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ABSTRACT
Residency selection is a challenging process for medical 
students, one further complicated in the USA by the 
recent Dobbs v Jackson Women’s Health Organization 
(Dobbs) decision over- ruling the federal right to abortion. 
We surveyed medical students to examine how Dobbs 
is influencing the ideological, personal and professional 
factors they must reconcile when choosing where and 
how to complete residency.
Between 6 August and 22 October 2022, third- year 
and fourth- year US medical students applying to US 
residency programmes were surveyed through social 
media and direct outreach to medical schools. Analysis 
of quantitative and qualitative data from 494 responses 
was performed to assess downstream effects of Dobbs 
on residency applicants’ family, health and career 
choices.
Most respondents said changes in abortion access would 
likely or very likely influence their decision regarding 
location of considered residency programme (76.9%), 
where to start a family (72.2%) and contraceptive 
planning for them or their partner (57.9%). Cis- gender 
females were more influenced by Dobbs regarding where 
(5 (4, 5) p<0.001) and when (3 (3, 5) p<0.001) to 
start a family. In qualitative responses, medical trainees 
highlighted the importance of abortion access for their 
patients, themselves and their loved ones.
Medical trainees are incorporating state abortion 
access into their residency programme choices. Future 
physicians care about both the quality of care they will 
be able to provide and their own health. For personal 
and professional reasons, reproductive healthcare access 
is now a key factor in residency match decisions.

INTRODUCTION
Residency decisions have long been challenging for 
medical students and have been further compli-
cated by the US Supreme Court’s Dobbs v Jackson 
Women’s Health Organization (Dobbs) ruling. 
The majority in Dobbs over- ruled prior case law 
recognising a constitutional right to privacy that 
included making decisions about abortion care. 
Since the ruling, state legislation regarding access 
to reproductive healthcare has been in flux.1 The 
changing political and healthcare landscape in the 
USA has impacted healthcare systems across the 
country as physicians grapple to understand the 
medical and educational repercussions of new laws. 
Residency applicants must now consider access to 
comprehensive medical education and reproductive 
health services for themselves and their patients in 
programme selection.

Medical students typically consider work- 
life balance, geographic location, reputation of 
programme, quality of residents in the programme, 
the strength of their own application and goodness of 

fit when choosing residency programmes,2 demon-
strating that professional and personal factors 
contribute to this decision. Rates of burnout and 
moral injury- driven mental illness among physi-
cians, particularly depression and suicide, are thrice 
that of the general population, and one in five 
physicians plan to leave clinical practice in the next 
3 years.3–5 This is a concern for residency applicants 
hoping to build sustainable careers.6 7 State health-
care laws, including access to abortion, modulate 
both.

Reproductive healthcare and family planning 
are increasingly important for residents: in 2011, 
47.1% of medical school matriculants were women; 
by 2022, 52.7% of matriculants were women.8 
Pregnancy- related stigma, unmodified work sched-
ules during pregnancy, short parental leave options 
post partum and minimal childcare support all 
contribute to physicians postponing pregnancy 
until after training,9–11 which confers increased 
risks of infertility and pregnancy complications 
associated with older ages during pregnancy.12 13 
When physicians do become pregnant, they have 
higher age- adjusted rates of infertility and preg-
nancy complications, and surgeons have more than 
doubled the miscarriage rate of the general popula-
tion.14 These risks factor into decisions physicians 
may make about becoming pregnant and continuing 
a pregnancy. Thus, under Dobbs, concerns for their 
own reproductive care and the health of their fami-
lies, as well as the ability to provide reproductive 
care to others, may contribute to where medical 
students choose to train.

The rights to privacy and autonomy over 
personal reproductive decisions have been 
recognised under Roe v Wade since 1973. The 
loss of this previously recognised constitu-
tional right has further complicated medical 
students’ personal and professional consider-
ations regarding their pursuit of further medical 
training. We surveyed third- year and fourth- 
year medical students to assess Dobbs’s impact 
on the 2022–2023 residency application cycle, 
and the personal and ideological factors trainees 
must reconcile as they choose where and how to 
continue their path towards becoming practising 
physicians.

METHODS
Study design and population
Between 6 August and 22 October 2022, a 
Qualtrics survey was administered to third- year 
and fourth- year US medical students applying 
into US residency programmes. Consent was 
obtained via respondents’ acknowledgement 
of their participation in the study, in which 
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no personally identifiable information would be collected. 
Participants were obtained via snowball convenience 
sampling. The survey was distributed via emails sent to 125 
medical school admission offices and deans (at least one 
medical school per state), social media through both indi-
vidual and medical society accounts, and emails to medical 
school class presidents and individual students to distribute 
among classmates.

Respondents who (1) did not consent to participate, (2) were 
not third- year or fourth- year medical students in the USA and/or 
(3) were not applying to US residency programmes did not meet 
inclusion criteria and were taken to the survey exit page. Only 
the first response from each IP address was collected to prevent 
participants from submitting multiple responses. The survey 
yielded 604 responses; complete responses were obtained from 
494 individuals.

