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Foreword - Letter to the patient/reader

Dear Reader,


Whether you are currently pregnant or a healthcare professional wanting to provide the best possible care for your pregnant patient, this handbook is for YOU. Our goal in creating this handbook is to provide you with the most factual, unbiased, evidence-based research to educate you about all of your options for your pregnancy. We will provide  easy-to-understand, factual information so that you are 100% informed when it comes to your body and your pregnancy. Since you have both the legal and ethical right to fully-informed consent before you make any decisions about your body, you deserve to know all of the benefits and risks involved in each of the options available. By the time you have finished reading this handbook, we hope that you have a clear understanding in regard to all of your options when it comes to pregnancy — abortion, adoption, and parenting. 

We understand that pregnancies are not always planned. And, likely, you have picked up this handbook because  you or someone you love is  facing an unplanned pregnancy and unsure about your next steps. You may be feeling uncertain, confused, scared, anxious, or worried. These are normal and valid emotions and feelings. Having a baby is life-changing. But adoption and abortion are also life-changing decisions. Our hope is that this handbook allows you to acknowledge and work through those emotions as you learn about all of your options. 

By having full knowledge  of all of  your options, you will  feel empowered to make the best decision for YOU. You may be facing judgment or pressure from your partner, family members, or friends. Please remember that you and you alone are the one who gets to decide what you want to do with your body and with this pregnancy. We hope that this handbook allows you to come to a decision based on fully understanding all of your options and how they will impact you now and in the future, too. 

Ask for help from others if you need it. Don’t be afraid to seek support. You deserve informed consent for every decision you make when it comes to your body and your life. 

We hope that this helps you to feel at peace with whatever decision you make.

Confirming the pregnancy

You may have missed a period. Or, perhaps you have irregular cycles, but began noticing possible pregnancy symptoms such as nausea or breast tenderness. Or maybe you’ve taken an at-home pregnancy test that is positive. You might have had your pregnancy confirmed at a healthcare facility with a urine pregnancy test or a check of your  human chorionic gonadotropin (HCG) levels. Whether you are just suspecting pregnancy or whether it has been confirmed by a medical test,  the next CRITICAL step is to determine precisely how far along you are in your pregnancy and whether the pregnancy is viable. Many times, the estimated due date can be determined by the first day of your last menstrual period (LMP). But, for those with irregular cycles, the date  often can only be determined by ultrasound. Additionally, a limited obstetric ultrasound is necessary to answer  these three questions :
· Is the pregnancy an intrauterine pregnancy (inside the uterus) ?
· Can the heartbeat be detected and is it at an expected rate (beats per minute) in terms of viability for the baby? 
· How far along (gestational age) is the pregnancy?

Why must you have the answers to these three questions? The answers will not only help you to rule out any dangerous conditions such as an ectopic pregnancy, but will also provide you information to help you determine your next steps. 

I’m pregnant. What are my options?
When it comes to your pregnancy, there are three options:
· Abortion
· Adoption
· Parenting

You may have been primarily learning toward one of these before you started to read this handbook. That is to be expected. However, our hope is that by the end of this handbook, you feel fully informed and educated about all THREE of your options. In our many years of clinical experience, we have worked with hundreds of patients who have faced unplanned pregnancies. We have always been intentional about providing unbiased knowledge about each of the three options to the patients we see in our clinic. However, we also know that there are patients across the globe who don’t often get the same opportunity with their healthcare providers, so we hope that this handbook allows EVERY pregnant woman throughout the world to have a solid understanding of all three options before she has to make a decision. All three options will be life-changing, so it is critical that you know that you have been provided with all of the information you need to make the best possible decision for yourself. 

How much time do I have to make a decision?
If you are considering abortion, it is critical to know gestational age (how far along you are in the pregnancy), as both the type of abortion and the safety of an abortion change in relation to  the number of weeks of pregnancy. It does not necessarily mean you have to make an immediate decision, but if you delay for several weeks, your options may be more limited. It is our hope that this handbook fully informs  of all available options and helps you make an informed decision. 

Here are some critical time points to know as they may impact your decision: 
· 10 weeks - The FDA has approved medication abortions to occur through 10 weeks gestation (70 days or fewer since the first day of a patient’s last menstrual period). After this, medication abortions are not FDA approved (although they are sometimes still used off-label).
· 10-16 weeks – Surgical abortion is typically required due to the lack of effective medical abortion methods and the fact that FDA no longer approves medication abortion as an option at this point in the pregnancy.
· 13-14 weeks (sometimes earlier) – Cervical preparation starting the day before surgical abortion may be required.
· 14 weeks – Surgical abortion is now called Dilation and Evacuation ( D & E).
· 16 weeks and beyond – Hospital-based medical abortions can be done. These are also called  “induction of labor.” Doctors may use lethal fetal injections, especially after 20 weeks, to avoid the chance of survival if delivered by induction of labor.
· 22 weeks and beyond – Delivery of a living fetus may result in a surviving baby (rare cases as early as 20 weeks).
· 24 weeks and beyond – Legality and availability of abortion depends upon state laws and may be restricted due to the increasing likelihood of survival if a baby is delivered alive. However, abortion is legal in some states due to circumstances such as the health/life of the pregnant person and/or severe fetal abnormalities. Surgical abortion of a living fetus (now termed dilation and extraction or D & X) is often illegal due to the nature of the procedure (for more detail, see below for abortion types).

What is abortion? What is termination of pregnancy?
The words “abortion” and “termination” are both used to describe the medical process of ending a pregnancy before the baby is born. The terms have the same meaning and are often used interchangeably. There are multiple types of abortion, however. 

· A spontaneous abortion is the medical term for miscarriage, which can be defined as the unintentional loss of a pregnancy prior to 20 weeks gestation.
· A medical abortion is the medical term for the process of ending a pregnancy by taking medication. This process is non-surgical, meaning that without complications, a medical abortion does not involve surgery.
· A surgical abortion is the medical term for a surgical procedure that is performed to end a pregnancy by removing the fetus and placenta from the woman’s uterus (also sometimes called the womb). Medications may also be used to perform the surgical procedure. 

I am considering a medical abortion. How do I know if I am eligible? What testing do I need done?
1) It is imperative to know exactly how many weeks pregnant you are to determine whether you are eligible for a medical abortion. This should be confirmed by ultrasound in a local clinic.
2) The American College of Obstetrics and Gynecology (ACOG) recommends Rh testing in patients with unknown Rh status prior to an abortion. Rh D immunoglobulin should be administered for Rh-D negative patients due to the theoretical risk of Rh D alloimmunization in future pregnancies.
3) If you have a history of anemia or anemia is suspected, it would be advisable to have blood work to identify your blood levels (hemoglobin/hematocrit) prior to taking the medications for a medical abortion. This is due to the fact that you will bleed as a result of taking the medications for abortion.

