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Abstract
First-trimester abortion became legal in Mexico City in April 2007. Since then, 216 755
abortions have been provided, initially in hospitals, by specialized physicians using
surgical techniques. With time and experience, services were provided increasingly
in health centers, by general physicians using medical therapies. Meanwhile, abortion
remains legally restricted in the remaining 31/32 Mexican states. Demand and need for
abortion care have increased throughout the country, while overall abortion-specific
mortality rates have declined. In an effort to ensure universal access to and improved
quality of reproductive and maternal health services, including abortion, Mexico recently
expanded its cadres of health professionals. While initial advances are evident in pregnancy and delivery care, many obstacles and barriers impair the task-sharing/shifting
process in abortion care. Efforts to expand the provider base for legal abortion and
postabortion care to include midlevel professionals should be pursued by authorities in
the new Mexican administration to further reduce abortion mortality and complications.
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1 | BACKGROUND

Trends in abortion hospitalizations and mortality are presented, analyzing how different legal contexts and access to services moderate

Abortion care represents a significant and increasing component of

these outcomes. A secondary objective is to document how recent

reproductive health care in Mexico. However, access to services,

strategies undertaken to decentralize service delivery and expand

quality of care, and safety of procedures vary widely among Mexican

health workers’ roles can potentially impact access to and quality of

states, particularly because of diverse legal contexts: first-trimester

abortion care in the country. This study is part of a multicountry proj-

abortion is legal upon a woman's request only in Mexico City, while

ect with similar objectives.

it remains restricted in the rest of the country. Task-sharing and task-
shifting strategies have the potential to improve access, quality, and
safety of abortion services, by increasing the number of sensitized and

2 | MATERIALS AND METHODS

trained health professionals, including nonmedical providers.
The purpose of the present paper is to summarize recent data on

We analyzed recent morbidity and mortality health statistics in

unequal access to and safety of abortion care in Mexico, with a focus

Mexico, as well as published and grey literature on abortion, including

on legal services in Mexico City compared to the rest of the country.

legally induced (interrupción legal del embarazo [ILE] in Spanish) and
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all types of abortion including spontaneous, ectopic, molar, unspecified, and other types of abortion (ICD-10 codes O00-08).
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(midwife). Abortion is not criminally persecuted when it is unintentional (imprudencial in Spanish), when there is risk to a woman's life, or

We also reviewed relevant policies (laws, regulations, norms, and

in the case of rape. States’ Penal Codes and health regulations similarly

technical guidelines) on the provision of postabortion and legal abor-

allow legal abortion only under specific circumstances. In recent years,

tion services by type of provider, level of services, required compe-

minor exceptions were added in some states: severe risk to health,

tencies, and accreditation/certification processes. Published and grey

fetal malformations, and poor socioeconomic conditions (i.e. poor

literature on task-sharing and task-shifting strategies in Mexico were

women with at least three children).4–6 After the emblematic “Paulina”

included, for reproductive, maternal, and abortion care specifically.

case, a 13-year-old girl denied a legal termination of her pregnancy

We conducted individual interviews with nine key stakeholders

resulting from a brutal rape,7 the Official Mexican Norm on Sexual

and three group discussions, using a semistructured guide to explore

Violence was updated and new health regulations and guidelines were

their perceptions of present policies, infrastructure, and resources;

published,8–10 stating that legal abortion in cases of rape must be per-

to identify barriers, facilitators, and opportunities to improve legal

formed in hospitals by trained physicians to guarantee the safety of

frameworks and effectively implement task-sharing and task-shifting

the procedure, according to the WHO definition at the time.11 Even

strategies to expand health cadres’ roles in abortion care. Individual

when permitted by law, however, access to legal abortion services

interviewees included the Director and Deputy Director of Maternal

under these exceptions has been extremely limited, poorly registered,

and Reproductive Health from the Federal Ministry of Health (MoH);

and hardly evaluated.12

the corresponding Director for Mexico City MoH; the Deputy Director

As in all countries where abortion is legally restricted, its incidence

of the Legal Department of the Mexico City MoH; the chief Nurse in

can only be based on indirect estimates.13–15 Most recently, this meth-

charge of the ILE program in Mexico City; the Medical Director of an

odology and the corresponding estimates have been adjusted, in line

international nongovernmental organization (NGO) providing private

with a new WHO classification of abortion safety.16,17 Overall, the

abortion services; the Senior Program Officer of another NGO coor-

estimated induced abortion rate (IAR) in Mexico has increased over

dinating projects on task-sharing in abortion care; the past-Director

time: 38 abortions per 1000 women aged 15–44 years in 2009, up

of a midwifery school; and the Director of a donor foundation sup-

from 25 in 1990.18 In Mexico City, the most recent IAR was estimated

porting task-sharing in sexual, reproductive, maternal, and neonatal

at 54.4 abortions per 1000 women.19

health (SRMNH).

