
Chairperson Schimidt, Vice-Chair Deeter, and Ranking Member Dr. Somani, thank you for 
accepting my testimony in opposition to House Bill 324. My name is Ellena Privitera and I am a 
fourth-year medical student in Columbus. I am grateful for the opportunity to speak on behalf of 
myself today, thanks to the graciousness of my preceptors who have allowed me to leave so that I 
might be able to talk with you about the harms of this bill.  
 
I am here because I care deeply for patient care and safety. I am especially concerned that H.B. 
324 disregards the expertise of medical professionals in Ohio and will place unnecessary burdens 
on patients, providers, and Ohio government agencies. I do not think there is evidence to say that 
the provisions of House Bill 324 will meaningfully address issues of patient safety. 
 
This bill tasks the Ohio Department of Health to come up with a list of medications which have a 
greater than 5% risk of a specific list of adverse events. When I think of medications commonly 
prescribed via telemedicine that might require additional monitoring by a clinician, I think of 
anti-coagulants, psychiatric medications, controlled substances, and those which cause Qt 
prolongation (of which there are many – like Zofran or antibiotics). However, I struggled to find 
evidence that any of these common prescriptions meet the specifications of this bill.  
 
The only medication regimen that I could find as a potential fit was an anticoagulant triple 
therapy which is so uncommon and specialized that it has never come up in my training and is 
unlikely to be something I would ever manage independently as a future primary care provider. 
Requiring burdensome in-person visits for initiation and follow-up does not have merit without 
evidence that it will improve patient safety. Furthermore, the percentage cut off and adverse 
effects listed in House Bill 324 appear to be arbitrary. They do not encapsulate the range of 
potential adverse effects of commonly prescribed medications, nor do they acknowledge the 
nuance of care that happens via telemedicine.  
 
When discussing which medications are appropriate to offer and in what modality, my mentors 
and I consider things like patient history, demographics, their monitoring needs, and their access 
to services and support, as well as what recommendations or guidelines exist from regulatory 
authorities and specialty organizations. 
 
House Bill 324 has the potential to cause harm. Mandates from the legislature on how medical 
care is provided interferes with the doctor-patient relationship, stopping medical professionals 
like me from providing individualized care based on patients’ needs. It will cause delays and 
increased costs for care. 
 
Furthermore, directing the ODH to come up with a list of medications to restrict based on 
insurance claims data surrounding arbitrary parameters represents a significant, unnecessary 
logistical and financial burden. It could lead to biased conclusions which don’t account for the 
real risks patients and providers weigh when making decisions about prescriptions. 
 
For example, proponents of this bill have almost exclusively mentioned mifepristone as a 
dangerous medication that should be restricted. They reference a self-published document from 
The Ethics and Public Policy Center which used insurance claims data as part of its 
methodology. It was not peer-reviewed and has a variety of flaws that make any conclusions 



drawn by the authors highly questionable and not reliable. There is a lack of transparency on the 
data source, meaning the study lacks reproducibility. The analysis does not account for 
confounding variables, meaning that the adverse events authors attributed to mifepristone could 
have been from other medical problems patients were having. 
 
Under the supervision of licensed professionals, I have provided telemedicine abortion 
counseling services to several patients during a rotation in another state. Like any other 
medication or procedure, I facilitated informed consent conversations which involve the risks, 
benefits, and alternatives.  
 
Peer-reviewed research published in well-known scientific journals has consistently shown that 
mifepristone is safe and effective, whether in-person or via telemedicine. There is no evidence 
that requiring a patient to have an in-person appointment with a physician increases the safety of 
the medication.  
 
The alternative to medication abortion with mifepristone is to continue a pregnancy, or to use a 
less-effective regimen to induce an abortion or to manage a spontaneous abortion. The risks 
associated with these alternatives are significant. Pregnancy transforms a person’s body, causing 
changes to several organ systems. Being pregnant increases a person’s risk of bleeding, life-
threatening infections, sepsis, and death. All these potential adverse events are also included on 
the list of events this bill seeks to address. The chances of these negative events happening to a 
pregnant person are much higher without access to abortion care through regimens like 
medication abortion with mifepristone.  
 
This brings me to several important questions I have for you.  
 

• If the bills’ proponents are basing their claims on reports which lack scientific rigor and 
are ignoring overwhelming evidence that contradicts them, what evidence do legislators 
have to take away important resources from the ODH, State Medical Board, and other 
agencies to implement this law?  

• How will the ODH collect data to determine which medications need to be on this list, 
and how will we be sure that the evaluation is genuinely reflective of risk?  

• When new evidence comes out regarding the listed medications, how will that evidence 
be evaluated?  

• What is the process for this list be updated and addended? 
• How will clinicians like me be made aware to changes in rules? 
• What penalties will exist if physicians or our patients don’t follow them? 
• Mail-order pharmacies and telehealth make it convenient for patients to get care – 

imagine the burden on PCP’s and psychiatrists (who we already have a shortage of) 
trying to book more appointments to evaluate and follow up with patients. What will this 
mean for elderly and disabled patients who rely on these systems to get care, if their 
medications show up on the list? How will we support patients and practices to manage 
the burden of additional visits/examinations and cover the increased costs? 

My concerns should make you question the utility of a blanket restriction such as this one. 
Politicians are not well-suited to make medical decisions. This law presents a significant 



challenge for ODH and for future physicians like me, who simply want to provide quality care to 
patients without interference from the government. 
 
Ultimately, the people bearing the consequences is our patients, who deserve access to timely 
care and nuanced recommendations from their doctors. Having worked at an abortion clinic prior 
to the passage of the Ohio Reproductive Freedom Amendment, I have seen firsthand how 
restrictions on mifepristone have caused unnecessary delays on patients’ care, causing them to go 
through unwanted procedures and even unwanted pregnancies.  
 
As a medical student, I’ve also seen firsthand the amazing impact of telemedicine to improve 
peoples’ access to preventative care as well as adherence to treatment for chronic diseases.  
 
I don’t think our legislators should be dictating physicians’ scope of practice on the basis of junk 
science being pushed by anti-abortion extremists. It is wasteful to ask our government agencies 
to be spending potentially millions of dollars trying to meet the demands of this bill, especially 
without any evidence that it will meaningfully improve peoples’ lives. I urge you to vote no on 
this bill.  
 
Thank you for your time and consideration. 
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