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Abstract

Introduction The current mixed-methods study examined the perceived consequences of the Dobbs decision from the per-
spective of members of the LGBTQ + community (e.g., bisexual women partnered with men) who may be at elevated risk
of unintended pregnancy. Little research has addressed the psychological experiences of and perceived consequences of the
Dobbs decision, which eliminated the constitutional right to abortion, among LGBTQ + people. Our findings offer insights
into how the decision impacts LGBTQ + peoples’ sexual, reproductive, and parenting lives across the U.S.

Methods Using a mixed-methods online survey, data were collected from 99 LGBTQ + adults who were assigned female
at birth (AFAB) and had at least one young child, in the spring of 2023. Data were analyzed using chi-square statistics and
qualitative thematic analysis.

Results Findings revealed mostly negative reactions to the overturning of Roe v. Wade, concerns about reproductive and
sexual healthcare, and perceived impacts of Dobbs on future plans (e.g., childbearing and where to live). Concerns were
often heightened for those in abortion-hostile states compared to those in abortion-protected states. For example, participants
in abortion-hostile states were significantly more worried about unintended pregnancy, access to contraception, access to
reproductive and sexual healthcare providers, and access to in vitro fertilization.

Conclusions Guided by a structural stigma framework, we found that LGBTQ + people—located in both abortion-friendly
and abortion-hostile states—offered a range of perspectives regarding their feelings about and perceived consequences of
the Dobbs decision. Those who lived in more structurally stigmatizing contexts tended to voice more intense responses
(e.g., terror).

Policy Implications Our findings hold implications for practitioners, policymakers, and researchers who work with
LGBTQ + people and other marginalized groups who may be experiencing threats to their reproductive agency. Our partici-
pants’ perspectives are illuminating and grant policymakers first-person accounts of the psychological experiences associated
with national changes in abortion and reproductive health policy.

Keywords Roe v. Wade - Abortion rights - Structural stigma - Policy - LGBTQ+ - Reproductive and sexual health - Mixed-
methods research

The overturning of Roe v. Wade, in the case of Dobbs v.
Jackson Women'’s Health Organization, has implications for
people across the United States (U.S.). Such implications
are more pronounced for individuals residing in states with
oppressive abortion policies, and for individuals who are
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marginalized based on sexual orientation, gender identity,
race, income, and other statuses. Indeed, research on the
impacts of anti-abortion policies, activism, and rhetoric
rarely includes LGBTQ + people even though anti-abortion
rhetoric is tied to anti-LGBTQ + discourse and is part of a
broader anti-feminist ideology that emphasizes “the family”
and traditional gender roles as ideal (Nandagiri et al., 2020;
Pavan, 2020).

Of interest in the current study is how queer people
assigned female at birth (i.e., AFAB individuals and peo-
ple with female reproductive systems), who are also new
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parents, experienced the overturning of Roe. This judicial
decision occurred amidst the broader context of social and
political upheaval in the U.S. that included, but was not
limited to, intensifying anti-LGBTQ + legislation. Many
of the same regions of the country that have enacted anti-
LGBTQ + policies are also places where abortion access is
most restrictive (Klein & Gruberg, 2023). We aim to cap-
ture, in particular, the experiences of bisexual women part-
nered with men—a large but often invisible segment of the
LGBTQ + community, and one that is potentially at greater
risk of health disparities within the larger pool of childbear-
ing individuals (Kirubarajan et al., 2022). We focus on par-
ents of young children to ensure that their early parenting
experiences occurred within a similar sociopolitical climate,
and because we hoped to understand the implications of
Dobbs for their future childbearing decisions—which are
more relevant to parents of young children given the ten-
dency to space children no more than 4-5 years apart (Cent-
ers for Disease Control, 2023).

