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STATE OF CALIFORNIA Office Use item No.
STATE AND CONSUMER SERVICES AGENCY

CALIFORNIA BUILDING STANDARDS COMMISSION

2525 NATOMAS PARK DR., SUITE 130

SACRAMENTO, CA 95833
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(916) 263-0959 Fax

Email: chsc@dgs.ca.gov

PARTICIPATION COMMENTS FOR THE NOTICE DATED FEBRUARY 20, 2013.
Written comments are to be sent to the above address.

WRITTEN COMMENT DEADLINE: APRIL S, 2013

Date:  _April 5 2013

Name (Frint or typej (Signature;

From:
Beth H. Parker ﬂﬂi‘—l———’-
{

-- Chief Legal Counsel, Planned Parenthood Affiliates of California
Agency, Junsdiction, chapler, company, association, individual, etc.

555 Capito! Mall, Suite 510  Sacramento California 95814-4581
Street City State Zip
I'MW/e (do) agree with:

[X] The Agency proposed modifications As Submitted on Section No. 217.0{1)

and request that this section or reference provision be recommended:

[ ] Approved [ ] Disapproved [ | Heldfor Further Study [X] Approved as Amended

Suggested Revisions to the Text of the Regulations:

Add “and § 1226.7 (i.e. clinics providing abortion services where treatment rooms are sized as examination
rooms, as described in § 1226.7.1)" to 217.0(1) after “primary care clinics providing services limited to those listed
in California Building Code § 1226.6 {i.e. clinics without treatment rooms and that perform procedures limited to
those that may be performed in exam rooms as defined in California Building Code § 1224.3).”

Reason:

The exclusion of primary care clinics providing abortion services where treatment rooms are sized as examination
rooms (§ 1226.7) from the OSHPD 3SE exemption is contrary to the public interest and unconstitutional. The
exclusion is not justified by legitimate health and safety concerns. See attached analysis.



Proposed Regulation 217.0: OSHPD 3SE excludes § 1226.7: “Primary Care Clinics that do not provide
abortion services.”

OSHPD is proposing to create a subcategory of QSHPD 3 clinics that are exempt from certain
existing mechanical and plumbing code requirements. The stated purpose is to align OSHPD 3SE clinic
requirements with national standards. This will reduce costs to clinics without compromising patient
safety. This will facilitate the construction of new primary care clinics to accommodate the increased
number of patients providers will see as a result of health care reform.

OSHPD, however, has refused to include within the OSHPD 3SE exemption primary care clinics
that perform abortion services where the treatment room is sized as an examination room (sec. 1226.7).
This refusal is both medically unjustified and unceonstitutional. Planned Parenthood Affiliates of
California, therefore, recommends that the Building Standards Commission amend the proposed OSHPD
3SE exemption to include § 1226.7 {i.e. clinics providing abortion services where treatment rooms are
sized as examination rooms, as described in § 1226.7.1). This will create parity between primary care
clinics that provide early abortion services and those that do not. This will enable the eight California
Planned Parenthood affiliates, which currently serve one million patients in 100 health centers, as well
as other providers, to build new facilities to accommodate patients entering the health care system as a
result of the Affordable Care Act.

The inclusion of primary care clinics that offer abortion services in the OSHPD 3SE exemption is
cansistent with the goals that OSHPD is trying to achieve. The elimination of the distinction would be
consistent with national standards. It would alsc help reduce the cost of construction of community
clinics that serve low income populations, thereby increasing access to much needed health care
services. If primary care clinics that offer medication or aspiration abortions are excluded from the
exemption, it will increase the cost of and decrease access to abortion. By our calculation, the
additional plumbing and mechanical requirements will increase costs by approximately 18%. If, for
example, it costs $2 million to renovate a clinic for primary care, it would cost approximately $317,000
to satisfy the additional but wholly unnecessary mechanical and plumbing code requirements needed to
provide abortion care.

There is No Medical Justification for Excluding Primary Care Clinics that Provide Abortion
Services from the Exemption

There is no medical reason to differentiate between the services set forth in § 1226.6, which are
included in the OSHPD 3SE exemption, and medication and aspiration abortion services referred to in §
1226.7, which are not. This section was included in the code decades ago, shortly after abortion became
legal, when abortions were performed in hospitals using very different procedures than are used today.
In the intervening years, abortion has become a very routine, outpatient and low-risk procedure. The
differentiation between primary care clinics that offer early abortion services and those that do not is
anachronistic and provides no basis for requiring heightened building standards.

Women terminate first trimester pregnancies either by taking pills {“medication abortion”) or by
a simple aspiration procedure lasting under five minutes that does not involve cutting or suturing tissue



(“aspiration abortion”). When performed by trained clinicians, early abortions are safe and common,
posing less risk of infection than many other procedures performed in primary care clinics eligible for
the OSHPD 3SE classification. For medication abortions, there is no difference between taking a pill for a
cold or taking one to induce an abortion. For aspiration abortions, the risk of infection is no different
than the risk for insertion of an intrauterine device or for an endometrial biopsy. Yet, under OSHPD's
proposal, the latter two could be performed at a clinic built under the exemption but the former could
not.

In particular, there is no reason to require higher plumbing and ventilation standards for
primary care clinics that provide abortion services than those that do not. In the first place, there is
almost no risk of infection from either medication or aspiration abortions. The rate of post-abortion
infection is extremely rare, even in a high-risk population. The published rate of post-operative
infections following all out-patient abortions, including surgical abortions, is 0.1-.04%." A recent study of
aspiration abortions in California reported only 14 infections out of 11,487 abortions {0.12%).

Second, as set forth in the attached letters from several Medica! Directors of PPAC’s affiliates,
there is no evidence that ventilation or plumbing factors play any role in causing infection.® There is no
reason why plumbing would have any effect on infection risk. Airborne infections (due to inadequate
ventilation) are not the mechanism of infection. As described in the attached letter from Dr. Jennefer
Russo, Medical Director of Planned Parenthood of Orange and San Bernardino Counties, almoest all
infections are introduced mechanically during the procedure.”

There is No Regulatory Reason for Excluding Primary Care Clinics that Provide Abortion
Services from the Exemption

At various times, OSHPD has proffered various reasons for excluding 1226.7 from the
exemption. None have merit.

For example, OSHPD claimed that it could not include primary care clinics that provided early
abortion services because of national building standards. We found nothing in those standards that
draws this distinction and, uitimately, OSHPD seemed to retract this position.

