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CHAPTER 1

THE PILL THAT MAKES YOUR PERIOD COME BACK

Around 1990 in São Paulo, Brazil, feminist psychology professor Margareth Arilha noticed something astounding: fewer dead women. More than 1,500 miles away in Fortaleza, a city in Brazil's northeastern state of Ceará, Assis Chateaubriand Maternity Hospital records indicated that, from 1988 to 1990, women admitted for “abortion-related complications” were surviving.1 This reversed what had been a devastating trend until then.

In Brazil, as in most countries banning abortion in the 1980s, women who came to a hospital for care after self-inducing their abortions typically died within hours, even minutes.2 Arilha wanted to know why these women at this small hospital were not. The women themselves told the hospital workers plainly why: they took pills called Cytotec, a brand name for the medication misoprostol.

Pharmacies across Brazil stocked Cytotec pills in packets of 28 tablets, with each tablet containing 200 mcg of misoprostol.3 Researchers in Brazil would later find that, if one needed just four or so misoprostol pills for an abortion, then those pills cost about $6 at the time, much cheaper than the roughly $140 needed for a clandestine abortion procedure in a clinic.4 That $140 was about how much the women known to be using misoprostol for their abortions earned in one month.5 How did women find out these pills could help them? Because they were smart. On each Cytotec box was a black-and-white stick figure of a visibly pregnant person in a dress, a red line diagonally cutting across her body to say: if pregnant, do not take these pills.6 Okay, but what if someone did not want to be pregnant?

In 1973, G. D. Searle & Company, an American pharmaceutical firm, had invented misoprostol, a synthetic prostaglandin, in a lab outside Chicago.7 Prostaglandins were hormone-like substances found in the body, with synthetic versions (like misoprostol) mimicking them.8 By the 1970s, scientists around the world were furiously researching prostaglandins, including their use for abortions.9

But Searle marketed Cytotec as a stomach ulcer treatment, not an abortion pill, calling this medication's ability to trigger contractions in pregnant people a side effect.10 In 1986, Brazil's government authorized Cytotec to be sold over the counter as an ulcer treatment, ignoring those side effects on its warning label, while, north of the equator, the US Food and Drug Administration (FDA) looked likely to approve that same medication, also only for stomach ulcers.11 Searle representatives, eager to sell their new miracle drug in Brazil, flew to São Paulo weeks after Cytotec's approval in the country, ready to market Cytotec to doctors at the World Congress of Gastroenterology in the city.12 The company even supposedly placed a giant diorama of a stomach inside a conference hall to explain how these pills worked.13 Abortion was not mentioned.

Brazil criminalized abortion in an 1890 penal code that was a painful remnant of colonization.14 For centuries in much of the world, ending a pregnancy—or helping someone else do so—had not been a crime. One of the earliest recorded abortions hailed from around 1550 BCE in ancient Egypt.15 But abortion criminalization began in many countries in the mid- to late-nineteenth century, largely when most of the imperial forces of Europe, like Portugal and Spain, thrust abortion bans on their colonies.16

Brazil updated its 1890 penal code in 1940 to at least allow a legal abortion for women and girls who could prove that they had been raped or suffered incest—or for a pregnant person whose life was deemed at risk.17 Those who provided an illegal abortion faced up to four years in prison, and those who had an illegal abortion risked up to three years in prison.18 Despite this, abortion in Brazil was common well before Cytotec. About 1.5 million women in Brazil had abortions each year, roughly the same as in the US at the time, even though abortion had been legal in the US since 1973 with Roe v. Wade.19 Still, that 1.5 million estimate of the number of abortions in Brazil was considered an undercount given just how difficult it was to track a criminalized and, in a majority-Catholic country, highly stigmatized procedure.

Like most Brazilians, Arilha knew that if a woman had money, she could pay for an abortion, no matter what the law said. These abortion procedures were usually either a dilation and curettage (D&C), where a provider used surgical instruments to empty the person's uterus, or vacuum aspiration, still an invasive method but typically safer.20 Poor women were left on their own, resorting to other means, like throwing themselves down stairs, punching their stomachs, exercising until collapse, or placing sharp objects inside their uteruses, risking perforation and infection that, if untreated, spelled almost-certain death. Yet not with Cytotec. Arilha saw it in those hospital numbers.

In 1988 at Assis Chateaubriand Maternity Hospital, about 12 percent of women hospitalized for abortion complications said they had taken Cytotec to end their pregnancies.21 That shot up to 50 percent the next year, then 72 percent the year after that.22 Women's use of misoprostol for abortions was not unique to that hospital, even to Fortaleza.23 A 1993 study found a similar trend at seven public hospitals in Rio de Janeiro.24 That research and others would soon confirm what many Brazilian women knew: misoprostol was an abortion pill.

When Arilha was eight, her grandmother told her the story about her unwanted pregnancy. Her grandmother had a safe abortion procedure in Austria years before moving to Brazil.25 Once in Brazil, she underwent a second abortion beyond the law “in terrible conditions,” Arilha recalled being told. Her grandmother was rushed to a hospital while she bled, only that hospital was a Catholic-affiliated facility strongly opposed to abortion.26 Arilha's grandmother was pressured to name who provided her abortion. She refused, saying, “I'll die if necessary, but I won't tell—because the decision for the abortion was mine, and I'm not going to denounce the people that tried to help me.”27 Arilha remembered her grandmother like this: unashamed. “I had grown up in a home where [abortion] was discussed without a lot of fuss,” she said in a 2018 interview in Portuguese translated to English. “And I couldn't conceive of it as a crime.”28

When Arilha was a college student in the 1970s, the political tumult in Brazil molded her, as she joined protests against the country's dictatorship, meeting feminists with bold ideas like universal women's health care, including abortion care. “I remember perfectly well,” she recalled. “They were organizing for non-violence, the right to abortion, the right to daycare.”29

In the early 1980s, the dictatorship breathing its last gasp, Arilha and allies started strategizing to decriminalize abortion. They focused first on how to ensure at least the existing abortion law worked: that women who qualified for slim exceptions for legal abortions (rape, incest, or to save the pregnant person's life) would get that care. A year before Cytotec came to Brazil, the country's military rule toppled after more than two decades in power. Redemocratization began. Arilha, thrilled, believed that women having control over their bodies was inseparable from any true democracy.