Our specific interest is in how structural stigma (i.e.,
conditions, norms, and policies that constrain stigmatized
individuals’ opportunities and well-being; Hatzenbuehler
& Link, 2014), including structural violence in the form of
restrictive abortion policies, is impacting queer AFAB indi-
viduals. Our investigation of such impacts is framed by an
intersectional lens, whereby we consider participants’ spe-
cific identities (e.g., sexual orientation, gender, race, and
class) and geographical context, given that vulnerability to
marginalization varies by social location and broader struc-
tural factors such as state policies. Our primary research
question was: How do queer AFAB parents of young chil-
dren (i.e., people who have given birth in the past several
years of intensifying sociopolitical unrest) expect the over-
turning of Roe to impact them and their families? Insomuch
as individuals’ perceptions, fears, and concerns related to
Roe are likely to vary based on their states’ abortion laws,
we included participants in states where abortion remained
protected after Roe as well as participants in states in which
abortion was restricted.

Literature Review
Dobbs v. Jackson Women'’s Health Organization

On June 24, 2022, the U.S. Supreme Court, in the case of
Dobbs v. Jackson Women’s Health Organization, ended
constitutional protection for abortion rights, restricting
reproductive healthcare access for millions of individuals
across the U.S. who can become pregnant (Dobbs v. Jackson
Women’s Health Organization, 2022). The Dobbs decision
set the groundwork for states to enact restrictions that elimi-
nate abortion access, as well as to ensure protections that
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secured such access. Within three months of the decision, 13
U.S. states had enacted total bans on abortion (Kirstein et al.,
2022); currently, 14 U.S. states ban abortion (New York
Times, 2023). In seven states, abortion is highly restricted
(that is, there are gestational limits—Iaws that prescribe the
point in a pregnancy where termination is allowed versus
disallowed; i.e., 6, 12, 15, or 18 weeks), and, in five states,
bans were introduced but blocked or the legality of abortion
is being disputed (New York Times, 2023). Individuals in
states where abortion is illegal or restricted may now have
to travel to states where abortion is legal to self-manage
their abortion or give birth (Skuster & Moseson, 2022), a
process that can be emotionally burdensome, creating stress
and shame (Kimport & Rasidjan, 2023). But, not all indi-
viduals who want an abortion will be able to get one. The
consequences of being denied a wanted abortion are well
established and include an elevated risk of raising a child
in poverty, staying in an abusive relationship, poorer child
developmental outcomes, and unmet life goals (Foster et al.,
2018a, 2018b).

The restrictions on abortion access inevitably affect peo-
ple in the U.S. differently depending not only on where they
live but also on their identities and social locations. Certain
pregnant people—such as those who are marginalized on
the basis of their gender identity, sexual orientation, class,
and race—will be less likely to seek or secure a safe abor-
tion (Cohen et al., 2022). In addition to affecting access to
procedural, medication, and self-managed abortion, Dobbs
will affect access to contraception and reproductive care,
potentially worsening intersectional disparities in access to
such care (Thornton & Arora, 2023).

Sexual Orientation and Gender Identity

The overturning of Roe has implications for lesbian,
bisexual, and queer (LBQ) cisgender (cis) women as well
as AFAB trans/nonbinary individuals (Cohen et al., 2022;
Dawson & Leong, 2020; Wilson et al., 2021). For bisexual
women ages 15-44, the odds of an unintended pregnancy
are 1.75 times greater than that for heterosexual cis women
(Everett et al., 2017). AFAB trans/nonbinary individuals
have also been found to have elevated rates of unintended
pregnancy (Reynolds & Charlton, 2022). Likewise, bisexual
cis women are as many as three times as likely as hetero-
sexual cis women to have abortions (Charlton, 2022; Charl-
ton et al., 2020). Such elevated rates reflect, in part, lower
levels of contraceptive use. Bisexual/queer women may be
less likely to use contraceptives than their cis heterosexual
peers (e.g., because of poor provider-patient communica-
tion), placing them at risk of unintended pregnancy and STIs
(Porsch et al., 2020). AFAB trans/nonbinary people also
show lower rates of contraception use than cis heterosexual
women (Reynolds & Charlton, 2021). LGBTQ + people are
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also at elevated risk of sexual violence, which may result in
unintended pregnancy and/or abortion (Charlton, 2022). One
study of abortion patients, for example, found that exposure
to sexual violence was higher among LBQ cis women than
heterosexual cis women (Jones et al., 2018).