A series of 5- item Likert scales3 (very unlikely (1), unlikely 
(2), neutral (3), likely (4) and very likely (5)) were used to 
assess the following: (1) likelihood that residency selection 
process is influenced by geographic location (eg, lifestyle, 
hobbies, community engagement), geographic proximity to 
family/significant other, residency programme prestige and 
reputation, patient population and state healthcare policies 
(eg, Affordable Care Act (ACA) expansion); (2) changes in 
abortion access influencing to which residency programmes 
to apply, location or state of residency programme, applying 
to a residency programme affiliated with your medical 
school, contraceptive planning for you/your partner, when 
to start a family, where to start a family and starting a family 
during residency; and (3) whether applying to/ranking a 
programme in a state with abortion restrictions. Qualitative 
data were obtained via an optional free text response to ‘Is 
there anything further you would like to add in relation to 
this topic?’ See online supplemental materials for full survey 
text.

Selected variables
Selected covariates included intended medical specialty, location 
of medical school, age, gender, race, current marital/partner-
ship status, religion, sexual orientation, abortion education in 
medical school and to what state(s) respondents are applying. 
All medical specialties listed by the Electronic Residency Appli-
cation Service (ERAS) application programme were included.4 
Location of medical school and residency programmes were 
dichotomised into states without abortion restrictions and states 
with abortion restrictions as of 6 August 2022. Age measured in 
years completed was categorised into five groups: 20–25, 26–30, 
31–35, 36–40 and >40. Gender was trichotomised into cis- 
gender female, cis- gender male and other (ie, gender non- binary, 
transgender, gender fluid and prefer not to answer). Race/
ethnicity was grouped into white, black, Asian, Latinx/Hispanic, 
mixed race and other (ie, Middle Eastern, Native American, 
Pacific Islander and Ashkenazi). Marital status was trichotomised 
into single, married/partnered (ie, married, partnered, in a rela-
tionship) and other. Religion was categorised into eight groups: 
atheist, agnostic, Roman Catholic, other sectors of Christianity, 
Judaism, Hindu, Muslim and other (ie, Buddhist, Sikh, spiritual, 
unitarian, other). Statistically significant differences were found 
only between Roman Catholic respondents and those of the 
other seven groups; for clarity, results are dichotomised as Cath-
olic versus non- Catholic. Sexual orientation was categorised 
into four groups: straight/heterosexual, bisexual/pansexual, gay/
lesbian/queer and other/prefer not to say. Abortion training was 

Table 1 Demographic, residency selection, graduation year and 
abortion access characteristics among third- year and fourth- year 
medical students, August to October 2022
Demographics n (%)

Total 494

Age, years

  20–25 179 (36.2)

  26–30 270 (54.7)

  31–35 32 (6.2)

  36–40 9 (1.8)

  >40 4 (0.8)

Gender

  Cis- gender female 338 (68.4)

  Cis- gender male 130 (26.3)

  Other 18 (3.6)

  Prefer not to say 8 (1.6)

Race

  White 311 (63.0)

  Black or African American 22 (4.5)

  Asian 69 (14.0)

  Mixed race 36 (7.3)

  Other 16 (3.2)

  Prefer not to say 13 (2.6)

Partnership status

  Married/partnered/in a relationship 317 (64.2)

  Single 172 (34.8)

  Other 2 (0.4)

  Prefer not to say 3 (0.6)

Religion

  Atheist 109 (22.1)

  Agnostic 137 (27.7)

  Roman Catholic 48 (9.7)

  Other denominations of Christianity 92 (18.6)

  Judaism 38 (7.7)

  Hindu 16 (3.2)

  Muslim 7 (1.4)

  Other 23 (4.7)

  Prefer not to say 24 (4.9)

Sexual orientation

  Straight/heterosexual 370 (70.9)

  Bisexual/pansexual 79 (16.0)

  Gay/lesbian/queer 34 (6.9)

  Other 14 (2.8)

  Prefer not to say 17 (3.4)

Are you applying into Ob- Gyn for residency?

  No 289 (58.5)

  Yes 107 (21.7)

  Unsure 98 (19.8)

Expected medical school graduation year

  2023 207 (41.9)

  2024 221 (44.7)

  After 2024 66 (13.4)

Have received any form of abortion education?

  Yes 422 (85.4)

  No 72 (14.6)

Respondent’s current medical school state, by abortion restrictions as of 6 August 2022* 

  Ban/severe restrictions† 185 (37.4)

  No/minimal restrictions‡ 309 (62.6)

*Includes all 50 states and the District of Columbia.
†As of 6 August 2022: Alabama, Arizona, Arkansas, Florida, Georgia, Idaho, Indiana, Kentucky, 
Louisiana, Mississippi, Missouri, Nebraska, North Dakota, Ohio, Oklahoma, South Carolina, South 
Dakota, Tennessee, Texas, Utah, West Virginia, Wisconsin and Wyoming.
‡As of 6 August 2022: Alaska, California, Colorado, Connecticut, Delaware, District of Columbia, 
Hawaii, Illinois, Kansas, Maine, Maryland, Massachusetts, Minnesota, Nevada, New Hampshire, New 
Jersey, New Mexico, New York, Oregon, Pennsylvania, Puerto Rico, Rhode Island, Vermont, Virginia and 
Washington.
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dichotomised into received some form of abortion training and 
received no abortion training.