Next, OSHPD claimed that it needed to differentiate primary care clinics described in 1226.6
from those that provide abortion services because of Title 22 requirements. Nothing in Title 22
mandates this result. The sections of Title 22 that refer to abortion services, sections 75040-75044,
contain no discussion of heightened mechanical or plumbing requirements. There is, therefore, no

! Letter from Dr. Mary Gatter to Glenn S.A. Gall, AlA (Feb. 1, 2013}, attached as Tab A

2 Weitz et al., “Safety of Aspiration Abortions Performed by Nurse Practitioners, Certified Nurse Midwives, and
Physician Assistants under a California Legal Waiver,” at e4 American Journal of Public Health {published online
ahead of print Jan. 17, 2013). For OSHPD’s convenience, we have attached a copy of this study at Tab B.

¥ Letter from teff Waldman, MD, to Glenn S.A. Gall, AlA (Feb. 26, 2013); letter from Richard L. Fischer, MD, to
Glenn S.A. Gall, AlA (Feb. 4, 2013); letter from Virginia Siegfried, MD {Feb. 1, 2013}, letter from Jennefer Russo,
MD, MPH, to Glenn S.A. Gall, AlA (Feb. 3, 2013), attached at Tab C.

* Letter from Jennefer Russo, MD, MPH, to Glenn S.A. Gali, AlA {Feb. 3, 2013){Tab C}); see also letter from Dr. Mary
Gatter to Glenn S. A. Gall, AlA {Feb. 1, 2013)(Tab A}.



reason why Title 22 should preclude the inclusion of primary care clinics that provide medication and
aspiration abortions in the OSHPD 3SE exemption.

The fact that Title 22 separately mentions abortion services is irrelevant. As with the separate
reference to abortion in Title 24, these provisions were added decades ago before medication abortion
emerged as a safe and effective method for terminating pregnancies up to 8 or 9 weeks. Together with
the resurgence of aspiration abortion in the mid-1990's as a safe, effective option for early abortions,
these two procedures allowed free standing clinics to become the dominant place for abortion delivery
in California and the United States. The distinction between primary care clinics that perform abortion
services and those that do not is now anachronistic.

Finally, OSHPD claimed some unnamed OB-GYN at the Depariment of Public Health indicated a
need for these additional plumbing and mechanical code provisions. In response, Planned Parenthood
submitted letters from five Medical Directors who collectively oversee over 75 heaith centers scattered
throughout the state. They unanimously agreed that there is no evidence that plumbing and mechanical
affect the risk of infection. OSHPD never rebutted these submissions, presumably because it could not.

Refusal to include primary care clinics that provide abortion services within the exemption is
unconstitutional

The California Constitution strongly protects access to abortion. As the California Supreme
Court has said: “By virtue of the explicit protecticn afforded an individual’s inalienable right of privacy by
article |, § 1 of the California Constitution, . . . the decision whether to bear a child or to have an
abortion is so private and so intimate that each woman in this state — rich or poor — is guaranteed the
constitutional right to make that decision as an individual, uncoerced by governmental intrusion.”® The
California Legislature reaffirmed the Court’s holding when it declared as the State’s public policy: “Every
woman has the fundamental right to choose to bear a child or to choose and to obtain an abortion.”® To
safeguard women’s childbearing decisions, California courts closely scrutinize restrictions placed on
abortion providers because they significantly affect access to abortion. Again, as the California courts
have said: “[T]he Legislature need not subsidize any of the costs associated with childbearing, or with
health care generally . . . once it chooses to enter the constitutionally protected area of choice, it must
do so with genuine indifference. It may not weight [sic] the options open to the pregnant woman by its
allocation of public funds; in this area, government is not free to ‘achieve with carrots what [it] is
forbidden to achieve with sticks.””’

By differentiating between primary care clinics that provide early abortion services and those
that do not, the proposed exemption violates the California Constitution and the Supreme Court’s

* Committee to Defend Reproductive Rights v. Myers, 29 Cal. 3d 252, 284 (1981){emphasis in original}{holding that
state law limiting MediCal funding of abortions violated privacy and equal protection guarantees of California
Constitution).

® Health & Safety Code § 123462(b}.

7 planned Parenthood of Santa Barbara v. City of Santa Maria, 16 Cal. App. 40 685, 693 (1993)(finding that
restrictions on providing abortion imposed as a condition of receiving funds for clinic construction
unconstitutional), quoting Committee to Defend Reproductive Rights, 29 Cal. 3d at 285,



mandate. It curtails the ability of women to access abortion services by making the cost of constructing
clinics that provide them significantly more expensive. And it does so with no medical or other
defensible justification. The State does not require doctors and other licensed clinicians in private
practice who provide early abortion services to outfit their facilities with special, expensive plumbing
and ventilation. Nor, if the exemption is enacted, will it require primary care clinics that perform nearly
identical procedures to meet the heightened standards. If these requirements were necessary to
protect the health of women accessing early abortion, private patients would have experienced
infections, and the State would have imposed these regulations.

Where, as here, there is a significant infringement on a woman’s “intimate and fundamental
constitutional right to choose whether or not to continue her pregnancy,” the burden shifts to the state
to prove it has a compelling interest in the regulation, it is the [east intrusive alternative available and it
is “so narrowly drawn as to impinge upon the constitutionally protected area no more than is necessary
to accomplish the state’s legitimate goals.”® Here, this cannot be done. There is no interest, much less a
compelling one, in requiring primary care clinics that offer early abortions to comply with more costly
building standards.

There is a simple fix to this problem. The Building Standards Commission can amend the
proposed exemption to include § 1226.7. This fix will fulfill OSHPD's stated goal of facilitating the
construction of new primary care clinics. It will fulfill the state’s goal of improving access to health care.
Seventy percent of abortions in California are performed in community clinics yet 52% of California
counties have no accessible abortion provider. This year, Assembly Member Atkins is proposing AB 154
to address the current shortage of health care professionals able to provide early abortion care in
California. This goal will be completely undermined if primary care clinics that include early abortion
services are subjected to prohibitively expensive and unnecessary building standards. By expanding the
exemption, new clinics can be built or abortion services added, helping to increase access to early
abortion.

For all these reasons, we request that the Building Standards Commission amend the proposed
exemption to include §1226.7 (i.e. clinics providing abortion services where treatment rocoms are sized
as examination rooms, as described in § 1226.7.1) and approve the exemption as amended.

