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The Roundtable Question

What is the current state of abortion education and training in the United States? Should medical schools offer abortion education and training to students and residents? These
questions were posed to a panel of experts, who consider the ramifications of a medical curriculum that fails to prepare practitioners to provide a full range of reproductive health
services to the populations they serve. Obstetrician-gynecologists who provide abortions are in the minority, despite increasing demand for these services.[!] This expert panel
explores how we arrived at the current shortage of abortion providers, what can be done to reverse this situation, and why education and training in abortion is important even for
healthcare practitioners who subsequently choose not to offer this service in clinical practice.

Monica V. Dragoman, MD, MPH

Abortion is an essential component of comprehensive reproductive healthcare. Each year, nearly half of all pregnancies are unintended, and half of those unintended pregnancies
are terminated.!!] Abortion is one of the most common surgical procedures provided to women of reproductive age -- more common than hysterectomy, sterilization, and cesarean
delivery. By the age of 45 years, an estimated 1 in 3 women will have had an abortion.[2]

Despite demand for abortion services, numerous barriers limit access to this procedure. Not only must women contend with legal, financial, and social restrictions affecting
availability of abortion care, but they may also struggle to find a physician willing and able to perform a safe abortion. Over the past 2 decades, fewer and fewer physicians report
offering first and second trimester pregnancy terminations. Between 1996 and 2005, the number of physicians performing abortions declined by 13%.13] More than 30% of women
living across 87% of counties in the United States have no abortion provider.|

One reason for the diminished reserve of abortion providers is limited exposure during medical school and residency. A recent study found that 17% of medical school educators
provide no formal abortion education in the preclinical and clinical years, and only 32% of schools integrated at least 1 lecture about abortion into their clinical rotations.“! In
response to concerns over incomplete family planning and abortion training in obstetrics and gynecology residency programs, in 1996 the Accreditation Council for Graduate
Medical Education (ACGME) mandated that abortion training be included as a requirement of this residency.[5] This requirement is endorsed by the American Congress of
Obstetricians and Gynecologists (ACOG).[®! To accommodate institutional policies, some programs divert residents to nonhospital sites for experience in performing abortions.
Residents also have the right to opt out of training for personal or religious reasons, but all residents must learn about the management of abortion complications. Although no
formal mandates require abortion training in other disciplines, 26 family medicine resident training programs across the United States have integrated family planning education into
their trainee curricula; the first such program was initiated in 2004.

Following the institution of these standards, 51% of programs report routine abortion training for residents; 39% provide optional trainin% and 10% still offer no training at all.l”l
Residents are more likely to participate in abortion training when it is part of the standard curriculum, rather than offered as an elective.[®! Although training models vary significantly,
a national survey conducted in 2002 revealed that residents graduating after the ACGME policy change were more likely to offer abortion services after their residencies compared
with colleagues who graduated before 1996.[°! The likelihood that a practitioner will offer abortions in practice is strongle( correlated with his or her experience in performing
abortions as a resident, and this likelihood increases with increasing numbers of abortions performed during residency. 9]

Some people in the public arena oppose resident training in abortion. Recent legislation has been proposed to deny public funding to graduate medical institutions that provide
these training opportunities. Initiatives to restrict physician access to medical knowledge set a dangerous precedent. They also interfere with the ability of trainees to become well-
rounded physicians capable of attending to the health needs of the entire population. Additionally, concerns have been raised about mandatory abortion training; however, no
resident is ever forced to participate in abortion care that conflicts with his or her conscience.

Reflecting on their training, physicians and residents perceive many benefits from participating in abortion care. Not only do they feel more proficient with procedural and
nonprocedural aspects of abortion, these residents also are better able to meet the needs of women who require uterine evacuation for other indications, including management of
early pregnancy failure, which affects 15%-25% of pregnancies.!'%"] Furthermore, abortion training contributes to greater competence and confidence with a wide range of basic
gynecologic skills, including assessing uterine size and position and performing endometrial biopsies.m'

| am very optimistic about the future of abortion training in the United States. A recent survey of obstetrician-gynecologists demonstrated that the youngest generation of physicians
(22% of those ages 35 years and younger) are more likely to provide abortions than older physicians (12% of those ages 36-45 years) in practice.l'] Over time, increasing numbers
of residency programs have adopted formalized abortion training in step with premier academic institutions around the United States. Moreover, postgraduate fellowship programs
in family planning for both obstetrician-gynecologists and family medicine physicians support specialization in this area and contribute to a pool of committed clinicians and
academicians to train future physicians. In my own experience, some of the best and brightest candidates for residency demand integrated abortion training and gravitate toward
programs that will facilitate their evolution into high-quality reproductive healthcare providers. They recognize that abortion is an essential component of comprehensive
reproductive healthcare.

