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Since the National Partnership for Women 
& Families published the last edition of Bad 
Medicine in early 2016, the landscape for abortion 
rights and access has changed dramatically. 
The U.S. Supreme Court handed down a 
landmark decision in Whole Woman’s Health v. 
Hellerstedt reaffirming that every woman has a 
constitutional right to make her own decisions 
about abortion. The Court made clear that 
politicians are not allowed to make up facts in 
order to justify restrictions on abortion, and 
condemned medically unnecessary restrictions 
that burden access. And yet, emboldened by the 
Trump administration, states continue to pass 
burdensome abortion restrictions that push care 
further out of reach. 

At the federal level, we face threats as never 
before. The current administration, steeped in 
misogyny, is using every lever at its disposal 
to limit women’s access to reproductive health 

care and roll back our rights. One casualty of  
its relentless anti-abortion crusade is truth –  
a cornerstone of our democracy. We see this 
when the administration appoints a deputy 
assistant secretary of the U.S. Department of 
Health and Human Services (HHS) Office of 
Population Affairs who is on the record saying 
contraception does not work, and an HHS chief 
public affairs officer who has promoted the 
lie that abortion causes breast cancer. We see 
it when government officials force vulnerable 
young immigrant women to receive biased 
“counseling” at fake women’s health centers 
that traffic in misinformation and seek to 
coerce and shame women. We see it in action 
after action from this administration – and from 
like-minded members of Congress – and we 
know the threats to science, evidence-based 
policy and women’s autonomy could not be 
more urgent.

Dear Readers, 
The third edition of Bad Medicine documents 
how, over time, this kind of disregard for science 
and evidence, coupled with hostility toward 
women’s dignity and self-determination, has 
translated into anti-abortion state laws across 
the country, and the very real harm these laws 
cause to women. 

This report is also a call to action. We must 
resist. We must call out elected officials and fight 
back every time they imperil our health, constrain 
our lives and endanger our communities. Anti-
abortion lawmakers have shamelessly turned lies 
and misinformation into harmful state laws, and 
now they are making gains at the federal level. 
We can and must stop them.

In reading this report, we hope you feel this 
urgency, too, and that you will continue to fight 
to protect and expand access to abortion care 
and justice for all people.

Sincerely,

Debra L. Ness Sarah Lipton-Lubet
President Vice President for Reproductive  
 Health and Rights
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Across the country, politicians are enacting 
laws that ignore evidence and science and 
mandate how health care providers must 
practice medicine, regardless of the provider’s 
professional judgment, ethical obligations or 
the needs of his or her patients. As this report 
explains, these laws undermine the high-quality, 
patient-centered care that health care providers 
and advocates strive to achieve. These laws are 
political interference with the provision of health 
care – they are bad medicine.  

BAD MEDICINE LAWS INCLUDE:i 

• Biased Counseling Laws: These requirements 
dictate the information that a health care 
provider must give to a patient, including 
requirements to provide biased or medically 
inaccurate information.

• Ultrasound Requirements: These restrictions 
require a health care provider to give – and a 
patient to receive – diagnostic tests that are 
not supported by evidence, the provider’s 
medical judgment or the patient’s wishes.

• Mandatory Delays: These requirements force 
a health care provider to delay time-sensitive 

care regardless of the provider’s medical 
judgment or the patient’s needs.

• Medication Abortion Restrictions: These 
restrictions prohibit a health care provider 
from prescribing medication using the best 
and most current evidence, medical protocols 
and methods. 

• Targeted Regulation of Abortion Providers 
(TRAP Laws): These restrictions force a 
health care provider and/or medical facility 
to conform to burdensome requirements that 
are not based on scientific evidence, do not 
further patients’ health or interests and are not 
required of other health care providers.

This report focuses on the provision of abortion 
care. However, anti-science, anti-evidence 
policies are on the rise and have broad, troubling 
implications for everyone’s health. We all deserve 
access to scientific advancements and to reliable, 
accurate, up-to-date information. For politicians 
to base laws on lies, or to dictate how health care 
providers treat patients in order to advance a 
political agenda, undermines women’sii health, 
violates our dignity and harms us and our families.  

Introduction
“[L]awmakers increasingly 

intrude into the realm  
of medical practice,  

often to satisfy political  
agendas without regard  
to established, evidence-

based guidelines for care.”

— Leaders of the American College 
of Physicians, American College of 

Obstetricians and Gynecologists, 
American Academy of Family 

Physicians, American Academy of 
Pediatrics and American College of 
Surgeons, New England Journal of 

Medicine, Oct. 2012 

i   This list is not meant to be comprehensive, but instead demonstrates how abortion restrictions can interfere in the patient-provider relationship and undermine health care providers’ ability to deliver the best quality care. These laws are part of a larger trend 
of abortion restrictions that disregard evidence and medical need to the detriment of women’s health.

ii  We use the term “women” in this report, but recognize that barriers to abortion access affect people of many gender identities – transgender, nonbinary and cisgender alike. Barriers to abortion access are often exacerbated for people in the LGBTQ 
community due in part to added stigma and lack of cultural competency. The National Partnership works to remove these barriers so everyone is able to access the care they need.
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According to the National Academy of Medicine – an independent, nonprofit 
organization – quality care is care that meets the patient’s “needs and is based 
on the best scientific knowledge.”1 It is the right care at the right time in the right 
setting for the individual patient.2 Quality care aligns with the patient’s values, 
preferences and needs. It should be accessible and affordable.

Unfortunately, anti-abortion politicians are pushing abortion care in the opposite 
direction. They are enacting laws that force health care providers to deliver care that 
is not based on the best medical knowledge and that disregards patients’ needs 
and interests. These laws make care harder for patients to access and often drive up 
costs without improving patient experience or health. Anti-abortion lawmakers are 
also actively promoting junk science and enshrining it into state law.

The right 
care at the 
right time 
in the right 
setting for 

the individual 
patient.

WHAT IS QUALITY HEALTH CARE?

QUALITY HEALTH CARE...  

Improves patient 
experience

Is based on the 
best scientific 
evidence

Is centered on 
patient needs

Improves health 
outcomes

Makes the best 
use of health 
care resources

Follows 
standards of care

BAD MEDICINE...  

Makes care 
harder to access 
– and to provide

Disregards 
scientific 
evidence

Forces health 
care providers 
to ignore 
patient needs, 
experiences and 
preferences

Forces health 
care providers 
to delay time-
sensitive care

Increases costs 
needlessly

Ignores 
standards of care 
to advance a 
political agenda
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MAPPING BAD MEDICINE LAWS

0 BAD MEDICINE 
RESTRICTIONS

1 TYPE OF  
RESTRICTION

2 TYPES OF  
RESTRICTIONS

3 TYPES OF  
RESTRICTIONS

4 TYPES OF  
RESTRICTIONS

5 TYPES OF  
RESTRICTIONS

*As of February 1, 2018. The specific requirements of 
each law vary from state to state, and some restrictions 

may be modified in limited circumstances. All or a portion 
of at least one restriction is permanently enjoined in 

Alabama, Delaware, Florida, Iowa, Kentucky, Louisiana, 
Massachusetts, Mississippi, Montana, North Carolina, 

Oklahoma, Tennessee and Texas. All or a portion of at 
least one restriction is enjoined pending litigation in 
Arkansas, Indiana, Iowa, Kansas, Louisiana, Missouri, 

Oklahoma, Texas and Wisconsin. In Illinois, some 
restrictions are governed by a consent decree. In 

Louisiana, some restrictions are not currently in force 
pending litigation. As used in this report, the term 

“permanent” indicates that a law has been enjoined  
and the litigation has concluded.

states have passed restrictions 
that fit into at least one of 
these categories.*

states have passed  
all five types.*
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Mandatory  
Delays

Medication  
Abortion  

Restrictions

TRAP LawsUltrasound  
Requirements

Forty-four states have passed at least one of the 
types of bad medicine laws described in this report; 
19 states have passed all five types.3iii Courts have 
enjoined several of these laws, either permanently 
or while litigation is pending. As a result, 43 states 
have at least one restriction in force and in 18 
states, all five types of restrictions are in force.4 

Biased  
Counseling

iii  As of February 1, 2018. The specific requirements of each law vary from state to state, and some restrictions may be modified in limited circumstances. All or a portion of at least 
one restriction is permanently enjoined in Alabama, Delaware, Florida, Iowa, Kentucky, Louisiana, Massachusetts, Mississippi, Montana, North Carolina, Oklahoma, Tennessee 
and Texas. All or a portion of at least one restriction is enjoined pending litigation in Arkansas, Indiana, Iowa, Kansas, Louisiana, Missouri, Oklahoma, Texas and Wisconsin. 
In Illinois, some restrictions are governed by a consent decree. In Louisiana, some restrictions are not currently in force pending litigation. As used in this report, the term 
“permanent” indicates that a law has been enjoined and the litigation has concluded.
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Informed consent is a fundamental requirement 
for medical practice and is foundational to 
patient-centered care and the patient-provider 
relationship.5 The medical community has well-
established standards for informed consent 
that health care providers have a professional 
and ethical obligation to follow.6 Informed 
consent must be based on an open and honest 
conversation between a patient and her health 
care provider. It allows a patient to engage in her 
care and make her own decisions and judgments. 
High-quality, patient-centered care requires 
providing medically accurate information that is 
tailored to the patient’s individual circumstances.7 

By contrast, biased counseling laws mandate that 
providers ensure women receive information that 
is false, biased, irrelevant or otherwise outside the 

medical profession’s evidence-based standards 
of care. These laws require providers to convey 
statements that are derived from junk science and 
include lies and misinformation about abortion 
safety, about the abortion procedure and about 
women’s physical and mental health after abortion. 

