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Kansas is a key offender, with 
multiple abortion restrictions that 
bear no relationship to medical 
standards; impede health care 
providers’ efforts to provide high 
quality, patient-centered care; and 
take decision-making away from 
women. These restrictions punish 
women – particularly women of color 
and low-income women who face 
multiple disparities and structural 
barriers that increase their likelihood 
of experiencing the harm caused by 
obstacles to abortion care.2 

In June 2016, the U.S. Supreme 
Court struck down two onerous 
Texas abortion restrictions in Whole 
Woman’s Health v. Hellerstedt. In that 
decision, the Court made clear that 
politicians are not allowed to make up 
facts in order to justify restrictions on 
abortion – unfortunately, a common 
practice in many states. That opinion 
strengthened the 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.3 In 2018, 
the well-respected, nonpartisan 
National Academies of Sciences, 
Engineering, and Medicine released 
a definitive report making clear the 
harms that medically unnecessary 
abortion restrictions cause to women 
around the country.4 Despite these 
clear legal and scientific strikes 
against bad medicine laws, Kansas 
has not taken any steps to remove 
from its books laws that disregard 
evidence and interfere with a 
woman’s ability to obtain this care. 

This issue brief details how Kansas 
politicians legislate bad medicine. 
It highlights examples of laws 
that undermine quality abortion 
care by interfering in the patient-
provider relationship and advancing 
an ideological agenda that flouts 
medical evidence and scientific 
integrity.5 Taken collectively or 
individually, these Kansas laws create 
significant burdens on a woman’s 
access to abortion care. 

 

Across the country, politicians are enacting anti-abortion 
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. 
Bad Medicine: How a Political Agenda Is Undermining 
Abortion Care and Access, a 2018 report by the National 
Partnership for Women & Families, documents this trend.1 
The report finds that a large majority of states have one 
or more of these “bad medicine” laws.  

How a Political Agenda Is Undermining   
Abortion Care and Access in Kansas
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MANDATORY PROVISION OF 
BIASED INFORMATION. 

Under Kansas law, providers are 
required to give women state-
drafted materials that include 
biased, inaccurate and misleading 
information, such as the unfounded 
assertion that a fetus at 20 weeks 
gestation can feel pain6 and that 
“survival rates for infants born at 24 
weeks have been reported as high 
as 81%.”7 Both of these statements 
are at odds with prevailing medical 
evidence on fetal development.8 
The Kansas written materials also 
imply there is a false link between 
abortion and breast cancer,9 despite 
numerous studies finding that no 
such link exists.10 Additionally, they 
contain unnecessary statements 
about the impact of abortion on 
future fertility, ideological assertions 
of embryonic and fetal personhood, 
descriptions of all common abortion 
procedures and descriptions of 
fetal development throughout the 
pregnancy rather than information 
about the gestational age relevant 
to the woman’s pregnancy.11 Finally, 
the written materials contain content 
emphasizing negative emotional 
responses to abortion,12 even 
though it is well documented that an 
“overwhelming majority” of women 
feel relief after, and do not regret 
having, an abortion.13 

Patients rely on their health care 
providers to give them accurate 
information based on medical 
evidence and their health needs, 
not on politicians’ ideology. When a 

Kansas’s bad medicine laws include:
state requires a health care provider 
to give information that is not based 
on scientific evidence or the interests 
of the patient, the patient can no 
longer trust that she is receiving the 
best possible care. That, in turn, 
diminishes the trust that is essential 
to the patient-provider relationship 
and undermines a woman’s ability to 
make informed medical decisions.14 

ULTRASOUND 
REQUIREMENTS. 

In Kansas, prior to an abortion, 
health care providers who administer 
an ultrasound must offer the 
woman the opportunity to view the 
ultrasound image.15 Providers who 
use heart rate monitoring equipment 
prior to an abortion must also offer 
the woman the opportunity to 
listen to any fetal heartbeat, and 
she must sign a form stating she 
accepts or rejects this offer.16 These 
requirements directly undermine a 
provider’s ability to make health care 
decisions with a patient based on 
what is medically appropriate in her 
particular circumstances;17 instead, 
politicians have inappropriately 
substituted their judgment as to the 
best course of care. Furthermore, 
by singling out abortion providers 
for political interference in the 
patient-provider relationship, Kansas 
lawmakers reveal these requirements 
are motivated not by concern 
for women’s health but rather by 
a desire to communicate their 
opposition to abortion, and further 
complicate women’s access to care.

PROVISION OF 
INFORMATION ABOUT 
FAKE WOMEN’S HEALTH 
CENTERS.

Kansas law requires providers to 
give patients a state-created “list 
of providers of free ultrasound 
services . . .”18 as well as a list of 
“agencies which offer alternatives 
to abortion . . .”19 This may require 
providers to share with patients a 
list of anti-abortion facilities, known 
as fake women’s health centers, 
which shame and lie to women to 
try to prevent them from accessing 
abortion care. 

MANDATORY DELAY  
IN CARE.