What is the “abortion pill?”
The “abortion pill” is the term that many use for Mifeprex/Mifepristone, the first of two medications used for a medical / medication abortion. The Food and Drug Administration (FDA) has approved Mifepristone to be used up to 10 weeks gestation (or 70 days after the  first day of your last menstrual period). The FDA approval of this medication also requires at least one office visit for the pregnant woman desiring a medical abortion. Some states require  an in-person counseling session prior to abortion, which ultimately ends up being two visits prior to an abortion. A follow-up appointment is often optional, but, given our experience, we would recommend at least one follow-up to ensure there have been no complications and that patients also receive the post-abortion emotional support they  may need.

How does the “abortion pill” cause a medical abortion?
Mifepristone, the “abortion pill,” is a medication that blocks the progesterone, which is necessary for the thickening and maintenance of the uterine lining in order for a pregnancy to continue. As a result of the drug, , the uterine lining breaks down and the pregnancy stops progressing. However, a second medication is required in order for the contents of the pregnancy to be expelled from your body.

Therefore, 24-28 hours after taking Mifepristone, a second medication, Misprostol, is taken, which causes the uterus to contract (cramps) and the cervix to open up, allowing the contents of the uterus to empty. This process takes time, however. For many women, the bleeding and cramping begin within 1-4 hours of taking the Misoprostol, and, on average, most women have continued cramping and bleeding for up to two weeks. Some women expel the tissue within 4-6 hours after taking the Misoprostol, while for others it takes 1-2 days, or as long as 2 weeks. See below for common side effects, however, as there is an increased risk that not all pregnancy tissue will be expelled from the uterus and therefore may require further intervention. 

A word of caution: If you are beyond 8 weeks, it is possible you may see identifiable parts of the embryo after your abortion. By 10 weeks gestation, the developing baby may have clearly identifiable hands, feet, legs and arms. Therefore, you may see these pass in the toilet. 

How long will your symptoms last?
You may experience severe cramping and heavy bleeding for several hours once you have taken the Misoprostol, the second medication. Others may experience nausea, as well. The cramping may be intense and sometimes lasts for a few days after the pregnancy tissue has been expelled. On average, the bleeding lasts approximately 4 weeks, while for others, it may last as many as 8 weeks. This bleeding can be irregular, spotting, or similar to that of your menstrual cycle bleeding. It is also common to pass clots for a few days following your abortion, and those clots may be present intermittently over the next few weeks while you are still bleeding.

If you previously had a regular/normal menstrual cycle, it should return approximately 4-6 weeks after your bleeding has stopped.

The FDA recommends follow-up with a healthcare provider 7-14 days after taking the first medication to ensure that  no complications have occurred. This type of follow-up can be virtual, a phone call, an in-person exam, a blood test, and/or by ultrasound. 

Important information to consider:
· Be aware that if you are ordering your medications online, you must ensure that you are first evaluated in person at a local clinic to identify exactly how many weeks pregnant you are to ensure you are eligible for this type of abortion. If you are more than 10 weeks pregnant (or 70 days from your LMP), you should not take Mifepristone followed by Misoprostol for medical termination of pregnancy. According to  the FDA, you would no longer be eligible for a medical abortion.

· An ultrasound will also identify if you have an intrauterine pregnancy (inside the uterus) or an ectopic pregnancy (a pregnancy outside the uterus). If you have an ectopic pregnancy, you should NOT take the medications for medical abortion.

According to the FDA, who else would not be considered for a medical abortion?
· Patients who have problems with their adrenal glands 
· Patients who are being treated with long-term corticosteroid therapy
· Patients with a history of allergic reaction to Mifepristone, Misoprostol, or similar medications
· Patients with bleeding disorders or who are taking anticoagulant medications or supplements (blood thinning products)
· Patients who have inherited porphyria (a rare disorder that can affect the liver and other organs)
· Patients who have an intrauterine device (IUD) in place. You must have this removed PRIOR to taking Mifepristone

According to the FDA, what are important considerations to discuss with your healthcare provider prior to having a medical abortion?
· If you are currently breastfeeding, you must notify your healthcare provider that you are considering a medical abortion. Mifepristone can enter into your breast milk. The effects of both Mifepristone and Misoprostol on the breastfed baby is still unknown.
· If you are currently taking any medications including prescription medications, supplements, over-the-counter medications and/or vitamins, you will want to discuss this with your healthcare professional. Mifepristone, Misoprostol, and other specific medications may impact the effectiveness of the medication and/or can also cause side effects. Please discuss this prior to taking Mifepristone of Misoprostol. 

What are the side effects of a medical abortion?
There is a FDA Black box warning for Mifepristone that states: “WARNING: SERIOUS AND SOMETIMES FATAL INFECTIONS AND BLEEDING.”

Bleeding: Vaginal bleeding is expected for approximately 2-3 weeks. However, excessive bleeding can occur and results in approximately 1 in 100 women requiring surgery (dilation and curettage, also known as D & C) to stop the bleeding. Additionally, women may bleed so heavily that a blood transfusion may  potentially be required. Prolonged heavy bleeding may be a sign of incomplete abortion and/or other complications. It is imperative to seek immediate medication attention if this occurs, as medical and/or surgical intervention may be required. 

Infection: According to the FDA, cases of serious bacterial infection and even fatal septic shock have been reported following the use of Mifepristone. Warning signs of infection may include fever (100.4 F) for more than four hours, or pelvic tenderness and/or abdominal pain/discomfort more than 24 hours after taking Misoprostol. If these symptoms occur, you must be seen in an emergency room. 

Allergic Reaction: Seek care immediately if you experience rash, hives, itchy skin, difficulty swallowing, swollen lips/face, difficulty breathing, wheezing, blistered skin, etc., after taking either of Mifepristone or Misoprostol.

Sepsis must be ruled out if you are experiencing abdominal pain or discomfort or general malaise (including weakness, nausea, vomiting, or diarrhea) more than 24 hours after taking Misoprostol. Very rarely, deaths have been reported in patients due to sepsis as a result of taking Mifepristone and Misoprostol for medical abortion.

If you are feeling faint within 24 hours after taking the two medications for medical abortion, you should be evaluated in an emergency room immediately..