Patients rely on their health care providers to 
give them accurate information based on medical 
evidence, not on politicians’ ideology. When laws 
require a health care provider to give information 
that is not based on scientific evidence or the 
interests of the patient – and often is patently 
false – a patient can no longer trust that she is 
receiving the best possible care. This undermines 
the trust that is essential to the patient-provider 
relationship and a woman’s ability to make 
informed medical decisions.

Bad medicine is 

dictating the content of 

a health care provider’s 

counsel to his or her 

patient and mandating 

that a provider share 

biased information that 

is not supported by 

medical evidence.

Biased Counseling Laws

states have passed measures requiring that health care providers 
give or offer the patient abortion-specific, state-developed 
written materials (measure is enjoined in Montana).30
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MAPPING BIASED COUNSELING LAWS

Thirty states have passed measures requiring that 
health care providers give or offer the patient 
abortion-specific, state-developed written 
materials.8iv These requirements apply a one-size-
fits-all approach and force a woman seeking an 
abortion to receive information unrelated to her 
individual circumstances. 

Twenty states have requirements that providers 
give or offer verbal or written statements that 
are medically inaccurate, biased or false.9 These 
statements include:

• In 13 states,10v an unfounded assertion that 
fetuses can feel pain, despite the lack of 
scientific evidence.11 

• In eight states,12 content emphasizing 
negative emotional responses to abortion, 
even though it is well documented that an 
“overwhelming majority” of women feel 
relief after, and do not regret having, an 
abortion.13

• In four states,14 erroneous statements about 
the impact of abortion on future fertility.15 

• In five states,16 false links between abortion 
and breast cancer, despite numerous 
studies finding that no such link exists.17 

• In six states,18 ideological assertions that 
personhood begins at conception.

• In three states,19vi false or biased 
information about medication abortion 
– information that medical experts 
have deemed to be unsubstantiated, 
inappropriate and non-scientific.20

Twenty-four states have requirements that 
providers give or offer patients descriptions 
of all common abortion procedures.21vii As 
procedures vary greatly depending on the 
stage of gestation, the information presented 
may be inapplicable to the patient. In 29 states, 
abortion providers must give or offer patients 
descriptions of fetal development throughout 
pregnancy, rather than information about 
the gestational age relevant to the woman’s 
pregnancy.22viii What’s more, research shows 
that there are rampant inaccuracies about 
embryonic and fetal development in state 
informational booklets.23 Experts found evidence 

“The whole point of informed consent is to provide medically accurate information and then to work with 
the patient to come up with a treatment plan that’s agreeable to them . . . If we’re having to give people 
incorrect information and then saying, ‘Well, you know, the state requires me to say this. It’s not actually 
true,’ it undermines the patients’ confidence in us as providers.”

— Dr. Diane Horvath-Cosper in “A State-by-State List of the Lies Abortion Doctors Are Forced to Tell Women,” Broadly, Aug. 2016

iv Enforcement is permanently enjoined in Montana.
v This requirement is not enforced against Planned Parenthood of Indiana due to a court case.
vi Arizona previously had a biased counseling requirement that included inaccurate information about medication abortion reversal. This measure was recently repealed.
vii Enforcement is permanently enjoined in Montana.
viii Enforcement is permanently enjoined in Montana.

of misrepresentation regarding accelerated fetal 
development – meaning a fetus was represented 
as more developmentally advanced at certain 
ages than is medically understood. Specifically, 
characterizations of the development of 
extremities such as limbs, fingers and toes were 
inaccurate in nearly 30 percent of state materials 
studied.24 These statements misinform women 
seeking abortion and frustrate providers who 
must work to correct these inaccuracies aloud 
when counseling the patient for informed 
consent.25 For details on each restriction by 
state, see Appendix A.
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MAPPING BIASED COUNSELING LAWS*

0 TYPES OF 
RESTRICTIONS

1 TYPE OF  
RESTRICTION

2 TYPES OF  
RESTRICTIONS

3 TYPES OF  
RESTRICTIONS

4 TYPES OF  
RESTRICTIONS

5 TYPES OF  
RESTRICTIONS

6 TYPES OF  
RESTRICTIONS

7 TYPES OF  
RESTRICTIONS

*Law requiring providers to offer state-
mandated materials to patients is 

permanently enjoined in Montana. 
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According to best practices and medical ethics, 
health care providers should administer an 
ultrasound as part of abortion care when it is 
necessary for medical purposes or the patient 
requests it.26 Unfortunately, bad medicine laws 
require an ultrasound whether or not it is warranted 
or wanted. Several states force providers to place 
the ultrasound image in the patient’s view and 
then give a detailed, pre-scripted description of 
that image, even if she objects. In some cases, the 
only way for the woman to avoid this intrusion may 
be to cover her eyes or ears until the procedure 
and speech are over. This process does not serve 
a medical need; rather, it imparts the state’s 
opposition to abortion.27 

Additional mandates such as a mandatory 
delay after the ultrasound or a requirement 

that the ultrasound and the abortion be 
performed by the same provider can 
exacerbate the challenges a woman faces in 
accessing abortion care. These mandates cause 
unnecessary delays, make care inefficient and 
directly undermine a provider’s ability to make 
health care decisions with a patient based on 
what is medically appropriate in her particular 
circumstances. Ultrasound requirements also 
fly in the face of medical ethics, which make 
clear that a patient’s decision to decline 
information is “itself an exercise of choice, 
and its acceptance can be part of respect 
for the patient’s autonomy.”28 It is a violation 
of medical standards to use a procedure to 
influence, shame or demean a patient.29 Forced 
ultrasound, by definition, is not quality care.

Bad medicine is 

requiring a health care 

provider to give – and 

a patient to receive – 

diagnostic tests that are 

not based on evidence 

or the provider’s 

professional judgment, 

or are against the 

patient’s wishes.

Ultrasound Requirements

“The hard part is turning the screen toward a woman who doesn’t 
want to look at it. Sometimes I find myself apologizing for what the 
state requires me to do, saying, ‘You may avert your eyes and cover 
your ears.’ This is unconscionable: My patient has asked me not to do 
something, and moreover it’s something that serves no medical value – 
and I, as a physician, am being forced to shame my patient.”

— Anonymous Physician, Texas 
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Fake Women’s Health Centers Lie to Women

Some states require providers to give patients information about accessing ultrasound services at facilities that do not provide or refer for abortion care. 
These fake women’s health centers are anti-abortion organizations posing as comprehensive health care clinics. Under the guise of providing reproductive 
health services and pregnancy-related information, many of these fake clinics shame and lie to women to try to prevent them from accessing abortion care. 

Often camouflaged as health care facilities and located near abortion clinics, fake women’s health centers use deceptive tactics to try to lure women away 
from facilities that can actually meet their needs.30 Some states provide free advertising for these centers by including them in state materials that doctors 
are required to give to women, including in state materials that refer women to fake clinics for mandatory pre-abortion ultrasounds.31 

When a woman enters a fake health center, she may be forced to undergo biased counseling or religious seminars.32 Often, she hears false claims about 
fetal development and the health effects and safety of abortion care33 (which is one of the safest medical procedures in the United States).34 Fake 
women’s health centers peddle lies that have been repeatedly discredited by extensive scientific research and the country’s most prominent medical 
associations.35 

During an ultrasound, personnel at these centers sometimes lie further, presenting inaccurate medical information, providing erroneous readings or even 
misrepresenting how far along a woman is in her pregnancy.36 

Bad medicine ultrasound laws are made worse when women are referred to deceptive fake clinics where they also face unwanted biased counseling.

