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INTEREST OF AMICI CURIAE!?

Planned Parenthood Federation of America
(PPFA), the National Abortion Federation (NAF),
Physicians for Reproductive Health (PRH), the Abor-
tion Care Network (ACN), and their members provide
reproductive healthcare and education nationwide,
including to patients in Louisiana. They submit this
amici curiae brief in support of Petitioners in case
number 18-1323 and Respondents in case number 18-
1460.

PPFA is the largest provider of reproductive
health services in the United States. For over one
hundred years, Planned Parenthood has advocated
for access to health services, provided informed repro-
ductive health education, and offered comprehensive
reproductive care. One in five women in the United
States has chosen Planned Parenthood’s expert care
at least once.

NAF is the professional association of abortion
providers. NAF’s mission is to unite, represent, serve,
and support abortion providers in delivering patient-
centered, evidence-based care. NAF members include
individuals, private and non-profit clinics, Planned
Parenthood affiliates, women’s health centers, physi-
cian’s offices, and hospitals.

1 The parties have consented to the filing of this amicus brief. No
counsel for a party authored the brief in whole or in part. No
party, counsel for a party, or any person other than amici curiae
and their counsel made a monetary contribution intended to
fund the preparation or submission of the brief.
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PRH is a doctor-led non-profit whose mission is
to assure meaningful access to comprehensive repro-
ductive healthcare, including abortion. Since its
founding in 1992, PRH has been comprised of a net-
work of nationally recognized medical experts in abor-
tion, contraception, and healthcare access.

ACN is the national membership association for
community-based independent abortion care clinics,
which collectively provide the majority of abortion
care in the United States, serving three out of every
five people who has an abortion. By supporting inde-
pendent clinics, ACN works to ensure that every per-
son can access dignified, expert abortion care.

These organizations’ members know first-hand
that admitting privileges laws like Louisiana’s Act
620 are counterproductive. The stories they share in
this brief reveal what abortion care is actually like in
America: Providers across the country deliver high-
quality, compassionate abortion care to patients they
are committed to serving.

INTRODUCTION AND SUMMARY OF
ARGUMENT

Louisiana’s admitting privileges law is unconsti-
tutional for the same reason Texas’s identical law was
unconstitutional: It imposes significant burdens on
patients seeking abortion care with no countervailing
benefit. See Whole Woman’s Health v. Hellerstedt, 136
S. Ct. 2292 (2016).
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Louisiana can defend Act 620 only by misrepre-
senting the realities of abortion care and by challeng-
ing decades of precedent recognizing doctors’ standing
to assert the rights of their patients. Louisiana’s de-
fense of its admitting privileges law and its attack on
third-party standing are both rife with mischaracter-
1zations about physicians who provide abortion—in
particular, their interests and commitment to their
patients. The state impugns their motives, and the
court of appeals questioned their good faith. Amici
submit this brief to correct those mischaracteriza-
tions.

This brief conveys first-hand accounts from
healthcare professionals who provide abortion care.?2
Providers describe—in their own words—why they
provide abortion and their extensive efforts to obtain
admitting privileges so they can comply with the laws
that impose that medically irrelevant requirement.

The narratives in this brief highlight two central
points:

I. Medical professionals who provide abortion are
highly qualified and committed to protecting their pa-
tients’ wellbeing. They choose to provide that care be-
cause they know that abortion is among “the most
intimate and personal choices a person may make in

2 The narratives come from interviews conducted by amici coun-
sel. Each provider reviewed and approved his or her narrative.
The opinions expressed are the providers’ own and are not nec-
essarily shared by the institutions for which they work. Patients
have also consented to the use of their quotes.
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a lifetime, choices central to personal dignity and au-
tonomy, [and] central to the liberty protected by the
Fourteenth Amendment.” Planned Parenthood of Se.
Pa. v. Casey, 505 U.S. 833, 851 (1992). Patient welfare
motivates their decision to provide abortion in the
first place—they recognize that if they do not provide
this care, patients will lose access. The idea that the
interests of these physicians and clinicians are at
odds with the interests of the patients they serve is
untethered from reality. To the contrary, the compas-
sionate, patient-centered care they provide fosters a
close relationship between them and their patients.

I1. Physicians show their commitment to their pa-
tients by going to great lengths to satisfy state regu-
lations, including admitting privileges requirements.
That requirement does not further the purported
state interest in ensuring that physicians are compe-
tent—other state regulations, and clinics’ own rigor-
ous protocols, already guarantee that only qualified
clinicians treat patients. And contrary to the court of
appeals’ contention, physicians’ inability to obtain or
maintain admitting privileges is not due to a lack of
effort. Instead, forces beyond physicians’ control
stand between them and privileges: political interfer-
ence, abortion stigma, hospitals’ business motives,
and other reasons having nothing to do with patient
wellbeing.
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ARGUMENT

I. The Qualified Professionals Who Provide
Abortion Care Are Committed To Advancing
Their Patients’ Best Interests.

Being an abortion provider takes determination.
It takes years of medical training. It takes contending
with a raft of uniquely onerous and medically irrele-
vant restrictions. And it takes dedication to persevere
in the face of hostility, harassment, and sometimes
much worse.3 Medical professionals choose to provide
abortion because they believe that access to compe-
tent, compassionate abortion care is vital to their pa-
tients’ wellbeing, autonomy, and dignity.