® American Academy of Pediatrics v. Lungren, 16 Cal. 4t 307, 323 (1957).
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"j] Planned Parenthood

Los Angeles

February 1, 2013

Glenn S.A. Gall, AlA

Regional Supervisor, Building Standards Unit

Office of Statewide Health Planning and Development
Facilities Development Division

400 R Street, Suite 200

Sacramento, CA 95811

Dear Mr. Gall:

1 am a Board-Certified ObGyn physician and the Medical Director of Planned Parenthood in Los
Angeles. | am a graduate of the Harvard Medical School and its associated ObGyn residency program,
with over thirty years’ experience in providing reproductive health care in clinic settings. | also provide
consultative services in this area both naticnally and internationally.

I am writing in support of including health clinics that provide abortion services in the sites covered by
OSHPD 3SE. | have seen the letter written by Dr. Peipart, an expert in this field, and | agree completely
with him that infection rates refated to abortions, which are already quite low, are associated with pre-
existing patient conditions (such as having an STD, or being immuno-compromised) or to poor surgical
technigue, but not in any way to physical considerations such as plumbing or airflow.

Several large meta-analyses have concluded that infection rates following abortion are best reduced
with the use of prophylactic antibiotics, and this is a practice which we employ. The published rate of
post-operative infections following out-patient abortion is 0.1-0.4%. | can conclude from this low rate
that serious infectious events do not occur with any great frequency in a surgical abortion practice that
employs appropriate surgical technique and the use of prophylactic antibiotics.

At Planned Parenthood Los Angeles our top priority is patient safety, however, differential treatment of
health clinics that perform abortions does nothing in pursuit of this goal. | would urge OSHPD to
reconsider the exclusion of abortion providing clinics from the OSHPD 35E category.
Sincerely Yours,

e

Dr. Mary Gatter
Medical Director

cc: Robert P. David, Director of the Office of Statewide Health Planning and Development.

400 West 3oth Street, Los Angeles, CA gooo7-3320 | Tel 213.284.3200 Fax213.284.3350 | www.plannedparenthood.org
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Safety of Aspiration Abortion Performed by Nurse
Practitioners, Certified Nurse Midwives, and Physician
Assistants Under a California Legal Waiver

] Tracy A. Weitz, PhD, Diana Taylor, PhD, Sheila Desai, MPH, Ushma D. Upadhyay, PhD, Jeff Waldman, MD, Molly F. Battistelii, BA, and Bleancr A. Drey, MD

Increased aceess to early abertion is a pressing
public health need. By 2003, the number of
abortion care facilities in the United States
had decreased 38% from its peak in 1982.!
Although the number has since remained
stable, the proportion of US counties with no
facility remains high at 87%; more than one
third of women aged 15 to 44 years live in
these conrties.® Additionally; a large propor-
tiont of US Facilities are hospitals that perform
abortions only in cases of serious medical and
fetal indications or facilities that offer medical
abortions only up 1o 8 weels of pregnancy.

Many women face difficslties findmg a fadl-
ity, resulting in delayed care Increasing access
is critical hecause abortions at later gestations
are associated with & higher risk of complications™
and ligher costs.? Research has alsa found that
many women would prefer to cbiain their
abortions earlies® Finally, traditionally under-
server populations experience the greatest
barriers to aborifon care, resulting i higher
rates of proceduves after the first trimester.%’

Tn California, more than half of the 58
counties lack a facility thet provides 400 or more
abortions (R. K. Jores, personal comniunication).
Lowincome and minority wonen are most
Likely to be served by publie heaith depart-
ments or community health centers,® most
of which do not provide abortons. These
women are also more likely fo be cared for
by nurse practitioners (NPs) and physician
assistants (PAs) than by obstetricians and
gynecologists.®

One potential sclution to improve access is
to increase the number and types of health care
professionals who offer eadly aboition care ™
Increased emphasis hes been placed on task
sharing to better meet women's health needs
i the eonfext of health care worldoree shartages™
In the: United States, health professions are regu-
Iated through a patchwork of state regulations™®

Published onlina ahead of print January 17, 2013 | American Joumnal of Public Health

Objectives. We examined the impact on patignt safety if nurse practitioners
{MPs), certified nurse midwives (CNMs), and physfcian assistants {(PAs} were
permitted to provide aspiration abortions in California.

Methods, In a prospective, observational study, we evaluated the outcomes of
11487 early aspiraticn abortions completed by physicians (n=5812) and newly
trained NPs, CNMs, and PAs (n=5675) from 4 Planned Parenthoaod affiliates and
Kaiser Permanente of Northern Califarnia, by using 2 noninferiority design with
a predetermined acceptable risk difference of 2%. All complications up to 4
weeks afier the abortion were included.

Results. Of the 11 487 aspiraticn abortions analyzed, 1.3% (n=152) resulted in
a complication: 1.8% for NP-, CNM-, and PA-performed aspirations and 0.9% for
physician-performed aspirations. The unadjusted risk difference for total com-
plications between NP-CNM-PA and physician groups was 0.87 (35% confidence
interval [Ci]=0.45, 1.29) and 0.83 (95% Cl=0.33, 1.33) in a propensity score—
matched sample.

Conclusions. Abortion complications were clinically equivalent between
newly trained NPs, CNMs, and PAs and physicians, supporsting the adoption of
policies to allow these providers to perform early aspirations to expand access to
abertion care, {Am J Public Health. Published onlinz ahead of print January 17,

that determine who can perform abortions,

a power teaffirmed by several US Supreme
Court decisions.”®*® Currently, nonphysician
clinicians can perform aspiration abertions
legally in only 4 states—Montana, Oregon, New
Hampshire, and Vérmont. Two additional
states (Kansas and West Virginia) de not limit
the performance of abortions to physicians,
It monphysician clinicians have never tried
to provide abortion care. Of the remaining

44 states (Figure i), some allow nonphysician
clinicians to perforrn medical (but not aspira-
tion) abortions under decisions by attorneys
general or health departments, and 1 state—
Califonia—passed stalwtory authority for that
care. As part of a larger effert to limit abortion
access, several states have recently promul-
geted laws that specifically prohibit nonphysi-
cian dliniciens from performing abortions.®
For example, a 2009 Arizona law (HB 2564
and 5B 1175) that precluded NPs from pro-
viding ebortions resulted in the discontinuation

2013: e1-e8. doi:10.2 105/AJPH.2012.301159)

of abortion care at several facilities that had
previously been staffed exclusively by NPs.2"
Limited clinical evidence is available
to inform pelicymakers about whether
physician-only legal restrictions on abortion
are evidence-based.”** Qur study was
designed to provide this evidence to policy-
makers; it answers the question “What would
e the impact on patient safety if NPs, PAs,
and certified nurse midwives (CNMs) were
permitted to provide aspiration abertions in
California?” (We use the term aspiration
abortion to refer to what is commonly called
surgical abortion because the technique does
not meet the technical definition of sur-
gery.2%) We used a noninferiority design to
compare the incidence of shortion-related
complications between groups because we
anticipated a stightly higher number of
complications emong newly trained NPs,
CNMs, and PAs than among the experienced
physicians.