MAPPING ULTRASOUND 
REQUIREMENTS

Twenty-seven states regulate the provision of 
ultrasound by abortion providers.37ix This may 
include: mandating an ultrasound; requiring the 
provider to describe and display the ultrasound 
image; requiring the provider to offer an 
ultrasound; requiring the provider to give or 
offer information on accessing ultrasound 
services prior to having an abortion, potentially 
including forced referral to an anti-abortion 
center; or requiring a provider to offer specific 
information if an ultrasound is already included 
in the patient’s care.38

Of the 27 states regulating ultrasound by abortion 
providers, 15 have passed laws mandating 
an ultrasound before an abortion.39 Of those 
15 states, six have passed laws requiring the 
provider to display and describe the image, 
forcing the provider to give – and the patient to 
receive – information the patient may not want 
or need.40x Most other states with ultrasound 
mandates require the provider to offer the 
patient the opportunity to see the image.41 Early 
in pregnancy, a transvaginal ultrasound may be 
necessary to meet the requirements of many of 
these laws.42 

In addition to the laws mandating ultrasounds, 
21 states have laws regulating pre-abortion 

ultrasound in other ways.43 In six states, the 
provider is required to offer an ultrasound.44 In 
nine states, a patient must be explicitly offered 
the opportunity to view the ultrasound image 
if the provider performs one.45 Fourteen states 
require that the woman be given or offered 
information on how to access ultrasound 
services.46 

In four states, the ultrasound must take place at 
least 24 hours before the abortion procedure for 
most women,47 thus creating a mandatory delay 
of a time-sensitive procedure without regard for 
the wishes of the patient and without any medical 
rationale. For details on each restriction by state, 
see Appendix B.

ix Enforcement is permanently enjoined in Kentucky.
x Enforcement is permanently enjoined in Kentucky, North Carolina and Oklahoma.
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MAPPING ULTRASOUND REQUIREMENTS*

0 TYPES OF 
RESTRICTIONS

1 TYPE OF  
RESTRICTION

2 TYPES OF  
RESTRICTIONS

3 TYPES OF  
RESTRICTIONS

4 TYPES OF  
RESTRICTIONS

*Laws requiring providers to perform an 
ultrasound, display the image and describe 

fetal characteristics are permanently enjoined 
in Kentucky, North Carolina and Oklahoma. 

Laws mandating an ultrasound remain in place 
in North Carolina and Oklahoma, but are 

permanently enjoined in Kentucky.
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Mandatory delays require patients to wait a 
specified number of days before being able to 
obtain abortion care, despite the fact that such 
delays serve no medical purpose and undermine 
the provision of care. Such laws take decision-
making away from the health care provider and 
patient and disregard a fundamental principle 
of quality care articulated by the National 
Academy of Medicine: that care should be timely, 
according to medical need and in the patient’s 
best interests.48 Mandatory delay laws force 
providers to withhold care, even if doing so 
contradicts their medical judgment.

Mandatory delays are often linked to other state 
interference in health care, such as requiring 
that a woman receive specific information or an 
ultrasound before a delay period begins. In many 
states, this means women must make at least one 
extra trip to the clinic for no medical reason.49 By 
contrast, quality health care reduces duplicative, 
unnecessary medical visits for the patient.50 

According to the World Health Organization 
(WHO):

“Information, counselling and 
abortion procedures should be 
provided as promptly as possible 
without undue delay . . . . The 
woman should be given as much 
time as she needs to make her 
decision, even if it means returning 
to the clinic later. However, the 
advantage of abortion at earlier 
gestational ages in terms of their 
greater safety over abortion at later 
ages should be explained. Once 
the decision is made by the woman, 
abortion should be provided as 
soon as is possible to do so.”51 

Bad medicine is 

forcing a health care 

provider to withhold 

time-sensitive care 

regardless of his or 

her medical judgment 

or the patient’s needs 

and wishes.

Mandatory Delays
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In other words, a patient – not the state – should 
make decisions about timing.

Mandatory delays compound the problems 
created by the national shortage of abortion 
providers, forcing some women to wait even 
longer for care than the state-mandated period. 
Eighty-nine percent of counties in the United 
States do not have a single abortion clinic.52 Even 
in counties that do have one or more clinics, 
abortion services might be available only on 
certain days. Some states have only one clinic 
that offers abortion care,53 and some clinics rely 
on physicians to fly in from out of state.54 

Given the provider shortage, many women must 
travel long distances to reach an abortion clinic. 
In fact, one in five women has to travel 42 miles 
or more to reach the nearest abortion clinic – a 
significant barrier, particularly for low-income 
women.55 Most women seeking abortion care have 
already had at least one child56 and thus may need 
to secure child care in addition to transportation 
and time off work. In states that require at least 
two trips to a clinic, women may have to do each 
of those things at least twice. Because there is no 
federal law allowing private sector employees to 

earn paid sick days, and because 32 percent of 
private sector workers in the United States cannot 
earn a single paid sick day,57 many women must 
go without pay, and even risk losing their jobs, 
to make these trips. Mandatory delays place the 
heaviest burden on rural, young and low-income 
women, exacerbating health disparities.58 Access 
to quality health care should not depend on where 
a patient lives or how much money she makes.

MAPPING MANDATORY DELAYS 

Thirty-two states have passed laws imposing 
a mandatory delay before a woman can 
have an abortion.59xi Of these, 16 states have 
requirements that a woman receive state-
mandated counseling in person, necessitating 
at least two trips to a clinic.60xii In most states, 
the mandatory delay is 24 hours. It is 48 hours in 
Alabama, Arkansas and Tennessee and 72 hours 
in Iowa, Missouri, North Carolina, Oklahoma, 
South Dakota and Utah. South Dakota excludes 
weekends and state holidays from the 72-hour 
mandatory delay,61 meaning some women must 
wait at least six days if a long weekend follows 
her first appointment. For details on each 
restriction by state, see Appendix C.

states have passed laws 
imposing a mandatory 
delay before a woman 
can have an abortion 
(laws are enjoined in 
some states).

32

xi  Enforcement is permanently enjoined in Delaware, Florida, Massachusetts and Montana. Enforcement is enjoined pending litigation in Iowa. An enacted 72-hour waiting period in Louisiana is not enforced pending litigation; the 24-hour waiting 
period is still in effect.  

xii Enforcement is permanently enjoined in Florida. Enforcement is enjoined pending litigation in Iowa.
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MAPPING MANDATORY DELAYS*

0 TYPES OF 
RESTRICTIONS 1 TYPE OF  

RESTRICTION 2 TYPES OF  
RESTRICTIONS

*Laws requiring providers to delay abortion care are 
permanently enjoined in Delaware, Florida, Massachusetts 

and Montana. Enforcement is enjoined pending litigation 
in Iowa. An enacted 72-hour waiting period in Louisiana 

is not enforced pending litigation; the 24-hour waiting 
period is still in effect.    

Laws requiring providers to delay abortion care and 
requiring patients to make at least two trips to the  

clinic are permanently enjoined in Florida, and  
enjoined pending litigation in Iowa.
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Bad Medicine Laws Disproportionately Harm Women of Color 

As a result of many factors, including systemic racism, women of color disproportionately face geographic, transportation, infrastructure and economic 
barriers to obtaining abortion care. 

Women of color are too often unable to afford abortion care and forced to decide between paying for necessities such as rent or groceries and paying for 
an abortion. This is due in part to coverage bans – abortion restrictions that prohibit coverage for abortion in public or private health insurance, or make it 
more difficult to obtain. These bans – a result of the federal Hyde Amendment and similar state laws – effectively deny women access to abortion based on 
how much money they have. 

Women of color live at the intersection of multiple disparities and structural barriers that lead to a higher likelihood of being Medicaid-eligible and 
therefore, subject to Hyde. In addition, women of color are more likely to work in jobs that lack the supports that help women raise families, like paid leave, 
fair pay and freedom from pregnancy discrimination. 

Bad medicine laws compound the negative effects of 
coverage bans, creating additional barriers to abortion 
care that affect women of color the most. Women of 
color are also often dealing with a distrust of the health 
care system due to a legacy of reproductive control 
and years of coercive policies and practices based on 
race.62 This distrust can be exacerbated by bad medicine 
laws that undermine the patient-provider relationship 
and access to care.63 The map at left highlights just a 
few examples of the disproportionate impact of bad 
medicine laws on communities of color.