In providing that care, clinicians forge close bonds
with their patients. Those connections—and the grat-
itude of their patients—motivate providers to con-
tinue their work and advocate for their patients even
beyond the clinical setting.

A. Providers are dedicated to protecting
patients’ health, wellbeing, and dignity.

Clinicians take different paths to abortion care,
but they all recognize that care is critical to their pa-
tients’ ability to control their destinies. See Casey, 505
U.S. at 856 (“The ability of women to participate
equally in the economic and social life of the Nation

3 See Joe Stumpe & Monica Davey, Abortion Doctor Shot to Death

in Kansas Church, N.Y. Times (May 31, 2009), https://ti-
nyurl.com/y8e24byb.
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has been facilitated by their ability to control their re-
productive lives.”). They provide abortion care, even
though it often comes at great personal cost, because
their patients need it.

*k%

Sarah Wallett, M.D., M.P.H.

Dr. Wallett completed her residency and a two-
year family planning fellowship at the University of
Michigan. She has provided abortion care and other
gynecological services in Tennessee, Kentucky, and
Michigan.

I was raised in a Christian home in Lexington,
South Carolina. My family went to church regularly,
and I was taught from childhood that it was my duty
to help people in need and leave the world a better
place than I found it. The compassion and empathy I
learned from my Christian faith are fundamental to
my work.

The patients I see every day are so clearly people
in need—and the medical care I provide them is both
life-changing and, in many circumstances, life-saving.
Throughout my medical training and residency, I saw
that women needing abortions were ostracized and
shamed by medical professionals who did not want to
participate in their abortion care. This treatment was
antithetical to the lessons from my faith upbringing
and my own ethos of how medical professionals
should treat their patients. I wanted to be a doctor
who would offer these women the care they needed
without judgment and stigma.
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Physicians who provide abortion care confront
many challenges—we face discrimination and hostil-
ity from protestors, other medical professionals, and
even sometimes our own families. We worry that our
children will be harmed because of our commitment
to caring for our patients. But I continue providing be-
cause I know that access to abortion is so important
for women and their families. I'm lucky enough to
leave work every day and know that I made a differ-
ence: I helped my patients take agency over their own
lives so they could live the life they want. That’s really
powerful. It’s a true privilege that my patients trust
me to be a part of that.

*k%

Bhavik Kumar, M.D., M.P.H.

Dr. Kumar provides abortion, gynecological, and
primary care in Texas. He attended medical school at
Texas Tech University and completed his residency in
family medicine at Montefiore Medical Center in New
York.

I view my purpose in life as helping other people,
and that is why I went into medicine in the first place.
But I didn’t know that I necessarily wanted to provide
abortions as part of my practice. Instead, that reali-
zation came to me over time.

Growing up in Texas, I saw first-hand what hap-
pens when teenagers lack access to accurate and com-
prehensive sex education: unwanted pregnancies.
Then, in medical school, I got involved with Medical



8

Students for Choice and learned more about abor-
tion—that it is a remarkably safe procedure, and that
there is a real shortage of providers, particularly in
the South and Midwest. I came to realize that abor-
tion care was something that I needed to provide, es-
pecially since I wanted to practice medicine in Texas.
I knew I would have the most impact on improving
the lives of my patients if I stepped up and provided a
service that was in short-supply in my home state.
Abortion care is simply where my services are needed
the most.

Every day I face barriers in providing this care to
my patients: I am harassed by protestors outside my
clinic, I have to give my patients a state brochure rid-
dled with inaccuracies, and I'm forced to show ultra-
sound images to patients regardless of their wishes.
But every day, I also meet patients who affirm why I
do this work. I know that I am making an impact on
their lives, helping them to access the care that they
need to live the lives that they want. I take real pride
in being a small but important part of my patients’
lives, helping them and supporting them as they nav-
1gate what can sometimes be a difficult process.

My patients’ stories are what drives me. People
are always going to need access to abortion. Things
happen. And I am trained and have the skills to pro-
vide this care. I feel like I have a duty to provide abor-
tion care at this point. Given the dire need for
additional abortion providers, it would be unethical
for me to stop doing this work. My patients need me.

*kk
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Yashica Robinson, M.D.

Dr. Robinson is a board-certified obstetrician-gy-
necologist (OB-GYN) who provides abortion, in addi-
tion to routine obstetric and gynecological services, in
Alabama. She attended medical school at Morehouse
School of Medicine and completed her residency at the
University of Alabama at Birmingham.

As a mother and a physician, abortion care is
deeply personal. I carry both of these identities with
me as I care for women and honor their decisions to
become parents or to terminate their pregnancies.

I know that women will have pregnancies that
end in different ways: some women will give birth to
a much-wanted baby, some will suffer a miscarriage,
and some will determine they do not want to have a
child at that time and decide to obtain an abortion. I
understand the complexity that goes into making
these choices. I became pregnant when I was in high
school. Because of my fear and lack of resources, I
didn’t confide in my mother or grandmother until it
was too late to have an abortion. I love my children
with all my heart, but everyone should be able to
make this decision for themselves.

