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         The waiting is what we both remember most about our abortions. Waiting for the tests to tell us our fate. Waiting for the clinics to answer the phone. Waiting for our appointments. Waiting in the waiting room. Endless waiting. For Regina, it was waiting to get an appointment after her ob-gyn turned her away matter-of-factly because that doctor didn’t provide abortions. Then it was waiting one more day after Regina’s initial appointment for her abortion because the Planned Parenthood clinic ran out of pills. The waiting turned to irritation, jealousy, and anger because the other patients who were called before her got their abortions. For Renee, the waiting was an excruciatingly emotional pain. Although she scheduled her appointment less than an hour after the pregnancy test turned positive, the week she had to wait for that appointment brought stress and sorrow. She considered throwing herself down the stairs or drinking a dangerous amount of Incredible Hulk (a mix of Hennessy and Hpnotiq; yes, it was 2005) in hopes of causing a miscarriage. That would save a few hundred bucks and have the whole ordeal over with immediately. When she made it to the clinic, the hours of waiting for her appointment moved to jealousy of a white teen who reluctantly sat beside her overbearing mother and inattentive boyfriend. At the very least, she had two people waiting with her, while Renee had none. It wasn’t the abortions that made us feel this way; it was the less-than-ideal circumstances that made us feel unsupported and alone during a defining moment in our lives. 

         
         By all basic standards we had “good” abortion experiences: our clinics were nearby; we were able to afford them; we had thoughtful,
            trained providers; we weren’t interrogated or questioned by anyone; we experienced no complications; and we had the abortions
            we wanted. Yet, both of our “good” experiences still felt harder than they needed to be.
         

         
         What if, after the at-home pregnancy test turned positive, Renee could have gone back to the pharmacy where she bought the
            test and picked up abortion pills to take immediately, or what if she could have had the abortion at the pharmacy’s walk-in
            clinic (similar to walk-in urgent care)? What if Regina’s ob-gyn, who confirmed her pregnancy, had just provided Regina with
            the medication to take in the comfort of her home or performed a same-day procedure instead of sending her to an entirely
            different clinic? Or what if we had had abortion pills in our medicine cabinets before we needed them, similar to how we stock
            pain relievers in anticipation of a headache?
         

         
         It can feel challenging or even frivolous to imagine what “good” abortion care should look like when so many people dream
            of the ease of care we accessed or, even worse, some never receive their abortions at all. But we have to push past that impasse
            and stop settling for good enough. We need to end the struggle altogether and build toward abortion liberation.
         

         
         So much of our society tells us that abortions are bad and that people who have abortions did something wrong: from the protesters shouting at us and providers looking down on us when we need care, to insurance companies deeming coverage nonessential and governments dictating who has an acceptable enough reason for care. We can even feel it from our loved ones who may declare their support for abortion rights but bristle when we tell them that we are considering one ourselves. This phenomenon is called abortion stigma: a shared belief that abortion is morally wrong and socially unacceptable. It manifests in every imaginable way; it’s the air we breathe. All of us, no matter what we believe about abortion, contribute to it. It lives in us, and it takes time to dismantle. Abortion stigma affected each of our abortion experiences. We felt stigmatized for needing and wanting an abortion, while also feeling the pressure to not let our families and ourselves down by continuing a pregnancy in a situation that wasn’t ideal. 

         
         Despite being raised by a Black single mother, Regina felt pressure not to have a child within a new relationship that might
            not last and could lead to her parenting on her own. Mama’s baby, papa’s maybe. Even at twenty-nine, with a full-time job and her own apartment, she worried about societal judgment should she become a
            single mom on her own. As a nineteen-year-old, Renee knew she wasn’t ready to become a parent, and she felt the judgment of
            political messages reprimanding teen parents, for ruining both their own lives and the lives of their children. Even though
            Regina and Renee knew loved ones who made different parenting decisions, such as becoming single parents or young parents,
            and, although some of them struggled, they were anything but unfit parents. But still these messages in the news, politics,
            and television impacted us. Black scholar Patricia Hill Collins calls these stereotypes “controlling images”: the negative
            ideas that come into our heads based on racialized and gendered narratives and that influence how we as a society see these
            groups of people based on the ideas of the dominant group, white people.
         

         
         For Black people and many people of color, our reproductive decisions aren’t straightforward. They are compounded by racial
            stereotypes, in particular “misogynoir,” a term coined by Black queer feminist scholar Moya Bailey to describe the prejudices
            and discrimination uniquely faced by being women and Black. These tropes include the “welfare queen,” President Ronald Reagan’s
            conjured-up image of a Black mother who doesn’t contribute to society and lives with her children off of taxpayer dollars
            (read: white people’s money). Stereotypes of teen parents or single mothers of color are portrayed as broken, undesirable
            parenting situations to be avoided at all costs, rather than an integral part of our society throughout history. No matter
            what, our reproductive decision-making is stigmatized, limiting our free will and community support, instead inviting judgment
            and isolation based on who we are.
         

         
         What would it look like to create a society in which everyone receives unbiased, factual information about our options and support that affirms that we know what is best for our own lives? What would it look like if every pregnancy decision was met with support and understanding? That is the world we are building toward—a world in which we achieve reproductive justice, upholding the right to bodily autonomy that people of color deserve, regardless of our parenting decisions. This world doesn’t yet exist, but it doesn’t have to be a fantasy. 

         
         We believe liberating abortion is central to building that world.

         
         Liberation is the act of freeing ourselves from repression. For us, it’s a vision in which everyone is able to have their
            abortions, free from shame, stigma, oppression, and struggle. It’s a vision where abortions are quite literally free—no cost,
            available to everyone, everywhere, whenever they need it. Our abortions are fully supported and met with unconditional love
            and understanding. But our vision is bigger than the abortion rights limited by the landmark Roe v. Wade and Planned Parenthood v. Casey decisions—two US Supreme Court cases that protected abortion access in the United States but not for everyone. As we will
            outline in this book, those rights were never enough, and not real for too many people—that was by design. Although the Roe decision legalized abortion during a portion of pregnancy, it never actually put the power of the decision in the hands of
            those of us who needed abortions, instead giving the legal right to perform an abortion to doctors and governments. Radical
            abortion activists of the 1970s and ’80s argued that our liberation was never going to come so long as abortions were under
            the discretion of medical institutions and the government. 
         

         
         Unfortunately, since the conservative justices on the Supreme Court overturned these rulings in their Dobbs v. Jackson Women’s Health Organization decision in June 2022, pro-choice Democrats have argued simply to “restore” Roe. If we re-create the same system, we will get the same outcome. That is not the future of abortion access we are demanding when we say “abortion liberation.” What we know from our own abortions as well as our work organizing on behalf of people who have abortions (in Renee’s case) and editing or reporting on abortion access (in Regina’s case) is that even before the Dobbs ruling, and subsequent Supreme Court decisions, obtaining an abortion legally in the United States was hard. 
         

         
         We believe liberation will never come so long as certain types of families and types of parenting are privileged over others.
            It is not possible for us to receive our liberation from the Supreme Court, an institution that exists to maintain order and
            power structures. We cannot continue to beg the powers that be for crumbs when it’s politically convenient for them; they’ve
            never gone above and beyond to act in our best interests, especially for people having abortions. 
         

         
         *  *  *

         Abortion care today is available only to those who are physically able and can afford to travel to access it—with the support
            of abortion funds, community networks, or their own bank accounts. This system leaves countless people to fend for themselves
            while abortion activists fight like hell to get abortion pills and accurate information about available resources, legal or
            otherwise, to those who need it most.
         