Across the country, women of color are leading the 
fight against abortion restrictions that harm their 
communities. Check out In Our Own Voice: National 
Black Women’s Reproductive Justice Agenda, National 
Latina Institute for Reproductive Health, National Asian 
Pacific American Women’s Forum and Native American 
Women’s Health Education Resource Center for expert 
analyses of health disparities and to see their policy 
priorities and recommendations.72 

A number of the states with the 
fastest growing Asian American 
and Pacific Islander populations70 
also have significantly restricted 
access to abortion care, such 
as Arizona, North Carolina and 
North Dakota.71 

A growing number of Latinas live in rural and non-urban 
areas65 where there are few or no abortion providers.66 
In states like Texas, which has more than 2.3 million 
reproductive-age Latinas,67 mandatory delay laws and 
other barriers mean women may need to make two  
trips to access abortion care.68 

Many Native women live in rural 
poverty, and many states with high 
Native populations – such as South 
Dakota and Oklahoma – have a high 
number of abortion restrictions.64 

Abortion restrictions in the South have a 
significant impact on Black women: The 
majority of Black people in the United 
States live in the South, where many 
states, such as Louisiana and Mississippi, 
are hostile to abortion and have multiple 
types of abortion restrictions in place.69
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A number of states have passed laws that 
prohibit providers from administering medication 
abortion according to the most up-to-date 
medical standards, or prevent providers from 
using advances in medical technology. These laws 
undermine quality care by restricting a patient’s 
ability to access appropriate, effective care when 
and where she needs it.

Medication abortion involves the use of 
medications to end a pregnancy.73 A patient 
usually takes two different medications, one or 
more days apart, according to her provider’s 
written and verbal guidelines. This method is 
medically indicated for certain women; others may 
choose it because it provides more control and 
privacy.74 This can be particularly important for 
survivors of sexual assault who may want to avoid 
an invasive procedure.75 Like all types of abortion 
care, medication abortion is overwhelmingly 
safe; the rate of complications is exceedingly low 
– lower, in fact, than for commonly used drugs 
currently available without a prescription.76 

Despite its proven safety, many states impose 
restrictions on medication abortion, including: 

• Banning medication abortion via 
telemedicine and

• Prohibiting providers from administering 
medication abortion according to the most 
current standards.

PROHIBITIONS AGAINST 
TELEMEDICINE

Telemedicine is the delivery of a health care service 
or the transmission of health information using 
telecommunications technology.77 One common 
method uses video conferencing to allow a patient 
to interact with a remote provider.78 Telemedicine 
makes health care more accessible, especially 
to people in underserved areas, yet some states 
prohibit providers from using it to administer 
medication abortion. According to the American 
College of Obstetricians and Gynecologists 
(ACOG), “[T]elemedicine is safe, effective, highly 
acceptable to patients, and facilitates access to 
care for women in rural areas.”79 

When medication abortion is administered via 
telemedicine, a woman meets in person with a 
trained medical professional at a health care clinic. 
She then meets via video conference with an 
abortion provider who has reviewed her medical 
records, after which the medication is dispensed 
to the patient.80 

Telemedicine can improve the quality and 
efficiency of health care, and is becoming more 
widespread across the United States.81 For example, 
telemedicine is used regularly to expand access 
to mammography, chronic disease management, 
stroke diagnosis and treatment, high-risk pregnancy 
management and primary care.82 

Bad medicine is 

prohibiting a health 

care provider from 

using evidence-based 

standards to administer 

medication or banning 

the use of technology 

to provide the most 

appropriate care.

Medication Abortion Restrictions
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It can be particularly important for connecting 
the 19 million rural women in the United States83 
to care because of the significant shortage of 
reproductive health providers in rural areas.84 
Studies and practice have shown that telemedicine 
can reduce health disparities for rural women and 
increase access to specialty care.85 

Medication abortion via telemedicine is an 
effective way to improve access to and timeliness 
of care and offers a high degree of patient 
satisfaction. Studies comparing medication 
abortion provided in person with telemedicine 
medication abortion show equivalent 
effectiveness and rates of positive patient 
experience.86 As ACOG has noted, the two types 
of visits are “medically identical.”87 In one study, 
telemedicine patients reported particularly 
valuing being able to receive abortion care at 
clinics closer to their homes, and the vast majority 
of patients reported they would recommend 
telemedicine to their friends.88 

Despite the proven safety and success of 
telemedicine abortion, many states subvert quality 
care by banning this effective, accessible method 
of abortion care. 

“In rural areas in the United States, women may have to travel for hours to see a physician, and this

can be an insurmountable barrier to care. Being able to meet with a doctor using telemedicine could

help address disparities in access to health care and improve women’s health and well-being.”

— Dr. Daniel Grossman in “New Research Finds Providing Medical Abortion Using Telemedicine is Effective, Safe, and Acceptable to Women,”  
Ibis Reproductive Health, July 2011

Bad Medicine Laws Disproportionately Harm  
Women With Disabilities

Twenty percent of women in the United States have disabilities,xiii and yet they are often left out 
of conversations about abortion rights. This can be due to misinformation about women with 
disabilities, a lack of knowledge, or general discomfort with discussing disability and abortion 
in the same article or report. In fact, women with disabilities are disproportionately affected by 
abortion restrictions. 

In addition to the fact that many states’ counseling materials are biased or inaccurate, they 
may also fail to include information specific to the reproductive needs and lives of women with 
disabilities. Mandatory delays that require two or more trips to the clinic can be especially difficult 
for women with disabilities, who often face challenges getting around, whether because of 
mobility issues (including inadequate accessibility of public transit options) or other reasons.89 
This is compounded when women live in rural areas where public transportation is lacking, and 
because women with disabilities who live in non-metropolitan areas are more likely to be living on 
an extremely low income.90 Because telemedicine increases access to health care for people with 
disabilities, telemedicine abortion bans disproportionately harm women with disabilities. Abortion 
provider scarcity is worse for women with disabilities, who have the additional hurdle of finding 
a provider that is accessible, physically and/or culturally. All of these barriers are exacerbated by 
the fact that many women with disabilities rely on Medicare or Medicaid for insurance,91 and are 
therefore denied coverage for abortion care because of the Hyde Amendment. Due in part to 
discrimination against people with disabilities more broadly, women with disabilities are more likely 
to be living on a low income or without work, further limiting their access to care.92 Finally, women 
with disabilities face heightened abortion stigma, particularly because of the history of eugenics 
and the continued risk of coercion regarding their health care decision-making.93 

It is critical that the reproductive rights community center the voices, experiences and leadership 
of women with disabilities in advocacy around abortion care and access.

xiii  We use the term “women with disabilities” in this report, which is derived from 
the “people-first approach” taken in the United Nations’ Convention on the 
Rights of Persons with Disabilities. We acknowledge that some activists prefer 
“disabled people” as a way to reflect “structural barriers to social inclusion as the 
main problem, rather than the impairment itself.” Center for Reproductive Rights. 
(2017, May). Shifting the Frame on Disability Rights for the U.S. Reproductive Rights 
Movement (p. 3). Retrieved 30 January 2018, from https://www.reproductiverights.
org/sites/crr.civicactions.net/files/documents/Disability-Briefing-Paper-FINAL.pdf 
(describing how the reproductive rights movement can incorporate a disability lens).  
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PROHIBITIONS ON THE USE OF 
EVIDENCE-BASED STANDARDS

Several states prohibit the use of evidence-
based prescribing for medication abortion. In 
these states, providers are required to adhere 
to the U.S. Food and Drug Administration (FDA) 
protocol that is found on the label for mifepristone 
(brand name Mifeprex), the first of two drugs in 
a medication abortion regimen.94 When these 
restrictions were enacted, the FDA label was 
significantly outdated, and requiring adherence to 
the outdated label substantially limited providers’ 
ability to give their patients the best care. Under 
these restrictions, providers had to give a higher 
dosage of mifepristone than necessary and 
were unable to provide medication abortion 
beyond seven weeks of pregnancy, even though 
research and practice have shown it is effective 
through at least 10 weeks.95 A study examining 
the effects of Ohio’s law prohibiting evidence-
based prescribing for medication abortion found 
that patients were three times more likely to need 
additional intervention to complete their abortion 
than was the case prior to the law’s enactment, 
when providers were permitted to administer 
medication abortion using the most up-to-date 
standards and research.96 

The way a drug is administered often evolves 
after the FDA has approved its use. Providers 
adjust practice based on experience, research 
and clinical studies that occur in the years after 
FDA approval.97 It is common practice – and 
often the best quality care – for providers 
to follow the medical community’s current 
evidence-based regimen in lieu of the protocol 
found on a medication’s label.98 The FDA label 
itself is usually only updated if the manufacturer 
requests it and completes a complicated and 
expensive updating process.99 As ACOG has 
explained, “[T]he purpose [of an FDA-approved 
label] is not to restrict physicians in their practice 
of medicine, but rather to inform physicians 
about information gathered during the approval 
process, so as to enable physicians to practice 
medicine using all available scientific and medical 
evidence.”100 The American Medical Association 
(AMA) has voiced its “strong support for the 
autonomous clinical decision-making authority 
of a physician” and noted “that a physician may 
lawfully use an FDA approved drug product or 
medical device for an off-label indication when 
such use is based upon sound scientific evidence 
or sound medical opinion . . . . ”101 Nonetheless, 
laws restricting medication abortion in this way 
can make it illegal for a health care provider to 
follow the most up-to-date standard of care.

