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THE CALIFORNIA HEALTH WORKFORCE PILOT PROJECT PROGRAM (HWPP #171)

Study findings and methods a
Background
n

n

Quick facts

Approximately 45% of pregnancies in the United
States are unintended;1,2 nearly half of these (about
926,000 in 2014) end in abortion.1
Providing reliable access to all methods of unintended
pregnancy prevention—pregnancy prevention, abortion
care, preconception care, and economic supports—
can help reduce unintended pregnancies.3–6

n

Approximately 45% of pregnancies in the
United States are unintended, and nearly half
of those end in abortion.

n

Abortions are safest during the first trimester.
Lack of access, however, leads to delays. In
2014, 90% of U.S. counties—home to 39% of
U.S. women of childbearing age—lacked an
abortion care provider.

n

Expanding the abortion care workforce would
help—but while abortion care by NPs, CNMs,
and PAs is both equally safe and as acceptable
to patients as care by MDs, most states allow
only physicians to provide abortion.

n

Abortions are safest during the first trimester of
pregnancy when they can be performed using
nonsurgical medication or aspiration procedures.7,8

n

In the United States, nurse practitioners (NPs), certified
nurse midwives (CNMs), and physician assistants
(PAs) provide primary care services to more medically
underserved patients than their primary care physician
counterparts,9 but most states have laws limiting
abortion provision to physicians (MDs/DOs).10

n

In 2014, 90% of U.S. counties lacked an abortion care
provider, and 39% of women between the ages of 15
and 44 live in one of these counties.1

n

As of 2011, 99% of facilities providing >400 abortions
yearly are located in metropolitan areas.11

n

Lack of access to abortion care services is a major
reason for delaying abortion.12

2. Abortion training standards aim: To evaluate
the implementation of a standardized competencybased training curriculum in the provision of aspiration
abortion care.

n

Expanding the abortion care workforce could address
the problem of access by allowing women to receive
abortion care services from primary care providers in
their own communities.1

3. Improving abortion care aim: To develop and
validate a taxonomy and monitoring framework for
defining and classifying abortion-related incidents
(adverse events and morbidity).17

The HWPP study was designed to
address the following aims and questions
1. Patient safety/provider effectiveness aim: To
measure the acceptability, safety, and effectiveness
of NPs, CNMs, and PAs providing first-trimester
aspiration abortions.
a. Can NPs, CNMs, and PAs perform early aspiration
abortions with outcomes comparable to those of
their physician counterparts?

b. Will women accept and have a positive experience
with abortion care provided by NPs, CNMs, PAs be
comparable to that provided by physicians?

Study sample, design and methods10
n

Approval and waiver were obtained from the California
Office of Statewide Health Planning and Development
(OSPHD) as well as university-based and independent
review boards.10

n

Primary sponsor was Advancing New Standards in
Reproductive Health (ANSIRH) at the University of
California, San Francisco (UCSF) Bixby Center for
Global Reproductive Health.

This series of reports on the Health Workforce Pilot Project is published jointly by Reproductive Health in Nursing (RhN), a program based in Albuquerque, NM, and
Advancing New Standards in Reproductive Health (ANSIRH), a program of the University of California, San Francisco.

Health Workforce Pilot Project: Study findings and methods, June 2017, page 2
A D VA N C I N G N E W S TA N D A R D S I N R E P R O D U C T I V E H E A LT H

n

Partner organizations were four Planned Parenthood
facilities (across California) and Kaiser Permanente of
Northern California (KPNC).

as minor. Fewer than .001% of all complications required
treatment in a hospital setting.10,14
n

Sample10,14
n

47 trainees (28 NPs, 5 CNMs, and 7 PAs); 1.5 mean
years’ experience providing abortion care

n

96 physicians at study facilities served as comparison
group; 14 mean years’ providing abortion care.b

n

16,998 patients (>age 16 at KPNC or >age 18 at PP);
9063 patients in NP/CNM/PA group and 7935 patients
in MD group.14

Patient experience scores were very high (mean overall
satisfaction=9.4, 0-10 scale) for all clinicians trained in
abortion provision (NPs, CNMs, PAs, and MD trainees).
Clinic environment, treatment by clinic staff, and
adequate pain management contributed to patients’
experience of abortion care, whereas clinician type was
not significantly associated with satisfaction scores.10,15
How satisfied were you with the care you
received? (n=2,570)
NP/CNM/PA patients: 9.44 satisfaction rating

(n=1535)

Design10
n

n

This was a prospective, observational, cohort study
comparing safety, patient acceptability, and patient
experience of abortion care services provided by NPs,
CNMs, and PAs to those provided by MDs.