An alternative approach, which reflects all cases attended in the

Participants in group discussions were from a variety of different

formal health system, is to analyze abortion hospitalization and mortal-

backgrounds including international agencies; academic institutions

ity cases from official databases of public health information systems;

with experience in research and evaluation of task-sharing; service

inclusion criteria and data collection methodology have been previously

providers; professional midwives and nurses’ organizations; and mem-

described in detail.20 According to these sources, numbers and rates of

bers of civil society. Both authors took notes and these were com-

abortion hospitalizations increased between 2000 and 2008, but with

pared; we analyzed and interpreted the data separately and then

profound differences among states. Overall, abortion hospitalizations

discussed the main findings together. The conceptual framework of

represented one in 10 obstetric hospitalizations over this period.20

the policy component of the study was based on the Supporting the

New analysis of the public health sector, updated for the present

Use of Research Evidence (SURE) framework, which provides a com-

study, which includes all types of abortions attended in hospitals, pri-

prehensive list of possible factors that may influence the implementa-

mary care clinics, and emergency rooms, shows that abortion cases

tion of health system interventions.1 The SURE framework helped to

increased but stabilized in recent years. Rates were 6.8 abortions

guide our research, conduct the discussions, interpret our results, and

per 1000 women aged 15–44 years in 2000, peaked at 8.1 in 2011,

inform our conclusions. Previous implementation efforts and experi-

but decreased to 7.1 in 2016; the national mean rate was 7.3 in this

ences were also useful in guiding our research.2,3

period, which is similar to another study.21 Important differences
among states persisted over the whole period22 (Table 1).

3 | RESULTS
3.1 | Abortion in Mexico: unequal access to and
quality of abortion services
3.1.1 | Legal restrictions and abortion morbidity and
mortality in 31 Mexican states

Abortion caused 7.2% of all maternal deaths across Mexico
between 1990 and 2008. Mean abortion mortality rate (AMR)
decreased over that period, but with great differentials between the
most and least marginalized states.23
The updated analysis of abortion mortality reports a mean of 82
deaths per year between 2000 and 2016, with no decrease in absolute numbers. However, mean national AMR confirms the previous
decreasing trend, from 52.6 deaths per 100 000 abortions attended

Mexico is a federal country. Abortion is regulated both at federal level

in the health services in 2000 to 32.5 per 100 000 abortions in 2016,

(Federal Penal Code: FPC) and at state level. Since 1931, the FPC

despite no significant legal changes in 31 of 32 states. Comparing

penalizes with prison both the woman who undergoes an abortion and

abortion hospitalization and mortality rates by federal entities, the risk

the person who performs it, additionally revoking professional licenses

of death appears significantly lower in states where women have wider

to the health personnel involved: physician, surgeon, comadron-partera

access to hospital care24 (Table 1 and Fig. 1).
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T A B L E 1 Abortion hospitalization rates and Abortion Mortality
Rates by Mexican states, 2000–2016.a
Mexican states

Abortion
hospitalization ratesb

Abortion
mortality ratec

27

3.1.2 | Decriminalization of abortion law and
morbidity and mortality in Mexico City
A long history involving civil society, academic leaders, and progressive legislators marked the efforts to change the extremely restricted

National (all Mexico)

7.3

40.3

Baja California Sur

9.81

7.9

Colima

9.00

8.3

Sinaloa

8.28

14.7

Querétaro

8.59

16.4

Coahuila

8.76

18.3

Tamaulipas

8.65

20.4

capacities, by health professionals, “preferably” specialized physicians

Aguascalientes

9.94

22.7

(obstetrician/gynecologists) or surgeons.28 However, implementation

abortion law in the capital city and to allow wider access to services.
In 2000, a change in the law (Ley Robles) added new legal exceptions
(fetal malformations and risk to a woman's health) to the few existing
ones—rape and risk to a woman's life. Subsequent local health regulations established that termination of pregnancy was to be performed
in hospitals (with at least 30 beds), or in institutions with basic surgical