In 2016, the FDA updated the medication abortion 
label for Mifeprex to reflect the evidence-based 
regimen developed since the drug’s initial 
approval in 2000.102 The update reduced the 
required dosage of medication, decreased the 
number of visits a woman must make to her health 
care provider and extended the timeframe in 
which the drug has been shown to be effective 
from seven weeks to 10 weeks of pregnancy.103 

Despite the important update to the FDA label, 
providers in states with FDA label adherence 
requirements will still be limited in their ability 
to provide the most up-to-date care as the label 
becomes outdated again.104 This restriction not 
only undermines women’s access to a safe option 
for abortion care, but also threatens a central 
tenet of the practice of medicine: that evidence 
and research inform improvements in treatment. 
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Risk Evaluation and Mitigation Strategy (REMS): Needlessly Impeding Access to Medication Abortion 

When the U.S. Food and Drug Administration (FDA) updated the label for Mifeprex (the brand name for the mifepristone pill in a medication abortion 
regimen), it left in place a REMS, a requirement for heightened risk management “intended for drugs that are known or suspected to cause serious adverse 
effects that cannot be mitigated simply by the label instructions.”105 Given the overwhelming evidence that Mifeprex is safe, the REMS in this case serves 
to impede access to medication abortion without any medical benefit.106 In fact, the imposition of a REMS on Mifeprex can be incredibly harmful for some 
women because it substantially reduces access to a safe medication. 

For example, because of the REMS, if providers at a hospital, medical office or clinic want to stock Mifeprex, they must register with the drug 
manufacturer.107 Meeting this requirement is difficult or unachievable for some health care providers for a number of reasons. First, some providers must 
navigate administrative opposition to abortion at their hospital or medical clinic, and the institution may withhold registration approval.108 Second, some 
providers are unfamiliar with the process of certification, contracting and ordering that is required to provide Mifeprex – a process far more complicated 
than for the vast majority of drugs.109 Third, due to violence against and harassment of abortion providers110 – illustrated most recently by the murder of 
several people at a Colorado abortion clinic111 – some would-be providers are uncomfortable with having their names on the drug manufacturer’s list of 
medication abortion providers lest that list be made public.112 

Many professional and academic organizations oppose the imposition of a REMS on Mifeprex. The American College of Obstetricians and Gynecologists, 
the American Public Health Association and the Society of Family Planning, along with other medical and scientific experts, have asked the FDA to 
eliminate the Mifeprex REMS.113 Moreover, it is clear that Mifeprex fails to meet the FDA’s own criteria for imposing a REMS.114 For example, in a 2016 
review, a team of FDA experts stated that the Mifeprex Patient Agreement Requirement of the REMS “is duplicative of informed consent laws and 
standards, ‘does not add to safe use conditions . . . and is a burden for patients.’”115 

In a recent case, the American Civil Liberties Union (ACLU) of Hawai’i argued that the imposition of a REMS on Mifeprex is unconstitutional, in part 
because it creates an undue burden on abortion access.116 Indeed, the REMS delays timely care when a clinician cannot provide the patient with both 
drugs required for a medication abortion.117 Instead, the patient has to make yet another trip to another provider for that medication. For patients in the 
ACLU of Hawai’i case, this means they have to fly to another island because there are no medication abortion providers on Kaua’i.118 The case highlights 
that “the Mifeprex REMS makes health care less safe and more costly for rural women”119 and that the REMS disproportionately affects people of color 
and women who are already struggling financially.120 

xiv  Enforcement of at least one medication abortion restriction is permanently enjoined in Iowa and Oklahoma, and enjoined pending litigation in Arkansas. Arizona and Idaho both previously had restrictions on medication abortion that they recently repealed. 
xv Enforcement is permanently enjoined in Iowa.
xvi Enforcement is permanently enjoined in Oklahoma, and enjoined pending litigation in Arkansas. 
xvii In states that have passed both medication abortion restrictions, enforcement of the FDA protocol restriction is permanently enjoined in Oklahoma and enjoined pending litigation in Arkansas. 

MAPPING MEDICATION ABORTION RESTRICTIONS

Twenty-one states have passed medically unnecessary restrictions on how providers can administer medication abortion.121xiv Twenty states have passed 
measures prohibiting providers from administering medication abortion via telemedicine.122xv Five states have passed laws preventing providers from 
administering medication abortion in accordance with the standard of care that reflects the most up-to-date evidence.123xvi Four states have passed both of 
these restrictions.124xvii For details on each restriction by state, see Appendix D.
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MAPPING MEDICATION ABORTION RESTRICTIONS*

0 TYPES OF 
RESTRICTIONS 1 TYPE OF  

RESTRICTION 2 TYPES OF  
RESTRICTIONS

*Laws prohibiting providers from administering 
medication abortion according to the most current 

standards are permanently enjoined in Oklahoma, and 
enjoined pending litigation in Arkansas. Law banning 
providers from administering medication abortion via 

telemedicine is permanently enjoined in Iowa.
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TRAP laws single out abortion clinics and 
providers for onerous, medically unnecessary 
requirements that do not apply to comparable 
medical facilities and health care providers. 
While proponents of these restrictions often pass 
them under the guise of supporting “patient 
safety,” in truth they make it harder for women 
to access care because they force clinics to 
close and drive experienced providers out of 
practice. The U.S. Supreme Court recognized this 
in Whole Woman’s Health v. Hellerstedt when it 
struck down two TRAP laws in Texas. Similar laws 
across the nation are falling with the help of the 
standard established in that case. 

The reality is that abortion is one of the safest 
medical procedures in the United States.125 In a 
study of nearly 6,000 first trimester abortions 
provided by physicians in outpatient clinics, 99.1 
percent of patients experienced no adverse 
effects.126 In the rare instances when adverse 

effects did occur, the majority were so minor that 
they could be handled promptly at the clinic.127 
Despite this impressive safety record, state after 
state has enacted TRAP laws, including:

• Requiring abortion clinics to meet certain 
facilities standards comparable to those for 
ambulatory surgical centers (ASCs), or to 
meet other medically unnecessary facility 
licensing requirements; 

• Mandating that abortion providers obtain 
admitting privileges at a hospital near their 
practice;

• Mandating that an abortion be provided 
only by a physician, barring other trained 
clinicians from providing care; and 

• Requiring providers and clinics to cremate 
or bury embryonic and fetal tissue from 
abortions. 

Bad medicine is 

requiring a clinic 

or health care 

provider to comply 

with burdensome 

requirements that are 

contrary to accepted 

medical practice.

Targeted Regulation of Abortion 
Providers (TRAP Laws)
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“Women’s access to high-quality, evidence-based abortion care should not be limited by laws enacted under 
the guise of patient safety but that, in fact, harm women’s health.”

— American College of Obstetricians and Gynecologists, the American Medical Association, the American Academy of Family Physicians and the American 
Osteopathic Association in Amicus Brief Supporting Certiorari in Whole Woman’s Health v. Hellerstedt, Oct. 2015 

TRAP laws provide no medical benefit, force 
clinics to close, raise the cost of care, increase the 
distance women must travel and may increase 
the time women must wait to obtain care.128 Each 
of these burdens undermines efforts to create a 
health care system that delivers better care and 
better outcomes while reducing costs.129 

ASC AND OTHER FACILITY 
LICENSING REQUIREMENTS

ASCs are designed for the delivery of complex 
and invasive surgeries historically provided in 
hospital settings.130 Before the U.S. Supreme 
Court’s 2016 decision in Whole Woman’s Health, 
nearly half the states had policies in place 
requiring abortion clinics to meet specifications 
comparable to those required of ASCs.131xviii As 
of February 1, 2018, four ASC requirements have 
been repealed or enjoined based on the standard 
in Whole Woman’s Health.132 

In the Whole Woman’s Health decision, the 
Court found “considerable evidence . . . that the 
statutory provision requiring all abortion facilities 
to meet all surgical-center standards does not 
benefit patients and is not necessary.”133 In its 
decision, the Court noted that “risks are not 

appreciably lowered for patients who undergo 
abortions at ambulatory surgical centers as 
compared to nonsurgical-center facilities.”134 It 
also found that patients “will not obtain better 
care or experience more frequent positive 
outcomes” at ASCs.135 The Court determined that 
abortion procedures were “safer than numerous 
procedures that take place outside hospitals and 
to which Texas does not apply its surgical-center 
requirements,” and that the provision “provid[ed] 
no benefit when complications arise in the context 
of a [medication abortion].”136 