It’s my job and my privilege to be there for all of
these women, and to provide them with the care that
they need at that particular point in their journey. I
have never questioned whether providing abortion
care should be part of my obstetrics practice. It’s part
of the spectrum of services women should be able to
access.
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These accounts echo those of other physicians,
who are driven by their conscience to provide the life-
changing care their patients need.

Dr. Lisa Perriera, who provides care in Penn-
sylvania: “I remember in medical school think-
ing about the shortage of physicians providing
abortion in this country and the impact that
has on women’s ability to access this critical
procedure. That convinced me that I needed to
learn how to provide abortion care. It is so ful-
filling to be able to offer a service that patients
are so appreciative to receive, that allows them
to decide they want to finish their college de-
gree or to not bring a fifth child into the world
when they are already struggling to make ends
meet with four.”4

Dr. Shanthi Ramesh, who provides care in Vir-
ginia: “The ability to help a patient to change
the trajectory of her life is extremely uncom-
mon in medicine. Our patients are able to fin-
1sh school, leave an abusive partner, or be a
better parent to a special-needs child because
of the care that we provide. That is really af-
firming—knowing the positive impact we have

4'The majority of patients who obtain abortions have given birth
before. See Jenna Jerman, Rachel K. Jones & Tsuyoshi Onda,
Characteristics of U.S. Abortion Patients in 2014 and Changes

Since

2008, Guttmacher Institute 7 (2016), https:/ti-

nyurl.com/yyzkwj4b (noting that, in 2014, 59% of abortion pa-
tients had at least one previous birth, and one third had two or
more births).
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on our patients’ lives sustains me through all of
the challenges in this line of work.”

e Dr. Douglas Laube, who has served as Presi-
dent of the American College of Obstetricians
and Gynecologists and who currently provides
care in Wisconsin: “I see this as an issue of
women’s self-determination. I want to protect a
woman’s ability to define for herself what her
life is going to be. What motivates me is my pa-
tients’ welfare.”

B. Physicians form close and meaningful
relationships with their patients.

Physicians’ deep commitment to their patients
translates into meaningful and often lasting connec-
tions with them. Louisiana portrays physicians who
provide abortion as callous toward, and even at odds
with, their patients’ best interests. That could not be
further from the truth, as both providers and patients
attest below.

These physicians support patients in making a
most intimate decision at what is, for some, a very dif-
ficult moment in their lives. The decision to have an
abortion implicates many dimensions of a person’s
life, including her physical health and psychological
wellbeing, relationships to partners, financial secu-
rity, and goals for herself and her family. “All these
are factors the woman and her responsible physician
necessarily will consider in consultation.” Roe v.
Wade, 410 U.S. 113, 153 (1973).



12

Conversations with patients are a critical part of
each visit, as Helen Weems, a provider in Montana,
describes:

I sit down with the patient and I ask them,
‘how is it for you to be here today? Then I
wait. After a pause, patients will tell me for
fifteen or twenty minutes about why they're
here, how theyre doing, and the thought
that’s gone into their decision. People feel
comfortable sharing their stories with us be-
cause everyone involved in their care treats
them with the utmost respect and kindness.

Julie Jenkins, a nurse practitioner who provides abor-
tions in Maine, concurs, noting the “strong connection
that patients form with the entire team at the clinic.
From the education team, to the clinician who pro-
vides the abortion, to the nurses in the recovery room,
every member of the team is deeply committed to sup-
porting our patients in the most compassionate, un-
derstanding, and patient-centered manner possible.”

Dr. Lisa Harris describes how these interactions
lead to close—and oftentimes lasting—connections
with her patients.

*k%

Lisa Harris, M.D., Ph.D.

Dr. Harris is a practicing OB-GYN, Professor of
Obstetrics and Gynecology, and Associate Chair of the
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Department of Obstetrics and Gynecology at the Uni-
versity of Michigan. She attended medical school at
Harvard University.

There is nothing more spiritually and emotionally
important to me than being able to accompany my pa-
tients when they need me the most. For me, providing
abortion care as part of my OB-GYN practice is a mat-
ter of conscience. It’s my job, and my duty, to be there
for patients when others don’t want to be. I often
think to myself, if I don’t do this work, who will?

Abortion is the model for person-centered care
that I aspire to in all other aspects of my practice. For
many of my patients and their loved ones, the first
medical setting in which they've been treated with
compassion and respect is the health center where
they seek abortion care. Because of the many struc-
tural barriers that our patients face in obtaining abor-
tion care, my staff and colleagues and I end up getting
to know the day-to-day details of our patients’ lives as
we make every effort to get them the care that they
need. I can’t tell you the number of times that we’ve
fit a patient into the schedule or arranged our day to
accommodate a woman so that she can get home in
time to meet her children at the bus stop after school,
or so that she doesn’t have to miss a day of work. This
kind of patient-centered care and genuine interest in
accommodating all of the needs of our patients, in a
really holistic way, is how medicine should be prac-
ticed in all settings, but often isn’t.