12.47

24.6

remained a challenge, with only 10 procedures performed each year,

Zacatecas

9.13

25.1

mainly as a result of rape.29

Baja California

7.89

26.1

A major step forward for abortion access was decriminalization
of first-trimester abortion on a woman's request in Mexico City, in

Mexico City

Guanajuato

7.17

26.5

Jalisco

7.54

27.2

Sonora

8.28

29.4

Durango

9.00

29.9

Quintana Roo

8.25

32.0

San Luis Potosí

7.01

34.2

Nuevo León

6.02

36.3

Tabasco

8.10

37.7

Morelos

7.49

37.9

to highly equipped health centers, for a total of 14 hospitals/clinics

Yucatán

5.85

38.3

in Mexico City.29 During the first months, approximately one-third of

Nayarit

7.67

42.1

procedures used sharp curettage, but this technique was soon aban-

April 200730 (in September 2019, first-trimester abortion on a woman’s request was also made legal in the State of Oaxaca). Immediately
after, new technical guidelines were issued and the legal termination
of pregnancy (ILE) program was implemented in the public health sector.31 In the first year following decriminalization, more than 7000
legal first-trimester abortions were performed; capacity, efficiency,
and quality improved rapidly. Over the following years, the ILE program issued new guidelines and expanded services, from hospital-only

Campeche

7.28

43.4

doned for safer surgical (manual or electrical vacuum aspiration: MVA/

Michoacán

6.30

44.8

EVA) and medical abortion options. While misoprostol alone was used

Hidalgo

6.60

45.4

Chihuahua

7.29

45.6

Puebla

5.69

49.9

Tlaxcala

8.12

55.2

Veracruz

5.56

63.8

Oaxaca

6.01

66.0

State of Mexico

5.03

72.4

toward medical abortion played a major role in meeting women's high

Chiapas

6.90

78.3

demand, simplifying the procedure, and reducing the risk of complica-

Guerrero

6.17

83.3

tions. This shift was also possible because 86% of women requested

a

Includes all ICD-10 codes O00-O08.
b
Number of abortions × 1000 women 15–49 years. Includes all abortions
attended in hospitals, emergency rooms, primary health centers. Source:
Official database of all public health systems.
c
Number of abortion deaths × 100 000 abortion cases. Source: INEGI/SSA,
DGIS: Cubos dinámicos de información en mortalidad, 2000–2016.

While variations among states reflect different marginalization

at the beginning of the program, after the health registration of mifepristone and its inclusion in the Essential Drugs List in 2011, the combined regimen became the gold standard for medical abortion, with
home administration of misoprostol.32
Between April 2007 and September 2019, a total of 216 755 women
were served in ILE public services: 77.4% of procedures were performed
with medical abortion and 21.2% with MVA or EVA. The large shift

the services within the first 9 weeks.33 However, technical guidelines
maintained similar requirements for medical as for surgical procedures, in
terms of clinical infrastructure and type of health professionals.
Analysis of official databases for all abortion services in the whole
public health sector in Mexico City shows that numbers and rates
of abortions were already higher than the rest of the country before
the change in the law, but trends over time were similar to national

contexts that impact overall maternal mortality, they also suggest

tendency. In 2000, the abortion rate was 8.8 per 1000 women aged

diverse grades of abortion unsafety, differential access to drugs (miso-

15–44 years and after legalization the rate doubled to 17 abortions

prostol), to trained providers, and to treatment of complications, as well

per 1000 women in 2011. The rate leveled off to 14.5 abortion cases

as diverse severity of social stigma and fear of legal persecution.5,25

per 1000 women in 2016.24 Between 2007 and 2016, legal termi-

These data are aligned with other studies, which also show a decreasing
trend in unsafe abortion mortality at international and regional level.26,27

nation of pregnancy represented approximately 65% of all abortions
attended in public hospitals and clinics in Mexico City among women

28
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a

Abortion hospitalization rates

Abortion mortality rates

b
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Baja California Sur
Colima
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Querétaro
Coahuila
Tamaulipas
Aguascalientes
Mexico City
Zacatecas
Baja California
Guanajuato
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Sonora
Durango
Quintana Roo
San Luis Potosí
Nuevo León
Tabasco
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Yucatán
National
Nayarit
Campeche
Michoacán
Hidalgo
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Veracruz
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State of Mexico
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Guerrero

R= –0.684; P<0.001

a

0

Mean Abortion Mortality Rate: N° of abortion deaths x 100,000 abortion cases attended
b Mean Abortion Rate: N° of abortion cases attended x 1,000 Women 15-49 ys.

