the HHC chief of
service and the affiliated university departmental chair was
described as interfering with abortion training, since “the
separation of the two to a certain degree has never been what
you would call a happy marriage.” A resident at another
institution described conflict between a new HHC chief of
service and a provider that resulted in relocating second-
trimester services to off-site locations where residents do not
rotate. Thus, program leadership conflict contributed to
decreased access to high-capacity services and training.

3. Lack of Second-Trimester Abortion Services
Participants, particularly residents, spoke about the lack of
exposure to second-trimester services as a barrier to
comprehensive abortion training. At some programs there
were providers who provided limited second-trimester
procedures, whereas at others there was no available
provider. Low exposure to second-trimester services
affected residents’ skills, comfort level, understanding of
the patient’s situation, and ability to provide services
following graduation.

4. Difficulty Ordering Mifepristone Providers mentioned
the difficulty of obtaining mifepristone as a key barrier
to medication abortion training. HHC leadership ensured

242 Journal of Graduate Medical Education, June 2013

that mifepristone was added to hospital formularies,
which is the first step in ensuring drug availability.
According to respondents, however, mifepristone was not
always available for patients because of additional
challenges; there were issues related to ordering and
meeting certain Food and Drug Administration
requirements, and many had to “jump through hoops™ to
deal with pharmacists who were not familiar with
procurement of this medication. Respondents highlighted
the concerns about upfront ordering costs and
reimbursement rates related to the high cost of
mifepristone.

5. Optional Training Respondents identified a range of
abortion training opportunities at NYC public hospitals.
The first type of training was routine abortion training,
whereby all residents were assigned to participate in
abortion services. Those residents who decided to “opt-
out” still received training in certain aspects of abortion
care based on their individual preferences. In contrast,
other programs required residents to “opt-in,” or else they
would not receive abortion training. Opt-in abortion
training generally occurred on-site but required residents to
arrange off-site training for certain aspects of abortion care.
None of the opt-in programs had routine exposure to
second-trimester abortion training, and most had limited
medical abortion exposure. Residents described that having
to opt-in, particularly at an off-site location, was
challenging given limited elective time. In contrast,
programs with routine training facilitated and normalized
training.

6. Antiabortion Values of Leadership and/or Staff All
respondents cited examples of personal, religious, and/or
political antiabortion values from individuals at all levels
within the hospital setting that led to a decrease in the type
or frequency of training. These values often acted as an
underlying issue for barriers mentioned in this article. They
were cited as the primary reason(s) that some residents
declined abortion training. Residents often cited examples
of resistance to care for patients seeking abortion services
from nursing staff members who worked outside of
dedicated women’s options centers. At certain centers,
this form of hostility improved when leadership
performed values clarification exercises and instituted
opt-out policies.

Discussion

By using a qualitative approach and considering a range of
stakeholders, we provided an in-depth overview of the
difficult and often complex leadership, professional, and
logistic factors required for successful implementation and
maintenance of Ob-Gyn abortion training. As specified by
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the resident participants, optional training is challenging
and inconvenient; training programs must find ways to
include accessible training opportunities in their curricu-
lum. A key finding in our study was that all 3 programs
that provide routine abortion training demonstrated all of
the enablers that we listed. Through our interviews and
analyses we found that these enablers were mutually
reinforcing and, when present, lessened barriers to training.
In particular, respondents described how committed faculty
members hired by supportive leadership obtained Ryan
Program support and fueled resident interest. These
committed providers were experienced in all forms of
abortion services, which avoided related barriers that we
identified in other programs, such as provision of medica-
tion abortion and second-trimester services. The impact of
these individuals was evident when program leadership
changes occurred; in our study, lack of leadership
continuity and/or the disappearance of the faculty cham-
pion resulted in decreased training.

A limitation of our findings is that we examined
abortion training in NYC; most health systems do not
operate in such a politically favorable environment. Other
systems may not have the backing of prochoice leadership
or the financial resources obtained through the Bloomberg
abortion training initiative to enact changes in abortion
training, limiting generalizability. Our findings, however,
are in agreement with other studies conducted throughout

the country>*'°

and are similar to qualitative inquiry
related to abortion training in the context of family
medicine residency programs.'*!> We would also argue that
NYC may represent a “best-case” scenario and that, at a
minimum, the enablers and barriers we discovered must be
considered. The individual respondents included a high
percentage of abortion providers who gave a longitudinal
perspective about abortion training in NYC. Although we
had a high response rate for the stakeholders, this may
represent sampling bias in that most had favorable attitudes
toward abortion training. Although we used convenience
sampling to recruit residents, which led to incomplete
participation, participation was not based on interest in the
study; all available residents participated and groups
included residents who opted out of abortion training.
We believe that for programs looking to integrate or
improve abortion training, having supportive leadership,
having a committed and skilled faculty member, and
obtaining Ryan Program support are valuable inputs. Most
of the abortion providers in our study were trained by the
Fellowship in Family Planning, so recruitment of graduates
may be beneficial for programs. When these providers

obtain Ryan Program support they may benefit from
partial salary support and resources to be used toward
curriculum development. In addition, the Ryan Program
has experience with collaborating with freestanding clinics
such as Planned Parenthood, which may be beneficial to
programs with limited on-site services.

Conclusion

Despite expectations for routine abortion training, we
identified a number of barriers that many Ob-Gyn
programs face. The results of our study provide “‘learning
lessons” for individual programs and health systems to
consider when initiating or improving abortion training.
Supportive leadership, faculty commitment, and external
programmatic support from the Ryan Program are key
elements to establish Ob-Gyn residency training programs
that include routine abortion training.
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