It was around 1988 when she heard whispers of this pill, Cytotec, that women took to start their abortions at home, bleeding and cramping in what felt physically like a miscarriage. Some women went to hospitals afterwards for legal and mostly free miscarriage treatment, where a doctor safely emptied their uterus with a procedure to complete their abortions. There was even an adage that the pill was a “passport to the hospital.”30 But no Cytotec-as-abortifacient studies existed yet, and there were no package inserts or websites explaining how to use the pills to end pregnancies. Women needed to figure this out by themselves. Arilha thought this medication had enormous potential for women, but she worried that, with anti-abortion voices in Brazil, an anti-Cytotec campaign might foment in these information gaps about the pills. Media coverage from the US on that same pill did not exactly help.

On October 29, 1988, misoprostol hit the front page of the New York Times under the headline, “U.S. May Allow Anti-Ulcer Drug Tied to Abortion,” and the subheading, “Opponents Threatening Boycott of Company.”31 The Brazilian press printed the article in Portuguese, the story reporting that the FDA was close to approving Cytotec as a stomach-ulcer medication.32 But the article also mentioned that, in 1985, an FDA advisory committee discussed whether misoprostol should be approved, and an American anti-abortion group, the National Right to Life Committee (NRLC), called misoprostol a “death drug.”33

In the early 1980s, Searle had indeed tested misoprostol on a small group of abortion-seekers in Germany, finding that the pill caused “uterine expulsion and bleeding.”34 But according to a Searle spokesperson in that New York Times article, this trial was “too small to indicate the likelihood that the drug would cause an abortion.”35 The FDA determined a label on the medication warning pregnant women not to use the pills should suffice. Dr. John C. Willke, then president of the NRLC, scathingly told The Times the pills “will be on the street literally days after it is made available on prescription,” believing such a warning label would make it more likely that people seeking abortions would turn to this “death drug.”36

These predictions put a spotlight on the medication in Brazil. The Catholic Church since the late nineteenth century had been arguing that abortion was murder, ignoring the life of the pregnant person.37 And while the Church did not publicly take a stand against misoprostol's use for abortions in Brazil at this time, its influence in the country would be hard to overstate.38 It was no coincidence that a 98-foot-tall sculpture of Jesus Christ overlooked Rio de Janeiro. Arilha needed to act fast if she sought to protect Cytotec.

But an anti-Cytotec campaign in Brazil would not only be driven by anti-abortion actors. A pharmacology professor, Dr. Helena Lutéscia Luna Coelho, who supported family planning, had an entirely different reaction from Arilha to those Fortaleza hospital records.39 She thought misoprostol could be dangerous to women, and pushed Brazil's Ministry of Health to restrict Cytotec.40 To make her case, Coelho and her students ran a study-of-sorts in Fortaleza, where they went to more than 100 pharmacies to ask pharmacists “for a solution to their (women) or their girlfriends’ (men) unwanted pregnancies,” as Coelho and her colleagues later wrote.41 Almost all pharmacists recommended misoprostol, a fact that Coelho reported in a 1991 letter to the editor in The Lancet. Above her letter in that same issue of the prestigious, peer-reviewed medical journal was another letter to the editor on Cytotec: this time from Searle.

A company spokesperson wrote scoldingly of the reported “misuse of misoprostol as an abortifacient in Brazil” while responding to claims that this pill caused congenital disorders.42 Those very claims added to Coelho's anxieties. Three women had by then reported to have taken misoprostol while pregnant to induce abortions, but the pills did not work (again, there was no information on how to use these pills effectively).43 The women were then forced to carry their pregnancies to term, giving birth to babies that had slightly misshapen skulls.44 This Searle spokesperson in his letter stated the company found no teratogenic effects in their trials and that reports from only three “mothers” were not enough to conclude such side effects were real.45

Yet these cases brought up many unanswered questions over the pills at the time. As Arilha worried, an information void fanned flames against misoprostol, word spreading among even her fellow feminists that this medication may be harmful.46 Their criticisms touched on deeper fears.

About a year before Cytotec entered Brazil, yet another American reproductive health product stirred controversy. Brazil's Ministry of Health in 1984 authorized trials of a long-acting, reversible contraceptive implant known by its commercial name Norplant. Scientists at the Population Council, an international research nonprofit in New York, invented Norplant in the 1970s.47 Norplant consisted of six, matchstick-like rods that, with a minor surgery, would be implanted under the skin of a woman's arm. For up to five years, rods continuously released a small amount of the hormone progestin into the woman's body to prevent pregnancy. The rods could be removed with another surgery.

But some Brazilian women in these trials reported that they had Norplant inserted into their arms without their informed consent, and several experienced painful side effects.48 When some women asked their trial coordinators for their implant to be removed, they reportedly were refused (the US in the 1990s would face a Norplant fiasco of its own, bringing attention to anti-Black racism in the histories of certain reproductive health technologies).49 Norplant's rollout in Brazil looked to many feminists like another example of male-dominated governments and Global North–based researchers pushing aside women's bodily autonomy in the name of population control.

Those supportive of population-control policies argued curbing birth rates may reduce poverty, preserve environmental resources, even prevent communist takeovers (a popular idea in the Cold War).50 But these policies were grounded in thinly veiled racist anxieties fixated on the booming populations of developing countries, and largely white men in the Global North were advocating for these measures.51 During the 1970s and 1980s in parts of the Global South, reports emerged of low-income women of color being sometimes forcibly or coercively sterilized in government-funded population-control programs.52 The 1960s and 1970s US witnessed as well how some low-income women of color, including Indigenous communities, were being forcibly sterilized under population-control auspices.53 This all meant that, when word of ethical concerns in those Norplant trials in Brazil got out, feminists organized to shut the trials down, successfully doing so in 1986, just before misoprostol lit up on the national stage.54

And so, it was no surprise that many of these same feminists viewed misoprostol warily. One longtime Brazilian feminist and bioethics researcher, Sonia Corrêa, who played a prominent role in the movement against population control at this time, later acknowledged that, in hindsight, she got misoprostol wrong—with disastrous consequences.55 Because with even the feminist movement hesitating to advocate for at least better understanding this pill before taking drastic action, the state of Ceará, home to that hospital in Fortaleza, banned all misoprostol sales on July 4, 1991, a year after Arilha noticed more women surviving self-induced abortions.56

The Ministry of Health about a week later clamped down on the medication by ordering that all pharmacies in Brazil only sell misoprostol to people with a prescription.57 The ministry struck a deal with Biolab Laboratories, the company that began to make misoprostol in Brazil after Searle, in which the production of misoprostol pills would dramatically slow down.58 State officials in Rio de Janeiro restricted misoprostol sales to hospitals under tight controls.59 An illegal market for Cytotec soon expanded in this backlash. With barriers to this pill suddenly falling into place, the voices of the women in those hospital records, and the many more unseen, those who took Cytotec to end their own pregnancies, were missing. What did they think and feel about this medication? Arilha set out to see.