Statistical analysis
Quantitative
Basic descriptive statistics were provided, including frequency 
counts and percentages. Univariate analysis using Mann- Whitney 
U test and Kruskal- Wallis test to assess relationships between the 
covariates and the aforementioned series of Likert scale questions 
was performed due to skewness of the data. Bonferroni- adjusted 
post hoc multiple comparison analyses were also conducted. All 
analyses were performed using SAS V.9.4, and a type I error rate 
of 0.05 was used.

Qualitative
Open- ended free responses were analysed thematically to 
identify patterns.5 All authors independently reviewed the 
data and determined it sufficiently rich for more in- depth 
analysis. Two authors coded key themes in respondents’ 
written comments. One author reviewed and coded all 
responses, and another author reviewed these preliminary 
codes, flagging those with which she disagreed. Authors 
met to determine intercode reliability. Multiple codes were 
assigned to responses for which more than one code applied. 
Code frequencies were evaluated by descriptive statistics in 
Microsoft Excel.

RESULTS
Of the 494 participants, 54.7% were 26–30 years old, 68.4% 
identified as cis- gender female, 63.0% identified as white, 
64.2% were married/partnered/in a relationship, 27.2% 
were agnostic, 70.9% identified as straight/heterosexual and 
58.5% were applying into a specialty other than Ob- Gyn. 
Complete demographic data for participants can be found 
in table 1.

Respondents were assessed, independent of the Dobbs deci-
sion, on the likelihood that certain factors influenced their 
residency selection process. The majority of respondents said 
geographic location in regard to lifestyle and hobbies (95.8%), 

being near family or significant others (89.7%), likelihood of 
being accepted (84.5%), patient population (80.0%) and state 
healthcare policies (62.4%) would influence their residency 
selection process. Respondents were then assessed on the likeli-
hood that changes in abortion access would influence their deci-
sion. The majority of respondents said changes in abortion access 
would likely or very likely influence their decision regarding 
location of considered residency programme (76.9%), where 
to start a family (72.2%), contraceptive planning for them or 
their partner (57.9%) and to which specialty to apply (54.2%). 
A minority of respondents said changes in abortion access would 
likely or very likely influence their decision regarding when to 
start a family (36.9%) and starting a family during residency 
(41.7%) (table 2).

Qualitative data from participants who responded to the free 
text question were categorised into key themes.6 Of the 74 total 
comments, 56 demonstrated support for abortion rights and 12 
were opposed to abortion rights. Valence was not expressed in 
the remaining eight comments. The following key themes were 
identified: impact of Dobbs on healthcare beyond abortion 
(25.7%), politics (24.3%), residency location (21.6%), ethics 
(21.6%), abortion training (17.6%), residency competitive-
ness (16.2%), fear for one’s own health (12.2%), advocacy and 
lesbian, gay, bisexual, transgender and queer rights (8.1%) and 
residency rank list (5.4%) (table 3).

Residency programmes in restricted states
The majority of respondents (57.9%) indicated they were 
unlikely or very unlikely to apply to a state with abortion 
restrictions. Respondents who identified as Roman Cath-
olic (3.5 (1, 4) p<0.001), straight/heterosexual (5 (3, 5) 
p<0.001), cis- male (4 (1, 5) p<0.001) and/or were applying 
into specialties other than Ob- Gyn (4 (3, 5) p<0.001) were 
less likely to be influenced by the Dobbs decision in regard 
to where they were applying to residency. Respondents who 
identified as Roman Catholic were more likely to apply to 
a programme in a state with abortion restrictions (4 (2, 5) 
p<0.001) when compared with all other religions (table 4A). 
When asked to list the states to which they were applying, 

Table 2 Factors influencing residency application decisions and how changes in abortion access are influencing those decisions

A. How likely is it that the following factors will influence your residency selection process? n (%)

Very unlikely Unlikely Neutral Likely Very likely

Geographic location (lifestyle, hobbies, community engagement) 4 (0.8) 2 (0.4) 15 (3.0) 149 (30.2) 324 (65.6)

Geographic location (near family or significant other) 4 (0.8) 9 (1.8) 38 (7.7) 125 (25.3) 318 (64.4)

Residency programme’s prestige and reputation 9 (1.8) 23 (4.7) 114 (23.1) 235 (47.6) 113 (22.9)

Patient population 8 (1.6) 17 (3.4) 74 (15.0) 234 (47.4) 161 (32.6)

Likelihood of being accepted 1 (0.2) 10 (2.0) 63 (12.8) 237 (48.0) 187 (37.0)