         
         
         This moment feels uniquely complicated for people of color. For us, access to most things has always been disparate and challenging.
            People of color are the canaries in the coal mines: whatever bad happens, happens to us first. While we were not always the
            face and leadership of the abortion rights movement, we have had to bear the brunt of the antiabortion rhetoric shaming us
            for having abortions and for having children. Yet few centered our needs in the fight for reproductive rights. What feels
            frustrating is that if advocates and policymakers had centered people seeking abortions—the majority of whom are people of
            color—we might have been more successful in maintaining and expanding access to abortion. 
         

         
         In the fifty years it took the antiabortion movement to overturn Roe v. Wade, just as activists promised to do, there were opportunities for pro-choice leaders and lawmakers to make abortion liberation
            a priority, but they failed to do so. Instead of dismantling the societal systems, which could free us all, they worked to
            maintain abortion stigma and hierarchies that upheld class and racial oppression. They scapegoated abortion patients, Medicaid recipients, teens, and people later in pregnancy to achieve short-term electoral wins. But abortion wasn’t all they didn’t defend. They said little when Black and Brown people were being criminalized for miscarriages, stillbirths, and substance use during pregnancy; had their families separated at border crossings; saw entire generations eradicated in genocide; and watched their children die at the hands of police, armed with budgets handed to them by pro-choice legislators. 

         
         Our belief in abortion liberation builds on the radical vision of reproductive justice, a human rights framework building
            a world where all of us can maintain personal bodily autonomy, and have the right to have a child or not have a child and
            parent our children in safe and sustainable communities. The twelve Black women who dreamt up this framework understood that
            our reproductive liberation would not be found in any court and that politicians would always wield laws harming our families
            to uphold white supremacy, colonialism, and capitalism. In Liberating Abortion, we are putting renewed focus on this framework as the nation comes to terms with not having a national right to abortion.
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         Reproductive justice brought the two of us together ten years ago. We met when Regina became Renee’s editor while Regina worked at Rewire News Group, a news outlet reporting about reproductive health, rights, and justice issues. Renee wrote for Rewire as part of Echoing Ida, a community of Black women and nonbinary writers who believe the “way to right wrongs is to turn the
            light of truth upon them,” as their namesake Ida B. Wells put it. Renee and Regina bonded over their abortions. Regina was
            inspired by the way Renee was outspoken about her abortion, not long after Regina had her own; Renee was one of the first
            Black women Regina had known who spoke frankly about the connections between abortion access, stigma, and systemic racism,
            whether at rallies or in pithy op-eds criticizing pro-choice organizations for being ineffective or not centering the needs
            of people who have abortions. At the time, Renee was growing her work as an abortion storyteller, trying to meld her belief
            in storytelling narratives as liberation with racial justice. She was inspired by Regina’s ability to use writing to help
            people envision ideas that had not yet existed and to unearth history and data to create a new way forward. When we talked
            with each other about our abortion experiences, we identified with each other’s feelings of loneliness and isolation due to
            the lack of honest and positive narratives of Black people who had abortions. We wanted more, but we weren’t yet sure what
            it was. Reproductive justice as a framework offered us a path forward.
         

         
         Within reproductive justice, we could bring our whole selves to the conversation. We could interrogate the systems that made
            our abortions what they were and the internalized and competing feelings we had about our lives, and we could dream of a world
            in which we could be supported more on the next go-around. Reproductive justice invited curiosity. It encouraged us to research
            our histories, both in books and in our own families. When we had our abortions, we thought we were among the only women in
            our families to have had abortions, but it turned out that many other relatives had had abortions. It’s just that few were
            talking about it.
         

         
         We felt alone in our experiences, but we didn’t need to.

         
         As we delved deeper into reproductive justice research and storytelling, we became more curious about what other histories were being left untold. As more abortion restrictions swept the nation, mainstream news outlets were finally starting to cover the story of abortion in the United States but were doing so through a narrow lens that left out the whole stories of the people who have the majority of abortions. Context and history were missing. Abortion was framed as if it had always been a regretful, isolated act, despite overwhelming evidence that our ancestors were having abortions for thousands of years and did not see them as stigmatizing or shameful, and despite research showing that many people have abortions, for many different reasons, and their stories are not necessarily sad or traumatizing. Most of us feel relief after our abortions. And yes, there are people who can and do have complicated feelings—and even regret them—but in our experience (and according to research), the reason was that they didn’t feel the abortion was truly their decision, they didn’t have emotional support throughout their experience, or they did not have the social safety net support or resources to continue the pregnancy as they wanted. That’s a lot of missing context and a different narrative that indicts our systemic inequities as a cause. 

         
         We also wondered about the names of the activists of color whose stories weren’t being told because, as the thinking goes, “abortion is a white girls’ issue.” We found that the movement for abortion rights and the news media leaned too heavily on convenient, regurgitated stories rather than doing the work to tell the whole picture of the people of color who have abortions and what factors contributed to their decisions. This oversight becomes erasure of historic contributions and traditions. At least a dozen books have been written about Margaret Sanger, a white nurse who opened the first birth control clinic in the country in 1916, later founding the American Birth Control League, a precursor to Planned Parenthood, in 1921. Several have been penned on Ann Trow Summers Lohman, a white English immigrant midwife and entrepreneur, better known as Madame Restell, who created and sold her own abortion pills in the late 1800s in defiance of the burgeoning antiabortion laws. But, we wondered, where were the Black and Brown midwives, nurses, and healers who served our communities? And why weren’t we told their stories? 

         
         We knew they had to exist. And they did. Over the course of our research, we read newspaper coverage on the trials of Mildred
            Campbell, a Black midwife in Washington, DC, who provided abortions in the late 1800s and was arrested half a dozen times
            but never convicted, even by all–white male juries. We sat at the feet of Marie Leaner and Sakinah Shannon Ahad, two Black
            revolutionaries who organized in Chicago and were the two Black members of Jane, a group of women who provided abortions in
            the late 1960s until it was legalized nationwide. We spoke with Dr. Toni Bond, one of the twelve founding mothers of the reproductive
            justice framework, learning about how her abortions brought her to this vision that guides our lives. Reproductive justice
            icon Luz Marina Rodriguez told us the stories of Puerto Rican women harmed by birth control experimentation and sterilization
            that brought her to this work. The connection to this pain in all of our communities grew the reproductive justice movement.
            We were honored to talk to four sitting members of Congress, three of whom had more than one abortion but hadn’t talked about
            it publicly until this book. We learned from activists who are reviving Indigenous practices and building on traditions and
            lessons from around the world. We sifted through hundred-year-old archival documents, searched high and low for old magazines,
            and read more books than we can recall. We interviewed over fifty people of color, asking for the smallest of details so we
            could bring you inside their experiences to feel a connection. With very few exceptions, all of the scholars, researchers,
            lawyers, advocates, and television writers we spoke to for this book have had abortions. And we interviewed people like you—people
            who have and have had abortions and care for others seeking abortions. We anchor each chapter in stories because that’s what
            connected us and that’s what we must pass on from generation to generation.
         

         
         Through these stories, we saw ourselves in history. We saw ourselves as leaders in the movement to liberate abortion—because
            it is our movement. It always has been.
         

         
         Our goal with this book is to write our experiences back into the history and future of abortion liberation so that it is no longer a question of what our role is or has been. There is a whole spectrum of people of color who get abortions, and to overlook us is to erase not only the current generation but also our ancestors who had abortions freely, without permission or apology. This erasure creates another generation of people who are taught to be ashamed of their bodies and ignorant of their sexuality, and who are denied the nation’s promise to its citizens that all are created equal and with the foundational right to life, liberty, and the pursuit of happiness. We invite you to join us in rejecting that behavior and rhetoric with love. This book is a love letter to all of you who have had abortions and haven’t yet seen your stories reflected in books about abortion. It is an invitation to all who seek a better understanding of freedom and how you want to see it manifested in your life. It is a corrective to centuries of misogyny and racism, and a counter to the stigma flooding at us from all angles. 