In 1992, Arilha and her colleague, Regina Maria Barbosa, asked women they knew if they knew any women who used Cytotec. It was not hard to find people. They interviewed 14 women of varied socioeconomic classes, aged 18 to 40, all of whom had an abortion using misoprostol pills about six to 18 months prior to speaking with Arilha and her colleague.60 Their accounts, which included no identifying details given abortion criminalization and stigma, remain one of the only first-person records of Brazilian women who used misoprostol to end their pregnancies at that time.

Most said they learned of Cytotec through friends. There were big differences in how each took pills (orally, vaginally, or orally and vaginally) and how many pills they used. Most took pills in roughly the first 13 weeks of pregnancy.61 One woman took 64 tablets over four months until she ended her pregnancy at about 16 weeks at home.62 All said they took Cytotec because it was their cheapest option. Some also thought the pills would be “less traumatic” than a procedure.63 A few worried that, if they had a procedure, their gynecologist might find out about their abortion when examining them at a later appointment and mistreat them because of it.64 All low-income women said they used these pills because “at least Cytotec doesn't kill,” as 34-year-old Sandra Lucia stated.65 Several thought of taking these pills not as inducing an abortion but as bringing their periods back. “The sensation you have is that your period is late and so you take medicine for it to come,” said 27-year-old Fatima.66 There was nuance.

Yet of the 14 women, only three described positive experiences with Cytotec. Those three took pills earlier in pregnancy (around seven to 10 weeks), knew what to expect from stories they heard about others who took the pills, and, critically, were not alone during their abortion process.67 They experienced cramping and nausea, which they found tolerable.68 One of the three took pills with her feminist gynecologist present.69 Another was a nurse, as was her husband, who supported her throughout her abortion.70 The third said that her boyfriend and friend were with her.71 None of the three went to a hospital after they took pills.72 Their stories would hold clues as to what, a decade later, abortion care with acompañantes would look like in much of Latin America. Acompañantes, or trained volunteer counselors, would learn to support people through their abortions with pills, whether with misoprostol alone or misoprostol and another abortion pill, mifepristone, as described in later chapters.

But in early 1990s Brazil, the 11 women who had negative experiences with these pills found “an almost total lack of information” terrifying.73 Most took Cytotec secretly at home, alone in the night so as not to be discovered.74 Several had intense cramping and did not know if or when to get help.75 None thought that they would need to go to a hospital; they had used Cytotec to avoid hospitals and doctors. But eight, frightened by the abdominal pain and bleeding after taking pills, did go to a hospital while three chose not to.76 Sandra Lucia, who said “at least Cytotec doesn't kill,” had a stressful experience with pills and went to a hospital after taking them, only to be met with disdain: “I saw the doctor . . . and he was angry with me and said: ‘Look, mother, you are pregnant, and we are here to take care of mothers who want children, not those who don't.’ So, what could I do? I left and went home and just bled all night.”77

The majority (10) of the women told Arilha and Barbosa that, if they had a choice, they would not take Cytotec again. The three women who had positive abortion experiences said the opposite. The only person in the group who had a distressing experience and nonetheless said that she would use Cytotec again was Sandra Lucia.

Arilha and her colleague wanted to know what doctors thought about this medication too. In 1992, they led two focus groups with 14 gynecologists in the São Paulo public health system.78 All confirmed women had been using Cytotec for abortions, and all called it a “valuable therapeutic resource” for completing miscarriages, inducing labor, and treating postpartum hemorrhage, noting misoprostol's metamorphic and lifesaving uses.79 With misoprostol's new restrictions, however, it became much harder for these doctors to get Cytotec for these other gynecological uses.80 All voiced worries that the pill for abortions may lead to health problems that they may not know about yet. Nonetheless, the doctors recognized the public health benefits of an abortion pill.81 “We used to have two hysterectomies a week,” said one doctor. “Now we have one every six months.” Like most abortion-seekers, these doctors did not know how to use the misoprostol pills for abortions. Some patients would come to them with intense bleeding after taking Cytotec, others with very little bleeding.82 The doctors did not understand why.

It remains unknown today just how many doctors in Brazil told women about Cytotec in these early years before the pills became restricted—as it is unknown just how many women told each other about these pills and used them for an abortion, or bringing back a period. Aside from the documented Cytotec sales in the country, hospital admissions records, like those in Fortaleza, became the only reliable data on how many women were using misoprostol for abortions at that time.83 What about the women who took Cytotec and never went to a hospital afterward? Who could not reach a hospital or did not want or need to go to one? And who maybe, just maybe, had abortions safely at home with the support they wanted around them, perhaps without, as Arilha might say, “a lot of fuss”?

Arilha and Barbosa ended their paper with another abortion pill, mifepristone, known as RU-486 at that time: “Given the apparent willingness of more Brazilian gynecologists to be involved with abortions induced by a non-invasive method, the ideal situation would be for RU486 to be introduced in Brazil for use with Cytotec, as it is being used in France.”84 Later chapters detail this pill's winding saga. But mifepristone could not reliably complete an abortion on its own. That pill worked better when paired with a prostaglandin, another medication. And misoprostol happened to be a prostaglandin—exactly what was needed.