Such elevated rates within subgroups of the queer com-
munity reflect gaps in sexual health education, which focuses
on cis heterosexual people (Reynolds & Charlton, 2022).
These risks also highlight broader disparities in access to
healthcare for LGBTQ + people (Cohen et al., 2022), includ-
ing sexual and reproductive healthcare—systems that are
rooted in pervasive heterosexism such that LGBTQ + peo-
ple’s needs and experiences are ignored or stigmatized
(Gessner et al., 2020). For example, LGBTQ + people are
less likely to receive appropriate counseling around contra-
ception (Charlton, 2022; Tabaac et al., 2022) and LBQ cis
women and AFAB trans/nonbinary people are less likely
than their cis heterosexual peers to undergo reproductive
cancer screenings (Agénor et al., 2021; Peitzmeier et al.,
2014). Poverty and rurality may magnify LGBTQ + people’s
reproductive health risks: LGBTQ + people are both more
likely to reside in poverty and to live in rural areas than cis
heterosexual people, limiting their access to adequate repro-
ductive healthcare (Movement Advancement Project, 2019;
Wilson et al., 2023).

Sexual health risks may be elevated for LBQ individuals
in states characterized by higher levels of structural stigma
(e.g., fewer protections for LGBTQ + people and fewer abor-
tion providers). Charlton et al. (2019) found that LBQ young
women living in states with higher levels of structural stigma
were more likely to have an STI compared to those living
in low structural stigma states. Poorer birthing outcomes
(e.g., lower birth weight) have also been documented among
sexual minority women in states with fewer LGB protective
policies, compared to sexual minority women in states with
more favorable policies (Everett et al., 2022).

Bisexual cis women’s elevated risks in the areas of sexual
and reproductive health are consistent with their dispropor-
tionate burden of mental and physical health challenges
compared to both lesbian and heterosexual cis women (Bost-
wick et al., 2015; Smith & George, 2021). Such health dis-
parities have been attributed to bisexual women’s exposure
to bisexual stigma (e.g., stereotypes about bisexual people)
and bisexual invisibility (e.g., being “read” as heterosexual
or lesbian; Flanders et al., 2016; Smith & George, 2021).
Furthermore, LBQ women partnered with men may have
poorer mental, sexual, and reproductive outcomes than LBQ
women partnered with women (Dyar et al., 2014; Flanders
et al., 2016; Januwalla et al., 2019). Higher rates of miscar-
riage and pregnancy complications (Januwalla et al., 2019)
and postpartum depression (Flanders et al., 2016) have been
observed in male-partnered bisexual women compared to
female-partnered LBQ women. Yet while male-partnered

bisexual women are a large proportion of childbearing sexual
minority women (Ross et al., 2018), their relational context
has often rendered them invisible in studies of sexual minor-
ity health and parenting. Researchers typically sample sexual
minority parents based on relational context, not identity,
resulting in samples of female couples with children—not
bisexual parents (Goldberg et al., 2020). Bisexual women
partnered with men occupy an important space whereby
most conceive children in the context of their relationship,
rendering issues of contraception, pregnancy, and abortion
salient—but their sexual identities mark them as a marginal-
ized, and invisible, population (Goldberg et al., 2020).

Income, Race, Employment, and Age

Other groups, beyond bisexual women, also show height-
ened sexual and reproductive risks. Lower-income women
face barriers to reproductive and sexual healthcare, includ-
ing reduced access to contraception and abortion (Mann
et al., 2016; Mosley et al., 2022). Dickey et al. (2022)
studied 18 post-abortion patients and found that access
to abortions was shaped by poverty, structural inequal-
ity, and unstable partnerships. Lack of financial resources
constrained women’s reproductive autonomy and decision-
making in that they did not feel confident in their ability
to pursue either abortion or parenting. Many discussed
how even if they struggled to find economic support to
get an abortion, they persisted in obtaining one because
they had inadequate support to keep a baby and, thus, had
no alternative. The authors concluded that restricting and
outlawing abortion care is detrimental to the well-being of
pregnant people and their families by perpetuating cycles
of poverty and deepening socioeconomic and racial/ethnic
inequities.