         
         We also have an ask of the people of color reading this book: you, too, have a role to play in retelling the history of abortion
            by claiming your voice and writing yourself back into this movement. It’s not always easy, but thankfully a number of us are
            already doing it, offering a path to follow, and new leaders are emerging every day, showing us what might happen if all our
            voices are offered equal weight.
         

         
         In Liberating Abortion, we paint a picture of the reproductive future we deserve, and our vision centers the experiences of people of color who have had abortions. Over a dozen people share their personal stories in chapter 11 (“What to Expect When You’re Expecting an Abortion”), bringing a collective voice. Abortion stories are vulnerable and powerful testimonies and they should never be thrown around to fit political agendas or talking points. We believe abortion stories are the key to unlocking the past and building a liberated future. When you hear someone’s abortion story, you’re bearing witness to their soul, listening to their struggles, and all they have triumphed. That’s why we believe abortion storytelling is so critical to this work—it’s a testimony that cannot be denied and forces us to reckon with the status quo that must be revolutionized. We feel so lucky that those who shared their abortion stories with us for this book did so with compassion and courage. All that they shared should be heard with an empathetic ear and held with a compassionate embrace. 

         
         *  *  *

         White supremacy has intentionally blocked other possible paths forward, making it difficult, if not impossible, for people
            of color to imagine the world we are fighting for. But, as Charlene A. Carruthers pointed out in her manifesto Unapologetic: A Black, Queer, and Feminist Mandate for Radical Movements, it is within the tradition of our people that we continue reviving the Black radical tradition of dreaming and working toward
            the future we want. Enslaved Black people saw and fought for collective freedom and liberation. Indigenous people looked seven
            generations ahead toward a better future. Our book contributes to the canon of reproductive justice work by moving the conversation
            forward.
         

         
         The book starts by getting back to basics. Because of unfounded fears about our bodies and sexuality, many of us weren’t taught
            about the birds and the bees in medically accurate ways. We’ll break down what happens when the egg and sperm meet, how fertilization
            goes down, the ins and outs of a spontaneous abortion (also known as a miscarriage), and how abortions are performed. Once
            we’re on the same page about how pregnancies and abortions happen, we’ll explore the history of abortion, discussing methods
            our ancestors used as far back as 6,500 years ago as part of natural fertility regulation and to gain liberation. Our ancestors
            drank teas, ate pomegranate rinds, and made concoctions of birthwort, pepper, and myrrh to cause abortions before and after
            the “quickening” (the moment you can first feel movement in a pregnancy).
         

         
         We will also clarify how lawmakers have used restrictions on abortion to bar people of color from wielding their power, while
            relegating them to poverty and furthering racist and xenophobic stereotypes. This newfangled idea of restricting abortion
            has also been used to criminalize sex and pleasure, which we’ll also get into later in the book. Throughout the book, we share
            the stories of people who’ve had abortions and are also experts on the history of abortion, political systems, and social
            change.
         

         
         But it’s not enough to know the facts and misinformation swirling around abortion; things operate differently for people of color. Abortion stigma multiplies when combined with racism, misogynoir, and xenophobia in a toxic stew. Once we understand how it all operates, stirred up by white supremacy, we can break it down and expand our vision for abortion liberation. The reproductive justice founders provided a framework for activists to bring into being a world in which every person has the ability to decide if, when, and how to become a parent, and pregnancy and parenting decisions are met with respect and are free from violence and coercion. With new eyes on this established framework, we will illustrate how and why it came to be and how it could make a more equitable world for all of us, and we will help readers envision what their reproductive justice future looks like. That vision is centered around actually meeting the needs of people who have abortions, including an allegiance to community care that operates outside of the current criminalized medical care system; a solidarity toward abolition of police, because we cannot have truly unfettered access to abortions, in all the ways people who have abortions want them, while in a police state; and complete access to self-managed abortion, free and available at pharmacies and grocery stores, in communities, and through the mail. In a world that has abortion liberation, abortion pills are as widely available as Tylenol or toothpaste. We also envision a culture in which people freely share their abortion stories, without stigma or shame. 

         
         We are working toward a world where we all are able to have safe and healthy pregnancies on our own terms, as well as pleasurable
            sex that affirms our bodies and beings. 
         

         
         This work is urgent at a time when history continues to repeat itself.

         
         As two Black women who have had abortions and experienced the anti-Blackness of the “pro-life” movement, we have experienced
            much of what we are writing about. We write in a “we” voice to reflect our collective experience, and we speak as “Renee”
            or “Regina” when we are sharing from our individual perspective. In this way, we wanted Liberating Abortion to be an account of our decision-making and that of other people of color who have had abortions—a book that counters the dominant rhetoric. We wanted to write for those of us who’ve had abortions but have been too afraid to speak openly with family or friends because we are embarrassed or have felt ashamed. We want you to know that you are not alone—we have experienced the stigma you’re feeling. There is a better world out there—a world that we can create together. 

         
         We are also writing for future generations of young people of color who will have abortions. This book is for you. It is the
            book we wish we’d had.
         

         
         Renee Bracey Sherman and Regina Mahone

         
         May 2024
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What Is an Abortion?
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         As long as people have been able to become pregnant, they’ve sought ways to end their pregnancies or “bring on their menses.”
            For much of history people didn’t consider themselves pregnant until “quickening,” the moment when the pregnant person can
            feel fetal movements. Because quickening could only be sensed by the pregnant person, it was up to them to identify and confirm
            the pregnancy. And even after quickening happened, pregnancy care was generally in the hands of pregnant people, with the
            support of their elders, healers, and midwives.
         

         
         Some of the earliest known abortion recipes are from ancient China and involved ingesting mercury (very toxic!) and from Greek gynecological texts that prescribed strenuous activities or root of worm fern. Recommendations were found in the Ebers Papyrus, an Egyptian medical text; in Crow cosmology (the Seven Sacred Brothers); and in Indian texts, and included massaging the abdomen to cause a miscarriage; drinking and inserting combinations of herbs like rue, ivy, birthwort, pepper, myrrh, lily, and honey; eating pomegranate rinds and cabbage flowers; doing extreme amounts of hard labor; or even squatting over a pot of steamed or stewed onion. 

         
         Terminations were sought for any number of reasons, without question, in early societies. For the Crow people of Montana,
            “a woman utilized postcoital birth control methods when a pregnancy or child would be burdensome—for example, when a particularly
            brutal winter had left the tribe with inadequate resources, or if the mother was not in good health,” writes Brianna Theobald
            in Reproduction on the Reservation: Pregnancy, Childbirth, and Colonialism in the Long Twentieth Century. 
         

         
         In many societies, abortions were regularly practiced by midwives, relatives, or the pregnant person. In Theaetetus, Greek philosopher Plato writes of Socrates explaining that “the midwives, by means of drugs and incantations, are able to
            arouse the pangs of labor . . . and they cause abortions at an early stage if they think them desirable.” Today, midwives,
            along with broad range of contemporary healers, are essential to expanding access to abortion care.
         

         
         So, what exactly is an abortion, and who has them today? Let’s talk about it!
         

         
         
            The Basics

            Put simply, an abortion is the termination of a pregnancy. The termination of the pregnancy can happen either spontaneously such as a miscarriage or intentionally by medical intervention called an induced abortion. Throughout this book, when we use
               the term “abortion,” we’re referring to an induced abortion. Unless noted, the data refers to people who had clinic-based
               abortions because data on people who self-managed their abortions is limited.
            