Before Cytotec, researchers in Europe used a medication abortion regimen that injected prostaglandins into a woman's muscle a day or two days after she swallowed mifepristone. Side effects could be intense. Misoprostol pills replacing those injections would soon make abortions simpler and safer. Brazilian women started using misoprostol before researchers began giving women that pill with mifepristone, all under tight controls. Combining mifepristone with misoprostol would soon be considered the gold standard for a medication abortion, as will be detailed next. After years of research partnerships with grassroots feminist activists caring for people using both these pills in countries under near-total abortion bans, but especially using misoprostol, the World Health Organization (WHO) in 2022 said that people did not need a doctor or any licensed clinician to have a safe medication abortion early in pregnancy.85 With the right information and medications, they could safely take mifepristone and misoprostol pills, or just misoprostol, at home by themselves.86 This today is still revolutionary, with no country in the world as of 2024 having both mifepristone and misoprostol over the counter as abortion pills.

For a misoprostol-only abortion among people fewer than 12 weeks pregnant, the WHO as of this writing advised taking 800 mcg of misoprostol buccally (in the cheek), sublingually (under the tongue), or vaginally, with repeat doses as needed.87 And for a misoprostol-only abortion among people at or past 12 weeks pregnant, the agency suggested repeat doses of 400 mcg of misoprostol taken buccally, sublingually, or vaginally every three hours.88 The WHO stated that using mifepristone and misoprostol together generally worked better and was less painful.89 While this information exists now, with the stamp of approval of a United Nations agency and ample studies demonstrating the safety of these methods, women in Brazil today have less access to misoprostol than they did three decades ago—and the post-Dobbs US should pay close attention.

By 1998, Brazil created an FDA equivalent, the National Health Surveillance Agency (Agência Nacional de Vigilância Sanitária in Portuguese, or ANVISA), that put misoprostol on a list of the most restricted drugs.90 That classification, which continues as I write in 2024, mandated misoprostol be sold to specially registered hospitals. Supplying or selling misoprostol beyond these rules was a crime punishable by 10 to 15 years in prison and a fine, a more severe penalty than for drug trafficking.91 Then in the early 2000s, with internet use spreading, some people in Brazil began ordering misoprostol online under the country's still-existent abortion ban. ANVISA swiftly made it illegal in 2006 to share information online about misoprostol, an offense punishable again with prison time. “I say that in Brazil, misoprostol has been in jail since 1998,” said feminist Sonia Corrêa in a 2021 interview in Portuguese translated to English.92 She called this jailing a “jabuticaba,” slang for an absurdity that could only happen in Brazil (a jabuticaba tree is indigenous to Brazil).

Indeed, even in countries and some US states post-Dobbs that almost entirely ban abortion, people still can, at least as I write, legally share information about how to correctly use misoprostol pills for abortions. That protection has been foundational for activists around the globe to organize sophisticated abortion-pills support networks. Brazil, considered the birthplace of people using misoprostol for abortions on their own, is today home to what many experts consider the worst restrictions in the world on that pill.93 “Brazilian women actually found a solution with the use of misoprostol,” said Arilha in a 2018 interview in Portuguese translated to English. “Today, misoprostol is in the hands of drug dealers. . . . Brazilian women can still not have abortions. They have to go underground and run completely unnecessary risks, legal and health risks, ultimately risking their own lives.”94

What Arilha did not mention, perhaps did not know, was that some feminist activists in Brazil have for years taken serious legal risks to bring misoprostol to abortion-seekers, operating quietly by word of mouth, with no website or public presence. I spoke to several of them about the growth and diversity of such networks across Latin America and their reflections on the US post-Dobbs, mindful of what a rising far right without borders may mean for us all. As Arilha said, “abortion is a ‘global saga.’”

This book traces the rich history of misoprostol as well as mifepristone, including the creative ways feminist activists have used these pills beyond the US for many years, though this book cannot possibly capture the nuances of these medications and the activism around them in every country. My hope is this history can help us better understand our tumultuous present to continue to demand equality and dignity, with these pills as one revolutionary tool already reshaping abortion and maternal health care around the globe. But to do that, we must rewind to what may be the first abortion medication, one that was not a pill at all.







CHAPTER 2

A PARENTHETICAL

In New York City around 1930, 27-year-old Sarah Ratner peered through her microscope at, of all things, human semen. She worked at Sloane Hospital for Women as a lab assistant while studying for a biochemistry doctorate at Columbia University. It was the Great Depression. At this fertility clinic, Ratner helped those struggling to become pregnant. Infertility was not well understood in the early 1930s, but artificial insemination held promise. Ratner stood out as one of the few scientists who had a uterus herself. An outsider self-described as “innately very shy,” she could see what others could not.1

Ratner grew up in New York as the only daughter of Russian Jewish immigrants who fled poverty and persecution for the US. She landed a scholarship to Cornell University and gravitated to science. But her quiet temperament and status as the sole woman in most classes made it difficult for her to be heard. Ratner spoke deliberately throughout her life, so much so a colleague told her, “Sarah, I always know when you are calling because the phone rings more slowly.”2 American academia, however, held a dark side in the 1920s and 1930s. Some fertility research aligned with eugenics, a global movement of white elites to reproduce “good” races (“Nordic” white, not Jewish, not disabled, not queer) and decrease “inferior” races (just about anyone else).3 Nazi Germany thrust eugenics to disastrous ends. Yet there were also eugenic US laws in the 1920s, such as one enacted in the US Supreme Court in 1927, the year Buck v. Bell allowed state-funded, forced sterilization of those mentally “unfit” to parent.4

The young Ratner approached fertility research differently from others in this era. And, in doing so, she noticed a pattern her senior (white male) scientists had not. Some women in the clinic where she worked were having contractions while being artificially inseminated, but others experienced no such contractions. Why? Instead of assuming the uterus to be the problem, Ratner turned her gaze to the semen, finding under her microscope a compound in semen that had never been identified before, one that triggered uterine contractions. She did not name this compound, but her discovery would be a silent breakthrough she would not receive full credit for. The scientists running that lab, Raphael Kurzrok and Charles C. Lieb, published a paper in 1930 announcing this compound, listing themselves as the authors. In parentheses and smaller type next to their names was “with the assistance of Sarah Ratner.”5