Despite the decision, many states still have ASC 
requirements,137xix and others impose non-ASC 
facility licensing requirements on abortion clinics, 
driving up the cost of care and making it more 
difficult for clinics to remain open.138 

A review of 57 studies of complications from 
first trimester aspiration abortion found the 
number of major complications was similar for 
office-based settings, hospital-based settings 
and ASCs.139 Moreover, when complications 
did occur, they were effectively managed at 
the clinic, regardless of whether the clinic was 
subject to ASC requirements.140 Physicians’ offices 
and clinics are similarly equipped to provide 
second trimester abortion procedures.141 In 

fact, many procedures comparable to abortion 
care – including hysteroscopy, sigmoidoscopy, 
management of early pregnancy loss (miscarriage) 
and vasectomy – are routinely performed in office 
and clinic settings.142 In other words, there is no 
evidence that forcing clinics providing abortion 
care to meet ASC specifications provides a benefit 
to patients.143

Medically unnecessary facility requirements 
force clinics to close when they cannot afford 
to make renovations, when a landlord is 
unwilling to renovate, or when requirements 
apply not solely to a clinic itself but also to its 
entire building and other tenants are unwilling 
or unable to comply.144 Indeed, in a number 
of states, unnecessary facility requirements 
even apply to clinics that provide medication 
abortion, for which a health care provider merely 
prescribes and dispenses medication.145 The 
American Public Health Association (APHA) 
has observed that these types of requirements 
force clinics to “make . . . expensive renovations 
that have little or nothing to do with the patient 
services they provide.”146 Similarly, the WHO has 
cautioned against “excessive requirements for 
infrastructure, equipment, or staff that are not 
essential to the provision of safe services”147 and 
counseled that facility requirements that are not 

xviii  As of May 1, 2016, enforcement was enjoined pending litigation in Kansas and Texas. In Illinois, the law is governed by a consent decree. 
xix In Illinois, this restriction is governed by a consent decree. Enforcement is permanently enjoined in Tennessee and Texas, and enjoined pending litigation in Kansas and Missouri. 
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evidence-based nor tied to safety and efficiency 
should be eschewed.148 

When clinics close because of these types of 
burdensome restrictions, women seeking abortion 
care face longer wait times for appointments,149 
must travel farther to access care150 and, in 
some cases, are turned away altogether.151 This 
undermines quality care by reducing access, 
increasing costs and harming women’s health. 

HOSPITAL ADMITTING PRIVILEGES 
AND RELATED REQUIREMENTS

A number of states have passed laws requiring 
abortion providers to maintain admitting 
privileges or an alternative formal admitting 
arrangement with a hospital in a certain 
geographic range.152 Admitting privileges are 
formal arrangements that authorize a physician to 
admit patients into that hospital and provide care 
there, effectively becoming a staff member of 
that hospital. These requirements ignore the way 
modern medicine is practiced, as the Supreme 
Court recognized in Whole Woman’s Health.

One of the Texas abortion restrictions at issue 
in Whole Woman’s Health required physicians 
providing abortions to obtain admitting 
privileges at a hospital within 30 miles of the 
abortion clinic.153 The Supreme Court rejected 
Texas’ pretense that the law protected women’s 
health and found that the admitting privileges 
provision did not “confer[] medical benefits 
sufficient to justify the burdens upon access 
that [it] impose[d].”154 Relying on peer-reviewed 
studies and expert testimony, the Court “found 
nothing . . . that show[ed]” the provisions 

improved women’s health, adding that Texas 
could not produce evidence “of a single instance 
in which the [admitting privileges] requirement 
would have helped even one woman obtain 
better treatment . . . .”155 

In the modern health care system, hospitals rely 
on hospitalists (physicians focused primarily on 
“general medical care of hospitalized patients”),156 
not outside physicians, to provide care on-site.157 
Across medical disciplines, continuity of care is 
achieved through communication across providers 
and settings, not by a single physician providing 
care both inside and out of the hospital.158 

Similarly, admitting privileges are irrelevant to a 
patient’s ability to access emergency care. The 
federal Emergency Medical Treatment and Active 
Labor Act requires that hospital emergency rooms 
admit and treat any patient presenting with an 
emergent condition.159 Moreover, emergency 
room admission is unlikely – abortion clinics have 
the staffing, training and equipment to handle the 
rare adverse events that occur.160 

While admitting privileges requirements do 
nothing to advance quality care, they do prevent 
qualified physicians who want to provide abortion 
care from doing so. Admitting privileges can 
be difficult or impossible to secure for reasons 
that have nothing to do with a provider’s skills.161 
Some hospitals only grant admitting privileges to 
physicians who accept faculty appointments.162 
Others require physicians to admit a certain 
number of patients per year before granting 
admitting privileges but, because abortion is such 
a safe procedure, abortion providers are unlikely 
to admit a sufficient number of patients.163 Some 

hospitals only grant privileges to physicians who 
live within a certain radius of the hospital.164 And 
hospitals that adhere to religious directives that 
run counter to established medical standards165 
may refuse to grant privileges to abortion 
providers.166 None of these reasons are related to 
ensuring quality care.

The APHA has observed that physicians applying 
for admitting privileges must take “time away 
from their patients to navigate the hospital 
requirements and to complete the often 
lengthy application process.”167 Moreover, the 
AMA, ACOG, the American Academy of Family 
Physicians, the American Academy of Pediatrics 
and the American Osteopathic Association have 
all concluded that “[r]equiring that clinicians 
obtain hospital privileges – when such privileges 
may be denied for reasons unrelated to the 
quality of care that they provide – does not 
promote the wellbeing of . . . women.”168 
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Stopping Bad Medicine Laws: The Implications of  
the Whole Woman’s Health v. Hellerstedt Decision 

In June 2016, in the most significant abortion rights case in a generation, the U.S. Supreme Court 
struck down two Texas abortion restrictions as unconstitutional.169 The Court made clear that states 
are not allowed to make up facts to justify restrictions on abortion – an unfortunately common 
practice.170 The opinion strengthened the current legal standard used to determine whether 
abortion restrictions are unconstitutional by stating that restrictions must have enough benefit to 
justify the burdens on access they impose, and that states cannot rely on junk science.171 This was a 
victory for science and abortion rights alike. With this decision, the Court paved the way for legal 
challenges to medically unnecessary abortion restrictions in states across the country, as well as 
undergirded a proactive push by abortion rights advocates to fight back against lawmakers who are 
trying to turn lies into anti-abortion laws.

Using the case, advocates have made great strides in changing the landscape of abortion 
restrictions. In some states, proponents of abortion access have used the Whole Woman’s Health 
decision in litigation that challenges medically unnecessary abortion restrictions. In other states, 
legislators and policymakers have repealed or attempted to repeal abortion restrictions like 
those struck down in Whole Woman’s Health. For example, in 2017, the Virginia State Board of 
Health amended its regulations to remove ambulatory surgical center and transfer agreement 
requirements, using the Whole Woman’s Health decision as support.172 Additionally, several 
Pennsylvania state senators proposed repealing an ambulatory surgical center requirement from 
a health care facilities licensing statute after the decision was issued.173 In Georgia, Missouri, 
North Carolina, Texas and Virginia, abortion rights advocates have been working with lawmakers 
to introduce the “Whole Woman’s Health Act,” a model bill that would help protect women and 
abortion providers from medically unnecessary regulations.174 

Despite this progress, some states continue to defend unconstitutional abortion laws in litigation, 
blatantly ignoring Supreme Court precedent in order to block women’s access to care. 

“Targeted Regulation 
of Abortion Providers 

laws like H.B. 2 that 
‘do little or nothing for 

health, but rather strew 
impediments to abortion’ 

cannot survive judicial 
inspection.”

— U.S. Supreme Court Justice Ruth 
Bader Ginsburg, concurring 
in Whole Woman’s Health v. 