            
            Abortion is a common medical intervention that people need. All people, from all walks of life—including religious believers—have them. Yet, abortion is often thought about as something only secular people do. In fact, believing in a higher being is quite common among abortion patients in the United States, with 17 percent identifying as mainline Protestant, 13 percent as Evangelical Protestant, and 24 percent as Catholic. About 8 percent of abortion patients identify with another religion, such as Buddhism, Hinduism, Judaism, or Islam, while 38 percent of patients did not identify their religious affiliation. As atheist and abortion activist Anne Nicol Gaylor said, abortion is a blessing. 

            
            Abortion stigma forces us to judge a person’s reason for their abortion as good or bad, deserving or undeserving, but the
               reality is that people have always needed and wanted abortions for myriad reasons, all of which are valid. It may be because
               they did not want their children to become property of a slave owner; because they were done having children; because they
               did not want any children; because they were abused or raped; because they could not carry a pregnancy to term due to health,
               desire, or another reason; because they did not want to be pregnant at that time; because they could not afford another child;
               or because the fetus they were carrying was no longer viable. Sometimes it is because of several of those reasons at different
               points in their lives.
            

            
            Researchers continue to survey these reasons, and guess what? The responses are pretty standard. Three-quarters of people
               having abortions in the United States say that they are unable to afford a(nother) child; that they need to care for another
               individual in their life; or that having a baby would interfere with school, work, or their ability to care for their dependents.
               We want to be able to continue a pregnancy if and when we’re ready to grow our families.
            

            
            Factors unique to communities of color are frequently ignored in conversations about abortion. For instance, about half of
               those having an abortion say they do not want to be a single parent or describe an unstable partnership. This isn’t a surprise;
               not only has our culture stigmatized single parenting, but the United States doesn’t make it easy for single parents or families
               of color being paid low wages to survive, let alone thrive. Although many people may choose an abortion because they simply
               do not want to parent or do not want to have another child, we cannot deny the role that governments, here and abroad, and
               economic coercion play in pregnancy decision-making.
            

            
            Several states still have “family cap” policies, which deny additional financial aid and resources to families who are enrolled in social service programs and have additional children. They’re forced to make ends meet with less or “choose” to have an abortion because they cannot afford another child. Our nation’s inability to provide for its pregnant and parenting residents forces their hand and removes the reality of “choice.” 

            
            Our society mistreats people who become pregnant outside of a perceived perfect set of circumstances. Messages promoting households
               with two heterosexual parents who have children after marriage are pushed to punish and ostracize anyone who does not fit
               that norm. At the same time, older generations use these stories as cautionary tales to keep their grandchildren in line,
               and pop culture, through TV shows and movies, reflects these stories to create a narrative about who people are. All of these
               efforts attempt to control how we should think about and treat those seeking abortions. As a result, when faced with an unintended
               pregnancy, feelings of isolation are quite common, and the way people are treated no matter what path they choose leaves them
               feeling stuck. The ostracization amplifies feelings of fear and guilt in the face of a big decision.
            

            
            While abortion is often described as an option sought to delay parenthood, in reality, abortion is often a parenting decision.
               More than 60 percent of abortion patients are already raising at least one child, and another third are raising two or more
               children. Despite the fearmongering of politicians, news media, and TV shows in the 1990s, only 9.9 percent of people having
               abortions are under 20, with 2.4 percent between the ages of 15 and 17. In reality, the majority (60.4 percent) of abortion patients are between the ages of 20 and 29. 
            

            
            In fact, there is no one type of person who has abortions. Although the overwhelming majority of those who do are cisgender
               women, the fact is that trans men and nonbinary people have abortions, too. And so do people of all sexual orientations. A
               2023 Guttmacher Institute study found that as many as 16 percent of people who have abortions identify as queer or trans,
               with 12 percent identifying as bisexual and 1 percent identifying as nonbinary or trans masculine. A 2021 study of nearly
               1,700 transgender, nonbinary, and gender-expansive people found that, among the 12 percent who had ever been pregnant, 21
               percent had abortion experiences, of which 61 percent had a procedural abortion, 34 percent had a medication abortion, and
               5 percent used another method such as herbs.
            

            
            News and pop culture representations of abortion overwhelmingly show white women as the primary beneficiaries of Roe v. Wade; however, in the United States, the majority of people who have abortions are people of color. Structural barriers preventing
               marginalized communities from receiving comprehensive sexual and reproductive health information and consistent access to
               preventive care such as contraception has led to a disproportionate number of people of color seeking abortion services. Yet,
               we are rarely the face of abortion conversations . . . unless it’s to stigmatize or degrade our decisions and lives.
            

            
            Even the casual terms our communities use—phrases like “getting scraped,” “getting Hoovered,” “going to the chop shop,” and
               “flushing it”—are intentionally stigmatizing. By repeating violent language, we keep those who need abortions from understanding
               that it’s a safe option, a standard medical procedure, and historically a widely used and accepted form of birth control.
            

            
            Cultural norms and lack of information prevent people of color from learning about our bodies, genitals, menstrual cycles,
               gender identities, sexuality, pleasure, contraceptives, sex, pregnancies, and other basic reproductive health issues. Everyone
               deserves medically accurate, accessible information about pregnancy and abortion. We deserve to know how our bodies work and
               the histories of our people, who were also sexual beings and used contraceptives and abortifacients.
            

            
         
         
            Pregnancy

            So how do pregnancies happen?
            

            
            A pregnancy occurs after an ovum is released from an ovary following a hormonal change, travels down the fallopian tube, and
               is fertilized by a sperm approximately two weeks after a person’s last period. When the fertilized egg (or zygote) implants
               in the wall of the uterus, implantation has occurred. A person may begin to feel pregnant, experiencing swollen breasts or bloating that feels different—but not everyone has this experience. Bodies and symptoms can vary a lot month to month. It is also around this time that the developing pregnancy begins producing the hormone hCG, or human chorionic gonadotropin. A pregnancy is calculated from the first day of your last menstrual period (LMP) even though you aren’t really pregnant until implantation occurs. 

            
            Some pregnancies are created using intrauterine insemination (IUI) or in vitro fertilization (IVF). With IUI, sperm is placed
               directly into the uterus during ovulation. With IVF, eggs are retrieved from the ovaries using medications and procedures,
               and then joined with sperm in a lab to become a zygote. A few days after fertilization, the zygote becomes an embryo and is
               placed inside a uterus for implantation.
            

            
            If life were a movie, someone would figure out they’re pregnant after first hugging the toilet all morning. Since life isn’t
               a movie, it’s important to note that queasiness isn’t guaranteed and that many first discover they are pregnant after a missed
               period. Renee didn’t have regular periods because of the birth control she’d been taking, so that wasn’t unusual for her.
               But when a co-worker at the lingerie store where Renee worked noticed that her breasts had been filling out her bras a bit
               more, she realized something was up. Come to think of it, she had also been feeling tired, so she decided to take a test ASAP.
               Like Renee, someone may choose to take an at-home (over-the-counter, or OTC) pregnancy test to be sure. But unless they are
               tracking their cycle closely, many people do not find out they are pregnant immediately. Renee didn’t find out for nearly
               two months.
            

            
            Let’s talk about pregnancy tests for a sec. It can take until you’re five weeks pregnant—meaning one week after your anticipated
               missed period—for you to have an accurate urine test result. (Tip: If it’s positive prior to five weeks, you can generally
               trust the accuracy. But, if it’s negative, it may be too early to detect the pregnancy.) This is the anticipated timing for
               when your body is producing a sufficient amount of hCG to impact a pregnancy test stick. (If you think about that in the context
               of six-week abortion bans, your brain might implode, so we don’t recommend it.) Some may find out sooner through a blood test
               at a doctor’s office, which can detect pregnancy earlier and more reliably because it can detect lower levels of hCG than
               a urine test. But a positive urine test is enough to confirm the news.
            