Moreover, so much of what we do as abortion care-
givers is restorative, reparative work for patients who
have been judged and abandoned on their path to us.
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We have patients who have been told by their prior
doctors that they are going to hell if they get an abor-
tion, and who then have to walk through a gauntlet of
protestors on their way into our health center. So part
of our job is comforting them, and making sure that
they know that they will not be judged or abandoned
by our staff. And because of the stigmatization of
abortion, it’s especially important to me that my pa-
tients know that I view them as a person, and that I'm
able to connect with them on a human level and learn
something important about their lives and what mat-
ters most to them during our time together.

My relationships with my patients and their loved
ones do not end at the conclusion of their visit. If a
patient has any questions after her procedure or
needs any follow-up, I'm available to her—I've given
my cell phone number to patients and their family
members so they can call me directly at any time. My
patients also regularly reach out to me to express
their gratitude for the skilled and compassionate care
that they received. I get “thank you” notes more often
from patients for whom I've provided abortion care
than from patients I've cared for in other contexts. I
think they reach out because they are so grateful that
they were able to obtain the care and compassion that
they needed from someone who prioritized their well-
being. In response to an opinion piece I recently pub-
lished in The New York Times,®> a few patients from
as many as 14 and 15 years ago reached out to me
with expressions of appreciation for the care they re-
ceived years ago. I was so humbled and touched—it’s

5 Lisa H. Harris, Opinion, My Day as an Abortion Care Provider,
N.Y. Times (Oct. 22, 2019), https://tinyurl.com/y4rgbus7.
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a real testament to the impact of this care, and the
depth of feelings and relationships that can grow from
it.

*kk

Dr. Ghazaleh Moayedi, a provider in Texas,
agrees that abortion care is the model of patient-cen-
tered medical care: “The people we care for often say
in their evaluation surveys that they were treated
with more kindness, compassion, and respect at our
office than in any other doctor’s visit they've ever
had.” Dr. Laube recounts that his health center “reg-
ularly receives handwritten notes from patients who
describe their visits as their most positive experience
with the healthcare system, thanking us for providing
a warm environment where everyone cares about
their wellbeing and never rushes them. They tell us
they feel seen, heard, and respected as individuals.”
Dr. Julia McDonald, a family medicine physician who
provides abortions in Maine, also notes that she and
her colleagues “are constantly getting letters from pa-
tients who are so grateful for the compassionate abor-
tion care they received.” Likewise, in the words of one
Planned Parenthood patient:

My experience was exceptional. I felt comfort-
able, welcome, safe, respected, but most 1m-
portantly [the staff] gave me the confidence
and tools to make my own decision. I was by
myself throughout this journey, but the kind
and knowledgeable staff did not make me feel
alone. We cracked jokes, they educated me,
but most importantly they gave me hope. For
me, Planned Parenthood was a lifesaver.
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These patients do not just send thank you notes—
many are compelled by their experience to begin vol-
unteering or even working for the health centers that
helped them. As one patient said: “Planned
Parenthood fought for me when I needed them, and I
will continue to fight for them in every way I can.” The
1dea that an abortion patient’s relationship with her
provider ends the moment she walks out the door is
sheer fiction.

*kx

Some physicians are so motivated to serve the
needs of patients that they travel out of state to pro-
vide abortion care to underserved areas. Dr. Meera
Shah, a family medicine physician, explains why she
travels from New York to Indiana:

If 'm not there, the center won’t open and
there are fifteen patients on the schedule who
will not get the care they need. It is not easy,
but I do it because I believe that people should
be able to decide what is best for them and
their families and should have agency over
their own bodies.

Dr. Fred Hopkins, who travels from his home
state of California to provide care in Arkansas,
agrees: “It can be so hard for people to find a doctor to
take care of them. I travel to Arkansas so that every-
one can have access to excellent care, no matter where
they live.” Dr. Chava Kahn also travels to provide care
in regions of the country with limited access. As she
explains, that doesn’t prevent her from connecting
with her patients.
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Dr. Chava Kahn, M.D., M.P.H.

After finishing medical school at Albert Einstein
College of Medicine, Dr. Kahn completed a family
planning fellowship at the University of Michigan.

After my fellowship, I worked for a number of
years in academic medicine providing full-spectrum
obstetrics, delivering babies and performing gyneco-
logical services. A few years in, I decided I needed to
cut back and be home more for my children. When 1
thought about the most meaningful part of my work—
what I didn’t want to give up—it was abortion care.
The work 1s so needed and so important.

Now I travel to a state in the South twice a month
to provide abortion care. The travel isn’t fun, and it
isn’t easy on me or my family. Every time I get into
an Uber headed to the clinic or walk past protesters,
I worry about my safety. But I do it anyway because
making the trip means patients are able to get the
care they need.

I care for my patients in a compassionate way. I
don’t just walk in, do a procedure, and leave. In this
line of work, it’s all about the patient connections. You
treat every patient as a human being and hear their
stories. You learn so much about each patient: how far
they’ve driven that day; why they’ve come in; where
their kids are now. Our patients face so many obsta-
cles to get to the clinic in the first place, and then they
have to walk through a line of protesters. I make sure
that when they get inside, I'm warm and accepting of
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them, and that they know I'm a provider they can talk
to. There aren’t many opportunities in medicine
where you're able to support your patients as they
take agency over their own lives, and I get to do that
multiple times a day.