State’s healthcare policies (eg, Affordable Care Act expansion) 37 (7.5) 35 (7.1) 114 (23.1) 195 (39.5) 113 (22.9)

B. How likely is it that changes in abortion access will influence your decision regarding the following? n (%)

Very unlikely Unlikely Neutral Likely Very likely

Which residency programmes you will apply to 129 (26.1) 56 (11.3) 41 (8.3) 99 (20.0) 169 (34.2)

Location or state of residency programmes to apply to 72 (14.6) 22 (4.5) 20 (4.0) 115 (23.3) 265 (53.6)

Applying to the residency programme affiliated with your medical school 152 (30.8) 66 (13.4) 133 (26.9) 56 (11.3) 87 (17.6)

Contraceptive planning for you/your partner 85 (17.2) 37 (7.5) 86 (17.4) 90 (18.2) 196 (39.7)

When you want to start a family 102 (20.6) 70 (14.2) 140 (28.3) 67 (13.6) 115 (23.3)

Where you want to start a family 67 (13.6) 20 (4.0) 50 (10.1) 99 (20.0) 258 (52.2)

Starting a family during residency 90 (18.2) 62 (12.6) 136 (27.5) 78 (15.8) 128 (25.9)

Apply to a state with abortion restrictions 153 (31.0) 133 (26.9) 57 (11.5) 70 (14.2) 81 (16.4)
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only 31.0% of respondents did not apply to a single state 
with restrictions. This discrepancy between 57.9% indi-
cating they were unlikely to apply to states with abortion 
restrictions and only 31.0% not listing a single restricted 
state might be explained by some of the comments from 
respondents about competitiveness of programmes:

I am fearful that residencies that actually teach abortion care are 
going to become ridiculously competitive. It makes me terrified to 
apply into the field.
While access to abortion is very high on my list of personal 
priorities… my options are limited by the number of programs… 
So I am forced to compromise four years to get an education.

Specialty selection
Respondents who identified as Roman Catholic (2 (1, 4) 
p<0.001) and/or straight/heterosexual (3 (1, 5) p<0.001) were 
less likely to be influenced by changes in abortion access in their 
specialty selection (table 4B). There was no statistical difference 
among cis- gender females and cis- gender males in terms of how 
changes in abortion access impact their specialty selection. Some 
individuals identified Dobbs as a motivating factor for specialty 
selection: ‘Applying into Ob- Gyn in a post- Roe America is 
complicated…However, this is also the climate in which patients 
and American’s need passionate Ob- Gyn’s more than ever.’ 
Others changed their specialty choice because of Dobbs:

I would have likely chosen to apply Ob- Gyn if the field was not 
going to become a political nightmare.

I would hate to practice and train somewhere where I would be 
providing bad patient care because of state laws that prevent me 
from doing the safe and right thing for patients. It detracts from 
wanting to go into Ob- Gyn.

Contraception planning
Changes in abortion access were least influential in the contra-
ceptive planning of respondents who identified as Roman Cath-
olic (3 (1, 5) p<0.001), cis- gender male (3 (1, 4) p<0.001), gay/
lesbian/queer (3 (1, 3) p<0.001) and were non- Ob- Gyn appli-
cants (4 (2, 5) p=0.031) (table 4C). Those who were influenced 
discussed access to long- acting reversible contraceptives: ‘I feel 
strongly there should be better education regarding treating 
pain/side effects associated with long- acting reversible contra-
ception like IUDs considering they are likely to increase with 
this decision’—as well as the possibility that Dobbs established a 
precedent for restrictions on contraception, ‘I am concerned that 
access to birth control will be target next.’

When to start a family
Respondents who identified as cis- gender female (3 (3, 5) 
p<0.001) were more heavily influenced by changes in abortion 
access when choosing when to start a family. There was no statis-
tical difference between those applying to Ob- Gyn versus other 
specialties, between different religions and between different 
sexual orientations in terms of how likely changes in abortion 
access impacted their decision regarding when to start a family 
(online supplemental appendix A, a).

Table 3 Responses from third- year and fourth- year medical students in regard to residency applications and Dobbs

Theme
Frequency
n (%) Example quotes

Impact of Dobbs on healthcare broadly 
(contraception, medical emergencies, 
impact on other specialties, patient–
physician relationship)

19 (25.7) ‘I’m not sure the government realizes what a significant impact Dobbs can have on equal access to ALL healthcare.’

‘Especially with interest in pediatrics, the ramifications of children coming into families unwanted or severely disabled will affect my career and patient population 
forever. While I have less control over where I go in residency, this absolutely affects where I will practice afterwards. Additionally, there is a lot of other medical 
legislature about pediatric medical care (eg, trans care laws in Texas and Florida) that will have me steering clear of those states permanently.’

Politics 18 (24.3) ‘Political decisions should never interfere with the practices that a patient and doctor determine are best for the patient. Period. Any other opinions regarding this 
topic are purely propaganda for a political agenda.’

‘I would have likely chosen to apply Ob- Gyn if the field was not going to become a political nightmare.’