            
            When one is facing an unintended pregnancy, it may seem as if it happened very easily, but that isn’t exactly how pregnancy works. A series of actions must occur and succeed in a specific order for a pregnancy to take: A person must ovulate in order to produce an egg. Sperm must be present in the fallopian tube to fertilize the egg. A fertilized egg must successfully attach to the uterus; however, if it implants in a fallopian tube, or somewhere else that isn’t the uterus, it results in an ectopic pregnancy, which can rupture and cause irreparable fertility harm or even death unless the pregnancy is disrupted. And once implantation in the uterus occurs, the environment must be just right for the pregnancy to succeed. If fertilization or implantation doesn’t happen correctly, a miscarriage—medically known as a spontaneous abortion or early pregnancy loss—is likely to result. 

            
            Miscarriages are incredibly common, especially when they happen before people even notice they are pregnant. Sometimes a miscarriage
               shows up as an abnormally heavy or out-of-sync period. There are many factors that contribute to miscarriages, including internal
               ones (such as uterine, genetic, or chromosomal abnormalities or irregular hormone levels) and external ones (such as exposure
               to environmental hazards). Miscarriages are most common in the first trimester of pregnancy. More than one in four pregnancies
               may end in miscarriage. After twenty weeks, if the fetus is no longer viable before or during delivery, it is called intrauterine
               fetal demise, more commonly known as stillbirth.
            

            
            If a pregnancy does not end in a spontaneous or unexpected way, the pregnant person may choose to continue or abort the pregnancy.
               Overall, nearly 15 to 20 percent of pregnancies in the United States end in abortion. Of the pregnancies that are labeled
               unintended—about half of all pregnancies—35 to 40 percent end in abortion. Recent data indicates that the abortion rate is
               increasing in the US since the Dobbs decision.
            

            
            When a person is pregnant, they should have access to unbiased, accurate information about the full spectrum of their options,
               which should include resources for continuing or terminating the pregnancy. Unfortunately, due to the presence of misinformation
               and prevalent misperceptions about abortion, or clinic staff concerns about potentially violating a state ban and “aiding
               and abetting” abortion, pregnant people don’t always seek out or receive that information.
            

            
            You may have heard adoption posed as the solution to abortion; in fact, many states spend millions of dollars on campaigns promoting this narrative. That couldn’t be further from the truth. Abortion is a solution for someone who doesn’t want to be or cannot be pregnant. Adoption—a more complicated issue that we’ll discuss in chapter 6 (“Abortionsplaining”)—is an outcome after someone continues a pregnancy. Everyone should be able to receive the information they need to make the pregnancy and parenting decisions they want, without coercion or misinformation. 

            
            
               
                  Tracking Your Period

                  Numerous apps exist to help you monitor your periods and symptoms. These apps can help establish a baseline for your menstrual
                     cycle, prevent an unintended pregnancy, identify any irregularities that might require additional consultation with a provider,
                     or track the times of the month when you may be most fertile to start or continue your parenting journey. We believe it can
                     be empowering to keep tabs on your cycle and fertility, no matter where you are on your journey, including for those going
                     through perimenopause or menopause.
                  

                  
                  Some abortion rights activists and groups have raised very legitimate concerns about period tracker apps and surveillance
                     or data privacy—meaning that the information provided in these apps might be used by a partner or law enforcement agent, or
                     shared by a tech company without the user’s consent and in a harmful way. We love the Euki app, which was developed by reproductive
                     health researchers and doesn’t store your data beyond your phone. 
                  

                  
                  The good news is that you don’t need a fancy app to track your period. Here is a basic overview of how to chart your menstrual
                     cycle:
                  

                  
                  
                     	Mark on your calendar (either in your calendar app, notepad, or on a hand-drawn or printed calendar) when your period starts
                        with your first day of blood. You can use stickers, emojis, or give your period a nickname. Get creative!
                     

                     	Throughout your cycle, you may want to note which days are heavy, medium, or light flow; whether you experience any symptoms
                        such as cramping or headaches; how your emotions change, if at all; and any food cravings. This can help you to prepare for
                        future periods and also take note of any unwanted symptoms that you can address with a health care provider.
                     

                     	Write down when your period ends, aka your last day of spotting. If it ends and then starts up again or has a super light
                        flow (spotting) for a few days, write all of that information down, too.
                     

                     	Repeat these steps for two to three months to set a baseline, which may shift as the months change because cycle lengths can
                        be affected by big life events, exercise, and stress.
                     

                     	Once you have a couple of months or more tracked, you can start to count how many days your typical period lasts; usually, periods last 2 to 7 days, and the duration varies based on the contraception you might be using. You can also track the length of your periods—the time between the first day of your period and the last day before your next period starts—which can range from 21 to 35 days. 

                     	Continue to track your cycle even as you begin to anticipate when it will arrive. Notice whether there are any commonalities
                        or inconsistencies based on your schedule, moods, or life.
                     

                     	Speak to a provider about any concerns you might have if you notice irregularities or changes that don’t feel right. You know
                        your body better than anyone else does. If your provider doesn’t listen to you, search for one who does (or get recommendations
                        from friends or family).
                     

                  

                  One important note about fertility: If you are tracking your cycle to get pregnant or to avoid pregnancy, it’s crucial to
                     know that people are most fertile on days 12 through 14 prior to your next cycle. These are the days when an egg releases
                     from your ovaries, a process called ovulation. If you have had unprotected sex or experienced contraceptive failure around
                     this time and would like to avoid pregnancy, you can obtain over-the-counter emergency contraception, commonly called Plan
                     B, which prevents ovulation or fertilization, or have an intrauterine device (IUD) inserted. If you miss a period and think
                     you might be pregnant, it is a good idea to take a pregnancy test. In chapter 11 (“What to Expect When You’re Expecting an
                     Abortion”), we provide more guidance about next steps should you decide to get an abortion. 
                  

                  
               

            
         
         
            Induced Abortion Versus Spontaneous Abortion

            Although society treats abortions and miscarriages as very different pregnancy circumstances, medically, they’re quite similar.
               In fact, when someone has a miscarriage, they may receive the exact same procedure or pills that a person would use to induce
               an abortion. For Regina, the physical experience of a miscarriage and an abortion occurring early in her pregnancies were the same. Prior to conceiving her first
               child, Regina experienced a miscarriage at five weeks of pregnancy. She knew this intended pregnancy had ended as soon as
               the miscarriage started, because the feeling was the same as it was when she had terminated an unintended pregnancy six years
               earlier.
            

            
            It’s important to avoid talking about abortions in isolation because doing so only serves to divide and isolate us from one
               another. We’re also not a monolith; some people mourn their spontaneous abortion, and others are glad to move forward from
               it. Regardless of how you ultimately feel afterward, the grief, the sadness, the fear, the pain, the joy, however brief, are
               real and represent the termination of what might be possible, whether intended or not.
            

            
            The most common induced abortion methods are procedural abortion (what Renee had) and medication abortion (what Regina had).
               A person seeking a procedural abortion meets with someone who provides the abortion using medical tools, whereas a person
               seeking a medication abortion can either make an appointment at a clinic, receive the pills from a provider via the mail or
               a pharmacy, or obtain the pills outside of the health care system. The latter option is called a self-managed abortion (SMA),
               though pills are not the only form an SMA can take. Abortions using herbs, for example, are also considered self-managed abortions.
            

            
            Abortions can happen at any stage of the pregnancy prior to labor, depending on the availability of a provider and state regulations;
               since the Dobbs ruling overturned the national right to abortion, state lawmakers can ban or severely curtail abortion care in their states. Most states where abortion remains legal restrict abortion care after a fetus is potentially viable, which is medically recognized at around 24 to 26 weeks and depends on how a pregnancy is progressing. Although it might be possible for a fetus to be viable, survival at this stage is not guaranteed. Several states allow providers to perform abortions later based on medical necessity or at the provider’s discretion, which does not always take the patient’s situation into account. 