Other side effects that have been experienced by women after taking Mifepristone and Misoprostol: Helen/Jen, do we want percentages?
· Nausea
· Weakness
· Fevers/chills
· Vomiting
· Headache
· Diarrhea
· Dizziness

The more serious adverse events/effects identified after women have taken Mifepristone and Misoprostol include:
· Significant blood loss leading to  blood transfusions
· Sepsis (ie: blood infection)
· A visit to the emergency room
· Hospitalization related to medical abortion
· Infection without sepsis
· Hemorrhage


Misoprostol and teratogenic mpact on the baby if the abortion is not successful

According to the American College of Obstetricians and Gynecologists (ACOG), Misoprostol can result in congenital anomalies including limb defects with or without Moebius Syndrome, a rare condition present at birth that results from underdevelopment of the facial nerves. These facial nerves control some facial expressions and some eye movements. Ultimately the drug  can also impact the nerves that help with speech, chewing, and swallowing.  

How effective is a medical abortion?

The rate of failed abortion  tends to increase with advancing gestational age (i.e., increases the closer one gets to 10 weeks gestation). 

It is estimated that 91.6%-99.7% of medical abortions end the pregnancy when taken prior to 64 days after the first day of your last menstrual period. However, the effectiveness rate is variable, depending upon whether  the Misoprostol is taken orally or vaginally, the length of time that has passed between taking the Mifepristone and taking the Misoprostol, and the number of  weeks pregnant you are when taking the medications.

Up to 5% of medical abortions resulted in an outcome of a continued pregnancy. Again, this rate is dependent upon the previously mentioned factors above. Reference ACOG chart?

There is also a risk for an incomplete abortion in which not all of the pregnancy is passed and is retained within the uterus; this is known as RPOC for “retained products of conception”). Untreated RPOC can result in severe infection, anemia, uterine scarring and/or chronic pelvic pain, which is why either medical or surgical intervention is necessary  to remove the remaining products of conception from the uterus. 

Heavy vaginal bleeding is the most common sign of RPOC, an incomplete abortion. Other symptoms may include a tender and/or painful uterus, an enlarged uterus, fever, infection, and pelvic pain. A missed menstrual period may also be a sign of RPOC (though your period may not return until 4-8 weeks post-abortion).  

It is important to note that patients who have a continued pregnancy or an incomplete abortion/excessive bleeding after abortion will need to undergo an additional aspiration (surgical) procedure. This occurs in approximately 3-5% of patients who undergo a medication abortion. 


How will I know the medical abortion worked? 
You can  confirm that the pregnancy is no longer viable through  an ultrasound and/or blood work to check your HCG levels. It does take time for the pregnancy hormones to subside, so an at-home pregnancy test may still show a positive result for a week to a month after your abortion. 

What happens if I’m still pregnant, or all of the pregnancy hasn’t completely passed after taking both Mifepristone and Misoprostol?

If your pregnancy continues, the possibility of  birth defects is still unknown. If you remain  pregnant, your healthcare provider will talk with you about a surgical procedure to end your pregnancy. 

If your pregnancy has ended, but has not completely passed from your uterus, your provider will talk with you about other choices you have. This may include waiting and monitoring your symptoms, taking another dose of Misoprostol, or having a surgical procedure to empty your uterus completely. The most common surgical procedure is  a dilation and  curettage (D & C). 

Is a medical abortion reversible? 

There has  been a rising  number of women who have changed their minds after taking the first pill in the abortion medication regimen, deciding that they no longer want an abortion. If it has been less than 72 hours since taking the first abortion medication (Mifepristone), and the second medication (Misoprostol) has NOT YET BEEN TAKEN, then, YES, it is possible to reverse the effects of the Mifepristone and potentially save the pregnancy. According to a 2018 peer-reviewed study, 64-68% of pregnancies were saved through the Abortion Pill Reversal when a woman had changed her mind about the abortion. The Abortion Pill Reversal, showed no  increase in birth defects. 

How does an Abortion Pill Reversal work?

As discussed previously, the first medication in the medication abortion regimen is Mifepristone (the “abortion pill”). The role of  Mifepristone is to block progesterone’s actions by binding to progesterone receptors in the uterus and the placenta, thereby blocking the necessary nutrients from getting to the growing fetus. Bioidentical progesterone is administered to the patient to reverse the effects of the first abortion pill (Mifepristone), as progesterone is essential in nurturing and sustaining the viability of a pregnancy. Therefore, by giving EXTRA progesterone, the hope is to outnumber/overpower  the Mifepristone in order to reverse the effects of the Mifepristone.

After administration of the progesterone, an ultrasound will be performed to confirm the viability of the pregnancy. If the pregnancy is less than six  weeks (and therefore, an ultrasound would not yet be able to identify the viability of the pregnancy), then hormone levels can be monitored by looking at HCG levels in the woman’s blood. Progesterone treatments will typically continue, most often for a minimum of two weeks or through the first trimester. There should be close monitoring of the growing pregnancy, so women should  follow up with their  OB-Gyn within 24 hours to be reevaluated. The clinician should provide an ultrasound every one - two weeks throughout the first trimester to confirm continued viability. You should seek support from local clinics who have resources and experience with patients who have had an abortion pill reversal.

Feel free to contact the Mifepristone Reversal Hotline 1-877-558-0333 to establish follow-up plans related to your care and to locate clinicians in your area who can provide the progesterone to help reverse the effects of the Mifepristone.

I’ve started the abortion pill reversal process. Now what? 
Important considerations after discharge:
1. Rest your body. As much as you can, do not exert yourself. Spend time on the couch or in bed.
2. Avoid unnecessary stress on your body such as exercise, lifting heavy objects, or the force of pushing and pulling
3. Be sure to continue to do easy, everyday activities e NECESSARY to help support your body and pregnancy. This includes ensuring you are eating proper meals and snacks, hydrating, and using the bathroom regularly.
4. Avoid sexual activity or douching.
5. Discuss with your healthcare provider if you are taking any other medications. Do not take any new medications without first discussing this with the clinician who has prescribed the progesterone.
6. If you have bleeding or are passing tissue that is potentially fetal or placental tissue, please place tissues these in a clean jar and notify your healthcare provider immediately for an appointment. Bring the fetal/placental tissue with you to the appointment.
7. Above all, if you experience any sharp pains (worse than menstrual cramps), bleeding (heavier than your period), fainting or constant dizziness, fever, chills or foul vaginal discharge, it is imperative that you seek care at the closest EMERGENCY ROOM.

Surgical abortions: What are my options?
The number of weeks of pregnancy will determine the type of surgical abortion that will be an option for you. 

“First trimester surgical abortion” is the term used for the procedure that is called a suction aspiration abortion. This type of abortion can be done up to 14 weeks gestation.