Considerable research documents how restrictive abortion
policies disproportionately impacts Black, unemployed, and
younger people (Dickey et al., 2022; Mosley et al., 2022).
Thus, in states where there are gestational limits associated
with abortion access, such groups may be especially vul-
nerable to being denied an abortion and having to travel to
access them. In a study of 41 Ohio residents who received
abortion care in either Ohio or Pennsylvania, Odum et al.
(2023) found that, given Ohio’s 22-week gestational limit
at the time of data collection, and because the cost of care
increased over time, economic challenges were especially
salient for their mostly low-income and Black sample. As
Thornton and Arora (2023) note, the Dobbs decision will
inevitably exacerbate structural barriers to reproductive
autonomy, “particularly for low-income patients of color,
and continue to perpetuate inequitable access to reproductive
healthcare” (p. 2).
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Theoretical Framework

This study is guided by a structural stigma framework,
which defines structural stigma as “societal-level condi-
tions, cultural norms, and institutional policies that con-
strain the opportunities, resources, and well-being of the
stigmatized” (Hatzenbuehler & Link, 2014, p. 2). In this
study, structural stigma encompasses the Dobbs decision
and the resulting sociopolitical discourse. Further, as some
scholars have noted, experiences and impacts of struc-
tural stigma may not be felt the same for all members of a
minoritized group (Rao et al., 2020). Reproductive health
disparities may be pronounced for certain members of the
LGBTQ + community, such as those who are low income
or of color (Charlton et al., 2019; Dawson & Leong, 2020).

Restrictive abortion laws and anti-abortion infrastruc-
ture (i.e., intersecting factors that obstruct abortion access,
including financial insecurity) can be viewed as forms of
not only structural stigma, but also structural violence (i.e.,
the violence of injustice and inequity; Makleff et al., 2023).
This framework is underused in relation to, but is relevant
for, abortion-related research, as it addresses the intersec-
tions between systems-level (macro) and individual-level
(micro) aspects affecting abortion access (Nandagiri et al.,
2020). A structural violence framework considers how
“legal and political structures that restrict access to abor-
tion often intersect with sociocultural structures, leading
to socioeconomic disadvantages and stigma, which further
fuel barriers to abortion” (Makleff et al., 2023, p. 3). Indi-
viduals living in states where abortion is illegal or highly
restricted face disadvantages, which are compounded for
those who are financially insecure and cannot afford to
travel (Makleff et al., 2023; Nandagiri et al., 2020), as well
as those who face structural inequities and discrimination
at a broad level, such as LGBTQ + people and people of
color—individuals who may be additionally scrutinized for
their decisions related to contraception, family planning,
and parenthood (Dawson & Leong, 2020).

Rationale for the Current Study

Access to abortion is arguably a component of essential
healthcare that guarantees the full range of human rights,
including bodily autonomy (U.S. Department of Health
and Human Services, 2022). Access to abortion encom-
passes access to lifesaving care that may be needed in
the event of pregnancy complications (e.g., ectopic preg-
nancy) or miscarriage—which is especially important for
bisexual women given their risks in these areas (Januwalla
et al., 2019). Furthermore, limited access to abortion often
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means less access to other reproductive healthcare ser-
vices, including contraception, mental health counseling,
cancer screenings, prenatal care, interpersonal violence
screening, and STI screening (U.S. Department of Health
and Human Services, 2022). Existing work suggests that
reproductive healthcare quality declined in at least some
communities post-Roe (Grossman et al., 2023), and there
is a growing consensus among OB/GYNs that overturn-
ing Roe has resulted in worsened maternal healthcare out-
comes, particularly in at-risk groups (e.g., Black women,;
Fredericksen et al., 2023). Half of OB/GYNs in states
where abortions are banned have reported patients in
their care who have wanted an abortion but were unable
to obtain one due to their state’s policies (Fredericksen
et al., 2023). Furthermore, in the first six months of 2023,
births rose by an average of 2.3% in states that enforced
total abortion bans compared to abortion-protected states,
with larger effects observed in younger women, in women
of color, and in states bordered by other ban states (Dench
et al., 2023).