Jody E. Steinauer, MD, MAS

Abortion training is critical to ensure that an adequate number of clinicians have the skills necessary to meet the needs of the 1.2 million US women who have abortions each year.

] My comments will focus on training and practice of obstetrician-gynecologists, but they are relevant to other physician specialties and advanced practice clinicians who have
important roles in ensuring access to abortion. Family practice physicians have particular relevance, because they have procedural and reproductive health training, care for women
across the life span, and often practice in areas with limited access to medical services. In reco?nition of the potential for family medicine physicians to improve access to abortions,
increasing attention has been paid to the training of family physicians to provide this care.[14-18

However, abortion training alone does not guarantee the future provision of abortion services. Obstetrician-gynecologists are more likely to integrate abortion into their practices
when they start their residencies with the intention to do abortions and when they are exposed to abortion training during residency.lg] Once in practice, obstacles, such as hospital
policy restrictions on abortion services and location in a rural setting, are associated with reduced likelihood of integrating abortion into clinical practice.®! To increase access to
abortion care, it is important to ensure that obstetrics-gynecology residents are exposed to training, to motivate medical students to care about abortion before residency, and to
support newly licensed physicians to overcome professional obstacles to providing abortion.

In my first year of medical school in 1992, | was inspired to work with dozens of medical students to create an organization called Medical Students for Choice (MSFC). We were
frustrated by what we perceived to be the omission of abortion training from most undergraduate and ?raduate medical education, and we advocated for its inclusion. In fact, in
1992, the lowest rate of abortion training (12%) since the procedure was legalized was documented.[®] Routine training has steadily increased since the ACGME mandated abortion
training in 1995 and the Kenneth J. Ryan Residency Training Program in Abortion and Family Planning (Ryan Program), founded in 1999, began providing technical assistance to
programs to meet the mandate. Now half of all obstetrics-gynecology training programs incorporate routine training, and an additional 40% provide access to optional training.m
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MSFC now has members from 146 medical schools in the United States, Canada, and elsewhere. Each year, MSFC chapters hold more than 900 campus events in addition to
national and regional meetings to educate and motivate students to learn about abortion. One of the most sought-after programs, the 1-month externship for preclinical or clinical
students to work in abortion clinics improves students' knowledge about abortion and increases their intention to include abortion in their future practices.

The impact of abortion training on physician practice extends beyond performing the abortion procedure. Exposure to an integrated family planninﬁ rotation improves residents'
skills in other areas of family planning, such as pregnancy options counseling, contraception counseling, and intrauterine device (IUD) placement.['0] Residents also learn
transferable skills, such as early pregnancy ultrasound, pain management in outpatient surgea, and evidence-based miscarriage management.[112.18] Residents report that they
value the training greatly, regardless of their intention to provide abortion in later practice.[121

Some obstetrics-gynecology residents who, because of personal beliefs, choose not to participate in all aspects of abortion training, still highly value the exposure to abortion care.
In a qualitative study of graduate obstetrician-gynecologists, one physician who opted out of performing abortions during the rotation said that he learned how to clinically size the
uterus, check for villi, etc. -- skills he now uses in day-to-day practice. He helped counsel patients and found alternative contraception for them afterward.[12] The experience also
can influence clinicians' feelings toward women who have abortions, even when their own attitudes about abortion don't change. One obstetrician-gynecologist realized that "coming
face-to-face with the problematic situations that lead women to have abortions really opened my mind and helped me to become nonjudgmental about the whole thing."[

Although exposure to abortion training increases the likelihood that residents will perform abortions after residency, onIX about half actually do 0.9 The assumption that fear of
violence plays a major role in preventing integration of abortion into practice has not been substantiated by research.[?"] Instead, the stigma surrounding abortion manifests in the
professional realm as formal or informal policies imposed by practices or employers and in conflicts with peers and colleagues.[2°'21] An effort to prepare graduating residents to
manage these barriers, "Integrating Family Planning into Practice” (part of the Ryan Program), provides resources in areas such as interviewing and negotiation skills, and offers an
online support community.