*k%

Providers’ connection with their patients not only
motivates them to continue providing care, it also
drives them to stand up for patients outside of the
clinical setting. In Dr. Lisa Perriera’s words, “My job
is to be my patients’ voice when they aren’t comforta-
ble speaking themselves.” Dr. Colleen McNicholas
feels the same way.

*k%

Dr. Colleen McNicholas, D.O., M.S.

Dr. McNicholas completed a residency and fellow-
ship in OB-GYN at Washington University in St.
Louis School of Medicine. She was previously an As-
sociate Professor in the Department of Obstetrics and
Gynecology at Washington University School of Medi-
cine and currently provides abortion care in Missouri,
Kansas, Illinois, and Oklahoma.

People often ask why I provide abortion care and
why I advocate for my patients, despite the seemingly
endless obstacles. My answer is always the same: Be-
cause I have the opportunity—the privilege, really—
to interact with patients at such a critical time in
their lives and to witness how abortion access changes
their lives for the better.
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As in any field of medicine, it isn’t the quantity,
but quality, of time spent with patients that matters.
It’s being there for them with true sincerity and em-
pathy. There are very few opportunities in medicine
for physicians to have such an intimate interaction
with patients and provide care that affects them so
profoundly. Technically, the procedure for most is
simple to perform, but it can be life changing for pa-
tients. An abortion gives patients the chance to get
back to life, to reimagine what their lives are, could
be, or should be. Some of the most meaningful connec-
tions I have had with patients have come while
providing abortion care, granting me a small part in
the self-empowerment of my patients on their way to
futures they see for themselves.

For many, a completed abortion brings great re-
lief and immense gratitude. There are hugs, and
tears, and so many “thank yous.” Patients send letters
of gratitude sometimes years later, sharing pictures
of the babies they've had when they were ready to
have them, stories of their journey to advocacy, and
sometimes my favorite, a copy of their diploma—all
symbols of the dreams they were able to achieve be-
cause they could access abortion care.

These experiences stay with me. They are why I
not only provide abortion care, but also advocate for
abortion access. Whether it is in print, in legislative
halls, or courtrooms, I am committed to serving the
needs of my patients.

The law should not force individual patients to
share their private stories in court or anywhere else.
People decide to obtain abortions because parenting
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is not right for them at that moment, whether that’s
because of financial insecurity, health and wellness
concerns, care-giving responsibilities, or needing to
finish their education. Our patients are doing the best
they can despite the intersecting challenges of their
lives. They often aren’t aware of the various laws that
limit access to abortion, and even if they were, they
shouldn’t have to take on the additional responsibility
of filing a lawsuit. But for physicians like me, laws
restricting access are always front of mind, and we see
the impact they have on our patients. We should be
able to stand up for our patients and against those re-
strictions.

*k%

Providers strive to support their patients any way
they can, both inside and outside the clinical setting.
Indeed, many would like to develop longer-term clini-
cal relationships with their abortion patients by offer-
ing full-scope OB-GYN care. But as Dr. McNicholas
knows, unjustified state regulations sometimes pre-
vent them from doing so: “Any perception that this is
an abbreviated relationship is a consequence of how
we’ve been forced to practice by regulation.” Targeted
regulations of abortion providers and the stigma ac-
companying them often force physicians to silo abor-
tion care. Dr. Wallet explains that it is her “impossible
dream” to be able to provide abortion care as part of
an OB-GYN practice: “But when I started practicing
in Kentucky, I learned that I had to make a choice: I
couldn’t continue providing full-scope OB-GYN care
at the hospital where I was working and also provide
abortions. And I knew that the patients who needed
me the most were those who needed abortions.”
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In states without those restrictions, abortion
practice can be seamlessly woven into full-spectrum
healthcare, as done by Dr. McDonald (Maine) and Dr.
Shah (New York). Jessica Dieseldorff, a nurse practi-
tioner who provides abortion care in California, re-
ports:

Patients who come in for an abortion often
end up getting other health services from us,
like setting up a birth control method. And, of
course, some of our abortion patients are
preexisting patients of Planned Parenthood.
Because of California’s progressive laws,
we're able to integrate abortion as part of rou-
tine healthcare, which is really gratifying.

These stories about physicians’ and clinicians’ un-
flagging commitment to their patients’ wellbeing are
typical. The relationship between provider and pa-
tient 1s one of trust, compassion, and care.

II. Physicians Strive In Good Faith To Obtain
Admitting Privileges, But Are Stymied For
Medically Irrelevant Reasons Beyond Their
Control.

Providers’ commitment to their patients’ welfare
leads them to go to great lengths to comply with state
regulations, even when they are medically unneces-
sary. Admitting privileges laws are a paradigmatic
example of an unjustified requirement, but one that
providers nonetheless make every effort to satisfy.

Louisiana contends that such laws are needed be-
cause clinics do not check physicians’ credentials or
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qualifications, and that “the process for obtaining ad-
mitting privileges serves to vet physician compe-
tency.” Conditional Cross Petition 12-13, 4. Neither
assertion is true.® As explained below, physicians are
already thoroughly vetted. And hospitals deny physi-
cians admitting privileges for reasons having nothing
to do with these providers’ qualifications and no mat-
ter how hard physicians try to acquire them.