F I G U R E 1 Abortion hospitalization rates and abortion mortality rates by federal entities, Mexico 2000–2016. Includes all ICD-10 codes
O00-O08. Includes all abortions attended in hospitals, emergency rooms, and primary health centers. Source: aOfficial database of all public
health systems; bINEGI/SSA, DGIS: Cubos dinámicos de información en mortalidad, 2000–2016.
of reproductive age; of these, roughly 30% came from outside the cap-

postabortion care and particularly to legal abortion care is highest,

ital. However, disparities in access to legal abortion persist, particu-

contrary to some published literature.46,47

larly client-related barriers, such as young age, low education, lack of
knowledge, as well as difficulties in legal and geographical access.34,35
In parallel, the literature documented a growing number and diversity of providers in the health sector,18,19 as well as increasing access
to self-induced medical abortion via misoprostol in pharmacies, even
after decriminalization.36–41 Additionally, legal abortion soon became
42

available in the private sector.

3.2 | Task-sharing and task-shifting in abortion care
in Mexico
3.2.1 | Review of normative and legal framework
Mexico was one of the five Latin American countries that partici-

In line with increased numbers and rates of services, legal

pated in The State of the World Midwifery (SoW 2014) report that

changes also had an impact on all abortion mortality in Mexico City:

surveyed availability, needs, and opportunities for task-shifting and

while the AMR increased between 2000 and 2007 (from 23.6 to 49

task-sharing, as well as competencies and functions provided by non-

deaths per 100 000 abortions attended), it sharply declined after

medical personnel in sexual, reproductive, maternal, and neonatal

decriminalization and implementation of the ILE program, to an his-

care (SRMNC).48 The strategy aims to improve overall maternal and

toric low of 12.2 per 100 000 procedures in 2015.

25

Our results are

neonatal health outcomes, reduce mortality, guarantee availability of

consistent with those published by other researchers.5 Moreover,

and universal access to skilled birth attendants (SBAs), and improve

there were no deaths out of the 216 755 first-trimester legal proce-

technical and human quality of care, reducing over-medicalization and

dures that were performed in public services as of September 2019.

unnecessary, potentially harmful practices during delivery.

Mexico City's legal abortion mortality rate is thus comparable with

Following local dissemination of the report49 and according to

international standards, where it is less than one death (0.6) per

international and national evidence and recommendations,50,51 a

43–45

(Table 2). These results strongly support the

novel alliance formed in Mexico in recent years, including federal

hypothesis that abortion-related mortality is lowest where access to

and state MoHs, UNFPA, PAHO, academic and educational institu-

100 000 abortions

tions, professional associations, groups of traditional and professional midwives, as well as civil society organizations, supported and
TABLE 2
Country

Rate

Legal abortion in USAa

0.6

b

0.6

Legal abortion in USA

Mexico City legal abortion program
a

coordinated by private Foundations. This alliance aspires to develop

Legal abortion case fatality rates.

Grimes.44
b
Raymond and Grimes.43

0

an integrated task-sharing and task-shifting strategy, strengthening
obstetric nurses and professional midwives’ roles within a country-
specific “midwifery model”.52
However, this national strategy has focused mainly on pregnancy
and childbirth care, leaving out important competencies such as legal
abortion and postabortion care. In Mexico, as in most countries surveyed in the SoW2014, surgical treatment of abortion by MVA was

|
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the second least available of the seven basic emergency obstetric and

conducted in Mexico City ILE clinics. Results suggested that nurses

newborn care (BEmONC) signal functions, either because it was not

trained to provide medical abortion were equivalent to physicians, in

allowed or, even if permitted, it was not performed. Interestingly, avail-

terms of safety, effectiveness, and acceptability of the procedure.63

ability and competency of midwives and nurses’ provision of medical
48

abortion was not evaluated.