Residency location 16 (21.6) ‘Dobbs decision has made some states less desirable to practice in but will still apply to these states for residency due to the fear of going unmatched.’

‘Absolutely will not attend residency in a state with anti- abortion laws.’

Ethics 16 (21.6) ‘I wish our school provided us with unbiased, hands- on training from a willing professional educator who sets their own beliefs aside in order to teach medicine 
we made an oath on to execute one day regardless of our own personal political and religious beliefs.’

‘This is an overreach of religion- driven politics by people without the medical and scientific knowledge to be even remotely involved in making these decisions. It 
will hurt our ability to provide the best care to our patients.’

Abortion training 13 (17.6) ‘I would hate to train as an Ob- Gyn and not have sufficient training to perform abortion. I would also hate to practice and train somewhere where I would be 
providing bad patient care because of state laws that prevent me from doing the safe and right thing for patients.’

‘How residency programs provide training for abortion access and out of abortion emergencies greatly impacts my decision.’

‘Abortion is healthcare and needs to be directly addressed as such in medical school. Training in how to discuss options and advocate for patients should be 
explicitly addressed.’

Residency competitiveness 12 (16.2) ‘I am fearful that residencies that actually teach abortion care are going to become ridiculously competitive. It makes me terrified to apply into the field.’

‘Urology is too competitive with too few programs to prioritize abortion rights when applying although I wish I could take it into more consideration.’

‘States should understand that enacting these policies will limit their ability to recruit the best and brightest residents. It will also further limit attracting 
physicians who can take care of pregnant people, with many of these rural states already suffering from a shortage of maternity care providers.’

Fear for one’s own health 9 (12.2) ‘I’m personally worried about an ectopic pregnancy or a myriad of other gestational complications that may lead to needing an abortion…there is still a lot of 
confusion around even what you can offer for clear ectopic pregnancies, and patients are told to return WHEN, not if, they feel sick.’

‘I am terrified of what would happen to me right now if I accidentally got pregnant in medical school.’

‘I am already a mom, but I've been worried about being pregnant with my second child (miscarried at 5 weeks) in my state with restrictive abortion laws.’

‘This decision has affected my consideration not only caring for patients in certain states, but has really made me reconsider residency and family planning for 
myself. I would be terrified to even get pregnant on purpose in my current state and many others right now and has been a huge push for me to apply out of state 
as I think about starting a family.’

Advocacy and LGBTQ rights 6 (8.1) ‘I’m a gay man and my decisions about potential overturn of gay marriage from Roe v. Wade being overturned is the reason for many of my answers.’

‘My partner is trans which has also affected my decisions regarding residency applications, although hostility to trans and queer people tends to correlate with 
abortion restrictions so there has been overlap in these considerations.’

Residency rank list 4 (5.4) ‘I am applying to residencies widely but will heavily consider abortion rights in states that programs are in when ranking. I would rank places with protected 
abortion rights over those without - I am afraid the laws surrounding abortion will affect me if I want to have a family during residency (gestational abnormality 
requiring abortion, miscarriage care, ectopic pregnancy, etc.).’

LGBTQ, lesbian, gay, bisexual, transgender and queer.

https://dx.doi.org/10.1136/jme-2023-109190
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Table 4 Changes in abortion access and its impact on various geographic and family planning factors by demographics

A. Influence of abortion access on location or state of residency programme to apply to, n (%)

Very unlikely (1) Unlikely (2) Neutral (3) Likely (4) Very likely (5) Median (IQR) P value*

Religion <0.0001

  Atheist (n=109) 6 (5.5) 4 (3.7) 5 (4.6) 22 (20.2) 72 (66.1) 5 (4, 5)

  Agnostic (n=137) 11 (8.0) 4 (2.9) 6 (4.4) 41 (29.9) 75 (54.7) 5 (4, 5)

  Roman Catholic (n=48) 18 (37.5) 4 (8.3) 2 (4.2) 12 (25.0) 12 (25.0) 3.5 (1, 4)

  Other sectors of Christianity (n=92) 22 (23.9) 3 (3.3) 3 (3.3) 19 (20.7) 45 (48.9) 4 (2, 5)

  Judaism (n=38) 6 (15.8) 3 (7.9) 2 (5.3) 5 (13.2) 22 (57.9) 5 (3, 5)

  Hindu (n=16) 1 (6.3) 1 (6.3) 1 (6.3) 7 (43.8) 6 (37.5) 4 (4, 5)

  Muslim (n=7) 1 (14.3) 0 (0) 0 (0) 2 (28.6) 4 (57.1) 5 (4, 5)

  Other (eg, Buddhist) (n=23) 1 (4.3) 1 (4.3) 0 (0) 4 (17.4) 17 (73.9) 5 (4, 5)

Gender <0.001

  Cis- gender female (n=338) 25 (7.4) 13 (3.8) 14 (4.1) 85 (25.1) 201 (59.5) 5 (4, 5)