As you get later into your first trimester, medication may be required in order to prepare/soften your cervix so that it can be more easily dilated in order to remove the pregnancy tissue and fetus. Sometimes the medication used is called Misoprostol which takes approximately two - three  hours to take effect. 

Alternatively, the most common technique uses laminaria, usually starting the day prior to your scheduled abortion, which are made of compressed absorbent material that is natural in origin (seaweed). They are slightly larger than toothpicks and vary in thickness to fit the need. They absorb moisture and swell, allowing the cervix to be stretched open gradually after insertion. Their insertion or removal may be uncomfortable, but requires no pain medications or anesthesia. Alternatively, Dilapan may be used instead of laminaria, which has the same effect, but is synthetic rather than  seaweed.

What are the side effects of Misoprostol?
The most commonly reported side effects of Misoprostol include nausea, vomiting, gas, chills, diarrhea, abdominal pain, constipation, headache, hyperthermia, breakthrough bleeding, menstrual irregularities, and dyspepsia (indigestion).

What are the side effects of Laminaria?
The most common side effect will be mild to moderate cramping as your cervix expands. 

Infection and/or perforation are more serious risks, although these risks have been reported to be of low incidence. The risk of infection increases after the Laminaria have been in place for more than 24 hours,  which is why it is recommended that it  be removed the day following placement. If perforation were to occur, it would likely be evident immediately and the cervix would need to be repaired surgically. 

What kind of medications / anesthesia are required for a surgical abortion?
You will often be given oral pain medications along with Valium or Lorazepam (anti-anxiety medications). At a minimum, you will receive local anesthesia around the cervix (paracervical), which is necessary due to pain and cramping present when the cervix begins to dilate as part of the procedure. 

Regional anesthesia (such as spinal or epidural) may be used, but particularly with more complex procedures done during the second trimester. 

During the suction aspiration abortion:
1. The healthcare provider will use a speculum to locate your cervix, which is located at the base of your uterus that connects to the top part of your vaginal canal.
2. The healthcare provider numbs your cervix with local anesthetic and stretches the cervix using sterile steel instruments. The visible part of the cervix is grasped with a penetrating “toothed” instrument, and then tapered steel rods of gradually increasing size are inserted to stretch the cervix open.
3. The doctor will then insert a narrow plastic tube through the cervix and into the uterus, applying suction by either an electric or manual vacuum device. 
4. The suction will pull the embryo/fetus apart and out of the uterus through the narrow plastic tube.
(The embryonic stage begins with fertilization and lasts until approximately 10 weeks, and the fetal stage begins at 10 weeks and lasts until birth)

You may experience cramping both during and after the procedure. 

At times, a curettage may be necessary following aspiration. A curettage is the process of scraping the lining of the uterus. This may be done with a plastic or metal instrument called a curette. Suction is applied through the curette (suction curettage). Both use scraping movements around the interior surface of the uterus to ensure that no contents of the pregnancy are retained in the uterus. 

Things to keep in mind:
· If you are taking pain medication or receiving an anxiety medication such as Valium, you will need to have someone to bring you home after the procedure.
· You may experience light bleeding for two weeks following your procedure.

What are the risks involved in a suction aspiration surgical abortion? 
As mentioned previously for medical abortions, the risk for retained products of conception–in which the pregnancy has ended, but some of the pregnancy tissue is still inside of the uterus is also possible in a surgical abortion. 
Other risks include:
· Infection
· Unexpected bleeding
· Pain during the procedure
· Cervical injury
· A continuing pregnancy
· Perforation of the uterus
· Hemorrhage (serious, heavy bleeding)
· Bowel or bladder injury
· Clots
· Rh sensitization

As a result of these complications, additional procedures may be necessary. These could include:
· Repeat surgical abortion / uterine aspiration
· Blood transfusion
· Laparoscopy or laparotomy (a surgical procedure to evaluate the abdomen)
· Surgical repair of the cervix, uterus, bowel, bladder, etc.
· Hysterectomy (surgical removal of the uterus)

Please note that while death is extremely rare when it comes to all types of abortions, it is still an inherent risk. The British Pregnancy Advisory Service estimates that death occurs in fewer  than one woman per 100,000 abortions. Helen and Jen, should we include how that compares to death rates in pregnancy? (It is higher, though, than the rate of death for those who have an abortion). https://www.commonwealthfund.org/publications/issue-briefs/2025/jul/maternal-mortality-united-states-2025

How effective is a suction aspiration abortion?
According to Science Direct, vacuum (suction) aspiration has an overall efficacy of 95% and an ongoing pregnancy rate of less than 1%.  If the initial surgical procedure is not effective, it would result in an additional surgical procedure. 

Do we want to include the average cost?

What is a 2nd trimester abortion?  (15-23 weeks pregnant) 
Most commonly, the surgical method used during a second trimester abortion procedure is called dilation and evacuation (D&E). Most second trimester abortions will take place over the course of two days, but do not typically require an overnight stay in a medical facility. 

Cervical Preparation:
First trimester / suction aspiration abortion cervical preparation as discussed above may only be necessary in late first trimester. However, cervical preparation will always be necessary in a second trimester abortion.

As previously discussed, the most common technique uses laminaria, usually starting the day prior to your scheduled abortion, which are made of compressed absorbent material natural in origin (seaweed). They are slightly larger than toothpicks and vary in thickness to fit the need. They absorb moisture and swell, allowing the cervix to be stretched open gradually after they have been inserted. Their insertion or removal may be uncomfortable, but does not require pain medications or anesthesia. Alternatively, Dilapan may be used instead of laminaria, which has the same effect as laminaria, but is synthetic instead of being made from seaweed.

Many clinics will offer pain medication and/or anti-anxiety medication if laminaria or dilapan are required for overnight dilation. 

You will remain awake for the insertion of the laminaria or Dilapan.

How are the laminaria or Dilapan inserted into the cervix?
Your healthcare provider:
1) Will use a speculum to locate your cervix
2) Clean your cervix with appropriate antiseptic products and technique
3) Apply local anesthesia to the cervix (to numb the cervix)
4) Insert the Laminaria or Dilapan into the cervix

You may experience cramping and/or spotting after placement. The Laminaria or Dilapan will remain in your cervix overnight to prepare your cervix for the next day’s surgical procedure. Many clinics prefer you to remain close to the clinic overnight. 

**Keep in mind that if you take an anti-anxiety medication prior to this, you will need someone to drive you home from this appointment.**

Depending on the number of weeks of the pregnancy, other medications may be required to help soften and open the cervix prior to the surgical intervention.