Hellerstedt, June 2016  
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PHYSICIAN-ONLY REQUIREMENTS

Despite evidence that advanced practice clinicians 
such as nurse practitioners, certified nurse-
midwives and physician assistants can safely 
and effectively provide abortion care,175 most 
states require provision by a physician, including 
for medication abortion.176 These laws ignore 
the extensive training that advanced practice 
clinicians have in providing primary health care, 
managing conditions and performing procedures 
that are more complex than abortion.177 

ACOG states in its guidelines on medication 
abortion that “[i]n addition to physicians, 
advanced practice clinicians, such as nurse-
midwives, physician assistants, and nurse 
practitioners, possess the clinical and counseling 
skills necessary to provide first-trimester 
[medication] abortion.”178 ACOG has similarly 
recommended that the pool of aspiration abortion 
providers be expanded to include “appropriately 
trained and credentialed advanced practice 
clinicians . . . . ”179 

A study conducted by the Advancing New 
Standards in Reproductive Health program at the 
University of California, San Francisco evaluated 
the safety, effectiveness and level of patient 
satisfaction associated with advanced practice 
clinicians in providing abortion care. Researchers 
confirmed that advanced practice clinicians can 
be trained to successfully provide first trimester 
aspiration abortion procedures as safely and 
effectively as physicians. Additionally, patients 
reported high satisfaction with their experience, 
whether an advanced practice clinician or a 
physician provided their care.180 

Some states take the physician-only requirement 
further by mandating that abortion providers 
obtain and maintain additional credentials, 
such as board certification in obstetrics and 
gynecology. Physicians licensed in many 
specialties – such as family medicine and 
pediatrics – can safely provide abortion care.181 
Unnecessarily narrow credentialing requirements 
“improperly regulate medical care” without 
improving patient care overall.182 

Allowing advanced practice clinicians to provide 
abortion care can help reduce barriers to care 
created by the shortage of abortion providers.183 
Professional medical associations recognize the 
importance of advanced practice clinicians as 
abortion providers and their role in increasing 
the number of qualified providers.184 However, 
by imposing non-evidence-based physician-only 
requirements, states cut off a crucial avenue for 
improving access to much-needed care.

BURIAL OR CREMATION 
REQUIREMENTS FOR EMBRYONIC 
AND FETAL TISSUE

Recently, several states have begun to require 
that providers bury or cremate embryonic and 
fetal tissue following an abortion, a procedure 
to manage miscarriage, or ectopic pregnancy 
surgery.185 This type of restriction treats embryonic 
and fetal tissue differently than all other tissue 
resulting from medical procedures. This medically 
unnecessary requirement creates an additional 
burden on providers and increases cost without 
improving the quality of care. It could ultimately 

force providers to close if they are unable to 
arrange for affordable services. Moreover, it 
diminishes patient experience by mandating 
a non-medical ritual designed to shame and 
stigmatize the patient.

These laws require that providers ensure that 
the embryonic or fetal tissue resulting from an 
abortion or miscarriage be cremated or buried, 
regardless of gestation or a patient’s individual 
circumstances.186 This requirement interferes 
with a provider’s ability to deliver individualized, 
patient-centered care by forcing him or her to 
adhere to burial or cremation rituals that may be 
out of step with a woman’s personal beliefs, values 
or desires. This requirement may also interfere 
with pathology and crime lab testing, depriving 
patients of necessary diagnostic information 
or criminal evidence in sexual assault cases.187 
Because providers are responsible for compliance, 
they risk liability for how pathology or crime labs 
manage the tissue after testing. This could chill 
providers’ ability to offer the standard of care to 
their patients and could deny women important 
medical knowledge.188 

These restrictions also threaten to limit the 
availability of abortion care further. In order to 
continue offering care, providers subject to these 
restrictions will be dependent on third-party 
vendors’ ability and willingness to comply with 
this potentially costly restriction. Clinics providing 
abortion care that are unable to arrange for 
affordable burial or cremation services could be 
forced to close.189 
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MAPPING TRAP LAWS

Forty-two states have passed TRAP laws that 
impose medically unnecessary requirements on 
abortion providers or clinics.190xx Such provisions 
include ASC and other facilities requirements, 
admitting privileges or transfer agreements with 
local hospitals, physician-only laws and fetal tissue 
burial or cremation requirements. 

Of the 42 states with TRAP requirements, 21 
states have passed measures that require abortion 
clinics to meet specifications comparable to 
those required of ASCs.191xxi Fourteen states have 
passed unnecessary facilities requirements such as 
corridor width or room size, sometimes on top of 
their ASC requirements.192xxii Nineteen states apply 
unnecessary facility requirements to clinics that 
provide medication abortion, for which a health 
care provider merely prescribes and dispenses 
medication.193xxiii 

Twenty-two states have measures that require 
abortion providers or clinics to have a formal 
arrangement with a hospital, such as admitting 
privileges or a transfer agreement.194 Of 
these states, 11 have passed measures that 
require abortion providers to obtain admitting 

privileges.195xxiv Ten states have passed 
measures that require admitting privileges, but 
permit providers to enter into an alternative 
arrangement instead, such as an agreement 
with a different provider who has admitting 
privileges.196xxv Five states have passed both of 
these requirements.197xxvi In addition, eight states 
have measures requiring facilities to have transfer 
agreements with local hospitals.198 Two states 
have passed measures requiring both transfer 
agreements and admitting privileges.199xxvii 

Forty-one states have passed measures specifying 
that only physicians may provide abortion,200xxviii 
and two of those states have passed additional 
licensing requirements for those physicians, such 
as board certification.201xxix 

Three states have passed measures that require 
that embryonic or fetal tissue be cremated or 
buried.202xxx 

Two states – Louisiana and Texas – have passed 
restrictions in every TRAP category listed in this 
section.xxxi 

For details on each restriction by state, see 
Appendix E.

states have passed 
TRAP laws that impose 
medically unnecessary 

requirements on abortion 
providers or clinics.

42

xx  In Illinois, some restrictions are governed by a consent decree. All 42 states have at least one TRAP restriction in effect. 
xxi  In Illinois, this restriction is governed by a consent decree. Enforcement is permanently enjoined in Tennessee and Texas, and enjoined pending litigation in Kansas and Missouri.
xxii  In Illinois, this restriction is governed by a consent decree. Enforcement is enjoined pending litigation in Missouri.
xxiii  Enforcement is enjoined pending litigation in Kansas.
xxiv  Enforcement is enjoined pending litigation in Kansas, Missouri, Oklahoma and Wisconsin. Enforcement is permanently enjoined in Alabama, Louisiana, Mississippi, Tennessee and Texas.
xxv  In Illinois, this restriction is governed by a consent decree. Enforcement is enjoined pending litigation in Arkansas. 
xxvi  Enforcement of the admitting privileges-only requirement is enjoined pending litigation in Oklahoma. In all five states, an “admitting privileges or alternative agreement” provision remains in place and enforceable. 
xxvii  Enforcement of the admitting privileges requirement is permanently enjoined in Tennessee and enjoined pending litigation in Wisconsin.
xxviii  Enforcement of this measure does not include medication abortion provision in Hawaii, Illinois, Massachusetts, New Jersey, New Mexico, New York and Washington. In New Mexico, some – but not all – advanced practice clinicians can provide 

medication abortion. 
xxix  Not currently in force pending litigation in Louisiana.
xxx  Enforcement is enjoined pending litigation in Indiana and Texas, and not currently in force pending litigation in Louisiana.
xxxi  Enforcement of some restrictions is temporarily or permanently enjoined in both states. 
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*Laws requiring clinics to meet 
specifications comparable to 

ambulatory surgical centers are 
permanently enjoined in Tennessee 

and Texas, and enjoined pending 
litigation in Kansas and Missouri. 

In Illinois, the law is governed by a 
consent decree. 

Law requiring clinics to meet specific 
facility requirements is enjoined 

pending litigation in Missouri. In Illinois, 
the law is governed by a consent decree.  

Laws requiring admitting privileges-only are 
enjoined pending litigation in Kansas, Missouri, 

Oklahoma and Wisconsin, and permanently enjoined in 
Alabama, Louisiana, Mississippi, Tennessee and Texas. 

Law requiring admitting privileges or an alternative 
arrangement is enjoined pending litigation in Arkansas.  

In Illinois, the law is governed by a consent decree. 

Laws requiring that only physicians provide abortion 
does not include medication abortion provision in Hawaii, 

Illinois, Massachusetts, New Jersey, New Mexico,  
New York and Washington. In New Mexico, some – but 

not all – advanced practice clinicians can provide  
medication abortion.

Laws requiring embryonic or fetal tissue be cremated  
or buried are enjoined pending litigation in Indiana  

and Texas, and not currently in force pending  
litigation in Louisiana. 

MAPPING TRAP LAWS*

0 TYPES OF 
RESTRICTIONS

1 TYPE OF  
RESTRICTION

2 TYPES OF  
RESTRICTIONS

3 TYPES OF  
RESTRICTIONS

4 TYPES OF  
RESTRICTIONS

5 TYPES OF  
RESTRICTIONS 6 TYPES OF  

RESTRICTIONS
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Our nation is at a pivotal moment when it comes 
to protecting abortion rights and access. For 
more than 45 years, anti-abortion politicians have 
been gradually undermining women’s right to 
abortion care by passing the kind of bad medicine 
laws discussed in this report. Now, anti-abortion 
extremists are in positions of power within the 
federal government, imperiling the reproductive 
health and rights of even more women. 

The attacks are coming from all sides, and the 
threat to women’s access to abortion care is more 
pressing than ever. But abortion rights supporters 
are fighting back every step of the way. The 
National Partnership and its allies will continue 
exposing the lies – and liars – behind harmful 
abortion restrictions and anti-abortion rhetoric at 
all levels. 