“My career as a biochemist,” Ratner would later say, “has been a more difficult one because of my sex.” She struggled to find a job after her doctorate, though her male peers were quickly hired. Once, a male mentor praised Ratner by saying she “thinks like a man,” to which she let out “a somewhat disdainful hrumph.”6 Ratner's biochemistry contributions eventually led to her election to the National Academy of Sciences at 71 years old. She still recalled that 1930 finding, saying it “constituted the first recorded description of the uterine contracting properties of a prostaglandin.”7

Because a man would later name that compound a “prostaglandin,” what Ratner recorded would form the foundation of the first known safe, effective abortion medication. One of today's abortion pills, misoprostol, is a synthetic (lab-made) prostaglandin. The compound's name did not hail from uteruses or people with them. In 1935 in Sweden, physiologist and pharmacologist Dr. Ulf von Euler (who later won a Nobel Prize for other work) coined the term “prostaglandin” after noticing these compounds in the prostate glands of monkeys, sheep, and goats, the prostate producing some fluid in semen.8 Von Euler observed these compounds could also lower blood pressure and stimulate certain muscles. What that may mean for women was lost on him. And so, “prostaglandin” came from “prostate” and “gland,” its masculinity holding delicious irony today.

Ratner sensed back in 1930 that this compound could transform women's reproductive lives one day. She just did not know how. It took three more decades before another young researcher pushed that idea forward. These next few chapters follow mostly white male scientists in the Global North at one start of medication abortion's journey, a history told from powerful halls of science and politics, halls that few who had or sought abortions could enter as equals, if at all. To draw from American Black queer feminist Audre Lorde, these spaces are the “master's house.”9 But abortion pills themselves are not necessarily the “master's tools.” These stories unravel how these medications came to be and be controlled, as well as how grassroots feminist activists in mainly the Global South later took risks to reclaim pills and abortion, person by person, year by year, creating a bolder vision of care that continues today.

Almost four thousand miles away from New York City and thirty years after Ratner's first observation of a mysterious compound, 29-year-old gynecologist Dr. Marc Bygdeman received a rare sample. It was a prostaglandin.

This was 1963 in Stockholm, Sweden, at the Karolinska Institute, a research university. Bygdeman had just finished his residency and started his doctoral thesis. He did not know it yet, but his career would soon zero in on prostaglandins as abortion medications. Scientists at this point knew there were many types of prostaglandins, but not what each type did (or how many types existed). The compounds remained perplexing despite decades passing since Ratner and von Euler's work. World War II paused their 1930s research.10 Shortly after the war, one of Bygdeman's mentors, Dr. Sune Bergström, studied prostaglandins to pick up where they left off.

Except the compounds’ supply for lab research was comically strained. Bergström found himself importing tons of Icelandic sheep glands to extract the prostaglandins from these disembodied organs. Marine biologists, recognizing this demand, later plucked corals from the Gulf of Mexico after finding out they also contained prostaglandins. Not until the 1970s would researchers switch to synthetic compounds (sparing sheep and corals). With two other scientists, Bergström later won the 1982 Nobel Prize for his prostaglandin research; his speech did credit Ratner as a pioneer.11

In the early 1960s, a race to find better birth control pills also drove this prostaglandin demand among researchers. The first birth control pill hit the US market around 1960, upending staid attitudes of sexuality and challenging gender roles.12 Although abortion was still mostly illegal in Sweden, booming contraceptive research in the 1960s led to another curiosity in the labs of Stockholm: the search for an abortion pill. A radical potential for such a pill may reside in prostaglandins, which Bygdeman would try to uncover using that rare sample.

Around 1963, Bygdeman's advisor, von Euler (the same von Euler who coined “prostaglandin”), gave him a prostaglandin that Bergström had prepared for in vitro studies. An abortion medication struck Bygdeman as undoubtedly critical. As a gynecologist working under Sweden's near-total abortion ban, he had witnessed the humiliation that women endured in asking for permission from a (male) doctor and the state to have a legal abortion procedure.13 An at-home abortion method could potentially transform this, empowering and entrusting women.

Before Sweden decriminalized abortion, a woman who wanted to end her pregnancy under the ban's narrow exceptions needed to plead her case before the Royal Board of Health, a typically all-male, all-white committee.14 Those exceptions included if a woman had been raped or her pregnancy threatened her life. A woman was expected to argue why she was “deserving” of this care while the board investigated her case, her unwanted pregnancy progressing all the while.15 Similar to the government in the US, the Swedish government until around 1975 also funded ableist, sexist, and racist forced sterilization programs.16 Forcing someone to give birth and forcing someone to never give birth sought the same end: control.

As a medical resident at Karolinska Hospital in the late 1950s, Bygdeman worked with a young midwife, Karin Birgitta Berg, who joined him in caring for countless women who had been denied an abortion under Sweden's ban. They shared this conviction that women should one day have the option of safe, legal at-home abortions. The two formed a friendship, then a courtship, then a marriage. “We thought in the same way,” Bygdeman at age 89 told me of Berg in 2023. He sat in a wheelchair while we spoke, his wife of more than five decades in the next room, and when I asked who molded his views on abortion the most, he said Berg, a midwife there at his ear, urging change.

By 1969 in Stockholm, after testing prostaglandins on strips of uterine tissue in labs, Bygdeman narrowed down two prostaglandin types that stimulated contractions. Perhaps these could be the backbone of an abortion medication. He and a colleague decided to test prostaglandins in a few pregnant women who sought an abortion. These women, whose names we do not know today, gave informed consent, having been told the potential risks, including that they would likely experience painful contractions. Bygdeman convinced the Swedish government to allow this research to happen under Sweden's ban.

In May 1969 over a few days, 11 women who were 13 to 18 weeks pregnant came to the Karolinska Institute for a prostaglandin injection (there was no pill yet).17 All had contractions for hours. Only three women fully expelled their uterine contents, as if miscarrying, becoming some of the first women known to safely have abortions with medications. For the other eight women, the prostaglandin started but did not finish a miscarriage; they then had an abortion procedure. All the women experienced vaginal bleeding and cramping for hours; most had diarrhea and nausea. While the women voiced relief to at least no longer be pregnant, this had been physically difficult. Bygdeman knew it was not enough that these prostaglandins seemed safe. Women should not have to suffer. It was discouraging. But changing the prostaglandin type, dose, and interval for women at different weeks in their pregnancies may yet unravel a less painful, more effective, and safe abortion medication.