Weitz et al. | Peer Revlewed | Research and Practice | el
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Hate. CNM = certfiad nurse midwife; NP = nusse pracEtiener, PAs = physician assistants.

METHODS

In 2005, study investigators applied to the
California Office of Statewide Health Planming
and Development (OSHFD) for a waiver of
legel statutes that limit the completion of
surgieal abortion to physicians.**® Follow-
ing a public meethyg, hearing, and extensive
input from stakeholders, the State of California
granted approvel for Health Workforce Pitot
Project No. 171 in March 2007, followed by
approval of 4 subsequent extensions. The
study received institutional review board ap-
provals from the University of California, San
Franeisco; Ethical and Independent Review
Services; and Kaiser Permanente of Northern
California {KPNC}.

In this prospective, observational cohort
study, NPs, CNMs, and PAs from 5 partner
organizations (4 Planned Parenthood affiliates
and KPNC) were trained to competence in
the provision of aspiration abortion (a mini-
nwum of 40 precedures over 6 clinical days,
with competence assessed by an authorized
physician trainer}. To be qualified for training,
NPs, CNMs, end PAs had 1o have a Califor-
nia professional license, basic life suppart

e2 | Research and Practice | Peer Reviewed | Weitz et al,

FAGURE 1-Landseaps of health professional regulation of abortion provision In the United States.

certification, and 12 months or more of
clinical experience, including 3 months or
more experience in medication sbortion pro-
vision, Physicians employed by the facility
served as the comparison group. A fotel of 28
NPs, 5 CNMs, and 7 PAs (n=40) and 96
physicians (with training in either family
medicine or obstetrics and gynecology) com-
pleted procedures during the study perdod.
Physicians had a mean of 14 years of experi-
ence providing abortions compared with
amean of 1.5 years among NPs, CNMs, and
PAs. This analysis did not include procedures
performed by NPs, CNMs, and PAs during
their training phase.

Patients were enrolled at 22 clinical facili-
ties between August 2007 and August 2011,
Patients werg eligible for the study if they
were aged 16 years or older (18 years at
Planned Parenthood affiliates), were seeking
a first-trimester aspiration abortion (facilities
self-defined this es £12 or £14 weels’ ges-
tation by ultrasound), and could speak English
or Spanish. Patients were excluded if they
requested general anesthesia or did not meet
the health-related criteria (unexplained his-
torical, physical, or laboratory findings

The state allows
non-physicians to perform
medication and aspiration
zbortions

The state allows
nosn-physleians to perfarm
medication abortians only

Tha state spectfically
prohibits NP5, CNMs shd PAs fiom
performing abortions

The stete has a general

physteian-only Taw for
| ebortion

The state has no spedfic
law regarding who can
perform abortions, but
othar potentially legaf
barriers exist for
nen-physicians

or known ot suspected cervical or uterine
abnoermalities).

Study Procedures

Eligible patients teviewed a consent form
with a facility staff member. If a patient agreed
to participate, she was asked whether she was
willing to have her abortion done by an NP,
CINM, or PA; if so, the espiration was performed
by the NP, CNM, or PA on duty. Patients in this
group were routed 1o a physician if clinieal flow
necessitated reorganizing patienis. Patients
were also Touted to a physician if they were
unwilling to have their abortions performed by
an NP, CNM, or PA or arrived for care when
only a physician was present,

Each patient received %5 and a follow-up
survey about medical problems after the
abortion o capture any delayed postprocedire
complications. I patients did not retwrn the
survey, dinic staff made at least 3 atterupis to
administer the survey by phone If the paifent
experienced postabortion problems, she was:
asked a defined set of questions to obtain
medical details. Additionally, siaff conducted
patient chart zhstractions 2 o 4 weeks after
abertion to ensure delayed complications were

American Joumal of Public Health | Pubfished online ahead of print January 17, 2013



captured. For ai} outcomes other than an un-
complicated recovery, an incident report was
generated and reviewed by the site medical
dirvector, study investigators, and the study’s
Data and Clinical Safety Monitoring Commiitee.
Additional monitoring of outcomnes and study
procedures included annusl Office of Statewide
Health Planning and Development—spensored
site visits; quartesly reviews of participant re-
cruitment, patient espérience, and clinical out-
comes; and routine communication between
facility and UCSF study staff.

Study Outeomes

Unlike a siperiority analysis, & noninferior-
ity study design determines whether the effect
of 2 new freatment is not worse than that of
an active control by more then a specified
clinicafly acceptable margin?®3* We selected
a neninferiority design because we were
seeking not to replace physicians as abortion
providers ot to determine whether NPs, CNMs,
and PAs were Dbetter than current providers
of care but to identify additional, comparably
safe providers to supplement the provider peol.
Because NPs, CNMs, and PAs who are newly
trained in aspiration abortion have less expe-
rience, we expected o find a stafistically sig-
nificant higher rate of complications among
this group than among more experienced
physicians. Flowever, we also anticipated
alow overall incidence of complications from
procedures across both groups. Therefore,
a noninferiority design provided a more
clinicalty relevant analysis. Given a low
expected complication rate in both provider
groups, we prespecified the margin of non-
inferiority as a change of 2%, which was
determined before the start of the study by
a panel of researchers and clinicians and
approved by the Data and Clinical Safety
Monitoring Committee, who considered eth-
ical and clinieal issues and previous US-based
studies, which showed abortion-related
complication rates ranging from 1.3% to
4.45{-0.21,22.33-38

The primary cutcome was the difference in
incidence of complications within 4 weeks of
the aspiration aboriion between NFs, CNMs,
and PAs and physicians. Complications were
categorized as immediate {occurring before
leaving the facility) and delayed {occurring
<4 weeks after the procedure). Additionally,

Published online ahead of print January 17, 2013 | American Journal of Public Health
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complications were classified as major if the
patient required hospital admission, surgery,
or a blood transfusion and minor if they were
treated at home or in an outpatient setting.
This classification schema is consistent with
that used in other studies of abortioh-related
morbidity.3*37

Statistleal Analysis

We based sample size calculations for this
study on an expected complication rate of
2.5%, which was based on mean complication
rates cited in the published Titeraturg?L#233-33
and powered at 90% to detect a 1.0% or
greater difference in complication incidence
between groups (e=.025, Hailed test).