Lori Williams elaborates on the methodical care
she and her staff take to ensure that physicians meet
the highest possible standards.

*kk

Lori Williams, M.S.N., A.P.R.N.

Ms. Williams is the clinical director and nurse
practitioner at Little Rock Family Planning Services
(LRFP), which, like the Plaintiff clinic, is a member of
NAF. She is responsible, among other things, for su-
pervising staff and ensuring that LRFP complies with
all laws, regulations, and internal policies.

Our physicians usually come to us through a re-
ferral, either through NAF or other physicians we
work with. We always talk with their past colleagues
and employers to make sure there are no concerns
about their past medical practice.

6 Nor do admitting privileges ensure that patients receive conti-
nuity of care in the exceedingly rare instances of emergencies.
See, e.g., Brief for Amici Curiae American College of Obstetri-
cians and Gynecologists et al. in Support of Petitioners (No. 18-
1323) (Dec. 2, 2019).
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An extraordinary amount of work then goes into
onboarding a new physician. It starts with obtaining
a state license, if the physician doesn’t already have
one. I cannot begin to explain how rigorous the licen-
sure process 1s for Arkansas and Louisiana (I've done
both). We also have to submit an application for mal-
practice insurance, which reviews any possible previ-
ous malpractice cases. And there are other regulatory
applications, like for the federal Drug Enforcement
Administration. The application processes collectively
have an extraordinary scope of review, including rig-
orous checks of physicians’ background and refer-
ences that speak to the quality of their care.

On top of that, new physicians are always trained
and regularly supervised to ensure they are proficient
in all relevant procedures. And all practitioners are
subject to oversight, including by the State of Arkan-
sas, which conducts unannounced inspections multi-
ple times a year. NAF also routinely sends at least
two clinicians to spend several days observing our
physicians and each type of patient care. They review
our protocols and examine our records—all to be sure
that we comply with NAF’s rigorous guidelines and
standards. And they follow up to ensure we meet our
goals.

*%%

As Ms. Williams explains, clinics are not solely re-
sponsible for ensuring that physicians are competent.
Existing state processes (including physician and
clinic licensing requirements), combined with clinics’
additional protocols, are more than enough to guaran-
tee that abortion care is safely provided, and that any
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shortfalls are promptly addressed. See Doe v. Bolton,
410 U.S. 179, 199 (1973) (“If a physician is licensed by
the State, he is recognized by the State as capable of
exercising acceptable clinical judgment.”); Roe v.
Wade, 410 U.S. 113, 166 (1973) (“If an individual prac-
titioner abuses the privilege of exercising proper med-
ical judgment, the usual remedies, judicial and intra-
professional, are available.”); see, e.g., La. Rev. Stat.
§ 40:1061.10(A)(1) (physician  licensure); id.
§§ 40:2175.4, 40:2175.6 (facility licensure); id.
§ 40:2175.6(D), (F) (on-site 1inspections); id.
§ 40:2175.6(G) (facility license revocation).

*k%

There is no need for any further vetting of physi-
cians’ qualifications to determine whether they are
qualified to provide abortion care in an out-patient
setting. Even if there were, admitting privileges re-
quirements would not meet it.

Physicians providing abortion care jump through
every hoop to obtain (and maintain) privileges in
states that require privileges, but they are stymied for
reasons having nothing to do with the quality of their
care or their competence to provide it. Their persis-
tent, good-faith efforts are frustrated by forces beyond
their control. Sometimes the obstacles are prerequi-
sites, like guaranteeing a certain number of admis-
sions per year, which “have nothing to do with ability
to perform medical procedures.” Whole Woman’s
Health v. Hellerstedt, 136 S. Ct. 2292, 2312 (2016). Of-
ten opposition to abortion prevents physicians from
obtaining or maintaining privileges, no matter how
qualified they are. Sometimes it is both, as Dr. David
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Eisenberg experienced when he attempted to satisfy
a Missouri law that requires, among other things,
abortion providers to have admitting privileges at a
nearby hospital.

*k%

David Eisenberg, M.D., M.P.H.

Dr. Eisenberg is a board-certified OB-GYN. He is
Director of Benign Gynecology at Barnes Jewish Hos-
pital and Associate Professor in the Department of Ob-

stetrics and Gynecology at Washington University in
St. Louis School of Medicine.

I am able to maintain admitting privileges at a
hospital in St. Louis because that is where my OB-
GYN practice is and where I teach. But I also wanted
to provide abortion care at Planned Parenthood
health centers in Joplin and Springfield to prevent pa-
tients from those towns from having to make the over
200-mile one-way trip from these cities to access care
at our health center. And they have to make this
lengthy trip twice to comply with the state’s 72-hour
waiting-period law. But I could not obtain privileges
at any of the hospitals near Joplin or Springfield, as
the law required.

Joplin has two hospitals close enough to our
health center. The first one required all privileged
physicians to reside and maintain an office within 15
minutes of the hospital. But I live in St. Louis, hun-
dreds of miles away, so I would not qualify for privi-
leges. Indeed, short of picking up my entire family and
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moving to Joplin, there was no way I could ever sat-
1sfy this policy.