Research is needed, then, that explores the perceived con-
sequences of the Dobbs decision for vulnerable groups, and,
in particular, members of the LGBTQ + community (e.g.,
bisexual women partnered with men) who may be at ele-
vated risk of unintended pregnancy—for example, because
of barriers to contraception, greater risk of sexual violence,
and lack of LGBTQ + -inclusive healthcare (Januwalla et al.,
2019; Jones et al., 2018; Tabaac et al., 2022).

Our focus on LGBTQ people who were also new parents
was grounded in our supposition that they might feel par-
ticularly vulnerable with respect to not only the Dobbs deci-
sion but also the “slate of hate” against LGBTQ + people,
which is advancing across the U.S., but is concentrated in
many of the same states with more restrictive abortion laws
(Choi, 2023; Klein & Gruberg, 2023). Anti-LGBTQ + and
anti-abortion laws are often introduced and passed simul-
taneously, reflecting coordinated efforts in state govern-
ments (Cyr & Holder, 2022). In 2023 alone, more than 500
anti-LGBTQ + bills were introduced or passed that prohibit
gender-inclusive restrooms, ban gender-affirming care, allow
health providers to discriminate on the basis of religious
beliefs, and prevent teachers from talking about LGBTQ
identities (Choi, 2023).

Method
Procedure
Participants (N=99)—all members of the LGBTQ + com-

munity who were AFAB—were recruited via Prolific,
an online recruitment platform that uses specialized
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targeting techniques to share surveys to pre-registered par-
ticipants. Individuals were invited to participate in the study
March—June 2023, almost one year after the Dobbs decision,
based on the following selection criteria: (a) they were the
parent of at least one biological child born between 2018 and
2023, and (b) they identified as LGBTQ +. Thus, although
the larger project sought to include all LGBTQ parents who
were new parents, in the current study, we limited our sam-
ple to AFAB people who had given birth, thus excluding 23
cis GB men and one trans woman.

All participants were rigorously prescreened by Prolific
to ensure that they were eligible to participate. The survey,
which included closed- and open-ended questions, was
hosted on the online platform Qualtrics and took an average
of 36.7 min to complete. It was approved by Clark Univer-
sity's institutional review board.

Sample Description

Our sample consisted of 81 cis women (81.8%), 17 nonbi-
nary AFAB individuals (17.2%), and one trans man (1%).
Among cis participants, 59 (72.8%) identified as bisexual,
queer, or pansexual (BQ +) women partnered with cis men;
ten (12.3%) as lesbian, bisexual, queer, or pansexual women
(LBQ+) who were unpartnered; six (7.4%) as LBQ + women
partnered with cis women; four (4.9%) as LBQ + women
wish nonbinary partners; and two (2.6%) as LBQ + women
partnered with trans women. Among nonbinary participants,
ten (58.8%) were partnered with cis men, three (17.6%) had
nonbinary partners, three (17.6%) had trans women partners,
and one (6.0%) was unpartnered. The trans man was part-
nered with a cis man.

Most participants (n=77; 77.8%) identified as White only;
the remainder (n=22; 22.2%) were people of color, includ-
ing biracial and multiracial individuals: namely, Black (n=5);
Hispanic/Latinx (n=6); American Indian or Alaska Native
(AI/AN; n=1); AI/AN and White (n=3); AI/AN and Latinx
(n=2); Black/Asian (n=1); Black/White (n=1); AI/AN,
Black, and White (n=1); Latinx/White (n=1); and “mul-
tiracial” (n=1). More than half (n=53; 53.5%) reported a
household income (HI) of <$50 K. Namely, 7 (7.1%) had
an HI of <$12.5 K, 19 (19.2%) reported $12.5 K-$25 K,
27 (27.3%) reported $25,001-$50 K, 22 (22.2%) reported
$50,001-$75 K, 12 (12.1%) reported $75,001-$100 K, and 12
(12.1%) reported > $100 K. The federal poverty level is $25 K
for a family of 3; thus, over a quarter of the sample (n=26;
26.3%) met this threshold (HealthCare.Gov, 2023). Most par-
ticipants considered themselves lower class (n=18; 18.2%),
working class (n=42; 42.4%), or lower middle class (n="20;