The study was powered specifically for

a noninferiority analysis. Although we set

a clinically acceptable margin of difference at
2.0%, we took a conservative approach and
powered the study to detect an even smaller
difference. We then further increased the
sample size per gronp by 15% to adjust for
clustering effects at the provider and clinic
levels.

We compared sociodemographic character-
istics of patients seen by NPs, CNMs, and PAs
and those seen by physicians using mixed-
effects logistic regression for dichetomnus
varishles, mixed-effects mubtinoniial logistie
regression fov categorical variables, and mired-
effects linear regression for continuous vari-
ables, all of which incdluded random effects
for facility, Incidence of a complication was
coded as a dichotomous varigble. Complication
incidence was calculated by provider group.
‘We fit a mixed-effects logistic regression
model with crossed random effects to obtain
odds ratios that account for the lack of in-
dependence between abertions performed by
the seme clinician and witlen the same facility
and cross-classification of providers across facl-
ities. We included variables associaied with
complications in bivariate analyses at P<.03 in
the muttivariate model in addition to other
clinfcally relevant covariates to edjust for po-
tential confornders.

To mitigate selection bias resulting from
the lack of randormization, we replicated the
analysis in a propensity score—matched sample,
a method used to achieve balance between
study groups in observational or norrendon-
ized studies using the predicted probability

of gronp membership (NF, CNM, or PA vs
physician group) on the basis of ohserved
predictors.®® ! We used the Stata module
pscore to develop the propensity scores based
on a logistic regression model that included
patient cherdcteristics that potentially influ-
enced to which provider type the patient was
assigned (age, race/eibnicity, msurance type,
gestational age, parity, history of cesarean
delivery, history of miscarriages, history of
abortions, screening for sexually transmitted
infections, positive test for a sexvally trans-
mitted infection, selection of a clinical con-
traceptive method, and presence of risk fac-
tors). Patients with similar propensity scores in
the 2 provider groups were matched using
nearest neighbor matching. After testing that
the balancing property of the propensity score
was satisfied, we selected a matched sample
composed of 78.3% of the criginal sample,
among which we replicated cur mixed-effects
analysis. We used predictive probabilities to
calculate risk differences and 95% confidence
mtervals {Cls) for all models. We nsed STATA
version 12 {StateCorp LP, College Station, TX) for
all analyscs,

RESULTS

A total of 21 095 women were screened for
eligibility. Of these, 3837 did hot meet the
eligibility criteria, most conmonly becsuse of
patient age and gestational age. Among the
17 258 eligible women, 13 807 ggreed to
Pparticipate in the stady. Of these, 2320 had
procedires performed by NPs, CNMs, and PAs
during their {raining phase and were therefore
not included in this analysis. As a result of
a protocol violatien at 1 site, 79 patients in
the physician group were excluded. Follow-up
data were available for 69.5% of patients, and
follow-up rates were nondifferenticl between
previder groups. Patients who did not retrn
the follow-up survey were retained in the
analytic sample because we found that they
contacted the facility when they did experienice
a complication (n=41), which we also dis-
covered via medical chart abstraction, sug-
gesting a low likelihood of missing complica-
tions ameng this group. Additionaily, in
a sensitivity analysis, complication incdence
and risk differences were similar when we
excluded patients whe did not retum the
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TABLE 1—RBaseline Characteristics of Patlent Study Participants hy Previder Type
at 22 ¢alifamla Clinlcal Facllities: Aupust 2007-August 2011

Physicians {n= 5812), NPs-CHMs-Pas (n = 5675),
Patient Characterlstic % or Mean +SD % or Mean +3D P

Bge, 267 *61 258 =54 01

16-18 129 135 i3

20-24 (Rei) 39.0 380

25-34 369 374 bz ]

235 112 03 05
Race/sthnicity”

White, non-Hispanic {Ref} 293 295

Black, nan-Hispanic 21 138 03

Hispanic 404 404 87

Asfan, non-Hispanic 83 6.5 01

Other, non-Hispanic 87 85 8
insurance type

No coverage (Ref) .7 265

Medi-Cal® 56.3 54.1 68

Private 119 141 B7

Other 71 53 <001
Bestetlonal age, d

<36 (Ref) 25 27

36-49 315 333 26

50-63 321 33t 36

264 339 08 83
Gravidity

<1 (Reh) 7.2 269

2 20.8 215 25

3 183 174 55

24 3338 31 59
Parity?

0 (Reh) 242 449

1 248 241 63

22 30.8 0T a7
Previous cesarean deliveries

0 (Ref) 865 86T

=1 135 133 21
Previous miscarriages®

0 (Ref} 823 827

1 138 132 =2

22 35 26 .59
Frevious induced abartions”

0 (Ref) 523 515

1 280 286 A5

=22 19.5 186 T
Tested posikive for an ST 38 34 Tt

Conltinied

follow-up survey. Patients without follow-zp
data were more likely to have no insurance,
have fewer risk factors, be multigravida, and be
at less than 5 weeks gestation than were those
with follow-up date (P<.05; not shown).

The final anelytic sample size was 11 487; of
these procedures, 5812 were performed by
physicians and 5675 were performed by NPs,
CNMs, or PAs.

Patient Characteristlcs

The majority of women in both groups had
had 3 or mote pregnancies; no previous cesa-
tean deliveries, miscarriages, or nduced ahor-
tions; and no history of medical risk factors
(Takle 1). Wommen in the NP-CNM~PA group
were more likely to be younger (P<.01),
less likely to be Asian than YWhite (P<C.01), and
mere likely to be non-Hispanic Black than
White (P<C.03}), Women were similar on all
other sociodemaographic characieristics across

" provider groups.