            
            Historically, the majority of abortions in the United States have occurred during the first trimester—the first 12 to 13 weeks
               of a pregnancy. However, in some places the number of second- and third-trimester abortions is rising due to delays in a person’s
               ability to access care. Because there are fewer later abortion providers and people often have to travel out of their communities
               for care, the cost of the procedure increases and takes longer to complete, making it more difficult to receive. 
            

            
         
         
            Procedural Abortions

            Procedural abortions are performed in clinics, hospitals, and a few doctor’s offices. These used to be called surgical abortions,
               which is an inaccurate term because no actual surgery is performed; therefore, we use the term “procedural abortion” instead.
               These abortions are performed using medical instruments to extract the pregnancy from the uterus.
            

            
            Before the procedure begins, you will get an exam at the clinic, hospital, office, home, or place where your abortion will
               be performed. First, providers may check your vitals (weight, blood pressure, and so on) and perform a few lab tests if needed.
               Then, if everything is normal, you may attend a counseling session, where the clinic counselor (or other clinic staff, depending
               on the state requirement) asks a series of questions to ensure that you are certain about your decision and aren’t being coerced,
               explains the possible abortion methods, and in some states reads government-mandated statements. Often these statements perpetuate
               the myth that abortion is linked to breast cancer (it isn’t) or that abortion causes depression and suicide (it doesn’t).
               These patronizing statements are designed to convince you not to have an abortion, not inform you of medical facts or hold
               space for your feelings.
            

            
            Next, some providers perform an ultrasound—over the lower abdomen on the outside of the body or via a transvaginal ultrasound during which a device is inserted into the body—to measure the size of the pregnancy, which confirms the gestational age, and check the uterus shape in case there’s anything they need to be aware of before performing the abortion. In some states, the provider is required to show and describe the ultrasound. This is based on the assumption that the patient needs to be reminded that they are terminating a potential life and that they might change their mind, as if they haven’t already been thinking about the decision for days or months—in other words, it is state-mandated abortionsplaining. Research has found that viewing an ultrasound very rarely changes a person’s decision. In fact, a study from Advancing New Standards in Reproductive Health (ANSIRH) at the University of California, San Francisco, found that of those who chose or were mandated to view the ultrasound, more than 98 percent still went on to have an abortion. Many people want to see the ultrasound in order to feel informed in their abortion or even to keep the image as a keepsake. It’s all about what feels right for that person and their experience. 

            
            
               The Process

               When it’s time for the abortion procedure to begin, the provider will have the patient lie on a medical table and place their legs in stirrups, similar to a general gynecological exam. The provider then inserts a speculum—an instrument shaped like a duck bill—into the vagina to allow them to view the cervix and start dilation. They’ll also apply local anesthesia to the cervix to reduce the feeling of pressure and pain. The provider will dilate the cervix using metal rods called dilators to create an opening to the uterus that allows for the pregnancy to be removed. (If you’ve ever had an IUD inserted, you may have experienced a similar dilation process, but typically without being offered any pain medication.) If the cervix needs to be opened more, particularly for later abortion procedures, the provider will use medication like misoprostol or insert small sticks of either a synthetic material or dried seaweed that expand as they absorb moisture from the cervix (we bet you’ll never look at sushi the same way again!). An abdominal ultrasound also may be used to help the provider see the uterus and ensure they’ve removed all of the pregnancy tissue. 

               
               With a manual aspiration abortion, the provider uses a small tube, called a cannula, attached to a syringe that creates suction,
                  inserting this into the uterus through the cervix to empty the uterus. Some providers prefer this method, as it can be quieter
                  for the patient. With an electrical vacuum aspiration abortion, the cannula is attached to a suction machine that, when turned
                  on, loudly hums as the abortion is completed. Both procedures take about five to ten minutes. Aspiration abortions can be
                  performed anytime during the first trimester of pregnancy.
               

               
               With both procedures, patients experience cramping and pressure as the uterus begins contractions to return to pre-pregnancy
                  size. Providers often offer oral or intravenous (IV) medication to help reduce the pain, which is different for every patient.
                  
               

               
               
                  
                     Renee

                     When I had my abortion, it was a vacuum aspiration abortion. I don’t remember much about it aside from putting my legs in
                        stirrups and the injection of sedation in my left arm. (I paid an extra $100 to have anesthesia. I have a high pain tolerance
                        but figured this wasn’t the moment to test it. Even though I didn’t really have the money, I felt it was worth it.) The nurse,
                        an Orthodox Jewish woman, stood to my left and held my hand as she asked me to count backward from ten. I distinctly remember
                        her and her kindness because at that moment I realized that religious people do support abortion; she was there because her
                        faith called her to be. I remember dozing off to the sound of the aspirator and looking at pages of butterflies cut from National Geographic magazines and taped to the ceiling. I was told the procedure took only a few minutes. I have vague memories of being helped
                        off the examination table and into a wheelchair to another room where I could rest as the sedation wore off.
                     

                     
                  

               
               Sometimes the abortion aspiration procedure is called a D&C, or dilation and curettage. However, that procedure involves scraping the uterus with a thin medical instrument, which is usually performed after 10 weeks. After the first trimester, providers use a procedure called a dilation and evacuation, or D&E. With this procedure, the provider uses the vacuum aspirator and medical instruments like forceps to remove the pregnancy in pieces from the uterus. This can be a two-day procedure and involve receiving laminaria, mifepristone, or misoprostol the day before to prepare the cervix. 

               
               
                  
                     Renee

                     Since my own abortion, I have seen dozens of abortions performed to better understand the different types of experiences people
                        have and to gain more insight into the care people truly need. The very first abortion I observed, with the patient’s consent
                        of course, was at twenty-two weeks. The provider removed the pregnancy from inside the patient’s uterus with forceps after
                        removing the pregnancy fluid with a manual vacuum aspirator. All of this was done using an ultrasound to see inside of the
                        uterus. The provider turned to me to make sure I wasn’t going to vomit from the smell of blood. I was completely fine. I paused
                        and processed what I was a witness to. As I reflected, I reaffirmed my commitment to the person on the exam table and their
                        future—to this stranger and their decision.
                     

                     
                     A lot of feelings and emotions raced through me at really seeing an abortion—what it was and how it was performed. Seeing
                        the abortion reaffirmed my commitment to abortion access. 
                     

                     
                  

               
               Prior to 2003, some providers also used a method called dilation and extraction, also known as a D&X, for some abortions after sixteen weeks’ gestation. During this procedure, the cervix is dilated and the fetus is removed intact. However, the procedure is no longer used in the United States. Using scare tactics, antiabortion advocates made up the term “partial-birth abortion,” which had the effect of further demonizing and stigmatizing later abortion care. Antiabortion Congress members introduced the Partial-Birth Abortion Ban Act in 2003, and the Supreme Court upheld the law banning the procedure in 2007. 

               
            
         
         
            Medication Abortions

            Medication abortions, sometimes referred to as medical abortions, are abortions with pills. In 2000, the US Food and Drug
               Administration (FDA) approved mifepristone for medication abortion using a regimen combined with misoprostol. Patients may
               receive the pills directly from their providers, through telehealth or a clinic, or through a community support network. As
               of publishing, the pills are widely available via telemedicine and pharmacy dispensing, despite an unsuccessful challenge
               by antiabortion groups to undo the FDA’s approval of mifepristone in the Supreme Court’s 2023–24 term. The science is on our
               side!
            