An important step in ensuring that obstetrician-gynecologists integrate abortion into their practices is to support the inclusion of abortion in undergraduate medical education and
inspire medical students to care about this vital health service. | have confidence that training improvements have increased competency in abortion as well as in other areas of

obstetrics and gynecology among recent graduates.[!:11] Perhaps the biggest challenge will be to find ways to support these clinicians in overcoming the professional obstacles

they will encounter in the practice of medicine.

Ana G. Cepin, AB, MD, and Maryam Guiahi, MD, MSc

Training in obstetrics and gynecology must prepare residents for all aspects of women's healthcare, including abortion. Surgical abortion is one of the most common procedures
performed in women. Aside from providing an essential public health service, abortion training is also helpful in the development of surgical skills, understanding of anatomy, and
management of complications. ACGME and ACOG both agree that abortion training is important.5-6] In a recent bulletin, ACOG wrote that it "supports education in family planning
and abortion for both medical students and residents and abortion training among residents."®! Since 1995, ACGME has recognized a decline in the number of abortion providers
and created a more explicit requirement for obstetrics-gynecology residency programs to provide "access to experience" in induced abortion. [ Nevertheless, a survey conducted in
2004 demonstrated that approximately half of all obstetrics-gynecology training programs still did not offer abortion training and those with institutional constraints, such as military
and religious (ie, Catholic and Protestant) schools, were least likely to offer routine abortion training.m

National and state-wide legislation has also interfered with abortion training at accredited obstetrics-gynecology training programs in the United States. Following the ACGME
requirement, the US Congress adopted anti-abortion legislation known as the Coats Amendment, which stated that residency programs that do not comply with abortion training
requirements will not lose governmental funding.{zzl Today, many state legislators are proposing anti-abortion legislation that may interfere with the provision of abortion services
offered at training institutions. Anti-abortion legislation has interfered with potential training improvements and has helped some programs receive full accreditation despite
inadequate training provisions.

Fortunately, some advances have taken place. National and local initiatives have been instituted to improve obstetrics-gynecology abortion training. Since 1999, a privately funded
national initiative, the Ryan Program, has provided funding and technical expertise to obstetrics-gynecology departments in the United States, Puerto Rico, and Canada to develop
family planning and abortion training within the teaching hospital or by linking with a women's healthcare clinic dedicated to providing family planning services. Currently, 62 of the
243 obstetrics-gynecology residency training programs in the United States and Puerto Rico have a Ryan Program, and Canada has 2 Ryan Programs (personal communication,
Ryan Program National Office, August 26, 2011). Individual programs have also collaborated with freestanding clinics when on-site hospital training was unavailable. In New York
City, National Abortion Rights Action League (NARAL) Pro-Choice New York obtained the support of newly elected Mayor Michael Bloomberg in 2002 to integrate residency training
in abortion care into the 8 New York City public hospitals through nearby community and academic residency programs. These hospitals are responsible for training more than 150
obstetrics-gynecology residents over 4 years.[23] Clearly, aid and expertise to improve abortion training is available, and supportive legislation is possible.

Training in surgical abortions can be supplemented in other ways, particularly for programs that have difficulty providing routine instruction. Simulation has become more popular in
all surgical specialties as resident work hours and surgical volumes decline. Pelvic models and a variety of other tools can be used to simulate manual vacuum aspiration.
Simulation can also include drills during which residents learn how to handle complications such as hemorrhages, perforations, or retained products.

During my residency at a faith-based institution, | was frustrated with the lack of training opportunities related to family planning. With the help of peers and mentors, | developed a
program called TEACH (Teaching Everything About Contraceptive Health).[24] During the first year after launching TEACH, we developed a 1-day on-site curriculum that included
lectures from family planning specialists and an afternoon of workshops and simulation exercises related to contraception, sterilization, and induced abortion.[24] Given the
popularity of the program, it has now been expanded to a 2-day event with the first day dedicated to contraception and sterilization and the second day to management of abnormal
or undesired pregnancies. The university's administration supports the TEACH program and protects resident time during the program, because TEACH is a way of filling a gap in
the program curriculum and helps to fulfill the ACGME requirement. During my fourth year, | also arranged for residents to rotate with a community provider who provides
contraception and sterilization in the office-setting. Since | have graduated, increasing resident enthusiasm for learning about family planning has resulted in other clinical exposures
to improve their training. Thus, even at a program with institutional constraints, ways to improve resident training in family planning can be found.