Outcomes

Qverall, complications were rare (Table 2).
Out of 11 487 aspiration sbortions, 1.3% n=
152; 85% CI=1.11, 1.53) resultad in a com-
plication, 1.8% of NP-, CNM-, and PA-per-
formed aspirations and 0.9% of physician-
performed aspirations resulted in a complica-
ticn. The mejority of complications (146/152,
or 96%) were minor (1.3% of all abortions)
and incleded cases of incomplete abortion {n=
9 among physicians, n = 24 among NPs, CNMs,
and PAs}, failed abortion {n=7 among physi-
cians, n=11 among NPs, CNMs, arud Phs),
bleeding not requiring transfusion (n=2
emong NPs, CNMs, and PAs), hematometra {n=
3 among physicians, =16 among NPs, CNas,
and PAs), infection (a="7 among physicans, n=
7 among NPs, CNMs, and PAs), endocervical
ijury {a=2 among physicians, n=2 ameng
NPs, CNMs, and PAs), anesthesia-related re-
actions (1=1 among physicians, n=1 among
NPs, CNMSs, and PAs), and uncomplicated
uterine perforation {n=23 among NPs, CNMs,
and PAs). We. classified complications with-
out clear efiology but accompanied by pa-
tient symptoms as symptomatic intramterine
material (n= 16 among physicians, n=24
among NPs, CNMs, end PAs), We classified
11 minor complications as “other”; 4 were
from physician-performed procedures
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Risk factors®
Extreme obesity (M) > 40 kgrm®) 23
Existing chronic ilness 5.0
Placenta pesvia [16-18 wh) 0.0
Psychiatric conditlon 33

22 33
49 g2
G0 32
32 61

“California’s Medicaid program.
Pata missing for 11 women in each provider group.

(1 wrinary tract infection, 1 possible false
passage, 1 probable gastroenteritis, 1 un-
specified allergic reaction), and 7 were from
NP-, CNM-, or PA-performed procedures (1
fever of unknown origin, 1 intrauterine de-
vice—related bleeding, 3 sedation drug errors, 1
inability to urinate, 1 vaginitis).

Only G major complications ocaxred (3 n
each provider group), which included 2 uterine
perforations, 3 infections, and 1 hemorrhage. We
found no difference in risk of major compications
bretween provider groups: 0.001% (95%
Cl=—0.08, 0,09).

The overall unadjusted risk difference
for total complications between NPs, CNMs,
and PAs and physicians was 0.87% {95%
Cl=0.45, 1.29). The risk difference in im-
mediate complications (n=9 for physicians;
n=20 for NPs, CNMs, and PAs) was 0.20%

Note, BMI = body mass Index; CNM = certiffed nurse midwife; NP = nurse practitionzr; PA = physician assistant; STI = sextally
transmitted infection, Physicians had completed a residency n either obstetsics and gynecology or family medicing. Missing
data cn age (n=18), patient insurance (n=235), cesarean detivery history (0 =82}, and gravidity (n=7) were recoded to
mean age, 0 insurance, no history of cesarean delivesy, and median gravidity, respectively, Missing data on gestational age
by ulirasound {n = 85} were recadéd o gestational age by last ménstrual period, whare those data were aiso missing, they
were recoded by the mean gestational age by ultrasound. For other missing varfables, we created a new variable for missing.
*Pyeliies are based on a significance level of .05 and were calculated using mixed-effects logistic regresslon for dichotomous
variables, miged-affects multinonsial fogistic regression for categorieal variables, and mixed-effects linzar regresslon models
for continuous variables, all of which included random effects for facility,

®Data missing for 70 wemen in the KP-CNM-PA group and 56 in the physician group.

“Data missing for 25 women in the NP-CNM-PA group and 20 in the physician droup.
"Data mlssing for 17 women in the NP-CNM-PA group and 18 In the physisian group.
Eplf risk factor variables are dichotomous [no-yes). “No” is the reference category {not shown in table}.

(95% CI=0.01, 0.38;}; for delayed compli-
cations {n=43 for physicians; n= 80 for
clinicians), it wes 0.67% {95% CT=0.29,
110}

Abortions by NPs; CWNMs, and PAs were
1,92 (95% CI=1.36, 2.72} times -as likely to
result in a complication as those performed by
Physicians after adjusting for potential con-
founders (see table available as a supplement
to the onlme version of this article at http://
www.ajphLorg). Among the propensity score-
matched sample, complications were 2.12
(95% Cl=1.33, 3.37) times as likely to result
from abortions by NPs, CNMs, and PAs as by
physicians. The corresponding risk differences
were 0.70% (95% CI=0.20, 1.10) in overall
complications between provider groups in the
adjusted model and 0.83% (95% Ci=0.33,
1.23) in the propensity score—meatched sample.

TABLE 2—0verall and Major and Minor Complication Rates by Provider Typa at 22 Ealifornfa Clinical Facllitles: August 2007-August 2011

Physictans {n=5812}

NPs-CNis-PAS (n = 567h) Total (n=1% 487)

The estimated 95% Cls for rick differences in
unadjusted, adjusted, and propensity score—
matched anelyses all fell well within the prede-
termined mergin of noninferiority, and therefore
complication rates from aspiration abertions
performed by recently frained NPs, CNMs, and
PAs were statistically no worse than those from
those performed by the mere experienced
physician group (Figure 2).

DRISCUSSION

In 2008, 1.21 million abortions took place
in the United States, with more 200 000
{189} in the State of California.® Nationally,
920 of abertions take place in the fivst tri-
mester,” but Black, uninsured, and low-
income women have less access to this care.
In California, only 87% of women using
state Medicaid insurance obtain abortfons in
the first rimester. * Because the average
cost of a second-trimester aborfion is sub-
stantially higher than that of a first-rimester
procedure, shifting the population distribution
of abortions to earlier gestations would result
in safer, less castly care. Increasing the types
of health care professionels involved in abor-
tion care is one way to veduee this health care
disparity.