20.2%), with the remainder endorsing middle class (n=14;
14.1%) or upper middle class (n=15; 5.1%). Forty-one (41.4%)
were employed full-time, and 13 (13.1%) were employed part-
time. Over one-third (n=38; 38.4%) identified as homemak-
ers/stay-at-home parents, consistent with the fact that most had
children < 4 years (not school-aged). Seven (7.1%) were unem-
ployed. Most (86.5%) were <35 years. Namely, 23 (23.7%)
were 19-25, 36 (37.1%) were 26-30, 25 (25.8%) were 31-35,
12 (12.4%) were 3640, and one (1.0%) was 41-45 years. Two
were missing age data.

More than two-thirds of participants had one child (n = 66;
66.7%); almost one-quarter (n=24; 24.2%) had two children,
four (4.0%) had three children, and five (5.1%) had four chil-
dren. Eighty-eight (88.9%) had at least one child <4 years.
Namely, 21 (21.2%) had one child <1 year, 22 (22.2%) had
one child 12-23 months, 19 (19.2%) had at least one child
24-35 months (18 had one child, one had two), 26 (26.3%)
had at least one child 3647 months (25 had one child, one had
two), and 46 (46.5%) had at least one child >4 years (39 had
one child, five had two, one had three, and one had four). Six
(6.1%) were pregnant. Most (n=388; 88.9%) had at least one
child via intercourse with their partner, and four (4.0%) had at
least one child via intercourse with someone other than their
partner. Three (3.0%) had used intrauterine insemination to
become pregnant, two (2.0%) had used in vitro fertilization to
become pregnant, five (5.1%) had to stop taking hormones to
get pregnant, and three (3.0%) had to start taking hormones to
get pregnant. Six (6.1%) identified other ways they had become
parents (e.g., sexual assault).

Fifteen participants (15.2%) reported having had an
abortion. Thirty-four (34.3%) reported at least one preg-
nancy loss, 44 (44.4%) reported pregnancy complications,
12 (12.1%) reported experiencing gender dysphoria while
pregnant, 49 (49.5%) reported one or more traumatic birth
experience, and 68 (68.7%) reported having postpartum
mental health issues.

Geographically, participants were from 34 states, with
greatest concentrations in TX (11), OH (8), NC (7), PA (6),
FL (6), MI (6), and IL (5). Over one-quarter (n =25; 25.3%)
lived in a state where abortion was banned (11 in TX, 3 in
TN, 2in KY,2inIN, 2in MS, 2in OK, 1in AL, 1 in AR, 1
in LA). Seventeen (17.2%) lived in a state with gestational
limits (6—18 weeks) (7 in NC, 6 in FL, 2 in GA, 1 in SC,
1 in UT). Eleven (11.1%) lived in a state where a ban had
been initiated but blocked (8 in OH, 2 in WI, 1 in TA). Thus,
53 participants (53.5%) lived in a state with at least some
restrictions. Forty-six (46.5%) lived in a state where abortion
was legal, and in some cases, they had introduced additional
protections (Guttmacher, 2023; New York Times, 2023).
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Measures
Closed-Ended Questions

In addition to demographic items (i.e., assessing gender,
sexual orientation, age, race, income, partnership status,
employment status, geographic location, and details about
children and parenthood route), a variety of closed-ended
questions assessed concerns about access to reproductive
and sexual health (see Table 1). Additionally, we asked
participants about their reactions to the overturning of
Roe (upset but not surprised, upset and surprised, neutral,
pleased and surprised, pleased but not surprised). Finally,
we asked participants about whether they had considered
moving to another state and/or whether they had taken steps
to do so.