  Cis- gender male (n=130) 36 (27.7) 9 (6.9) 6 (4.6) 26 (20.0) 53 (40.8) 4 (1, 5)

Sexual orientation <0.0001

  Straight/heterosexual (n=350) 57 (16.3) 20 (5.7) 18 (5.1) 79 (22.6) 176 (50.3) 5 (3, 5)

  Bisexual/pansexual (n=79) 3 (3.8) 2 (2.5) 1 (1.3) 17 (21.5) 56 (70.9) 5 (4, 5)

  Gay/lesbian/queer (n=34) 3 (8.8) 0 (0) 0 (0) 10 (29.4) 21 (61.8) 5 (4, 5)

  Other (n=14) 1 (7.1) 0 (0) 1 (7.1) 6 (42.9) 6 (42.9) 4 (4, 5)

Attending medical school in a state that restricts abortion 0.002

  Yes (n=185) 38 (20.5) 13 (7.0) 10 (5.4) 44 (23.8) 80 (43.2) 4 (2, 5)

  No (n=309) 34 (11.0) 9 (2.9) 10 (3.2) 71 (23.0) 185 (59.9) 5 (4, 5)

B. Influence of abortion access on medical specialty to apply to, n (%)

Very unlikely (1) Unlikely (2) Neutral (3) Likely (4) Very likely (5) Median (IQR) P value*

Religion 0.0003

  Atheist (n=109) 13 (11.9) 13 (11.9) 10 (9.2) 24 (22.0) 49 (45.0) 4 (3, 5)

  Agnostic (n=137) 32 (23.4) 18 (13.1) 10 (7.3) 32 (23.4) 45 (32.8) 4 (2, 5)

  Roman Catholic (n=48) 20 (41.7) 5 (10.4) 7 (14.6) 6 (12.5) 10 (20.8) 2 (1, 4)

  Other sectors of Christianity (n=92) 39 (42.4) 6 (6.5) 3 (3.3) 16 (17.4) 28 (30.4) 3 (1, 5)

  Judaism (n=38) 10 (26.3) 6 (15.8) 7 (18.4) 3 (7.9) 12 (31.6) 3 (1, 5)

  Hindu (n=16) 2 (12.5) 2 (12.5) 2 (2.5) 7 (43.8) 3 (18.8) 4 (2.5, 4)

  Muslim (n=7) 1 (14.3) 0 (0) 0 (0) 2 (28.6) 4 (57.1) 5 (4, 5)

  Other (eg, Buddhist) (n=23) 3 (13.0) 4 (17.4) 0 (0) 5 (21.7) 11 (47.8) 4 (2, 5)

Gender 0.06

  Cis- gender female (n=338) 75 (22.2) 42 (12.4) 29 (8.6) 73 (21.6) 119 (35.2) 4 (2, 5)

  Cis- gender male (n=130) 42 (32.3) 14 (10.8) 11 (8.5) 24 (18.5) 39 (30.0) 3 (1, 5)

Sexual orientation <0.0001

  Straight/heterosexual (n=350) 100 (28.6) 46 (13.1) 33 (9.4) 68 (19.4) 103 (29.4) 3 (1, 5)

  Bisexual/pansexual (n=79) 11 (13.9) 8 (10.1) 3 (3.8) 15 (19.0) 42 (53.2) 5 (3, 5)

  Gay/lesbian/queer (n=34) 5 (14.7) 1 (2.9) 2 (5.9) 11 (32.4) 15 (44.1) 4 (4, 5)

  Other (n=14) 4 (28.6) 1 (7.1) 1 (7.1) 4 (28.6) 4 (28.6) 4 (1, 5)

Attending medical school in a state that restricts abortion 0.001

  Yes (n=185) 61 (33.0) 25 (13.5) 20 (10.8) 32 (17.3) 47 (25.4) 3 (1, 5)

  No (n=309) 68 (22.0) 31 (10.0) 21 (6.8) 67 (21.7) 122 (39.5) 4 (2, 5)

C. Influence of abortion access on contraceptive planning, n (%)

Very unlikely (1) Unlikely (2) Neutral (3) Likely (4) Very likely (5) Median (IQR) P value*

Religion 0.0022

  Atheist (n=109) 12 (11.0) 7 (6.4) 16 (17.4) 23 (21.1) 51 (46.8) 4 (3, 5)

  Agnostic (n=137) 14 (10.2) 12 (8.8) 25 (18.2) 26 (19.0) 60 (43.8) 4 (3, 5)

  Roman Catholic (n=48) 20 (41.7) 4 (8.3) 8 (16.7) 4 (8.3) 12 (25.0) 3 (1, 5)

  Other sectors of Christianity (n=92) 25 (27.2) 3 (3.3) 14 (15.2) 16 (17.4) 34 (37.0) 4 (1, 5)

  Judaism (n=38) 6 (15.8) 5 (13.2) 4 (10.5) 9 (23.7) 14 (36.8) 4 (2, 5)