Our study was designed to examine the
effect of removing the physician-only require-
ment for aspiration abortion provision in Cali-
fornia. We found that the care provided by
wewly trained NPs, CNMs, and PAs was not
inferior to that provided by esperienced phy-
sicians, We estimate that only 1 additional
complication would accur for every 120 pro-
eedures as a eonsequence of having an NP,
CNM, or PA as the abortion provider. Addi-
tionally, the 0.83% risk difference was mainly

Risk Ditference Between Provider Graups (n=11 487)

Complication Type Rate/100 (95% ) No. Rate/100 (95% CI) No. Rate/100 {95% CI) No. Differenca. In Rate/100 (95% Clj
Major 0.05 (-0.01, 0.11) 3 005 {-0.01, 0.11) 3 0.03 {0.01, 0.09) 6 0.001 (-0.68, 0.08)
Minor 0.84 (0,61, 1.08} 43 171137, 2.03) 87 1.27 (1.07, 1.48) 145 0.37 (045, 1.28)
Total 0,89 (0.65, 1.14} 52 1,76 (1.42, 2.10) 100 1.32 (111, 1,53) 152 0.87 (0.45, 1.29}

medicine.
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Note. Cf = corfidence interval, CHM = certified nurse midwife; NP= nurse practitioner; PA = physician assistant. Physicians had cempleted a residency in either obstetrics and gynecolegy or family
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& Risk differenca

— 35%0

Unadijusted

—y—
045 087 129

Adusted

——
039 070 110

Adjusted propensity
Soore-matched sample

——
033 083 133

T T
[ -20 -1.0

in Callfornla.

the result of higher incidence of minor com-
plications, the majority of which were from
diagnoses easily treated and without conse-
guential sequelae. Moreover, on the basis

of findings in other studies, we expect this
risk difference to narrow further over

time **% The comparison of newly trained
NPs, CNMs, and PAs with more experienced
physician abortion providers snggests that
the small difference found weuld represent
the maximum variation in outcomes that
might be expected immediately after a policy
change.

Both provider groups had extremely low
numbers of complications, less than 2%
overall-well below published rates—and
only 6 complicstions out of 11 487 pro-
cedures required hospital-based care. Be-
canse the effect size is minimal compared
with the published data and within: the
prespecified margin of noninferiority,
we conclude that the difference between the
2 groups of providers is not clinicaily sig-
nificant.

e6 | Research and Practice | Peer Reviewsd | Weiiz et al

Risk Differences for Complications Between Provider Types, %

Mofe. CI=confidence interval, Both adjusted models Included patient age, race/ethnicily, insurance type, gestational age,
gravidity, history of cesarean section, positive test for a sexually trensmitted infection, an indicater for exireme cbesity, an
indicator for chronio Mness, and an indiator for psychiateie conditiens. 2.0 & also the delta.

FAGURE 2~Unadjusted, adjusted, and adjusted propensity score-matched risk differences in
overall complication rates of first-trimester aspiration abottion by nurse practitioner,
cettified nurse mldwife, and physielan assistant providers compared with physlelan providess

L]
1.0 20

‘While the reported cdds ratios comparing
complication rates from procedures performed
by NPs, CNMs, and PAs with those from pro-
cedures performed by physicans were statisti-
cally sigrificant, these resulis shonld be inter-
preted cantiously. The study was powered
specifically for a noninferiority analysis, which
necessitated a larger sanple size than a superior-
ity analysis would. Therefore the significance
we see may be a result of the study being
overpowered.

These findings support the adoption of
policies that increase access to abortion by
expanding the number and type of health
care professionals who can perform early
aspiration abortiens, The benefits of '
expanding access to abortion for California’s
women cutweigh the small initial difference
in risk, particularly because it would likely
move many secondad-trimester abortions
into the first trimester, significantiy decreas-
ing the overall risk of complications, which
increases with gestational age.* Expanded
access is also likely to afford more women

‘the opporiunity to obtain care witheout the

additional indirect costs associated with
traveling to a geographically distant abortion
provider.

The strengths of this siudy are iis statistical
power, the large mumber of providers, and its
setting in multiple faclities. A limitation of
the study is its nonrandomized design, al-
though the use of propensity score matching
allowed for statistical adjustments to address
this imifation. Additionally, this study had
a low Toflow-up rate (70%), but this was not
unexpecied because of the sensitive nature
of abortion, which may have deterred women
from continuing perticipation in the study after
the procedure. This follow-up rate is also
siniilar to those in other US abortion-related
studies with comparable follow-up periods
(14-28 days).2>37% Although postprocedure
complications may have been missed among
patients for whom we did not have follow-up
data, given the nondifférential follow-up
retes between provider groups, we would
expect unidentified complications to be
equally distributed between groups, leaving
the risk difference unaffecied A forther lim-
itation of the study is that the health care
provider who initially identified a complica-
tion was not blinded to the type of provider
who performed the abortion. However, we
hypothesize that complaints from patients
cared for by newly trained NPs, CNis, and
PAs would be more aggressively evaluated if
the provider type was known to the heatth
care provider evaluating the patient. There-
fore, any bias caused by lack of blinding
would have resulted in an everestimate of the
risk difference.

Our resuits confirm existing evidence from
smaller studies that the provision of abortion
by NPs, CNMs, and PAs is safe®*** and from
larger international® and national*” reviews
that have found these dlinidians to be safe
and qualified health care providers. The
valie of this study extends beyond the ques-
tion of who can safely perfonn‘aspiratiou
abortion services in California because it
provides an example of how research can be
used to answer relevant health workforee
policy issnes, As the demand for health care
providers increases under US health care
reform,*® one part of the solution for afl health
care, including abortion care, is to allow all
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qualified professionals to perform clinical care
to the fullest estent of their education and
competency.*?*° m
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Planned Parenthood Shasta Paciﬁé

February 26, 2013

Glenn S.A. Gall, AIA

Regional Supervisor, Building Standards Unit

Office of Statewide Health Planning and Development
Facilities Development Division

400 R Street, Suite 200

Sacramento, CA 95811

RE: OSHPD 3 community clinic construction standards
Dear Attorney Gall,

Since 1982, I have served as the Medical Director of Planned Parenthood Shasta Pacific, serving over
100,000 Californians a year at 30 sites. In 2006, I was appointed the Senior Director of Clinical
Services and Medical Education for the national Planned Parenthood Federation of America (PPFA)
and served in that capacity through 2009. Additionally, I am the past President of the PPFA Medical
Directors Council and I served on PPFA’s National Medical Committee. [ am also an Assistant Clinical
Professor at the University of California, San Francisco.

