
To the Ohio House Health Committee: 

My name is Alicia Thompson, DO, MPH, FACOG, and I am providing this testimony in 
support of House Bill 347, the Share the Health and Empower With Informed Notices (SHE 
WINS) Act. As an obstetrician‑gynecologist practicing for over fifteen years, with 
experience in military, academic, and community practice, it is my professional opinion 
that this bill establishes an appropriate, medically sound framework for informed consent 
prior to elective abortion in Ohio. For these reasons, I respectfully urge you to support its 
passage. 

Qualifications and experience 

I am a Diplomate of the American Board of Obstetrics and Gynecology and a Fellow of the 
American College of Obstetricians and Gynecologists (FACOG). I currently practice general 
obstetrics and gynecology, providing comprehensive reproductive health care for women 
throughout their lives. 

Previously, I served as an Assistant Professor of Obstetrics and Gynecology in Dayton, 
Ohio, where I supervised and taught residents and medical students in outpatient, 
inpatient, and surgical settings. I also served on active duty in the United States Air Force 
as an attending obstetrician‑gynecologist at Wright‑Patterson Medical Center, attaining the 
rank of Major and caring for both routine and high‑risk obstetrical and gynecologic patients, 
while serving in hospital quality and education roles. 

In these roles, I have participated extensively in informed-consent processes for obstetric 
and gynecologic surgeries, medical treatments, and procedures of varying complexity and 
risk. I have also been involved in teaching trainees how to obtain appropriate informed 
consent in accordance with ethical and legal standards, including the need to individualize 
counseling to each patient’s level of understanding and circumstances. 

Informed consent as a medical process 

At its core, meaningful consent requires clear communication, individualized 
understanding, and time for reflection. In modern medical practice, informed consent is 
not a signature on a form but an ongoing communication between clinician and patient. 
That process requires the physician to clearly explain the nature and purpose of the 
proposed intervention, the reasonable alternatives—including the option of no treatment—
and the material risks and benefits of each. The patient must then be free to make a 
voluntary decision without coercion. 

For consent to be genuine, the material facts must be communicated in a manner the 
particular patient can comprehend, taking into account age, education, language, 



emotional state, and cognitive capacity. A “one‑size‑fits‑all” approach is inadequate, and 
informed consent is not achieved when risks are minimized, omitted, or framed in 
technical language that a reasonable patient cannot be expected to understand. Across 
surgery and procedural medicine, this discussion routinely begins days or weeks in 
advance, giving patients time to absorb information, ask questions, consult trusted 
advisors, and reflect on their choices. 

Elective abortion is a procedure with implications for immediate physical health, future 
fertility, later pregnancy outcomes, and psychological well‑being. It is therefore medically 
appropriate that the informed‑consent standards for abortion should be at least as robust 
as those applied to other elective procedures with comparable or lesser risk. HB 347 aligns 
informed‑consent practice for abortion with these widely accepted principles by specifying 
the information that must be provided, requiring that it be communicated in a form the 
woman can understand, and confirming that her decision is voluntary and free from 
coercion. 

Medical reality and materiality of listed complications 

Section 2317.58(A) of HB 347 enumerates a series of potential complications of abortion 
procedures and abortion-inducing drugs. In my professional judgment as a board-certified 
obstetrician-gynecologist, these complications are medically real, well-recognized in 
obstetrics and gynecology, and material to a reasonable woman’s decision whether to 
proceed with an abortion. 

From a physical standpoint, the bill’s list of complications—such as hemorrhage, infection, 
uterine or cervical injury, retained products of conception, need for additional surgery, and, 
in rare cases, death—is consistent with complications described in standard obstetric and 
gynecologic references and reported in the medical literature. While the absolute risk of 
some of these complications may be low in experienced hands, their potential severity—
including loss of fertility, need for transfusion, additional surgery, or prolonged 
hospitalization—makes them material to a patient’s decision. For medication abortion, 
complications such as incomplete abortion requiring surgical completion, ongoing 
pregnancy, hemorrhage, infection, and failure to diagnose an ectopic pregnancy are well-
documented clinical concerns that can have serious consequences if not recognized and 
treated promptly. 