  Hindu (n=16) 0 (0) 1 (6.3) 4 (25.0) 5 (31.3) 6 (37.5) 4 (3, 5)

  Muslim (n=7) 0 (0) 0 (0) 4 (57.1) 0 (0) 3 (42.9) 3 (3, 5)

  Other (eg, Buddhist) (n=23) 2 (8.7) 3 (13.0) 7 (30.4) 2 (8.7) 9 (39.1) 3 (3, 5)

Gender <0.0001

  Cis- gender female (n=338) 28 (8.3) 22 (6.5) 60 (17.8) 67 (19.8) 161 (47.6) 4 (3, 5)

  Cis- gender male (n=130) 45 (34.6) 12 (9.2) 24 (18.5) 20 (15.4) 29 (22.3) 3 (1, 4)

Continued
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Where to start a family
Cis- gender females were more heavily influenced by changes in 
abortion access and its impact regarding where to start a family 
(5 (4, 5) p<0.001), while Roman Catholic respondents (3 (1, 5) 
p<0.01) were least influenced. There was no statistical differ-
ence between Ob- Gyn and non- Ob- Gyn applicants or between 
heterosexual and non- heterosexual respondents, with all group 
averages being ‘very likely’ to influence where to start a family 
(online supplemental appendix A, b). Respondents with gesta-
tional capacity expressed concerns for their health in addition to 
that of their patients:

This decision has affected my consideration not only caring 
for patients in certain states, but has really made me reconsider 
residency and family planning for myself. I would be terrified to 
even get pregnant on purpose in my current state … and has been 
a huge push for me to apply out of state as I think about starting 
a family.
As a person who could become pregnant during residency, I would 
not apply for residency positions in states where I would have to 
request time off and travel far distances to access abortion services. 
I would also never accept a position in a state where I could be 
prosecuted for traveling to other states to access these services.

Starting a family during residency
Roman Catholic (2 (1, 4) p=0.036) and cis- gender male (3 (1, 4) 
p<0.001) respondents were least likely to be influenced by the 
changes in abortion access in regard to starting a family during 
residency. There was no statistical difference between those 
applying to Ob- Gyn versus other specialties in terms of how 
changes in abortion access impacted their decision regarding 
starting a family during residency, with both group averages 
being ‘neither likely nor unlikely’ to influence starting a family 
during residency (online supplemental appendix A, c). Cis- 
gender female respondents highlighted exacerbation of existing 
tensions between prioritising career advancements and personal 
life during residency:

As a female of reproductive age applying to residency, I am forced 
to choose between my career and the possibility of ending up in a 
state where abortion is significantly restricted. While the idea of 
living in a state where abortion is significantly restricted and my 
life is therefore at risk is deeply unpleasant, it is unfortunately so 
prevalent that I cannot avoid excellent residency programs because 
of this.

Others were fearful of broader impacts of Dobbs’s precedent:

I’m a gay man and my decisions about potential overturn of gay 
marriage from Roe v. Wade being overturned is the reason for many 
of my answers.
My partner is trans which has affected my decisions regarding 
residency applications, although hostility to trans and queer people 
tends to correlate with abortion restrictions so there has been 
overlap in these considerations.

DISCUSSION
Becoming a physician is a privilege and a challenge. Medical 
students applying to residency are already grappling with a 
multitude of complex factors, and the revocation of medical and 
privacy rights in many states in the wake of Dobbs simultane-
ously restricts personal freedoms and introduces a precedent of 
political interference in healthcare that may impact the careers 
and health of physicians in every specialty. Medical students 
entering residency, especially those with gestational capacity, are 
recognising that their existing lack of freedom may be exacer-
bated by changes in access to reproductive healthcare.

Respondents in our study highlighted Dobbs as a major factor 
impacting their decision on where to apply for residency, indi-
cating the significant influence abortion access is having on where 
the next generation of physicians will be training. Respondents 
who identify as cis- gender female, non- heterosexual and non- 
Catholic were most driven to apply to states where abortion is 
protected.

While the majority of respondents indicated a preference to 
train in states without abortion restrictions, this sample repre-
sented individuals from varying demographic and ideological 
backgrounds. Some respondents explicitly stated their prefer-
ence to apply only to states with restrictions, highlighting the 
variety of perspectives—and the powerful influence of political- 
religious ideology—held by future physicians. The respondents 
applying only to programmes in states with abortion restrictions 
predominantly identified as Catholic and cis- gender male. Citi-
zens in the USA are more religiously observant on average than 
those of other high- income nations,7 and the relationship found 
between religious affiliation and post- Dobbs residency decisions 
points to the strong influence religion has even among medical 
professionals.