In January 1970, Bygdeman and his colleagues published this small study in The Lancet, stressing it was “an exploratory investigation, and should not be taken as an indication of the final clinical effectiveness of the method.”18 That same Lancet issue included a piece by Dr. Sultan Karim about prostaglandins for “therapeutic abortions,” the researcher having also recently used that compound to safely induce labor in pregnant people.19 Prostaglandin research soon skyrocketed. About 500 laboratories around the world were studying the compounds by 1971, with scientific papers on prostaglandins published at a rate of roughly two a day that year.20 “Prostaglandins have such new qualities and importance that they might mean as much in controlling the reproductive process as the introduction of penicillin meant in fighting infection,” Dr. Reimert T. Ravenhold, then director of the Office of Population at the US Agency for International Development (USAID), told the New York Times in 1971.

The American pharmaceutical industry also had prostaglandin fervor. But not to find an abortion pill or even a new birth control pill, which the male-dominated industry by the 1970s worried could invite liability more than profit. Scientists as far back as the 1930s with von Euler's research noted that prostaglandins may lower blood pressure and offer similar nongynecological uses. Those possibilities, beyond women and their pesky uteruses, intrigued drug companies. In 1973, after studies suggested prostaglandins may treat stomach ulcers, G. D. Searle & Company of Skokie, Illinois, created its own synthetic prostaglandin in pill form: misoprostol.

We know that story.

Beyond the pharmaceutical industry, another player closely watched early 1970s prostaglandin research. The WHO declared in 1967 for the first time that unsafe abortion posed a public health crisis.21 It estimated thousands of women, mostly poor women in the Global South, died each year of unsafe, self-induced abortions.22 Yet given drug companies’ apparent cool disinterest in possible solutions to that crisis, the WHO launched in 1972 its Special Program on Research, Development, and Research Training in Human Reproduction (HRP) with (mostly male) scientists focusing on finding reproductive health medications especially to help communities in the Global South, including searching for an abortion pill. WHO centers in India, Hungary, China, and Sweden (at the Karolinska Institute) did much of this early hunting for such a pill.

One of the HRP's inaugural task forces looked at prostaglandins for the “interruption of pregnancies,” a euphemism for abortion.23 Bygdeman's mentor, Bergström, chaired that task force (Bygdeman would hold the post years later). A WHO report in 1978 detailed one of the task force's goals was to find “a nonsurgical method of abortion, nontoxic to the woman and nonteratogenic in an effective dosage, reliably producing complete expulsion of the products of conception, suitable for application in a nonclinical setting, and economically accessible to women in all countries.”24

But to slightly distance itself from erratic global politics, the HRP had an unusual funding structure. Governments with the most money could influence the WHO's priorities based on what they did or did not fund. And most countries still banned or severely restricted abortion at the HRP's 1972 launch (not until the following year did the US legalize abortion). So, to avoid diplomatic mishaps, the WHO's overall budget did not support the HRP's research.25 Private donors and a few small, sympathetic governments did instead.26 The HRP's biggest, private anonymous donor for years would be a Nebraskan: Susan Thompson Buffett, the first wife of American billionaire Warren Buffett and longtime advocate for abortion rights, wielding her wealth in philanthropy accordingly (after her 2004 death, the Susan Thompson Buffett Foundation continued supporting the HRP.).27

One night in 1975 in India, Bygdeman and two WHO center colleagues in the HRP stayed up late looking over their prostaglandin trial results. They realized in astonishment that there was “a success rate of practically 100% complete abortions” in women up to about seven weeks pregnant.28 But there was still no abortion pill; a provider usually injected prostaglandin into women's bodies. And the side effects were still too painful. A lower dose of prostaglandin meant less intense side effects, only then the contractions might not be strong enough to complete a person's abortion. Bygdeman believed women deserved better.

Around 1981, he tried something different at Karolinska Hospital. There, 40 women who were up to seven weeks pregnant, who sought an abortion, who were otherwise healthy, and who had at least one prior pregnancy in their lives joined a study on at-home abortion.29 Bygdeman's team gave each woman two suppositories, or dissolvable capsules, that contained a prostaglandin and that the women would use by themselves at home. Women were instructed to place the first suppository in their vaginas for about six hours, then the second suppository in their vaginas for six more hours. They were told what side effects to expect, and they received a prescription painkiller as well as anti-nausea medication. Nurses were on call nearby. If anything concerning happened, women could ring for help or return to the hospital.

Acting like fellow scientists, these 40 women recorded their side effects during their at-home abortions, taking their temperature and noting the start, duration, and amount of bleeding they experienced. All had two follow-up visits: the first appointment a week after using the prostaglandins, and the second the week after that. Since this method could take several hours or days, providers would determine by the second visit if a woman completed her abortion. If she had not, she would, with her consent, receive a procedure. All but one of the 40 women completed their abortions in what may have been the first study of at-home, safe medication abortions.30 Though 24 women reported gastrointestinal side effects, only one considered these “disturbingly high.”31 Yet this was a small group of patients who had a prior pregnancy and so understood how contractions felt in their bodies based on their past, factors that may have shaped their tolerance. “The results of the present study indicate that termination of early pregnancy by self-treatment at home starts to be a reality at least in selected patients,” co-wrote Bygdeman in a 1981 paper. “Almost all patients had a positive attitude to the treatment. The most common reasons were the anonymity of the therapy, the possibility of the husband to participate, and the more ‘natural’ procedure as compared to vacuum aspiration.”32

This was a big deal. Bygdeman and the WHO's HRP had been hoping for this progress for more than a decade. Except the pain had not gone away. Sure, this group tolerated contractions. But would that be the same for hundreds, thousands, millions of people around the world? What about women without hospital access? What would they do if anything went wrong? There was something else, of course. These women used suppositories just fine. Except wouldn't a pill be simpler and, since that method would be noninvasive, safer?

In 1981, misoprostol was not yet in Brazilian women's hands or Bygdeman's purview. Prostaglandin research for at-home abortions was stuck, the potential of that compound that Ratner found in 1930 unrealized. Then the world—and Bygdeman—learned of mifepristone.