Despite international recommendations,2,3,50,64 local evidence,
and persistent advocacy efforts, no major advances have been

Mexico shares with most countries in the region a general short-

achieved in federal norms regulating provision of legal and postabor-

age and ill-distribution of health professionals but, contrary to similar

tion care. Official regulatory bodies still establish that only physicians,

countries, also suffers from a high unmet need of midlevel providers:

general practitioners or ob/gyns, and general surgeons, can perform

ratios of physicians to nurses and of nurses to the general population

abortions, and this includes both medical and surgical procedures.

53

are among the lowest in the region.

This shortage may particularly

Judicial approval is no longer required for legal abortion in cases of

affect abortion providers, both in more and in less restricted legal cir-

rape, but the norm still ratifies that it must be carried out in hospitals

cumstances. Two main cadres of midlevel workforce perform mater-

by trained physicians.10

nal and reproductive health tasks: nurses and midwives. Professional

In Mexico City, technical guidelines for the ILE program shifted

nurses graduate from nursing schools and/or from postgraduate peri-

over time, from the initial hospital-based care provided by specialist

natal/obstetric specialization schools: overall 16 200 professional

physicians (ob/gyns or surgeons) to a first level of care provided by

nurses were reported in the SoW2014. Auxiliary nurses—the vast

general practitioners. Clinical protocols establish preferential use of

majority of this workforce—are trained through public and private

medical regimens up to 9–10 gestational weeks, with home admin-

technical diplomats. Professional midwives are extremely scarce in

istration of misoprostol.65 In this model of care, assessing clinical

Mexico: only 78 were counted in 2012 for SoW2014; they attend mid-

eligibility such as gestational age, prescribing drugs (mifepristone,

wifery schools to become technical midwives (equivalent to technical

misoprostol, and analgesics), as well as performing MVA are still for-

high school), professional midwives (equivalent to university degree),

mally reserved to physicians. Ultrasound is also a physician's task, but

or empirical midwives, under mentoring models. Finally, traditional

extensive training has been conducted among nurses. Nurses do play

midwifery is widespread in Mexican regions with a significant indig-

an essential role and oversee different functions, from preprocedure

enous population: by 2012, there were approximately 23 000 in the

counseling to postprocedure family planning provision. However, no

whole country.48 Thanks to most recent efforts, by 2018, six midwifery

advance has been achieved to formally strengthen tasks and func-

schools were identified; 255 professional midwives were counted and

tions of nonmedical health professionals in this process of care. A last

a 250% increase in students (from 283 in 2015 to 750 in 2018) of

attempt to update ILE technical guidelines to include “trained midlevel

either nursing or midwifery schools was reported.54

providers” into the cadre of authorized health professionals in 2018

According to this situational diagnosis, the federal MoH National

was unsuccessful.

Center for Gender Equity and Reproductive Health (CNEGySR) invested
specifically in professional nurses, designing new educational curricula,
generating regulatory efforts for their certification and full professional
accreditation, as well as allocating funds to hire them in several states.
A few legal and normative novel frameworks were also published to

3.2.2 | Knowledge, attitudes, and practices:
Experts’ interviews
Interviews with the diverse cadres of informants added important

support this national task-sharing and task-shifting strategy. Two par-

information on how they perceive midlevel providers’ roles in SRMNH

tial landmarks are noted here. The updated Official Mexican Norm

care in general, and particularly in abortion care, how much they

NOM-007 states that normal, low-risk pregnancies and term births

know, and how they interpret and apply present norms and regula-

can be attended by trained, nonmedical health professionals, including

tions related to this strategy in Mexico.

nurses, and professional and traditional midwives.55 Unfortunately, this

All health authorities and stakeholders interviewed generally rec-

norm only applies to “normal” pregnancy and does not cover abortion

ognize and praise the substantial role that nurses, and increasingly

care, not even in first-trimester uncomplicated events.

midwives, play in the provision of health services, since midlevel pro-

Another potential landmark advance is the modification of the

viders are charged with the bulk of these processes and are believed to

General Health Law, that allows nurses to prescribe, in the absence

provide greater technical and interpersonal (“calidad y calidez”) quality

of physicians, medications included in the Essential Drugs List.56

of care.

However, later regulations strictly and arbitrarily limit the type and

However, the expert interviews confirmed the main findings of

number of drugs that nurses may prescribe: no oxytocics and only

laws and norms that were reviewed. The central discussion focused on

four drugs in gynecologic practice.57 An additional opportunity is the

how to successfully implement task-sharing and shifting, to improve

pending update of NOM-019, which regulates tasks, roles, and com-

professional midwives and obstetric nurses’ role in the provision of

petencies of nurses within the health system, and can hopefully bring

SRMNHC, particularly around normal, respectful, and “humanized”

significant advances in the field.

