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I appreciate Members of the Ohio Senate Health, Human Services, and Medicaid Committee for 
considering my testimony as an interested party. 
 
My name is Dr. Alison Norris. I earned my MD from Yale University in 2008 and my PhD in 
epidemiology from Yale University in 2006. I was a postdoctoral fellow at the Johns Hopkins 
Bloomberg School of Public Health from 2008-2011. Since that time I have been a faculty 
member at the Ohio State University.  I am a tenured associate professor in the College of 
Public Health and the College of Medicine.  
 
Today I am representing myself as a private citizen of Ohio. My testimony is based on my 
expertise as a scholar and researcher, and on the epidemiologic scientific literature. I am not 
representing Ohio State or any other organization.   
 
Telemedicine uses communication technologies to deliver healthcare services and information 
remotely. Telemedicine has been used to great success to reduce the burdens in providing 
health care to people throughout the world for many different health conditions.  Banning 
telemedicine risks increasing the burdens. 
 
Abortion is one of the most common and safe kinds of care that women receive. Telemedicine 
for abortion care has been shown to be safe and effective, and, if we consider what is best for 
women and families in Ohio, telemedicine abortion should continue to be available in Ohio. My 
concern, as a public health doctor, is for the safety of patients and for improving their access 
to high quality health care.  Telemedicine for abortion is safe, increases access, and maintains 
excellent quality of care. Telemedicine is used throughout the world by doctors and advance 
practice clinicians to provide patient assessment, counseling, medication distribution, and 
clinical guidance.1,2,3   
 
The provision of telemedicine varies by location – in some places, like Ohio, a clinic-to-clinic 
telemedicine model is available for abortion care; in others, a direct-to-patient model is 
available. In the clinic-to-clinic model, a patient goes to a health care center to receive tests and 
then has a videoconference with an off-site physician who prescribes medication that is 
dispensed to the patient at the clinic. Follow up care usually occurs at the same clinic. In the 
direct-to-patient model, a patient receives necessary testing at a health care center, 
videoconferences with a remote provider from home, fills their prescription for medication 
from a pharmacy, and completes follow up care at a health care center. Both are safe. 
 
The use of telemedicine in abortion care is currently allowed in Ohio, a state with serious 
geographic barriers to abortion and other reproductive health care. (The Appalachian region 
of the state has particularly few sites for comprehensive reproductive health care).4    Because 



Ohio law requires that patients undergo state-directed in-person counseling at least 24 hours 
prior to an abortion, telemedicine cannot be used for initial counseling. Telemedicine can be 
used for subsequent abortion medication distribution. At least 24 hours after an in-person visit 
with a physician, two Ohio abortion clinics provide care whereby patients access abortion 
medications at a remote clinic site that could otherwise not provide abortion services. This 
means that those locations can dispense medication abortion to patients without a physician 
on site. Physicians located at other sites in Ohio use video communication to answer questions 
and to oversee medication administration. Follow up occurs in the same way that in-clinic 
abortion care occurs.  
 
In January of 2020, State Bill 260 was introduced; if this becomes law, physicians would be 
required to be present for medication administration, thus prohibiting telemedicine in abortion 
as it is currently practiced in Ohio.5,6  
 
As an epidemiologist and a doctor, I am qualified to tell you that Medical abortion via 
telemedicine is safe, effective, highly acceptable to both patients and providers.7,8,9,10,11,12  
The best evidence we have says that bans on telemedicine abortion are medically 
unjustified13.  Like all of us considering this bill, I care about women in Ohio having the highest 
quality of care, and the most fair access to care.  
 
Telemedicine improves access to quality care.  Telemedicine lowers the barriers to access, so it 
can serve to lower the gestational age at which patients obtain their abortion.14 Clinical 
outcomes for telemedicine abortion have the same excellent safety profiles as in-person 
models of care. 9 Both in-person abortion and telemedicine abortion are among the safest 
medical procedures performed in America.15 Both clinic-to-clinic9 and direct-to-patient16 
telemedicine abortion models for care are safe, effective, efficient and satisfactory for 
patients.7  
 
Because telemedicine abortion is so safe and cost-effective, it has the potential to improve 
service delivery and quality of care.  Telemedicine abortion offers convenience and 
confidentiality. Other researchers have found that telemedicine abortion can improve “safety, 
patient-centeredness, timeliness and geographic equity” in care.8 In other countries, like 
Australia which have broadly implemented telemedicine for abortion provision, doctors have 
found that these services are “effective, safe, inexpensive and satisfactory” and particularly 
beneficial to people in rural areas of the country. 17 Telemedicine can increase access to safe 
and affordable health care. 
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