CHAPTER 3

THE DAWN OF RU-486

In 1980 in a laboratory in a Parisian suburb, Dr. Georges Teutsch, chief chemist at the $1.7 billion French pharmaceutical company Roussel-Uclaf, stumbled on an unassuming molecule.1 As with all molecules they synthesized, Roussel-Uclaf named this one “RU” for “Roussel-Uclaf,” then gave it a number based on how many molecules the company invented that far, resulting in “RU-486” (“486” was shorthand for the 38,486th molecule synthesized).2 Its generic name was, and is, mifepristone.

Roussel-Uclaf was not at all hunting for an abortion pill. What the company sought was a controversy-free, money-making molecule. Mifepristone was, and is, an anti-progestin; it blocked the hormone progesterone in the uterus. Earlier research suggested an anti-progestin may reduce cortisol, another hormone. And a drug regulating cortisol could dominate a lucrative market for, say, treating Cushing's, a rare illness where people had too much cortisol.3 But for people with uteruses, anti-progestins can do something else, something at least one person at Roussel-Uclaf, a part-time consultant, knew immediately.4

This scientist, Dr. Étienne-Émile Baulieu, had studied progesterone for years, while searching for a better birth control pill. The press would later fawningly call him the “father” of the abortion pill. Yet Teutsch disputed that title slightly to Science in 1989: “Étienne Baulieu is the father of the pill, but he is not the father of the compound.”5 Meanwhile, women in Brazil would not be hailed as “mothers” of the other abortion pill misoprostol, only criticized for “misusing” that pill, with RU-486 seizing far more press attention for decades.

By the time Baulieu heard in 1980 about RU-486, the 54-year-old French biochemist and endocrinologist had lived many lives. He joined the French Resistance as a Jewish teen growing up in France during World War II, changing his last name from Blum to Baulieu to hide his Jewish ancestry for survival.6 He went back to school after the war to become a doctor, then a scientist. At 30, he became a tenured professor at the Faculté de Médecine in Paris and focused on hormones.7 Yet it was while visiting New York City's Columbia University from 1961 to 1962 that he landed on a path to mifepristone. There, Baulieu met Dr. Gregory Pincus, one of the inventors of the birth control pill, a groundbreaking product which Searle had just released in the US as Enovid.8

Almost 30 years later, Searle introduced Cytotec, or misoprostol. But back when Pincus co-developed the birth control pill, contraceptives were still illegal in much of the US, so Searle strategically first received FDA approval for Enovid as a treatment for “menstrual irregularities,” then attained FDA approval in 1960 to market that same medication as birth control.9 The first version of the pill contained progestin and estrogen, with “progestin” as a synthetic progesterone.10 The postwar baby boom in the US soon ended as use of the pill rapidly spread. By 1965, more than 6.5 million women in the US had tried birth control pills.11 For the first time, women reliably, privately controlled if and when they got pregnant. A counterculture amid second-wave feminism swept through the decade. Women's paid labor force participation rate in the US skyrocketed, partially due to the birth control pill.12 And the pill made money in a market where otherwise healthy people with uteruses took a medication once a day for years, potentially decades. In 1964, Searle earned $24 million in net profits from Enovid (about $235 million today).13 It was a blockbuster drug.

So, when Baulieu met Pincus in 1961 at Columbia, he was starstruck. Pincus invited him to see birth control pill trials still underway in Puerto Rico. Baulieu, though flattered, later wrote, “It troubled me slightly that Hispanic women from a poor outlying territory were chosen for clinical trials.”14 But he went, and the data blew him away, convincing him that contraceptive research was the future. However, that queasiness Baulieu felt reflected a grim history.

The birth control pill trials in Puerto Rico began in 1956 with more than 1,500 women of color, most of whom were poor and not told the pill had potentially serious side effects, only that it would prevent pregnancy.15 The women received the same 10 mg dose as in the first version of Enovid later sold in the US, a dose about four to 10 times higher than in today's typical birth control pill products.16 Pincus and his colleagues chose that very high dose to be as certain as possible that the pill would work, which it did indeed.17 But in Pincus's determination to get the pill approved in the US, he dismissed side effects Puerto Rican women reported. About a quarter of the study participants dropped out in the first year, some due to dizziness and nausea. Three women died in the trials, with no autopsies conducted to see what role the pills may have played.18 It remains unclear if their deaths were tied to the pill.19

Once the pill made it to the US, some women did suffer concerning side effects, leading several feminist activists to successfully pressure Searle to cut Enovid's dosage in half to make the pill safer.20 The company soon discontinued that product. Today's range of safe birth control pills is a far cry from Enovid's controversial start, which has since been criticized for following legacies of colonialism and eugenics.21 By the mid-1980s when trials with RU-486 began, more guardrails around consent were in place than three decades prior. It would be paramount to Baulieu for this potential “abortion pill” not to repeat the birth control pill's early mistakes.

Back in 1970 after his inspiring (if somewhat jarring) meetings with Pincus, Baulieu's search for a new, better birth control pill turned to progesterone. His team in Paris found progesterone's receptor cells in the uterus.22 Baulieu and other scientists argued a pregnancy started after a fertilized egg implanted on the uterine wall, and progesterone helped make this implantation happen, then kept the embryo in place on the uterine wall.23 Baulieu believed blocking progesterone might stop a pregnancy from continuing or even starting. He wanted to find a fake key, or anti-progestin, an imposter to trick progesterone's receptors in the uterus into binding to that fake key and thus blocking the real progesterone. In the 1970s, no known anti-progestin existed.