E-learning courses are also used to complement curricula in these areas. This past year, Physicians for Reproductive Choice and Health developed an e-learning curriculum about
family planning for obstetrics-gynecology residents. The program, called LEARN (Lessons to Enhance Awareness of Reproductive Needs), is now being piloted at 18 obstetrics-
gynecology programs across the country to determine the potential impact of this type of education. E-learning may be especially useful for obstetrics-gynecology residents, given
the demands of the residency and its associated time constraints.

Residents can opt out of performing abortions, but they are still expected to learn how to manage the complications of abortion. The abortion training experience of these residents
can be tailored to individual preferences and accomplished with involvement in select aspects of induced abortions. For example, residents who opt out can take histories and learn
how to perform options counseling. Sonography for such patients is an opportunity to become proficient in the diagnosis of normal and abnormal pregnancies in the first and second
trimesters. Some residents may choose to perform the cervical block and initiate dilatation (common aspects of other frequently performed gynecologic procedures) prior to suction
procedures. Any experience or level of involvement will contribute to their proficiency in other aspects of women's healthcare. Simulation and e-learning can be useful here as well.

Currently, 97% of practicing obstetrician-gynecologists encounter patients seeking abortions, but only 14% perform them.["] More than 87% of counties in the United States do not
have an abortion provider.[] Most providers are older than 50 years of age, and each year many are retiring.[25'26] Newly trained, competent providers are clearly needed to allow
continued access to this service. Exposure to routine abortion training is correlated not only with future abortion provision,[®:27:28] byt also with outpatient miscarriage management.
[10] To ensure that providers, despite their personal preferences, are adequately trained to care for patients who desire this option, we must ensure that adequate abortion training
occurs during obstetrics-gynecology residency.

Colleen M. Krajewski, MD

n the United States, abortion training in residency programs is elective and highly varied. Every residency must allow trainees to either "opt in" or "opt out" of abortion training.
fraining in the urgent care of the abortion patient is mandatory, as is training and education in contraception and sterilization. A dedicated family planning rotation is not a residency
equirement. However, most residency graduates, even if they choose not to provide abortions, will regularly use the principles of family planning in their day-to-day practice; for
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example, when patients seek hormonal contraception or surgical sterilization. With 1 of 3 American women having an abortion, familiarity with the procedure is an obligation to our
patients.

Most abortions in this country are performed in freestanding abortion clinics; thus, abortion training is often physically separated from residency training. This was the case at my
Midwestern residency program -- abortions were only performed in hospitals under extenuating circumstances. When | began residency, interested residents could spend a half day
per week for 7 weeks (a total of 3.5 days) in a freestanding abortion clinic during the second year of residency. Residents gave the experience very positive reviews, but felt that it
was not long enough to develop the knowledge and technical skills required to become proficient in abortion, and it did not address broader family planning educational objectives.
In my opinion, the most important part of this experience was the patient interaction. We often say "every woman has a story." This becomes meaningful only after firsthand
experience.

In my third year, | requested to spend a month away from residency to obtain full-time family planning and abortion training. This is similar to the amount of time dedicated to other
subspecialties in obstetrics and gynecology, such as gynecologic oncology or reproductive endocrinology and infertility. A thorough didactic and surgical curriculum clarified and
solidified my training in family planning, and | felt confident in my technical and academic knowledge at the completion of the rotation. | went on to give grand rounds on intrauterine
contraception and became an abortion provider.

Following my experience, several of my co-residents requested the opportunity to pursue a similar elective. At the same time, the second-year curriculum had room for
improvement, so a family planning rotation was developed. A full 7-week block is now dedicated to family planning education, and although residents can opt out of surgical
abortion training, the rotation is required because it addresses a broad range of family planning topics. The rotation is still off-site because of hospital restrictions, but the success of
the rotation and its seamless integration into the residency program is a testament to the support of our residency directors for family planning and abortion training.