Open-Ended Questions

Participants were asked several open-ended questions to
capture their experiences of and perceived impact of the
overturning of Roe. These included the following: (1) In
June 2022, Roe v. Wade was overturned. The U.S. Supreme
Court issued their decision in Dobbs v. Jackson Women’s
Health Organization, which determined that the U.S. Con-
stitution does not confer a right to abortion. How do you feel
about this decision? (2) How, if at all, has the overturning
of Roe v. Wade shaped your future family-building plans?
(3) If relevant and applicable to you and/or the type of sex
you have: (How) has the overturning of Roe impacted your
sexual or reproductive life? (4) Has the introduction and/or
passing of specific bills or laws in your state impacted your
desire to remain in your state? Please elaborate.

In addition to examining participants’ responses to the
above questions, we also reviewed participants’ responses to
other less directly relevant questions, such as those related to
parenting and state climate. For example, we asked partici-
pants to “please share any other relevant experiences as an
LGBTQ + parent living and parenting in 2023.”

Data Analysis

A mixed-methods approach, using quantitative and qualita-
tive data, allowed for a more complete, nuanced analysis
(Creswell & Plano-Clark, 2018). Specifically, it afforded us
a deeper understanding of the perceived consequences of the
Dobbs decision for LGBTQ + people.

Quantitative Analysis
Basic descriptive statistics were calculated for the full

sample and, in some cases, by abortion policy context. We
examined whether concerns related to pregnancy, abortion,
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and contraception differed by policy context using a series
of chi-square tests. Policy context was categorized in two
ways: (1) abortion-legal state vs. abortion ban state and (2)
abortion-protected state vs. abortion-hostile state, where
abortion-hostile states represent states where abortion has
been banned, highly restricted (i.e., there are gestational lim-
its), or contested (i.e., bans were introduced but blocked, and
the legality of abortion is under dispute; New York Times,
2023). In turn, we were able to determine whether worries
were, for example, elevated only for those living in abortion-
ban states or whether such worries might extend to a broader
group of people living in abortion-restrictive (hostile) states:
Prior work (e.g., Goldberg & Abreu, 2023; Kazyak, 2015)
indicates that legal uncertainty itself can create anxiety for
LGBTQ + people in structurally stigmatizing contexts. In
reporting the qualitative data, we generally characterize
participants according to whether they lived in an abortion-
hostile vs. abortion-protected state.

Qualitative Analysis

Responses to the open-ended survey portions ranged from
one sentence to several paragraphs of text, with most par-
ticipants providing responses of three to five sentences. The
first and second authors used thematic analysis (Braun &
Clarke, 2006, 2013) to examine responses from the open-
ended portions of the survey.

The authors’ analysis focused on participants’ reflections
on the impact of Dobbs on their reproductive autonomy and
well-being. The analysis was informed by our research ques-
tion, prior literature, and a structural stigma framework. The
first author initially read all open-ended responses to gain
familiarity with the data, including overarching themes in
responses. She made note of, and bracketed, her own expe-
riences and preconceptions to facilitate a curious and open
stance in relation to the data, and the ability to approach
the data with a fresh perspective (Goldberg & Allen, 2015).
Then, responses were annotated: that is, via line-by-line cod-
ing, she labeled phrases relevant to the primary domains of
interest (e.g., fear and anger). These codes were abstracted
under larger categories and subcategories, which were posi-
tioned in relation to each other, such that connective links
were established (e.g., emotional responses to the Dobbs
decision and perceived vulnerability to consequences of the
decision) in an effort to meaningfully describe participants’
experiences as queer and AFAB new parents a year after
Roe was overturned. A tentative scheme was produced and
reapplied, such that all data were then recoded according
to the revised scheme. Themes were analyzed for the full
sample and by key demographics, such as the legal con-
text surrounding abortion in their state (abortion-hostile vs.
abortion-protected) as well as by sexual orientation and race/
ethnicity. The third author served as an auditor and provided
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critical input at various stages of the coding process, as
detailed below.