On the strength of my professional background and experience, I must firmly state my objection to
your office’s recent recommendations relative to ventilation in abortion clinics with the objective of
reducing infection risk. I would hope that any policies or legislation from the state would be based
on scientific evidence. The fact is that the risk of infection after an abortion or uterine evacuation
procedure is very low. The less than one percent risk would not be affected by plumbing or
ventilation. The intrauterine environment is not at risk for airborne infections. Risk factors for
infection in the uterus when a surgical procedure is performed include: 1) infection of the cervix
with an organism like Neisseriu gonorrhea or Chlamydia trachomatis; 2) use of unsterile instruments;
and 3) failure to use sterile technique during the procedure. Illegal abortion, which would
potentially employ the last two risks, will also result in a higher risk of infection. However, [ am not
aware of any studies or biologic plausibility demonstrating that infection after an abortion is
affected by plumbing or ventilation.

Any differential treatment of health clinics that perform abortions makes no clinical sense in terms
of infection risk. There is no reason to have a different set of criteria for plumbing or ventilation for
these clinical sites than other sites. As an expert in family planning and abortion care, itis my belief
that there is no evidence that plumbing and ventilation impact infection risk.



If you have any further questions or concerns, please feel free to contact me.
Sincerely,

s, Lol

Jeff Waldman, MD
Medical Director

cc: Robert P. David, Director of the Office of Statewide Health Planning and Development

Regional Offices: 1650 Valencia Street, San Francisco, CA 94110 - 2185 Pacheco Street, Concord, CA 24520

731 £l Cerrito Plaza, El Cerrito, CA 94530 - 2 H Street, San Rafael, CA 94801
Serving Counties; Butie, Colusa, Contra Costa, Glenn, Lake, Lassen, Marin, Mendogino, Medoc, Napa, Plumas, San Francisco, Shasta, Siskiyou, Solana, Sonoma, and Tehama
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February 4, 2013

Glenn S.A, Gall, AIA

Regional Supervisor, Building Standards Unit

-Office of Statewide Health Planning and DRevelopment
Facilities Development Division

400 R Street, Suite 200

Sacramento, CA 85811

ce: Robert P. David, Diréctor of the Office of Statewide Health Planning and-Development.
Re: OSHPD 3SE.Community Clinie Construction Standards

Dear Supervisor Gall,

lamwriting to.ask that abortion clinics be included in the OSHPD 35E category. 1am the Associate Medical
Director and Physician Director of Abortion Services forthe largest Planned Parenthood affiliate in the country, |

am also an Assistant Clinjcg) Professor at UCSF and teach on the abortion service at San Francisco General
hospital.

Our infection raté at Planned Parenthood Mar Mante is extremely fow as it is on most abortion services,
Indeed, we had no significant infections out of more than 6800 ahortions in 2012, Mosi abortion experts agree
that infection after abortion is caused by bacteria that already exist in a woman’s vagina and rarely due to
unsterile instruments. There is no evidence that ventilation or plumbing factors pilay anyrole in infection after

Associate Medical Director for 0B/GYN



@ Plannea Parenthood l WE'RE HERE

Santa Barbara, Ventura and San Li's Obispo Countigs, Inc,

Glenn S.A. Gall, AIA

Regional Supervisor, Building Standards Unit

Office of Statewide Health Planning and Development
Facilities Development Division

400 R Street, Suite 200

Sacramento, CA 95811

February 1, 2013
RE: OSHPD 3SE Category

Dear Mr. Gall,

I am the Medical Director for the Planned Parenthood Affiliate for Santa Barbara, Ventura, and
San Luis Obispo counties. 1 am writing in support of inclusion of our clinics that provide surgical
abortion procedures within the OSHPD 3SE category.

As expertly explained by Dr. Peipert, there is no evidence for requiring more stringent criteria for
plumbing and ventilation for these clinics. It has always been recognized that the rate of post-
abortal infection is extremely rare, even in a high-risk population. | have been the medical
director here for 4 years and we perform approximately 1800 surgical procedures per year. |
have not seen one abortion complicated by an infection. Likewise, in my 25 years of private
practice, my experience was the same.

Thank you for your consideration in this matter.
L,:éf;wm Jeglhed 10>

Virginia Siegfried, MD

Medical Director

Planned Parenthood of Santa Barbara, Ventura &
San Lujs Obispo Counties, Tne.

Administrative Cffiees: 518 Garden Streel| Sants Barbara, CA 531011606 | Ph, £05,963.2445 | Fax Bos.oss.2292 | waww.ppsbysio.org
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Orange and San Bernardino Counties

February 3, 2013

RE: OSHPD 3 community clinic construction standards

Glenn 8.A. Gall, AIA

Regional Supervisor, Building Standards Unit

Office of Statewide Health Planning and Development
Facilities Development Division

400 R Street, Suite 200

Sacramento, CA 95811

Dear Attorney Gall,

My name is Jennefer Russo, and I am the Medical Director of Planned Parenthood of Orange and
San Bernardino Counties. T am also a Health Sciences Assistant Clinical Professor in the
Department of Obstetrics and Gynecology at University of California, Irvine. My research and
clinical background is in family planning, I received my medical degree from George
Washington University and my Masters in Public Health from University of Pittsburgh. I recently

published an article entitled “Controversies in Family Planning: Postabortal Pelvic Inflammatory
Disease” in the journal Contraception.

The risk of infection after an abortion or uterine evacuation procedure is quite low: 0.5%. Risk
factors for infection include: 1) cervicitis (infection of the cervix with Nefsseria gonorrhea or
Chlamydia trachomatis); 2) use of unsterile instruments or lack of sterile technique; and 3) illegal
abortion. To ray knowledge, there are no studies demonstrating that infection after an abortion is
affected by plumbing or ventilation. Almost all infections after this procedure are introduced
mechanically during the procedure, Airborne infections (due to inadequate ventilation) are not

the mechanism of infection. [ can think of no reason that plumbing would have any effect on
infection risk.

Thus, any differential treatment of health clinics that perform abortions makes no clinical sense in
terms of infection risk. There is no reason to have a different set of criteria for plumbing or
ventilation for these clinical sites than other sites. Asan expert in family planning, it is my belief
that there is no evidence that plumbing and ventilation impact infection risk.

If you have any further questions or concerns, please feel fres to contact me.

Sincerely,

ennefer Russo, MD, MPH
Medical Director

Planned Parenthood of Orange and San Bernardino Counties
700 S, Tustin St., Orange, CA 92866

P: 714.633.6373, ext. 185 W:HgalthWomenTrust.org

cc: Robert P. David, Director of the Office of Statewide Health Planning and Development.
Jon Dunn, CEO Planned Parenthood of Orange and San Bernardino Counties

700 5. Tustin Street, Orange, CA 92368
714.833.6373 | www.pposbc.org