In addition, a significant body of peer‑reviewed research has examined possible 
associations between induced abortion and later reproductive and mental‑health 
outcomes. Studies have reported associations between prior induced abortion and 
increased risk of subsequent preterm birth and low birthweight, particularly with repeated 



abortions. Other large studies have found that some women experience increased rates of 
depression, anxiety, substance abuse, and suicidal behavior following abortion, and that a 
subset report persistent or delayed psychological distress or regret. Although 
methodological debates exist, the consistent finding that a non‑trivial proportion of women 
experience significant emotional or psychological sequelae makes these outcomes 
clinically relevant and, in my view, material risks that warrant disclosure. 

Because these physical, reproductive, and psychological complications are real and 
potentially serious, a reasonable woman deciding whether to have an abortion would 
consider them important in weighing her options. It is therefore my professional opinion 
that informed consent cannot be adequately obtained unless these complications are 
disclosed in a form and manner that the woman can understand, with the opportunity to 
ask questions and receive clear, accurate answers. HB 347’s requirement that the 
physician provide detailed verbal and written information about these risks, and certify that 
questions have been answered completely and satisfactorily, is consistent with good 
medical practice and with what many women reasonably expect when making a decision 
of this magnitude. 

Reasonableness and necessity of the 24-hour reflection period 

Section 2317.58(B)(1) and (2) of HB 347 require that the informed-consent discussion and 
provision of written information occur at least 24 hours before the abortion, and expressly 
allow this to be done in person, by telephone, or by virtual meeting. In my experience with 
other elective procedures, it is common—and often preferred—for informed-consent 
discussions to begin days or weeks in advance, precisely to give patients time to process 
complex information and consider their options carefully. Against that backdrop, a 
minimum 24-hour interval is medically modest. 

From a clinical and ethical standpoint, a 24-hour reflection period serves important 
functions. It allows a woman to: 

• Reflect without the immediate pressure of a same-day procedure. 

• Discuss the information with trusted family members, partners, or advisors if she 
wishes. 

• Consider alternatives such as parenting, adoption, or additional social and medical 
support. 

• Reassess her decision in light of newly understood risks and possible long-term 
implications. 



Because HB 347 permits the informed‑consent encounter to occur by telephone or virtual 
meeting, the 24‑hour requirement does not necessitate an extra in‑person visit or, in most 
cases, added burdens such as lost wages, transportation, or childcare. Rather, it functions 
as a reflection period embedded within a flexible, patient-centered communication 
process. In my professional opinion, this is reasonable and necessary to ensure that 
consent is genuinely informed and voluntary, and it does not, in itself, stigmatize abortion. 
Instead, it acknowledges that abortion is a serious, often difficult decision, and grants 
women the same respect for deliberation that is routinely afforded to patients considering 
other significant medical interventions. 

In other fields of medicine, a defined period between the consent conversation and the 
procedure is recognized as enhancing autonomy rather than undermining it. HB 347’s 24-
hour requirement is consistent with that principle and with long-standing practice in 
surgical and procedural care. It simply ensures that a woman has adequate time to 
understand, reflect on, and freely choose whether to proceed after receiving 
comprehensive information tailored to her needs. 

Conclusion 

In summary, as a board-certified obstetrician-gynecologist with experience in military, 
academic, and community practice, it is my expert opinion that: 

• The complications listed in Section 2317.58(A) are real, medically recognized risks 
of abortion procedures and abortion-inducing drugs, and they are material to a 
reasonable woman’s decision whether to undergo an abortion. 

• Informed consent for abortion cannot be adequately obtained unless these 
complications, and reasonable alternatives, are disclosed in a way the woman can 
understand, with sufficient opportunity for questions and reflection. 

• The 24-hour requirement in Section 2317.58(B)(1) and (2) is a reasonable, necessary 
reflection period that is consistent with standard medical practice for significant 
elective procedures and does not stigmatize abortion. 

HB 347 advances patient autonomy and safety by ensuring that women considering 
abortion receive the same level of informed consent routinely afforded to patients facing 
other serious medical decisions. For these reasons, I respectfully urge the Committee to 
support House Bill 347, the SHE WINS Act. 