Day of procedure:
Typically, both local anesthesia and sedation will be used to decrease pain, but also to decrease awareness of the procedure. Occasionally, general anesthesia may be used, but it increases the risk of the procedure as well as the cost of the procedure.
1) The healthcare provider will use a speculum to locate your cervix, which is located at the base of your uterus connecting to the top part of your vaginal canal.
2) The healthcare provider will remove the laminaria, and the cervix will be stretched open using sterile steel instruments. The visible part of the cervix is grasped with a penetrating “toothed” instrument, and then tapered steel rods of gradually increasing size are inserted to stretch the cervix open.
3) Up until about 16 weeks pregnant, the uterine contents are suctioned out and any remaining components of the pregnancy are removed with a forceps (grasping tool). A curette (a loop-shaped tool) may also be used to scrape out the lining of the uterus and any remaining tissue.
4) Beyond 16 weeks, a majority of the procedure will require larger instruments,including grasping forceps to break apart and remove the fetus through the cervix. The reason that suction alone is not appropriate at this point is that the fetus is too large to come out through the cervical opening in one piece. A curette and/or suction machine may also be used following the use of the forceps to remove any remaining tissue or blood clots.

Mental health considerations related to abortion:

There have been many studies that have researched the risk of mental health issues in those who had experienced an abortion. Some of the findings included:
· Increased risk for depression 
· Increased risk for anxiety
· Increased risk for post traumatic stress disorder (PTSD) and/or post traumatic stress symptoms (PTSS) 
· Increase risk for substance abuse
· Increase risk for suicide attempts
· Increased hospitalization for mental health conditions / psychiatric disorders, substance abuse disorders, and suicide attemps
· Increased association with higher ease incidence of outpatient visits related to mental health issues

Many of these studies did find that risk for the above outcomes were higher in women who had prior anxiety, depression, and/or PTSD prior to their abortion, but also occurred in women without a preexisting condition.

An important consideration is the fact that research has indicated that not only do some   experience mental health issues after abortion, but the male partner may also experience mental health concerns, too. Studies have found that following an abortion, the male partner may also experience PTSD, grief and sadness, guilt, anxiety, isolation, and helplessness. 

If you are considering an abortion, it is important to ensure that the clinic in which you are getting an abortion has tools and interventions in place to help support your post-abortion care, especially from a mental health standpoint. 

If you or someone you know is  struggling with unwanted emotions that are impacting your mental health after an abortion, please seek care from a compassionate, confidential medical facility that offers post-abortion support and medical care.

Other long-term risks of abortion:
Whether it is a medical or surgical abortion, there are long-term associated risks,some of which are associated with future pregnancies. While you may not feel ready for children now, it is important to consider what complications could occur in the future when/if you decide to start a family. Aside from the complications listed above, abortion has been associated with increased risk for:


1. PRE-TERM BIRTH: Studies have indicated that women who undergo one or more induced abortions are at increased risk for having a pre-term delivery in future pregnancies. Pre-term births are associated with children with cerebral palsy, a neurological condition that can impact muscle tone, posture and/or movement disorders. Additionally, preterm birth has also been associated with other complications for the newborn including, but not limited to, learning disabilities, respiratory complications, heart issues, poor growth, etc.
2. PLACENTA PREVIA: Research has indicated there is a positive association between a previous induced abortion, either medical or surgical, and an increased risk for placenta previa. Placenta previa is when the placenta implants low in the uterus and therefore partially or completely covers the opening of the cervix. This is problematic, as it can result in bleeding during the pregnancy and/or bleeding during and/or after delivery. This bleeding can be life-threatening to both the mother and the baby. When the bleeding is severe, it might necessitate an emergency C-section, no matter how far along the pregnancy is, increasing the risk for preterm birth and early infant death. Last, placenta previa has been associated with a group of conditions called placenta accreta spectrum. In these conditions, the placenta grows into or through the wall of the uterus. Again, this results in a high risk for bleeding during the pregnancy and/or during/after delivery.  At times, the placenta previa will resolve on its own during the pregnancy. But, if it does not resolve, a C-section will be required. 
3. LONG-TERM IMPACTS OF INFECTION: As mentioned previously, infection is a known potential complication of abortion due to retained products of pregnancy. Untreated or delayed treatment of infection) can potentially result in Pelvic Inflammatory Disease (PID), which can result in an increased risk for infertility and/or ectopic pregnancies in the future. Additionally, severe infections of the uterus could result in an inability to become pregnant or to successfully carry a pregnancy in the future. 
4. BREAST CANCER: I am having a hard time finding studies that specifically show a direct correlation with increased risk for breast cancer, although it is listed in some other abortion type handbooks, and I believe was also mentioned by Dr. Rutherford. Many big organizations, though, such as ACOG and the American Cancer Society, state there is not a link between abortion and breast cancer risk. Can you help find evidence?
5. RELATIONSHIP IMPACT: It is important to consider how your pregnancy and your choice to either have an abortion, make an adoption plan, or parent will impact the relationships around you. While it is ultimately YOUR choice what you decide to do with your pregnancy, it is likely that you may seek input from those who are closest to you and/or from your partner. If you are experiencing any form of abuse (sexual, emotional, physical), please know that you are NOT ALONE. Please reach out to your local medical clinic and please call the Domestic Violence Support hotline at 1-800-799-SAFE(7233) or text “START” to 88788.
6. SPIRITUAL IMPACT: It is important to consider your spiritual background when making a decision to have an abortion, make an adoption plan, or parent. Whatever decision you make will impact your future thoughts, beliefs, and spirituality. If you have a trusted person in your life who holds the same religious and/or spiritual beliefs, you may consider talking with that trusted person to discuss and weigh the pros and cons of each of your pregnancy options.

What is informed consent when it comes to a surgical abortion? 
Here are the questions you deserve answers to before you decide on a  a surgical abortion:
1) How many weeks pregnant am I?
2) Will I have an ultrasound performed  to definitively determine the of gestational age?
3) What will happen before I have the abortion?
a) Will I be checked for any type of infection, including  gonorrhea and chlamydia?
b) Will I be given antibiotics?
c) Will I need to have preoperative dilation of my cervix, and when will it start? 
d) Will there be a lethal injection to the fetus before the surgery? Why or why not?
4) What kind of anesthesia and pain relief will I have? What are my alternatives?
a) Will I have preoperative pain medication?
b) Will I be awake during the surgery?
c) What kind of postoperative pain medication will I have?
5) What are the risks and possible complications?
6) How will I feel during this experience?
7) What are my alternatives to a surgical abortion, and how can I compare them in order to make my decision?