Under Kansas law, a patient must 
wait 24 hours after receiving biased 
information before being allowed 
to obtain abortion care20 and then 
must wait an additional 30 minutes 
after initially seeing the provider at 
her appointment21 – despite the fact 
that such a delay serves no medical 
purpose and actually undermines 
the provision of care.22 Mandatory 
delays are designed to single out 
women seeking abortion care, 
implying they are unable to make 
informed decisions.23 These laws can 
make abortion care more difficult 
and expensive to obtain.24 Women 
are confident in their decision to 
have an abortion,25 and mandatory 
delay laws only serve to postpone 
their care. 
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BAN ON PROVIDING 
MEDICATION ABORTION  
VIA TELEMEDICINE. 

Though this restriction is currently 
blocked, Kansas prohibits the 
provision of medication abortion via 
telemedicine, disregarding medical 
evidence demonstrating that it is safe 
and improves access,26 especially for 
individuals in rural or underserved 
areas.27 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.28 Studies 
comparing medication abortion 
provided in person with those 
provided via telemedicine show 
equivalent effectiveness and similar 
rates of positive patient experience.29 
As the American College of 
Obstetricians and Gynecologists 
(ACOG) has noted, the two types of 
visits are “medically identical.”30 

HOSPITAL ADMITTING 
PRIVILEGES AND RELATED 
REQUIREMENTS. 

Until this restriction was blocked by a 
Kansas state court in 2011,31 Kansas 
law required abortion providers 
to maintain admitting privileges 
with a hospital within 30 miles of 
where they provide abortions.32 
Admitting privileges can be difficult 
or impossible for abortion providers 
to secure for reasons that have 
nothing to do with a provider’s 
skills.33 Some hospitals only grant 
admitting privileges to physicians 
who accept faculty appointments.34 
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.35 Some hospitals 
only grant privileges to physicians 
who live within a certain radius of 
the hospital.36 And hospitals that 
adhere to religious directives that 
run counter to established medical 
standards37 may refuse to grant 
privileges to abortion providers.38 
Moreover, admitting privileges 
requirements for abortion providers 
are unnecessary because of the way 
modern medicine is practiced. Not 
only are emergency rooms required 
to admit and treat any patient with 
an emergent condition,39 but they 
rely on in-hospital doctors or on-call 
specialists to provide care on-site – 
not outside physicians.40 A Kansas 
state court blocked this law in 2011,41 
and the U.S. Supreme Court struck 
down a similar law in Whole Woman’s 
Health in 2016.42 

PHYSICIAN-ONLY 
REQUIREMENT. 

In Kansas, abortion care – including 
medication abortion – can only be 
provided by a physician.43 This is 
despite evidence that advanced 
practice clinicians, such as nurse 
practitioners, certified nurse-
midwives and physician assistants, 
can safely and effectively provide 
abortion care and do so in other 
states.44 This Kansas law ignores the 
extensive training that advanced 
practice clinicians have in providing 
primary health care, managing 
chronic conditions and providing 
procedures that are more complex 
than abortion.45 The law further 
ignores the fact that highly regarded 
organizations like ACOG recommend 
the pool of abortion providers be 
expanded to include “appropriately 
trained and credentialed advanced 
practice clinicians . . .”46 

TARGETED FACILITY 
LICENSING REQUIREMENTS. 

Though these provisions are 
currently blocked by a Kansas state 
court, state law requires abortion 
clinics to meet unnecessary and 
burdensome facility licensing 
specifications, some of which 
are similar to those required of 
Ambulatory Surgical Centers 
(ASCs).47 ASCs are designed for the 
delivery of complex and invasive 
surgeries historically provided 
in hospital settings.48 In the 
Whole Woman’s Health decision, 
the U.S. Supreme Court found 
“considerable evidence . . . that 
the statutory provision [in Texas] 
requiring all abortion facilities to 
meet all surgical-center standards 
does not benefit patients and is 
not necessary.”49 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,”50 an 
assertion since reinforced by a large-
scale scientific study that confirmed 
that abortions provided in office-
based settings are just as safe as 
those provided in ASCs.51 The Court 
also found that patients “will not 
obtain better care or experience 
more frequent positive outcomes” 
at ASCs.52 The Court determined 
that abortion procedures were “safer 
than numerous procedures that 
take place outside hospitals and 
to which [the state] does not apply 
its surgical-center requirements[.]” 
Despite the decision, Kansas still has 
in place some requirements similar 
to the ones struck down in Texas.
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Health care providers should not be 
forced to choose between following 
their medical and ethical obligations 
to their patients and following the 
law. However, that is exactly what is 
happening in Kansas. Numerous laws 
in Kansas directly interfere in medical 
decision-making and undermine 
the patient-provider relationship by 
usurping providers’ medical judgment 
and ignoring patients’ needs and 
preferences. It is time for those of us 
who oppose government interference 
in our most personal decisions to 
combat these bad medicine laws by 
standing up for medically accurate, 
patient-centered care that takes 
politics out of the exam room. 

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

Conclusion
• 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 physician-only 
and admitting privileges 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. 

• 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 in Kansas is able 
to access the care she needs 
with dignity and without 
barriers. 

Reject Speak OutRepeal Protect Rise Up
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