MD patients: 9.39 satisfaction rating
0

n

A non-inferiority design with a pre-determined margin
of 2% was selected since the goal was to augment, not
replace, care by physicians by investigating whether
there was statistical support for adding NPs, CNMs,
and PAs to the abortion care workforce from the
standpoints of safety, acceptability, and satisfaction.

n

n

n

Patients were assessed for immediate (on-site)
adverse events/morbidity and given a survey regarding
delayed adverse events/morbidity (within 4 weeks
following abortion).
At least three attempts were made to contact patients
who did not respond to follow-up survey or telephone
contact, and medical records at facilities where
abortions were performed were abstracted to further
assess for possible delayed complications.

Outcomes10,14,15
n

The overall complication rate was low across all providers
in HWPP (1.3%) compared to a 2.1% complication
rate in a 2015 study of 55,000 abortions performed in
California.10,16 Of the 152 complications (1.3% of all
abortions in the HWPP study), 146 (96%) were classified
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Differences in adverse event and morbidity rates
between NP/CNM/PA group and MD group was
0.51%, which was well under the pre-determined 2%
threshold for demonstrating non-inferiority, indicating
that even newly trained NPs, CNMs, and PAs provided
early aspiration abortions as safely as those provided
by experienced MDs.14

47 NPs, CNMs, and PAs were trained to competence
(assessed by authorized physician trainers) in
providing aspiration abortions using a standardized
curriculum10,13 involving didactic and practical training.
16, 998 patients were consented and enrolled
between August 2007 and December 2013; 9,063 of
these received abortion care services from a NP, CNM
or PA while 7,935 received services from an MD.

2

Serious (major) adverse event rates by provider
type (n=19,673)17,c

Methods10
n

1

(n=1035)

CNM/NP/PA 6 major adverse events/0.03%
MD 5 major adverse events/0.03%
0

n
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Competency-based abortion care training curriculum
was effective in preparing NPs, CNMs, and PAs as
safe providers of aspiration abortion.d

The HWPP study demonstrated that
n

Outpatient abortion is a safe procedure whether
provided by NPs, CNMs, PAs, or MDs.10,16

n

NPs, CNMs, and PAs can provide early abortion care
that is clinically as safe as that provided by expert,
experienced physician providers when trained using a
competency-based, learner-centered curriculum and
training process.10,14

n

Abortion care provided by NPs, CNMs, and PAs is
highly acceptable to patients.10,15

n

A framework distinguishing adverse events related to
procedural abortion care from morbidity related to all
other factors confirmed the rarity of serious adverse
events resulting from early, clinic-based abortion care.17
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Endnotes
a Based on published reports from the AJPH 2013 paper (reference

#10) and the AJPH January 2014 update (reference #14): the updated sample size in AJPH 2014 = 16,998.
b 97 medical resident trainees (Family Medicine or Obstetrics/

Gynecology) receiving procedural abortion training served as a training comparison group (n=660 procedures)
c Seriousness of abortion-related adverse event or morbidity is evalu-

ated based on diagnosis, management, and outcomes. Major
adverse events are those requiring surgery, blood transfusion, or
hospital admission, or resulting in harm or injury such as death or loss
of bodily function. In this study, there were 11 total major adverse
events resulting in additional surgery (to repair a missed ectopic
pregnancy or uterine perforation), transfusion (for hemorrhage due to

uterine perforation), or hospitalization (for treatment of septic abortion). No deaths or disability was recorded in this study. We found no
statistically (or clinically) significant differences between major adverse
event type or rate between clinician groups.
Additional HWPP study data were collected through June 2014
increasing the total sample size to almost 20,000 patients in order to
empirically validate a standardized system for defining and classifying “abortion complications” with specific criteria for abortion-related
“incidents,” “adverse events” and “morbidity” that are consistent with
federal safety definitions and metrics.17
d See Early Abortion Education & Training Guidelines for Primary Care

Providers, which integrates the HWPP Curriculum with the regularly
updated TEACH Workbook in Early Abortion Care.
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