I couldn’t obtain privileges at the second hospital
in Joplin because it required that all privileged phy-
sicians use the hospital in a manner consistent with
the Ethical and Religious Directives for Catholic
Health Facilities. The Directives state that abortion
is never permitted. Because I have a deeply held belief
that providing women’s healthcare requires that I
provide comprehensive patient-centered care includ-
ing abortion and I would only use the hospital to treat
my abortion patients (if any such treatment was ever
needed), I couldn’t satisfy that policy.

In Springfield, there were also two hospitals
within the law’s geographic range. The first never
even responded to my request for the hospital bylaws,
despite multiple efforts to get ahold of them. And that
hospital also adheres to the Directives, so I wouldn’t
have been able to obtain privileges there even if they
had responded.

Things initially looked promising at the other hos-
pital in Springfield. The staff said they were im-
pressed with my resume and even told me about open
positions in their practice groups. However, when I
explained that I was not seeking full-time employ-
ment with the hospital but would instead provide out-
patient care at Planned Parenthood, the hospital
stopped responding to me. It was clear I could never
meet the hospital’s requirements anyway. The hospi-
tal requires physicians to complete a period of provi-
sional status, during which the physician’s work in
the hospital is proctored by staff physicians. Because
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abortion is extremely safe, I would not have enough—
and probably not any—patients who need care in the
hospital. The hospital also requires physicians to find
another physician on staff to provide coverage for pa-
tients. But that is next to impossible due to the local
community’s hostility to abortion. I know because I
reached out to a number of other physicians in the
community, including one who previously served as
our associate medical director in Springfield, and was
told by all of them that while they supported access to
abortion care and would treat any patients needing
care, they could not be affiliated with me or Planned
Parenthood because they felt it would hurt their clin-
1cal practice.

Since we couldn’t provide abortion care in Joplin
or Springfield, patients in those cities are unable to
access care at health centers in their communities
and must instead travel to access care. That is no
small feat, especially for patients with limited re-
sources. The travel delays them from accessing care—
1t means that some women are too far along in their
pregnancies to access medication abortion and pushes
others into the second trimester. It’s incredibly frus-
trating to impose these kinds of unnecessary burdens
on my patients.

*%%
Dr. Wallett also faced obstacles obtaining and

maintaining admitting privileges when she began
providing care in Tennessee.

*kk
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Dr. Wallett (continued from Section I.A)

When I moved to Memphis to provide abortion
care, a big worry was whether I would be able to sat-
1sfy the state’s law requiring abortion providers to
have admitting privileges. Thankfully, since I had
been working as a generalist gynecologist at a hospi-
tal prior to the move, I had done a wide enough vari-
ety of procedures in the prior year to qualify on paper.
But even then, persuading any hospital in Memphis
to grant admitting privileges to a physician providing
abortions took an enormous amount of leg work. The
CEO of the Planned Parenthood affiliate met with all
the hospital systems in Memphis, attempting to as-
suage their concerns about the backlash they would
face if they were to grant me privileges. After much
back and forth, finally one hospital agreed to give me
limited-scope privileges so that I could begin work.

But there was a catch. They said that in order to
keep my privileges, I would need to treat enough pa-
tients at the hospital. I tried really hard to find pa-
tients so that the hospital would not revoke my
privileges. But working as a full-time abortion pro-
vider, I had no patients to admit because there were
never any complications that warranted hospital
care. The hospital also wanted me to perform specific
procedures at the hospital, including a hysterectomy.
As time went by, I hadn’t found any patients that
needed a hysterectomy. Those cases simply don’t pre-
sent in the largely young, healthy patients I see. I
ended up resigning those privileges before they could
be revoked because I knew I was never going to be
able to meet the hospital’s conditions for maintaining
them.
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I currently practice in Michigan, where admitting
privileges are not required. But I have serious con-
cerns about whether I'd ever be able to get admitting
privileges again. On top of the general hostility to-
wards abortion providers, I now have a gap where I
haven’t had any admitting privileges that I would
need to justify on any future applications. I've also
now provided exclusively reproductive healthcare and
abortion for the past four years. As a result, I haven’t
performed the wide range of procedures most hospi-
tals require for privileges. If providers like me are pre-
vented from providing abortions because of admitting
privileges laws, we run the risk that patients around
the country will be unable to access abortions.

*k%

These experiences are not unique. Molly Oakley-
Rizzo recounts a Kansas clinic’s painstaking efforts to
obtain admitting privileges for its physicians.

*kx

Molly Oakley-Rizzo

Ms. Oakley-Rizzo is the chief operating officer of
Trust Women, a network of clinics with locations in
multiple states, including one in Wichita, Kansas.

Our physicians made every effort to obtain privi-
leges to comply with a Kansas law. They couldn’t ob-
tain them for multiple reasons.

Some hospitals would not grant privileges to our
physicians unless we found doctors who already had
privileges to be our backups. We couldn’t find a single
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backup. Even physicians who were sympathetic re-
fused to publicly affiliate with an abortion clinic for
fear of having their privileges revoked.

Other hospitals required the physician to be a
member of the community, which our physicians
could not satisfy since they all fly in from out of state.
We tried to find in-state physicians to provide abor-
tion care, but the murder of Dr. Tiller in Wichita in
2009 has made it impossible for us to recruit any in-
state physicians.