Baulieu soon became head of a research unit at the French National Institute of Health and Medical Research (INSERM), France's equivalent of the US National Institutes of Health (NIH), and worked as a consultant at Roussel-Uclaf. He used the company's lab for anti-progestin research while his presence brought them clout. So, in 1980, when Baulieu learned that Roussel-Uclaf synthesized RU-486, he was thrilled that an anti-progestin had been discovered at last.24 Baulieu later claimed that he suggested to some Roussel-Uclaf scientists a way to make that very molecule.25 Teutsch challenged that claim but made clear that, once Roussel-Uclaf knew what RU-486 could do, the company would have thrown the molecule out: “If [Baulieu] had not been there, Roussel-Uclaf would not have developed the compound for this indication.”26

That indication was abortion. But Baulieu did not think of the molecule as an abortion pill at first. He preferred the term “contragestive.”27 This was his hypothesis: If a woman took RU-486 for four days each month, starting two days before her period, a fertilized egg would not implant on the uterine wall. A woman would simply bring back her period each month. And as Baulieu and others argued a pregnancy did not start until implantation, this process would be menstrual regulation, not abortion. RU-486 would wear off a day or so later in the woman's body with no impact on future fertility. Baulieu thought RU-486 could similarly end a pregnancy up to about seven weeks (or three weeks after a missed period). By blocking progesterone, the uterine wall would no longer hold an embryo, which would detach in an early miscarriage—or, yes, an abortion. In 1980, these nuanced hypotheses had yet to be proven in people. But Baulieu did not want Roussel-Uclaf to abandon RU-486 before such studies even started.28

A self-identified feminist, Baulieu believed a woman should control her own body. Like Bygdeman, he abhorred doctors abusing women who sought abortions. As a resident in a 1950s French hospital when abortion was banned in the country, Baulieu flinched at male surgeons denying women anesthesia during abortion procedures, once hearing a doctor say, “Teach her a lesson she will remember.”29 But Baulieu did hold stigmatizing views about abortion that were consistent with his era and gender, quoting reproductive specialist Dr. Roger Short in Baulieu's 1991 co-authored book The “Abortion Pill,” “Abortion is like poverty: no one likes it, but it will always be with us.”30

Globally, grassroots feminist activists in decades to come, many of whom had abortions themselves, challenged this negative assumption. Abortion stories would lift up a range of emotions people may feel about their abortions, from gratitude to guilt, distress to relief, shame to joy. Such activists would say all emotions, including all those felt at once, are valid. This conversation, however, was hardly present at Baulieu's time.

Just five years before mifepristone's synthesis, France legalized abortion for women up to 10 weeks pregnant in the 1975 Veil Act.31 Prior, women faced prison time for illegal abortions, and even briefly, during World War II, the death penalty.32 Women who could afford to travel to where abortion was legal did—or paid for a secret abortion procedure in France. Those without money were forced to give birth or self-induce an abortion invasively. The 1975 Veil Act was a major victory, but some feminists in France wanted more, calling for the full decriminalization of abortion in a 1971 manifesto.33

The Veil Act, aside from its 10-week ban, also mandated women wait seven days between asking for an abortion and accessing one. It required that procedures take place inside of hospitals with specially authorized “family planning” centers staffed by abortion-supportive providers.34 This was partially due to a “conscience clause” that legally allowed doctors in France to refuse to perform an abortion as long as they gave the patient a referral.35 The law thus implied that a doctor refusing to provide an abortion—rather than providing one—was an act of conscience.

But even supportive doctors in France were wary of performing abortions after the Veil Act. Their experiences with abortion under a ban had mostly been when women needed urgent care after an abortion gone wrong, leading pro-choice doctors to fear women hemorrhaging or going septic, and so they overburdened abortion procedures.36 Post–Veil Act and pre-medication abortion, a woman having an abortion in France went under general anesthesia with a 48-hour hospital stay—for an otherwise safe, quick, simple procedure when done early in pregnancy.37 This all meant that a doctor-less pill in France could be transformative—if Baulieu's hypotheses in 1980 were right.

Roussel-Uclaf's CEO, Dr. Edouard Sakiz, was an old friend of Baulieu's; they liked each other. But unlike Baulieu, Sakiz was a businessman before a scientist. He regretted that Roussel-Uclaf in the 1960s missed out on the contraceptive market, deciding not to research birth control pills supposedly because the company's leadership feared the Catholic Church's rebuke in majority-Catholic France.38 Except Roussel-Uclaf wildly miscalculated public acceptance of “the pill” in France. What if RU-486 turned out similarly as a “contragestive,” perhaps as an abortion pill?

This was one of the arguments Baulieu made to Sakiz to not throw out RU-486. At least temporarily convinced, Sakiz allowed the company's scientists to test mifepristone in animals in 1980 and 1981, finding it safe enough to test in controlled doses in women who were early in their pregnancies.39 An elated Baulieu enlisted Dr. Walter Herrmann in Switzerland to lead the first mifepristone-only abortion trial in people.40 Switzerland had one of the world's strictest ethics committees for medical research at the time, which was precisely why Baulieu tapped Herrmann. This inaugural RU-486 study, one that would surely be scrutinized, needed to be more ethical than those early birth control pill trials. In 1981, Herrmann gave 200 mg of mifepristone each day for four days to 11 women six to eight weeks pregnant.41 Nine women finished their abortions after about four days. But the drug did not work for two women, who then needed procedures. One of those two took mifepristone and, thinking her abortion done, felt well enough to ski shortly after. While on the slopes, she bled heavily and panicked. A helicopter apparently airlifted her from the Alps to a clinic for an emergency procedure and blood transfusion.42 This was not some miracle pill.

But Baulieu thought more tests could find the best dosage, raising that success rate. And he was eager to show off this molecule to the hyper competitive scientific community.

On April 19, 1982, in Paris's baroque French Academy of Sciences, he “breathed deeply of the dust of three centuries” and clicked through a clunky slideshow in that “stuffy” space with “terrible” acoustics.43 This hall was not built for slideshows—or women. In 1666, King Louis XIV founded the academy while the French empire and slave trade brought his absolute monarchy ludicrous wealth.44 For three centuries, women could not be academy members.45 Yvonne Choquet-Bruhat would be the first woman invited to become a full member—in 1979, merely three years before Baulieu's presentation.46

It was mifepristone's debut, the moment to share the Swiss study. Except on that clunky slideshow, Baulieu could only display a sliver of RU-486’s structure.47 Roussel-Uclaf's patent forbade making the full structure public for another few months. Before his talk, Baulieu handed the academy a sealed envelope with the complete mifepristone structure inside, to be unsealed when Roussel-Uclaf's restriction expired. “My audience,” he later wrote, “was not visibly impressed.”48 One professor
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