When it comes time to making your decision about whether or not you want to proceed with an abortion, please keep these few things in mind. 
· You deserve 100% informed consent. Have the questions above been answered for you? Have all of YOUR personal questions been answered? Do you feel confident that you are fully informed on the process of different types  of abortion, and the short-term and long-term risks involved in order to make a decision as to whether it is the right choice for you?
· Take time to think about all of your options before making a decision. If you’ve had a consultation with a medical professional to discuss your options for your pregnancy (abortion, adoption or parenting), ask for time to think over your options rather than making a decision on the spot. There should never be pushback or pressure to make an immediate decision, although some of your options are time sensitive. 
· You should never feel pressured to make a decision. You and you alone get to decide what you want to do with your body.

Is it considered abortion if I have an ectopic pregnancy?
No. The procedure for an ectopic pregnancy is not the same as an abortion procedure. An abortion is a medical procedure / process that intentionally ends a pregnancy. In contrast, the intervention for an ectopic pregnancy is medically necessary in order to save the woman’s life and/or preserve her fertility. The fertilized egg in an ectopic pregnancy has implanted outside the uterus (typically in the fallopian tube), and cannot survive/grow. Eventually, if not treated, the fallopian tube will eventually rupture, which could cause severe internal bleeding and/or death. The reality is that an ectopic pregnancy will never be viable, and,without treatment, will put the woman’s life at risk. The medical intervention for an ectopic pregnancy is to remove the abnormal pregnancy, which cannot survive, in order to prevent life-threatening complications to the mother.  

Expedited treatment of an ectopic pregnancy is critical, and will not be considered abortion. Currently, the restrictive abortion laws that have passed in certain states do not outright ban procedures for ectopic pregnancies. It is NOT considered an abortion if you receive medical treatment/interventions for an ectopic pregnancy. Please do not delay seeking care if you are diagnosed with an ectopic pregnancy.

Is it considered abortion if I experience a miscarriage? Aren’t the medications / surgical options the same as an abortion?
While treatment options (medications and/or surgical interventions) can be similar for someone who experiences a miscarriage and for someone who has an abortion, it is NOT considered an abortion if you have experienced a miscarriage. The big difference is that a miscarriage is an unintentional loss of the pregnancy, while an abortion is an intent to end the pregnancy by choice. 

Once miscarriage has occurred, there are times when intervention is medically necessary to iin some way–whether that is by taking medication or having a surgical procedure. Sometimes after a miscarriage, so long as no symptoms of infection are present, the healthcare team and patient may decide to proceed with “expectant management,” meaning the body will naturally pass the pregnancy tissue on its own. This can be very emotional, however, as it may take a matter of weeks to fully be complete. It is imperative that you follow up with a healthcare professional to ensure that the miscarriage is complete and that no further intervention is necessary to keep you safe. 

This expectant management is often an option in early first trimester miscarriages. If, however, the body does not completely pass the pregnancy tissues on its own, medication and/or surgical intervention will be required. Additionally, medication or surgical intervention may be indicated if the pregnancy loss occurs in the late first trimester or beyond, and/or if there are any signs of infection present. The medication treatment, like an abortion, includes taking Mifepristone followed by Misoprostol at the  appropriate interval. The surgical intervention is typically a suction dilation and curettage (D & C) as previously described. 

Regardless of whether you live in a state that bans or allows abortion, you deserve adequate, high-quality treatment for your miscarriage, and that treatment is NOT considered an abortion.

Is it considered abortion for treatment of a molar pregnancy?

· No. The treatment and intervention for a molar pregnancy is NOT considered an abortion. It is considered therapeutic, or medically indicated. A molar pregnancy is one in which an egg and sperm incorrectly come together during fertilization resulting in a noncancerous tumor instead of a healthy placenta. This is a NON-viable pregnancy, as the tumor cannot support a developing embryo and, therefore, the pregnancy ends. While some women may miscarry, other women may need surgical intervention. If left untreated, molar pregnancies can cause serious complications.gRetention of the molar pregnancy in the uterus after miscarriage or surgical intervention can result in its growing into the muscle layer around the uterus, resulting in what is called an invasive mole. This is extremely rare, however, and occurs in less than 15% of people who have had a molar pregnancy removed.
· In extremely rare cases, a molar pregnancy can cause choriocarcinoma, a type of cancer forming within the uterus that  can potentially spread to other parts of the body. This often requires chemotherapy or radiation for treatment.
· Sepsis (infection of the blood)
· Infection in the uterus
· Very early onset preeclampsia, which is characterized by high blood pressure and protein in the urine.
· Shock (medically defined as a life-threatening condition that results when the body is not receiving enough blood flow).
Similar to a miscarriage as discussed above, a molar pregnancy is typically treated by means of dilation and curettage (D&C). 

When is termination of a pregnancy medically indicated? When would medical complications be considered an elective abortion?

Obtained from / based off of Dr. Rutherford’s notes: It is the standard of care to proceed with a surgical or medical termination of pregnancy when there is a fetal demise, intrauterine infection leading to maternal illness, or other medical complications that are certain to end the pregnancy prior to any chance of the baby surviving. If the mother’s life is in danger and/or there has been physical harm to the mother’s body that cannot be treated/healed with a proportionate risk to the fetus, and there is no other way to prevent further harm to the mother and/or fetus, that is NOT considered an abortion. 

Beyond the conditions in which the fetus has already died or in which the death of the fetus is inevitable inside the womb or upon delivery, the situations in which an abortion would be necessary to save a woman’s life or prevent lasting harm to her health are very rare. However, there are circumstances in which it may be recommended to have a medically-indicated abortion. 

Not all physicians will agree on these circumstances, and recommendations from one healthcare professional to another may vary. Here are a few examples in which a medically indicated abortion may be advised:

· FETAL ABNORMALITIES: These rarely present a risk to the mother beyond the usual obstetrical [pregnancy] risks. The mother’s decision about abortion is most often related to the possibility of survival of the baby with or without a disability. It is critical, however, to have an accurate and expert prenatal diagnosis and advice from a trusted medical provider. This may mean you may want to consider traveling to a large institution for expert advice from the most qualified clinicians. 
· LETHAL ABNORMALITIES: Some fetal abnormalities carry virtually no chance of fetal survival. There has been some rare success at treating problems previously thought to be lethal, such as absent fetal kidneys, but the circumstances are extraordinary and not generally an option. Even when abnormalities are considered lethal, the baby may survive the delivery and be born, but may live for only a short time after birth. For some parents, this offers the chance to say goodbye and helps with the grieving. Others do not want to have this experience and are more likely to terminate the pregnancy early. 
· TWIN-TO-TWIN TRANSFUSION SYNDROME (TTTS)
TTTS  only occurs in an identical twin pregnancy. This syndrome is a rare condition in which the fetuses share a placenta, known as a monochorionic pregnancy, and, subsequently, share the blood vessels that supply the necessary nutrients and oxygen for the babies to survive. Sometimes, however, the blood vessels are not evenly distributed and as a result, one of the growing fetuses gives away more of its blood supply/nutrients than it needs and therefore is undernourished, while the other growing fetus receives too much blood supply/nutrients and is at risk for other complications, specifically related to heart issues. There are many medical interventions that can attempt to either fix the root problem that is resulting in the uneven blood flow to each fetus, or to simply attempt to equalize  the blood flow to each fetus without fixing the root cause. However, there are extreme circumstances in which none of the above interventions have worked, and the medical team feels it is not possible to save both fetuses or finds that one fetus has a life-threatening condition. In this extreme circumstance, women may be advised to terminate the twin with the life-threatening condition. If this is recommended to you, it would be advisable to seek a second opinion, as the majority of interventions should be a possibility in most TTTS cases. However, the survival rate of one or both twins depends upon the severity of the TTTS, how early in the pregnancy it is diagnosed, and whether or not the mother receives treatment. Receiving appropriate treatment will make a tremendous difference for improving survival rates. According to The Cleveland Clinic,
· About 90% of twins diagnosed with an advanced stage of TTTS very early in pregnancy are at risk of passing away before birth.
· In about 85% to 90% of TTTS pregnancies that receive treatment, at least one twin survives.
· In about 50% to 65% of TTTS pregnancies that receive treatment, both twins survive.
· WHEN SEVERE DISABILITY OF THE SURVIVING INFANT IS EXPECTED: Parenting choices are very difficult in such situations. Some opt for an abortion, whereas others choose to continue the pregnancy to determine how severe the disabilities are after birth and to determine what the medical treatment options are for that child. Another option would be adoption by families who specifically plan to care for children with special needs and/or disabilities.
· WHEN ABNORMALITIES ARE MINOR OR CAN BE TREATED: Some problems can be treated while the baby is still a fetus. Some have a chance of long-term complications, while others can be corrected after birth. In these instances, intellectual development is expected to be normal. When minor abnormalities exist or are a potential risk factor, most medical providers would consider this type of abortion elective, rather than medically indicated.
· FETAL RISKS RELATED TO MATERNAL MEDICATIONS OR OTHER EXPOSURES: If needed, your healthcare provider can help you consult with a maternal-fetal medicine specialist or genetic counselor to learn details about how your medications could affect the baby and how often this occurs. Most women on commonly prescribed medications are surprised to learn that their risks are not very much different than the baseline risk for fetal abnormalities for any given pregnancy. Most healthcare providers would agree that an abortion based on fetal risks related to maternal medications / other exposures would be considered an elective abortion. If you regularly take medication, speak with your healthcare provider as soon as you suspect you are pregnant. MOST MEDICATIONS SHOULD BE CONTINUED TO KEEP YOU HEALTHY. Only a small number have serious risks to the baby, and, almost always, there are alternative medications to keep you healthy and the baby healthy, too.
· PREMATURE RUPTURE OF MEMBRANES: This can occur at any time starting from early in the second trimester, long before a baby could survive outside of the womb. Delay until delivery can be hours to months. Gestation age at actual birth is the final determinant of survival. Your health care provider can describe in detail the factors that might result in a surviving baby or whether it is likely that the baby will not survive. In general, if membranes rupture in the second  trimester, the risk of maternal and fetal infection is high and the likelihood of healthy survival is LOW, with some notable exceptions. Thus, healthcare providers are divided on their willingness to induce labor unless there is infection, significant bleeding, or fetal demise (death). If the pregnancy is terminated by induction of labor after 20 weeks gestation, most medical providers will call it preterm delivery, not abortion, as it was a medically indicated completion of the labor process that was already initiated as a result of the premature rupture of membranes.
· SERIOUS MATERNAL MEDICAL CONDITIONS: Most life-threatening maternal conditions are rare prior to 24 weeks. However, should this occur and necessitate the birth of the child, there are rare instances in which a baby born as early as 20 weeks gestation has survived. After 24 weeks gestation, the chance of survival for a baby born prematurely is higher and continues to get even higher as the pregnancy progresses. For the majority of maternal medical conditions, an abortion after 24 weeks would not benefit the mother’s condition or medical treatment and, therefore, would not be medically indicated. For example, women with high blood pressure or heart disease should be closely monitored by high risk pregnancy experts – with this type of care, positive outcomes for both the baby AND mother are likely. 

There are some conditions, however, known to be associated with a high risk of maternal mortality (death). One example is a history of peripartum cardiomyopathy (PPCM), a serious heart condition during pregnancy or after delivery, which can result in heart failure. Many women with PPCM are able  to return to normal heart function after three-six months of treatment. However, a small number of women with PPCM will develop such severe heart failure that they will need surgery for a mechanical heart pump or a heart transplant. Women who develop peripartum cardiomyopathy are at high risk of developing the same condition with future pregnancies if the heart function has not fully recovered. Therefore, these women are aware of the risk of future pregnancies, knowing that an abortion will not decrease the risk, and are often counseled to avoid an unplanned pregnancy and to work with a high-risk pregnancy expert such as a Maternal-Fetal Medicine (MFM) expert prior to trying to conceive in the future. 

Abortion might be a consideration in a patient with PPCM, but it is usually limited to patients with severe PPCM symptoms or significant heart dysfunction and/or if continuing the pregnancy creates a high risk for serious cardiovascular events. This is a very complex decision that must involve many medical experts/specialists and the patient. Ultimately, the woman’s safety must take priority.
Is it necessary to bring up HUS?
· AUTOIMMUNE DISEASES: Studies have shown that pregnant women with autoimmune conditions are at a greater risk of developing adverse pregnancy outcomes.  Of note, some autoimmune symptoms improve during pregnancy such as Rheumatoid Arthritis, whereas other autoimmune diseases such as Systemic Lupus Erythematosus (SLE) can increase the risk of pregnancy complications, including fetal growth restriction, preterm birth, and preeclampsia. 
Certain medications used to manage autoimmune diseases/symptoms may need to be replaced with medications that are safe during pregnancy as there are some autoimmune medications that are NOT safe in pregnancy. However, there are almost always alternatives that will minimize the risk to the fetus. It is critical for a woman with  an autoimmune disorder to have a discussion with a healthcare provider ideally prior to pregnancy, or, at a minimum, once she suspects she is pregnant. It will be important to involve specialists to help manage the autoimmune disease throughout one’s pregnancy.