            
            Since 2000, medication abortions have become increasingly popular, accounting for nearly two-thirds of all abortions in the
               United States, according to a March 2024 analysis by the Guttmacher Institute. Medication abortion is also a method preferred
               by trans and nonbinary people who have abortions. A 2020 study found that they preferred a medication abortion over a procedural
               abortion because a medication abortion was less invasive for their bodies and more private. Globally, the World Health Organization
               considers medication abortion pills “essential” medicine, and the pills account for more than half of all abortions in countries
               where they are accessible. 
            

            
            
               How the Pills Work

               Mifepristone, the first pill taken orally, blocks progesterone, a hormone the body produces to thicken the uterine lining to nourish an early pregnancy. The mifepristone pill causes the embryo to detach from the uterus due to the lack of progesterone. The second set of four (sometimes more) misoprostol pills—dissolved buccally (between the gums and the cheeks) 24 to 48 hours after the first pill—causes the uterus to contract and the cervix to dilate and expel the pregnancy. Misoprostol can also be taken without mifepristone, as it can expel a pregnancy on its own. While medication abortion is usually used during an early pregnancy, globally some people use this method to cause an abortion throughout pregnancy. 

               
               At the onset of childbirth, a pregnant person may be given misoprostol to induce labor, as was the case for Regina when she
                  had her first child. Used alone, misoprostol is about 88 percent to 95 percent effective, according to a 2023 study. When
                  used in combination with mifepristone, it’s around 97 percent effective at termination. In some cases, if a medication abortion
                  doesn’t work, a person could try again or have a procedural abortion.
               

               
               The medication can take up to eight hours to begin working, and the patient may experience anything from light to intense
                  cramping, contractions, and bleeding as the body expels the pregnancy. Some patients prefer to have a medication abortion
                  to ensure they can take time off work, secure childcare, have the abortion at a time that allows them to meet other obligations,
                  or have loved ones and friends nearby throughout their experience.
               

               
               
                  
                     Regina

                     I had my medication abortion at around 6 or 7 weeks. I took the dose of mifepristone at the clinic and the dose of misoprostol
                        in the comfort of my apartment. I recall experiencing intense cramping for about two hours, though my memory about that period
                        is a bit fuzzy. I remember experiencing lighter bleeding than I had expected. Two weeks after my abortion, I had a follow-up
                        appointment with my provider to make sure it was successful. At the appointment, my provider did an ultrasound to confirm
                        the abortion was complete. I did not experience any complications or prolonged symptoms. I did experience a roller coaster
                        of emotions following my abortion. Looking back, I realize these emotions might have been caused by the pregnancy hormones.
                        But thanks to a network of friends and a supportive partner, in time I was able to process all of those emotions and move
                        on to the next chapter of my life.
                     

                     
                  

               
            
         
         
            Self-Managed Abortions

            As access to abortion clinics becomes increasingly difficult, more people are seeking out medication abortions as an at-home
               remedy, because the pills are available at pharmacies, in communities, and on the internet. But some have always preferred
               to self-manage their abortions regardless of the political climate.
            

            
            Historically, this is how Black and Brown communities have “restored the menses” for thousands of years—on our own, often
               surrounded by people who care about us. Because of US laws criminalizing abortion in the nineteenth and twentieth centuries,
               many people associate self-managed abortions with “back-alley abortions” and think of them as dangerous procedures. That history
               is very real and something we never want to return to. At the same time, that association represents a misunderstanding of
               self-managed abortion.
            

            
            Abortion has always been something we can choose on our own, reflecting our cultural practices. When we deny that history,
               we perpetuate misinformed beliefs that we can’t do this and have never done this before. Back in the day, it was common for
               people to self-manage their abortions with teas and other plants or through physical treatments, including abdominal massages.
               In the 1960s, the Abortion Counseling Service of the Chicago Women’s Liberation Union, also known as “Jane,” provided safe
               abortion procedures to those who needed them while abortion was criminalized. In the 1980s, Brazilian abortion seekers and
               pharmacists realized they could use misoprostol for abortions. The drug was initially an ulcer medication and it was forbidden
               during pregnancy as it can cause a miscarriage. Today, some people may choose to self-manage their abortions using herbs,
               or on their own with mifepristone and misoprostol pills or solely misoprostol. We’ll explore all of this in the next few chapters.
            

            
            While self-managed abortions are generally safe today, it still carries a risk of prosecution; some states require that abortions take place in the physical presence of a doctor while self-managing an abortion is a legal gray area in others. Several people, women of color in particular, have been arrested for allegedly performing their own abortions with pills. Whether a person has taken pills to cause an abortion or is experiencing a miscarriage, if they were to go to the emergency room, the providers would treat both the same way, and there’s no way to test for ingestion of the pills. If a person found themselves in this situation, they could just tell their provider they believe they are having a miscarriage and leave it at that. 

            
         
         
            
               Renee

               Before I had my abortion at nineteen, I was worried about how I would pay for it and whether I could even wait the several
                  days until my appointment. Each day at the top of the stairs I looked down and wondered how much it would really hurt if I
                  threw myself down them to end the pregnancy. I knew this method would save me $450, nearly two weeks of my retail wages. I’d
                  heard comments here and there on TV shows and from friends that falling down stairs worked, particularly pre-Roe, but it would leave a lot of bruises. I was a figure skater growing up, so I was used to falling on hard ice. I thought I
                  could probably handle the fall, but in the end I decided against it. I took emergency contraception one day, a handful of
                  birth control on another, and drank Hennessy and Hpnotiq (two alcoholic beverages) until I blacked out on yet another day,
                  thinking that I could cause a miscarriage. At the time, I didn’t really understand how pregnancy and abortion worked. I assumed
                  it could happen along the lines of fetal alcohol syndrome causing a spontaneous abortion. (Alcohol consumption does not cause
                  a miscarriage. That’s not how that works!) As an adult with more information about pregnancies and abortions, sometimes I
                  chuckle at my younger self’s ridiculous line of thinking. Sometimes I cry, recalling how terrified I was and what I was willing
                  to do. I wish I could reach out and hold Renee then, because she was scared, determined, misinformed, and strong-willed. Teenage
                  Renee knew what she wanted, and nothing would stop her from getting it; the abortion couldn’t come soon enough. The truth
                  is, when you’re desperate to get out of a difficult situation, any method that comes to mind sounds rational—no matter how
                  dangerous or unrealistic it is.
               

               
            

         
         
            Herbal Abortions

            Herbal abortion is the oldest method for “slipping away” a pregnancy, dating back thousands of years. Although not studied
               as extensively as modern medication and procedural methods, herbal abortions are still trusted among some Indigenous, Black,
               and Brown communities and by some who are unable to access care due to abortion restrictions. While there is less of a guarantee
               of the effectiveness of herbal options, some people still prefer to use natural herbs to try to pass their pregnancy and connect
               with their ancestral methods. We explain more about the herbal methods that our ancestors used for thousands of years—and
               that some still use—in the next few chapters.
            

            
         
         
            Dangerous Methods

            When people refer to abortions during the pre-Roe days, they’re usually warning of the time when abortion was illegal and well-trained abortion providers were even more difficult
               to come by than they are today. This meant that some people who wanted an abortion were not able to get one, and they or an
               unskilled provider used dangerous methods.
            

            
            The coat hanger became the go-to symbol of unsafe “back-alley” abortions, as it was one tool used to open the cervix and dislodge
               the pregnancy, causing a miscarriage. However, other common household items, such as pencils, hatpins, bleach, and Coca-Cola,
               as well as other means of self-harm, have been and are still used to try to cause an abortion. In April 1973, Ms. Magazine published a photograph of a then-anonymous white woman and mother of two daughters who died in the former Norwich Motel in
               Connecticut following an unsafe abortion. The woman was Gerri Santoro, twenty-eight, who had separated from her abusive husband
               and begun dating another man. She checked into the motel with her lover, a catheter, and a textbook, and they attempted to
               perform her abortion at twenty-six weeks. She began hemorrhaging and her lover fled the scene. Gerri was found the next morning
               by a maid, dead, naked, and kneeling on the floor over bloody sheets. The image of her was taken by police who investigated
               her death.
            