The Catholic hospitals were also a non-starter:
They told us they would never grant privileges to phy-
sicians who provide abortions.

Thankfully the admitting privileges law in Kan-
sas was enjoined before it went into effect—if it had
not been blocked, we wouldn’t have been able to pro-
vide care to our patients.

*k%

It can be particularly difficult for qualified physi-
clans to secure privileges at state-supported hospi-
tals, owing to opposition to abortion. Consider Dr.
McNicholas’s experience in Missouri, one of the states
most hostile to abortion access.

*k%

Dr. McNicholas (continued from Section 1.B)

Although there is currently just one abortion
clinic left in Missouri (in St. Louis), that wasn’t al-
ways the case. Not long ago, I was also able to provide
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abortion care in Columbia. I could do that because I
had privileges at the nearby state-university hospital,
which satisfied Missouri’s admitting privileges law.
But when anti-choice legislators realized I had those
privileges, they held the university’s funding hostage:
They threatened that if the hospital didn’t find a way
to revoke my privileges, they would cut its funding. In
response, the hospital decided to discontinue the class
of privileges it had granted me.

The only remaining class of privileges available
required that I contribute to the hospital’s mission,
such as by engaging in clinical practice. Because abor-
tion care is so safe, it was incredibly unlikely I would
ever engage 1n clinical practice at the hospital. I ap-
plied for those privileges anyway, making the case
that I should be given privileges since I was the only
abortion provider in the area and my services would
benefit the community.

After my application was denied, I undertook a
lengthy and unsuccessful appeal. The physicians and
administrators on the appeals panel acknowledged
that I was qualified and in fact an expert in my field.
But they simply couldn’t grant me privileges, even
though they had no doubt about my competency.

I also tried to get privileges at the other hospital
within the distance required by Missouri’s law, but it
required that I identify a backup provider with privi-
leges. Clinic staff reached out to all the physicians
they knew with privileges, but not one was willing to
be my backup because hostility to abortion and retal-
1ation against abortion i1s so pervasive in Missouri
that they couldn’t bear the risks of coming forward.
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As illustrated by the accounts in this brief, physi-
cians don’t, as the Fifth Circuit said, “largely s[it] on
their hands” when it comes to satisfying states’ medi-
cally unnecessary admitting privileges requirement.
Pet. App. 41a. They actively pursue privileges. And
their inability to obtain (or maintain) them has noth-
ing to do with their good faith or their competency.
Instead, factors entirely out of their control—namely,
prerequisites that are not relevant to patient care, or
hostility to abortion—can doom them to failure, no
matter how hard they try. Nothing about this coun-
terproductive exercise 1s “reasonably related to ma-
ternal health.” Roe, 410 U.S. at 164.

Amicus Planned Parenthood knows all too well
that Louisiana is not motivated by patient health. A
Planned Parenthood affiliate has built a state-of-the-
art facility in New Orleans to provide abortion care to
patients in Louisiana, but the state has unconstitu-
tionally refused—for three years running—to even act
on 1its application for a license. See Planned
Parenthood Gulf Coast, Inc. v. Gee, No. 18-176, slip
op. at 4, 20-21 (M.D. La. May 23, 2018). Louisiana’s
intransigence is motivated solely by its desire to block
access to abortion care.

The same is true of Act 620’s admitting privileges
requirement. Amici’s experience confirms that admit-
ting privileges laws play no meaningful role in ensur-
ing that providers are qualified or in protecting
patient health. All these laws do is shut out compe-
tent providers and deny patients the care they need.
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Andrea Ferrigno, the corporate vice president of
Whole Woman’s Health, has seen firsthand the toll
admitting privileges laws take:

When Texas’s law went into effect, our clinics
shut down because our doctors could not get
privileges, even though we tried our hardest.
We had patients saying to us, “I'm here, I
want this procedure, why can’t you do it?” And
we had to tell them there was nothing we
could do. For those patients who could not
travel to get an abortion elsewhere, their lives
were completely changed. And even those who
could travel were hurt in irreparable ways.
These laws prevent and delay our patients
from getting the care that they need. The
despair and humiliation from that never goes
away.



34

CONCLUSION

For these reasons, the decision of the court of ap-
peals should be reversed.
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E. Joshua Rosenkranz
Counsel of Record
Jennifer M. Keighley
Rachel G. Shalev
Alexandra Bursak
ORRICK, HERRINGTON &
SUTCLIFFE LLP
51 West 52nd Street
New York, NY 10019
(212) 506-5000
jrosenkranz@orrick.com

December 2, 2019



	TABLE OF AUTHORITIES
	INTEREST OF AMICI CURIAE0F
	INTRODUCTION AND SUMMARY OF ARGUMENT
	ARGUMENT
	I. The Qualified Professionals Who Provide Abortion Care Are Committed To Advancing Their Patients’ Best Interests.
	A. Providers are dedicated to protecting patients’ health, wellbeing, and dignity.
	B. Physicians form close and meaningful relationships with their patients.

	II. Physicians Strive In Good Faith To Obtain Admitting Privileges, But Are Stymied For Medically Irrelevant Reasons Beyond Their Control.
	CONCLUSION