· CANCER IN PREGNANT WOMEN: Cancer is relatively uncommon among pregnant women. For the majority, effective treatment CAN be carried out while the pregnancy continues. It is very rare that the pregnancy itself causes an increase in risk to the mother. Some breast cancers, however, may be an exception. The greatest concern, however, is typically the possible risks or side effects that the cancer treatment may have on the unborn baby. Therefore, decisions about the type of treatment, timing of treatment, and timing of delivery would need to be discussed with the mother (and her partner, if applicable) and the specialized care team (cancer medical professionals). It is imperative that the woman be under the care of high-risk pregnancy specialists (MFM). An abortion is not typically considered necessary for the pregnant woman with cancer. A decision such as this would need to be thoroughly discussed, and special consideration given as to whether or not there is a desire for future children, as fertility and subsequent pregnancies may be at risk as a result of the cancer and/or cancer treatments. 
· OTHER CONDITIONS THAT MAY ENDANGER MATERNAL LIFE OR MAJOR BODILY FUNCTION:
· Cardiovascular collapse
· A pregnancy implanted within the defect or an incompletely healed C-Section scar
· Active hemorrhage 
· Intrauterine infection
· Preeclampsia with severe features prior to 22 weeks gestation
· Substantial cardiac disease (as defined by WHO Class III and IV)
· Acute fatty liver of pregnancy
· Acute or chronic kidney disease
· Hemolytic uremic syndrome
· Prior or planned solid organ transplant
· Thrombotic thrombocytopenic purpura

What are the alternatives to abortion?
ADOPTION

Adoption is a means of giving life to a child and then giving another family the opportunity to raise this child. There are many misconceptions surrounding adoption, so it is our hope that this section provides you with the necessary information you need to make an informed decision.

What is adoption?
Adoption is when the pregnant woman chooses to carry her pregnancy to term, but, instead of parenting the child, she selects another family to raise the child. Ultimately, legal custody is transferred from the birth mother to the adoptive parents, and the adoptive parents assume all rights and responsibilities for the child. As a result, the adopted child then has both a birth family and an adoptive family.

Why would I choose adoption?
Many women feel as though they are not ready to be the type of parent they would want to be for their child. This may be for a variety of reasons–emotionally,  financially, due to their relationships, education, and more. But they also want to give life to their child and, therefore, choose to find a family that will provide the best possible, stable life for that child.

In creating an adoption plan, this allows you the opportunity to:
· Choose the family that raises the child
· Choose whether or not you meet the family you have chosen for the child
· Choose whether the adoption is an open or close adoption
· Choose whether or not you want to have contact with the child in the future

Adoption agencies will equip you with the tools and resources you need to plan for an adoption well before the child is born. 

Do I get to choose the family that raises the child?
YES. Whether you search for a family through the adoption agency or choose for a family member to adopt the child, you have 100% control of who will ultimately be the parents for the child. If you are working with an adoption agency, the couples who have applied have been screened extensively to ensure they have the qualities, living situations,  and background to provide the best possible care for the adopted child.

What if I decide I want to see my child in the future? What if I decide I don’t want any contact with my child in the future?

There are various levels of contact that you can choose for your child. Most adoption agencies now encourage open adoptions. An open adoption is one in which you are able to have contact with the child throughout the years. You would exchange contact information with the adoptive family for communication purposes. You could meet the adoptive family prior to the birth of the child and continue to maintain a relationship with the child and adoptive family for the foreseeable future. This may look different from one adoption plan to the next – Some may choose to communicate via email, phone calls, letters, or in-person visits. Some women choose an open adoption as it allows the birth mother to:
· Feel in control – You have the ability to choose the family to adopt your child. You also get to choose whether or not you want to have an open, semi-open or closed relationship with the adoptive family that you choose.
· Reduce fear, uncertainties, and guilt – In maintaining a relationship with the adoptive family and the adopted child, you will be able to witness firsthand how they are growing and thriving. 
· Maintain a relationship with both the child and the adoptive family – An open adoption allows for a healthy relationship to be developed between the birth mother and adopted child as well as the birth mother and the adoptive family. Many women to feel as they have extended their family. 

A semi-open adoption is one in which there is contact between the birth mother/family and the adoptive family, but the identities are not shared between the families. The adoption agency or another third party mediates contact between both parties so that there is a level of confidentiality. This would look like communication in the form of letters or cards, pictures of the adopted child, and/or other forms of non-identifying communication facilitated by the adoption agency. Some women choose a semi-open adoption as it allows the birth mother to:
· Maintain a level of privacy - Not every birth Mom is ready to have a relationship with their child and/or the adoptive family. But, having a semi-open adoption allows for the ability to have increased contact (such as an open adoption) in the future.
· Feel in control - The birth mom gets to choose the family to adopt her child. Having this choice often empowers women to feel a sense of control in a situation which initially may have felt helpless
· Reduce fear and guilt – These updates allow the birth mother to see how the child is progressing and growing in a loving, supportive environment

If you choose to have a closed adoption, that would mean that it is a confidential process in which the birth mother and the adoptive family will not share any identifying information about one another. It also means that once the adoption is finalized, there will be no future communication or contact between the birth mother and the adoptive parents. Closed adoptions are far less common now and are dependent upon state laws and personal preference. 

How much will an adoption cost?
There should be NO cost to the birth mother. In fact, many adoption agencies have processes in place to help with any medical and/or financial needs related to the pregnancy.

If I choose an adoption plan, is it possible my child will end up in foster care?
No. Foster care is an entirely different system and process than adoption. As mentioned above, with an adoption plan, the birth mother gets to CHOOSE which family will parent the child. In the foster care system, the birth mother is not typically voluntarily putting the child in the foster care system. It is usually a result of a situation in which there is abuse and/or neglect present in the child’s life. Other circumstances in which a child might end up in the foster care system might be due to death of the parent, substance abuse, incarceration (going to jail), or a health crisis. In the foster care system, the biological parent does not typically get to choose the family who will take care of the child. It is also possible that the child may live with many foster families before eventually being adopted. 

What kind of support will I receive if I choose to make an adoption plan?
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Pregnancy Decision
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Beloware: seriesof questionsto hlp you work
through your pregnancy decision. Answer these
‘questions and see how things might ba diferent or
‘each potential outcome. Place a checkmarkin each
box oranswer with "yes" or o

Which options allow me to change my mind?
Which options require a quicker decision?

Which options cost e financially?

Which options alowme to
see and know my child?

‘Which options have emotional considerations?

Which options allow me to
continue schaol or work?

Which options need emotional support?

Which options alow people o
know my decision?

Which options keep me
connected to the father?

Am| being pressured towards an option?
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