I went on to pursue fellowship training in family planning at Johns Hopkins University, well-prepared by my residency experience. However, the difference that an academic division
of family planning within a department makes in terms of residency education and research is remarkable. Residents have the opportunity to participate in surgical and office-based
family planning as part of their core residency curriculum and also to regularly interact with family planning attending physicians as part of generalist faculty. An integrated family
planning division serves to normalize this part of residency education.

My hope is that as more graduates of the family planning fellowship become members of academic departments, abortion training will become more integrated into residency
education. Off-site rotations are excellent for resident education, but the separation can unconsciously stigmatize an already contentious field. However, as state-by-state
restrictions on the provision of abortions in hospitals continue to develop, a strong academic and educational relationship with freestanding abortion clinics is fundamental to
residency education and the care of our patients.

Diana L. Taylor, RNP, PhD, and Molly F. Battistelli

Most women face multiple obstacles when seeking abortion care. Nearly 87% of the nation's counties do not have an abortion provider, and this shortage is aggravated by factors
such as inadequate or unavailable abortion training for women's health professionals, state abortion provider restrictions, segregation of abortion services from women's healthcare,
and the worsening of anti-abortion harassment and violence.l3! A shortage of abortion providers creates additional barriers to abortion care, with related negative health

mquences. Almost half of women having later abortions (which have higher complication rates) report problems finding or getting to a provider, resulting in a delayed abortion.

Beginning in the 1990s, abortion training programs propa?ated nationally throughout the health professions in recognition of the aging population of current abortion providers and
the lack of trained health professionals to replace them.[31-38] professional organizations representing nurses, physicians, physician assistants, and public health professionals
have called for efforts to expand the gool of clinicians who perform abortions to include family practice physicians, nurse practitioners (NPs), physician assistants (PAs), and
certified nurse-midwives (CNMs).[37-39] These licensed and highly qualified clinicians care for patients in diverse settings, are more likely to provide care to poor and underserved
populations, and are essential to improving access to all healthcare, including abortion services,31:32.40-51]

Training in abortion care is limited, as suggested by national and regional studies.[33:34] A discrepancy exists between training in abortion care and other reproductive health
services. For example, although nearly all NP, CNM, and PA education programs included didactic (96%) and clinical (87%) training in contraception, only half offered didactic
training and only 21% offered clinical training in abortion procedures.[35:36.52] Similarly, although contraceptive management and pregnancy options counseling are a requirement of
family medicine residency programs, a 2003 survey found that less than 3% of these programs offer routine training in abortion care as part of their curricula.

As a result of regulatory and interprofessional barriers, training in abortion care is typically even more difficult to access for NPs, CNMs, and PAs. Many facilities with established
training programs have already committed their training slots to medical residents, medical students, or their own staff, and nonphysicians may face prejudice from trainers who are
not supportive of including abortion in advanced practice nursing or PA scope of practice, or who see new abortion providers as possible competitors. Required competency in all
aspects of abortion care, including ultrasound, pregnancy options counseling, paracervical anesthesia, conscious sedation, and complication management, may also be restricted
because training slots for these procedures are equally competitive.l52] |n addition, scope of practice restrictions sFeciﬁc to NPs, CNMs, and PAs (and some nonspecialist
physicians) as abortion providers in two-thirds of states are a major barrier to abortion access and clinical training.[52-56]

Thirty years have passed since the nationwide call to expand the pool of clinicians who perform abortion and focus on training the next generation of health professionals who will
continue this vital service. Slowly the results of these efforts have been reflected in small increases (or more frequently, smaller reductions) in the number of abortion providers in
the United States. Unfortunately, over the same time period, new barriers with respect to who can provide abortion care and how that care must be provided have been erected as a
result of both the politics of healthcare professional regulation and education, and the politics of abortion.[57] A professional toolkit for abortion providers, including NPs, CNMs, and
PAs, is available for online download. This toolkit is designed to aid clinicians, educators, and administrators as they confront the sociopolitical and regulatory challenges associated
with abortion care.[52

The provision of this care must take into account whether the "professional can provide this proposed service in a safe and effective manner” and must not solely be on the basis of
the lack of physicians available to provide the service.[58-601 Healthcare professionals across disciplines -- reproductive health and rights advocates, attorneys, and regulators -

must join together to promote the provision of abortion care by all qualified clinicians within coordinated reproductive healthcare, thereby preventing unintended pregnancies and
protecting access to abortion care as well as practitioners' rights to provide essential reproductive healthcare for their pati<=:nts.[61-6
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