            
            Ms. Magazine printed the image of Gerri Santoro’s vulnerable, desperate, determined, naked body with the words “Never Again” in 1973 and
               again in 2016 after the election of President Donald Trump. We have very complicated feelings about the use of this image.
               So does Gerri’s family, who did not consent to the release of the photo and was not notified of its release until they saw
               it in Ms. Magazine. Joannie Griffin, Gerri’s youngest daughter, was seventeen when she saw it—which was also the moment she learned her mother
               had died from an abortion. “How dare they flaunt this. How dare they take my beautiful mom and put this in front of the public
               eye. I was pissed,” Joannie says in Leona’s Sister Gerri, the 1995 documentary about Gerri’s death.
            

            
            No one seems to know how the photo surfaced, but it’s possible it was from medical examiner files shared by pro-choice organizations
               or the police. “We had no knowledge of any of the personal details around it. I don’t even remember knowing where it was . . .
               none of that seemed relevant. I don’t know that any of us asked. It was so gruesome, I don’t think any of us wanted to know,”
               Roberta Brandes Gratz, coauthor of the article, says in the documentary. “I wish I could remember, if I even knew, where the
               photograph came from. . . . I was horrified by it and yet, it said so much of what we were trying to say.” Ms. Magazine’s cofounder Patricia Carbine felt that it wasn’t an infringement on Gerri’s privacy because “she was unrecognizable.”
            

            
            The image has been circulated for decades, and Brandes Gratz believes “the power of the picture has proven itself in ways
               we never dreamed.”
            

            
            Gerri’s daughter Joannie saw it differently. “Now, it’s still every bit as tragic of a picture. . . . I would still want people
               to still remember her as beautiful and I wouldn’t want anyone to have an ugly image of her.” Although Gerri’s sister Leona
               was upset about the image being circulated without the family’s permission or knowledge, she has come to terms with it. “It
               was good that it was printed. People should see this.”
            

            
            While it did force people to confront the impact of abortion criminalization, it was an infringement of Gerri’s privacy to
               print it; it put a hyperfocus on her death and worst moment, when she deserved to have her whole story told and be remembered
               by her daughters, and all who loved her, as she lived, not solely by how she died. In fact, outside of the documentary about
               her death, Leona’s Sister Gerri, it is difficult to find a photo of her face in lieu of this disturbing image of her death. Still, we recognize that the
               image is a stark reminder that when someone needs an abortion, nothing will stop them from obtaining one—not the law, not
               fear, nothing.
            

            
            
         
         
            Abortion Versus Contraception

            You may have heard the debate about whether abortions are birth control and whether some contraceptives cause abortions. It’s
               all designed to be confusing and to keep us from understanding our bodies and demanding access to health care, as well as
               to further stigmatize abortion. The simplest distinction between abortion and contraception is that an abortion terminates an established pregnancy, whereas contraception prevents the pregnancy from occurring in the first place. You cannot just take a handful of birth control or emergency contraception
               pills and cause an abortion. (Learn from Renee’s advice!) Contraceptives, in the form of pills, IUDs, or barrier methods such
               as internal and external condoms, can only stop a pregnancy from occurring. The name is quite literally “contra,” meaning
               “against,” and “conception,” a nonmedical term used to describe fertilization. Abortion, on the other hand, can happen only
               when a pregnancy is established.
            

            
            Emergency contraception is medication taken soon after unprotected sex—sex without the use of birth control or a barrier method—or
               a contraceptive fails to prevent pregnancy, usually before 3 to 5 days, depending on the method. The most common emergency
               contraception is a synthetic progesterone (commonly known as Plan B), which stops ovulation from occurring. It is available
               over the counter in the United States. The second type of emergency contraception is ulipristal acetate (brand name ella),
               and it works by disrupting a fertilized egg. A prescription is required for this medication. If a person can get an appointment
               soon enough, IUDs can be used as emergency contraception, too! There are two types of IUDs—hormonal and nonhormonal. They
               work by stopping the implantation of a fertilized egg in the uterine wall, preventing pregnancy. 
            

            
            Unfortunately, not all emergency contraceptives work for all bodies. Some forms of emergency contraception are less effective for users who weigh more than 165 pounds and do not work as well for those who weigh more than 176 pounds. As of this writing, the emergency contraception method that is effective for users over these weight limits requires a prescription and is not available over the counter. Fatphobia in action! 

            
            Access to reproductive health care includes the ability to receive not just care, but care that is effective for our bodies
               along with medically accurate information about what we can do to protect ourselves.
            

            
            As part of a long-term campaign to misinform the public, antiabortion advocates have intentionally blurred the lines between
               abortion and contraception. By redefining “life” as the meeting of an egg and sperm—conception—they are attempting to ban
               certain extremely effective types of contraception by claiming they cause abortions. In fact, an egg and sperm can meet, and
               the egg can become fertilized but not implant in the uterus, sometimes due to chromosomal or uterine abnormalities, so that
               a pregnancy never takes place. 
            

            
            That hasn’t stopped antiabortion groups from fighting attempts to expand access to contraception. In 2014, the Supreme Court
               heard a challenge to the Affordable Care Act’s requirement that employers cover certain types of contraception at no additional
               cost as part of their employee health benefits. In Burwell v. Hobby Lobby Stores, the owners of the craft store chain challenged the requirement as a violation of their religious freedom because the law
               mandated they cover IUDs and emergency contraception, which they argued cause abortions. Ultimately, the Supreme Court ruled
               that “closely held” private for-profit companies could indeed deny insurance coverage for certain types of contraception to
               their employees based on the personal religious beliefs of the company owners, even if that belief is not based in basic science
               about reproduction. Wild, right? This is why it’s critical we understand our bodies and the facts.
            

            
            Moreover, if a pregnancy is legally redefined as the meeting of an egg and sperm, as in some “fetal personhood” bills and court rulings, rather than being defined as the implantation of the fertilized egg, many would be left unable to receive treatment for miscarriages, infertility treatments such as in vitro fertilization could be halted (as we saw in Alabama in early 2024), and people could be criminalized for things they do with their bodies before they know they’re pregnant. This is one reason it’s important not to separate abortion access from other reproductive health services. All of these services and treatments are related, and patients deserve access to the full spectrum of quality, affordable reproductive health care. 

            
         
         
            The Future of Abortion Procedures

            Although abortion has been around for 6,500 years, the technology and practice has changed quite a bit. No longer must we
               search for the right herbs in hopes they will work. Nowadays we have options including using some pills or the right herbs
               to cause an abortion in a few hours at home. Or we can go to a clinic where an abortion is done in a matter of minutes, albeit
               with some waiting. But what does the future of abortion access look like? What does it look like to liberate abortion so that
               care centers the full needs and desires of people who are having the abortions? Well, that’s up to our imaginations. Or, we
               can borrow ideas from our friends and ancestors around the world.
            

            
            For many advocates in the United States, the future of abortion would look like what many global organizers have pushed for:
               medication abortion pills, available over the counter at any pharmacy, grocery store, gas station, or drugstore or sourced
               in the community, to have on hand and take whenever they are needed, and for free. Having the pills available before they
               are needed makes it less necessary to travel out of our communities and possible to have an abortion as soon as the decision
               is made, much like we do with other medications and ailments.
            

            
            One exciting way providers are working to increase access to in-clinic abortions is by allowing certified nurse-midwives, nurse practitioners, and physician assistants—also known as “advanced practice clinicians”—to provide early procedural abortions and dispense medication abortion pills. Having these clinicians provide
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