58

delivery. However, when specifically inquiring about the provision of

Global evidence shows women's high acceptance of midlevel pro-

postabortion and legal abortion services, we invariably found that this

viders’ role in the provision of abortion care, particularly for medical

task was hidden or frankly opposed. Abortion care is often perceived

regimens.59–62 To further generate local evidence, a clinical study was

as a potential obstacle for the implementation of a task-sharing/

30
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variable that increases the risk of complication is gestational age:

move forward with this issue of midwifery in general, just imagine if we add

every additional week, even in early gestation, doubles the risk for

the issue of abortion, the additional resistance we will face.”

morbidity and mortality. 43–45

During the interviews, federal health authorities confirmed a

Additional challenges and barriers identified during the interviews

limited interpretation of NOM-007.55 They consistently described

include the current shortage of professional nurses, and particularly

abortion (both induced and spontaneous) as a severe “pathology,” a

midwives, despite the opening of new schools during the last 3 years;

“complication” of normal pregnancy, charged with clandestine, illegal,

the difficulty of providing clinical fields for hands-on practice; the

and dangerous connotations that accordingly require care in higher

absence of professional job descriptions for hiring this personnel into

level facilities by specialized providers. Even among interviewees who

the public system; and finally, the general resistance to inclusion of

favor the midwifery model, including midlevel providers themselves,

midlevel providers among the medical community.54

these perceptions prevent abortion care from being normalized as a
common reproductive health service, whether it is for an uncomplicated spontaneous abortion, an incomplete abortion and more so, a
legal procedure. Given that abortion after rape is permitted in the 32

4 | DISCUSSION

Mexican states, all pregnancy and maternity health services should

Abortion in Mexico is a frequent reproductive event in women's lives,

have the duty and the ability to proactively inform and timely refer

and restrictive laws are not effective in preventing it. Increasing hos-

women who could require the procedure. This is a huge lost opportu-

pitalization numbers and rates in recent decades may reflect greater

nity in the present delivery of services, that could be filled by a more

incidence of abortion due to persistently high unmet contraceptive

active counselling and referral role of midlevel providers, as mentioned

needs in our country—a trend similar to Latin America.66 However,

by some interviewees. Finally, we detected attitudinal problems and

they may also reflect increased access to health services for treat-

abortion-related stigma among many midwives/nurses. As one mid-

ment of complicated and uncomplicated cases, as abortion becomes

wife stated: “We were NOT made to take life away, we were meant to

“less unsafe,” according to recent international and regional trends.17

take care of life.” Conscientious objection could therefore constitute a

Abortion mortality, as a result, has decreased overall in Mexico, even

barrier to provision of legal services among nonmedical providers as it

in persistently restricted settings. This is most likely related to the

does among medical providers.

widespread knowledge and use of misoprostol, inside and outside the

Contrary to federal stakeholders, Mexico City health authorities

formal health systems, in the hands of a growing and diverse cadre of

and staff with more than 10 years’ experience in the legal abortion

providers, as well as in the hands of women themselves.39,40 A similar

program strongly support task-shifting and sharing among professional

impact has been documented in other Latin American countries.67–69

cadres, migrating services at the lowest possible level of complexity,

However, both use of services (hospitalizations) and safety of pro-

both for legal abortion and for treatment of uncomplicated sponta-

cedures (mortality) continue to show unequal patterns among states,

neous abortions. Nurses are considered by these stakeholders as key

particularly comparing Mexico City with the rest of the country.21,24

elements in the ILE program, particularly for providing medical abor-

Only where the law allows full legal access to safe services, such as

tion and postabortion contraception. However, they are constrained

in the capital after 2007, does access to abortion services steeply

by legal and normative frameworks dictated at federal level and have

increase and mortality sharply decline, rapidly reaching rates compa-

been unable to change the local guidelines to include midlevel provid-

rable to international standards. A liberal law—and its wide implemen-

ers for legal and postabortion care.

tation—is the strongest equalizer in terms of women's right to decide

Current regulations have severely limited the cadre of legal abor-

and in terms of public health indicators. In addition, availability of safe

tion providers even in private services, in theory to ensure quality

technologies, particularly drugs such as mifepristone and misoprostol,

of provision of services but mainly to prevent potential liabilities

is critical in determining access to and quality of abortion care.