Dobbs has become a factor in the family planning decisions of 
the majority of medical students surveyed. Overall, cis- gender 
female respondents are more impacted by Dobbs than their 
male counterparts, although some men with partners of gesta-
tional capacity are concerned for the safety of their partners. 
Respondents who are homosexual, bisexual and transgender 
are fearful of implications of Dobbs for in vitro fertilisation and 

A. Influence of abortion access on location or state of residency programme to apply to, n (%)

Very unlikely (1) Unlikely (2) Neutral (3) Likely (4) Very likely (5) Median (IQR) P value*

Sexual orientation 0.0005

  Straight/heterosexual (n=350) 59 (16.9) 29 (8.3) 58 (16.6) 63 (18.0) 141 (40.3) 4 (2, 5)

  Bisexual/pansexual (n=79) 7 (8.9) 5 (6.3) 12 (15.2) 18 (22.8) 37 (46.8) 4 (3, 5)

  Gay/lesbian/queer (n=34) 12 (35.3) 2 (5.9) 13 (38.2) 1 (2.9) 6 (17.6) 3 (1, 3)

  Other (n=14) 2 (14.3) 0 (0) 2 (14.3) 5 (35.7) 5 (35.7) 4 (3, 5)

Attending medical school in a state that restricts abortion 0.2454

  Yes (n=185) 37 (20.0) 14 (7.6) 19 (10.3) 30 (16.2) 85 (45.9) 4 (2, 5)

  No (n=309) 48 (15.5) 23 (7.4) 67 (21.7) 60 (19.4) 111 (35.9) 4 (3, 5)

*Kruskal- Wallis test was used.

Table 4 Continued
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gender- affirming care. Physicians have disproportionately high 
rates of infertility and miscarriage as compared with the general 
population.2 11 12 14 These increased rates of complications are 
related to the burdens of working in the healthcare system with 
long hours and physical work and age- related morbidities.

Limitations
One point of confusion in these data is the discrepancy between 
respondents who said they would not apply to residency 
programmes in states with abortion restrictions (57.9%) and the 
number who did not select a single state with restrictions when 
asked to select each state to which they were applying (31.0%). 
This could be due to the degree of uncertainty—even among 
medical trainees—regarding rapid changes in state abortion laws 
during the course of data collection. On 6 August 2022, when 
data collection began, abortion was severely restricted or illegal 
in 22 states. Additionally, the competitiveness of residency appli-
cations may require students to apply to multiple states regard-
less of political opinion.

Additional limitations of these findings include the sampling 
methodology—snowball convenience sampling—and small 
sample size compared with population of interest. Cross- 
sectional data collection, particularly over a time period during 
which multiple state abortion laws changed, poses limitations for 
longitudinal generalisability. However, respondents represent 32 
states and are demographically similar to medical students across 
the USA.8

CONCLUSIONS
There is little literature examining which factors most influ-
ence residency application decisions. Prior research has found 
that geographic location, family/personal concerns, quality of 
education and friendliness of residents were the most influ-
ential factors.15–17 While our respondents did not rank which 
factors were most important, we did find that geographic loca-
tion in regard to lifestyle, hobbies and community engagement 
(95.7%) and geographic location in regard to being near family 
or significant other (89.6%) were most influential. These simi-
larities suggest that medical students are looking for similar 
programme attributes, and geographic location and family/
personal concerns remain top priorities. Previous studies looking 
at the impact of Dobbs on residency applications found similar 
results to ours, with most respondents (77.2% and 70.0%) 
reporting they preferred to apply to states with abortion access 
to preserve access to care for themselves and their partner, as 
well as their patients.18 19 Results from the 2023 National Resi-
dency Matching Program saw a 1.9% reduction in applications 
to states where abortion is legal, and a 3.0% reduction to states 
where abortion is banned.20 21 However, for those applying into 
Ob- Gyn, there was a 5.3% reduction in applications to states 
where abortion is legal and a 10.5% reduction in applications to 
states where abortion is banned.20 21

Medical students care about the quality of education they 
receive during residency, and some respondents expressed 
concerns, which are reflected in recent literature,22–25 that abor-
tion bans may compromise their ability to fulfil Accredidation 
Counsil for Graduate Medical Education (ACGME) require-
ments and meet clinical practice guidelines. The majority (85%) 
of respondents received some kind of abortion education during 
medical school, and many abortion care providers make their 
career decisions prior to starting residency.26 Medical students 
are taught to uphold the four principles of medical ethics—
autonomy, beneficence, non- maleficence and justice—and 

education about abortion, as a component of reproductive 
healthcare within the context of medical ethics, allows students 
to understand how limiting abortion access contradicts these 
core principles.27

When medical students become residents, they assume the 
responsibility to fulfil the ethical duties of medical practice. 
As a result of Dobbs, physicians across the USA are now being 
prevented from upholding these duties—physicians must advo-
cate for their patients when policies directly cause harm by 
contradicting best practices as determined by evidence- based 
guidelines.28 Medical students on the brink of becoming physi-
cians will begin residency while not just the value of the rights of 
their patients with gestational capacity, but their own humanity, 
is being called into question. There is no question that medical 
practice in the USA is inextricably tied to interests—political, 
religious, legal—other than those of patients.29 The next gener-
ation of physicians must grapple with this insult to the core of 
what it means to be a doctor, and this is reflected in their choices 
of where to complete residency.
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