We will keep fighting to get politicians out of 
exam rooms in states where they are interfering 
in the delivery of quality health care, and we will 
raise up the good work of state advocates who 
fight every day to support women’s decisions and 
make abortion accessible.

Below are five recommendations for state 
policymakers, the medical community, advocates 
and activists to join us in fighting back against  
bad medicine laws. 

• REJECT. Lawmakers and everyone who 
makes policy should reject legislative 
and regulatory proposals that interfere 
in the patient-provider relationship; force 
providers to violate accepted, evidence-
based medical practices and ethical 
standards; and undermine patients’ medical 
decision-making.

• REPEAL. Lawmakers should repeal laws 
that were enacted based on politicians’ 
ideology rather than sound medical 
evidence, including biased counseling laws, 
ultrasound requirements, mandatory delay 
laws, restrictions on medication abortion 
and TRAP laws.

• PROTECT. Lawmakers should advance 
legislation that proactively prohibits 
interference in health care to ensure 
patients receive care that is based on 
medical evidence, not politics. 

Conclusion
• SPEAK OUT. The medical community should 

speak out against political interference in 
health care, including requirements that 
force providers to violate their professional 
standards or deliver care that disregards 
accepted, evidence-based medical 
practices. 

• RISE UP. Activists and advocates should 
continue to call out harmful laws – and the 
deception behind them – every time we 
see them, and rally in support of proactive 
policies that expand access to high-
quality, affordable abortion care and other 
reproductive health services. Together, we 
will keep fighting back until every woman 
is able to access the care she needs with 
dignity and without barriers.
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Protect Speak Out Rise UpReject Repeal

The attacks are coming from all sides, and 
the threat to women’s access to abortion 
care is more pressing than ever. But abortion 
rights supporters are fighting back every step 
of the way. The National Partnership and its 
allies will continue exposing the lies – and 
liars – behind harmful abortion restrictions 
and anti-abortion rhetoric at all levels. 
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APPENDIX A: BIASED COUNSELING LAWS
The table below identifies the specific biased counseling laws in each state; it excludes states that have not passed any biased counseling laws.  
Thank you to the Guttmacher Institute for providing most of the state-specific data included here.

Provider must give or offer 
the following medically 
inaccurate or biased 
information:

AL AK AZ AR FL GA ID IN KS KY LA MI MN MS MO MT NE NC ND OH OK PA SC SD TX UT VA WV WI Total

Unfounded assertion 
that fetuses can feel pain • • • • • • • • • • • • • 13

Ideological assertions 
that personhood  
begins at conception

• • • • • • 6

False or biased 
information about 
medication abortion 

• • • 3

Erroneous statements 
about the impact of 
abortion on future 
fertility

• • • • 4

False links between 
abortion and breast 
cancer

• • • • • 5

Content emphasizing 
negative emotional 
responses to abortion

• • • • • • • • 8

Descriptions of all 
common abortion 
procedures

• • • • • • • • • • • • • • • • • • • • • • • • 24

Descriptions of 
fetal development 
throughout pregnancy

• • • • • • • • • • • • • • • • • • • • • • • • • • • • • 29

Total # of biased  
counseling restrictions 2 4 3 4 1 3 2 4 7 1 4 2 3 2 4 2 3 3 3 1 5 2 2 7 6 4 2 3 3

enjoined pending 
litigation

permanently enjoined

•

•
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Restriction Type AL AZ AR FL GA ID IN IA KS KY LA MI MS MO NE NC ND OH OK SC SD TX UT VA WV WI WY Total

Provider must offer or give 
patient information about 
obtaining ultrasound

• • • • • • • • • • • • • • 14

Provider must offer  
ultrasound procedure • • • • • • 6

Provider must offer 
opportunity to view 
ultrasound image if 
performing ultrasound 
procedure

• • • • • • • • • 9

Provider must perform 
ultrasound • • • • • • • • • • • • • • • 15

Provider must perform 
ultrasound and offer 
opportunity to view image

• • • • • • • • • 9

Provider must perform 
ultrasound, display image and 
decribe fetal characteristics

• • • • • • 6

Provider must perform 
ultrasound 24 hours in 
advance of abortion care

• • • • 4

Total # of ultrasound restrictions 2 3 1 2 2 2 3 3 3 2 3 2 2 2 2 3 1 3 3 2 1 4 3 4 1 3 1

enjoined pending 
litigation

permanently enjoined

•

•

APPENDIX B: ULTRASOUND REQUIREMENTS
The table below identifies the specific ultrasound requirements in each state; it excludes states that have not passed any ultrasound requirements.  
Thank you to the Guttmacher Institute for providing most of the state-specific data included here.

31b a d  m e d i c i n e :  h o w  a  p o l i t i c a l  a g e n d a  i s  u n d e r m i n i n g  a b o r t i o n  c a r e  a n d  a c c e s s



Type of restriction AL AZ AR DE FL GA ID IN IA KS KY LA* MA MI MN MS MO MT NE NC ND OH OK PA SC SD TN TX UT VA WV WI Total

Provider 
must delay 
abortion care 
by a specified 
number of hours

48 24 48 24 24 24 24 18 72 24 24 24 24 24 24 24 72 24 24 72 24 24 72 24 24 72 48 24 72 24 24 24 32

At least two 
clinic visits are 
required

• • • • • • • • • • • • • • • • 16

Total # of 
mandatory delay 
restrictions

1 2 2 1 2 1 1 2 2 1 2 2 1 1 1 2 2 1 1 1 1 2 1 1 1 2 2 2 2 2 1 2

enjoined pending 
litigation

permanently enjoined

•

•

APPENDIX C: MANDATORY DELAYS
The table below identifies the specific mandatory delay laws in each state; it excludes states that have not passed any mandatory delay laws.  
Thank you to the Guttmacher Institute for providing most of the state-specific data included here.

24 24 24 2472

*  An enacted 72-hour waiting period in Louisiana is not enforced pending litigation; 
the 24-hour waiting period is still in effect. 
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Type of restriction AL AZ AR IN IA KS LA MI MS MO NE NC ND OH OK SC SD TN TX WV WI Total

Provider is prohibited from administering medication 
abortion according to the most current standards • • • • • 5

Provider is banned from administering medication abortion 
via telemedicine • • • • • • • • • • • • • • • • • • • • 20

Total # of medication abortion restrictions 1 1 2 1 1 1 1 1 1 1 1 1 2 1 2 1 1 1 2 1 1

enjoined pending 
litigation

permanently enjoined

•

•

APPENDIX D: MEDICATION ABORTION RESTRICTIONS
The table below identifies the specific medication abortion requirements in each state; it excludes states that have not passed any medication abortion restrictions.  
Thank you to the Guttmacher Institute for providing most of the state-specific data included here.
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APPENDIX E: TRAP LAWS
The table below identifies the specific TRAP laws in each state; it excludes states that have not passed any TRAP Laws.  
Thank you to the Guttmacher Institute for providing most of the state-specific data included here.

Type of restriction NE NV NJ NM NY NC ND OH OK PA RI SC SD TN TX UT VA WA WI WY Total

Provider must have admitting privileges at a nearby hospital • • • • • • 11
Provider must have admitting privileges or an alternative 
arrangement • • • 10

Facility must have a transfer agreement with a nearby hospital • • • • • 8
Clinic must meet specifications comparable to ambulatory 
surgical centers • • • • • • • • • • 21

Clinic must satisfy specific facility requirements • • • • • • 14
Only physicians can provide abortion care • • • • • • • • • • • • • • • • • • • 41
Fetal tissue must be buried or cremated • 3
Total # of TRAP restrictions 2 1 1 1 1 3 2 3 5 4 1 4 3 4 5 4 1 1 3 1

Type of restriction AL AK AZ AR DE FL GA HI ID IL* IN IA KS KY LA** ME MD MA MI MN MS MO

Provider must have admitting privileges at a nearby hospital • • • • •
Provider must have admitting privileges or an alternative 
arrangement • • • • • • •
Facility must have a transfer agreement with a nearby hospital • • •
Clinic must meet specifications comparable to ambulatory 
surgical centers • • • • • • • • • • •
Clinic must satisfy specific facility requirements • • • • • • • •
Only physicians can provide abortion care • • • • • • • • • • • • • • • • • • • • • •
Fetal tissue must be buried or cremated • •
Total # of TRAP restrictions 5 1 3 4 1 2 1 1 1 4 5 1 3 3 6 1 1 1 4 1 5 4

enjoined pending 
litigation

permanently enjoined

•

•

*  In Illinois, some restrictions are governed by a consent decree. 

** Some restrictions are not currently in force pending litigation in Louisiana. 
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