before the regulatory bodies. Private providers additionally men-

Task-sharing and task-shifting have been shown to be effective

tioned the high turnover among nurses, even greater than among

and acceptable interventions to increase safe abortion access and

doctors, which discourages training of these human resources. A

quality in many countries; however, whether nonmedical abortion

skilled nurse is a precious human resource in the private market,

providers have contributed to increased abortion safety in Mexico

even if salaries, both in the public and the private health system, are

is still unclear. Task-sharing/shifting in SRMNHC in Mexico has vig-

not particularly rewarding.

orously started, but requires support, coordination, leadership, and

Both in the public and private sector, absence of regulations

team working during the next years to overcome barriers and bot-

is perceived as a bottleneck, both for provision of legal abortion

tlenecks. The main regulatory and structural barriers are common to

and for inclusion of nonmedical providers; however, when regula-

provision of all reproductive and maternal health services, but some

tions ensue, they usually engender additional restrictions. Hyper-

are specific to safe and legal abortion care. In addition to restric-

regulations and barriers are often due to well-intentioned but

tive or ambiguous regulations, other types of barriers were detected,

uneducated efforts to ensure the safest possible conditions of care,

such as negative attitudes and stigma, both among health authorities,

usually to avoid complications but also potential liability issues.

stakeholders, and midwives/nurses themselves. Stigma is rooted in

However, it must be reminded that the single most important

ideological and religious values, but also in lack of awareness and
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technical misperception. Abortion is conceived as an “additional

The change of government at the end of 2018 in Mexico is a win-

obstacle” to the implementation of task-sharing/shifting strategies

dow of opportunity for both the full legalization of abortion and for

in reproductive and maternal health. It is also considered a “com-

the wider incorporation of nonmedical health professionals (nurses

plication” and a high-risk practice independently of the conditions

and midwives) in the provision of sexual, reproductive, and maternal

under which it is performed, ignoring the risks that unintended

health services, including legal abortion, with an emphasis on primary

or even forced gestation and delivery pose to girls, adolescents,

health care, toward universal and equal access for all.

and women.43,44
Despite these challenges, opportunities were mentioned by our
interviewees. Efforts should focus on identifying the diverse training

AU T HO R CO NT R I B U T I O NS

and skills nurses and midwives presently have, improving educational

RS conceived the design, planning, structure, and content of this study

curricula, expanding theoretical knowledge, and strengthening clini-

in Mexico, conducted interviews, supervised the data analysis, and

cal competencies in the provision of abortion services, whether in

wrote the manuscript. ET collaborated with identifying and reviewing

restricted or widely permitted contexts. Accordingly, accreditation and

materials, with conducting interviews and redacting reports, and sup-

certification processes of various cadres of nonmedical health person-

ported data analysis and manuscript writing.

nel should be conducted, based on international standards, to facilitate their full, dignified—and adequately remunerated—inclusion in the
health system. In all cases, it is essential to work on values clarification
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ing a legal abortion when pregnancy is unwanted, forced, or when it
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also provide safely induced abortion when adequately trained. Early
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medical abortion represents a specific opportunity for task-sharing

opinions. The authors alone are responsible for the views expressed in

owing to its simplicity and safety. Current and future regulatory frame-
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works must provide legal protections versus liabilities and should

or views of the World Health Organization.

be designed to accommodate old and new tasks and practices. The
International Confederation of Midwives should work to sustain this
comprehensive list of tasks and competencies.70,71
Finally, a change of focus is needed, from the health personnel who
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perform the task—in this specific case, the abortion—to the skills s/he
possesses to carry out a safe procedure, in adherence to international
standards. The discussion should shift from the “cadre” to the “competency,” and from the individual to the team, so that all members work
in coordination among them and between the different levels of care
in functional and integral health networks. Such a team-building perspective with common achievable goals has the potential to overcome
some of the conflicts and competitions among health professionals,
between physicians and nonphysicians, but also among diverse cadres
of nonmedical providers.
A clear, overt strategic definition by international, regional, and
national health bodies and national stakeholders and health authorities is required to give country support to these strategies, according
to Mexico's international and regional commitments. This agenda has
the potential to expand the equitable access to health services, via,
among others, highly competent human health resources.
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