Trustworthiness. To enhance trustworthiness in the
study preparation and data collection phases, we pursued
a data collection strategy (i.e., an online survey) that we
believed would result in high-quality, contextually valid
data (Lincoln & Guba, 1985). We also posed both open- and
closed-ended questions to obtain multiple forms of data that
would lend themselves to a deeper, richer understanding of
the phenomena of interest (Morrow, 2005).

To enhance trustworthiness in the data analysis process,
our research team sought to maintain reflexivity through
open discussion of our assumptions and positionality
throughout the process of examining, organizing, and inter-
preting the data (Morrow, 2005). To further enhance the
credibility of the analysis, the second author reviewed sev-
eral versions of the coding scheme, providing input on each
iteration and collaboratively examining the fit between the
data and the emerging themes (Goldberg & Allen, 2015).
Upon review of the final coding scheme, the third author
made several suggestions for reorganization and changes
were integrated accordingly into the final thematic struc-
ture. After reaching the final thematic structure, the coders
noted the absence of any new concepts, codes, or themes,
indicating that data saturation had been reached (Lincoln &
Guba, 1985). Finally, the authors selected meaningful and
appropriate quotes from participants to include in the paper
to illustrate key concepts (Morrow, 2005). Of note is that in
presenting quotes, we use pseudonyms for all participants.

Findings
Reactions to Overturning of Roe

Most participants endorsed being either “upset but not sur-
prised” (n=156; 66.7%) or “upset and surprised” (n=24;
28.6%) about the overturning of Roe. Three (3.6%) endorsed
a “neutral” reaction, and one (1.2%) was “pleased but not
surprised”’. Notably, the latter four participants lived in states
where abortion was contested. Fifteen did not answer this
question.

Fear, terror, and outrage were among the top emotions
detailed by participants who lived in states where abor-
tion was banned, restricted, or contested. Marisa, a White
cis pansexual woman in Indiana said, “I feel terrified, as a
woman with a uterus, a menstrual cycle, that Roe was over-
turned by those who live a life of privilege.” Haley, a White
cis bisexual woman in Ohio said, “It’s gut wrenching to me

as a female, especially having had a complicated pregnancy.
It feels like my own mother had more reproductive rights
than I do now.”

Such participants often voiced rage that such a decision
about AFAB people’s bodily autonomy could be made by
cis men. Chandra, a Black cis bisexual woman in South
Carolina, said, “It should not be the decision of old White
men whatever women in this country decide to do with
their bodies. Taking away abortion is dangerous.” In addi-
tion to identifying the broader societal implications of the
decision (“People will die because of this, and millions of
children will be born into homes where they weren’t neces-
sarily wanted”), participants highlighted the relevance of
the decision for themselves (“I'm worried if I"'m pregnant
and there is a condition during the pregnancy that would
kill both myself and the baby, my right to an abortion would
be taken away and I might die”). Rory, a White nonbinary
bisexual parent in Texas, said:

Once I found out I was pregnant with baby #2, cur-
rently 22 weeks, I was panicking, and I do worry about
giving birth or being unable to carry to term due to a
variety of reasons and how it could affect me being in
a state where AFABs have no bodily autonomy.

Participants who lived in abortion-protected states fre-
quently described anger and outrage, but less often voiced
fear and terror. Some mentioned their state’s laws in explain-
ing that while they were upset about Dobbs, they were not
personally worried. Nikki, a Black cis bisexual woman,
shared, “It doesn’t affect me as much because California
is a blue state and hopefully it stays like that.” Laurie, a
White cis bisexual woman, reflected, “I’m grateful to live
in Minnesota where the state is very liberal...but I worry
about other decisions that could be overturned, [like] mar-
riage equality.” Laurie was one of several participants who
voiced concern about other rights that might be threatened,
even in abortion-protected states (e.g., “I’ve seen some states
banning gender-affirming care; I'm scared that will be taken
away”).

The few participants who voiced neutral responses—all
of whom lived in abortion-hostile states—tended to distance
themselves from the issue, stating that there was “little that
they could do about it.” They asserted that they had no
control over what the government did, and therefore tried
to “simply exist.” The overturning of Roe did not seem to
weigh heavily on their minds; in addition, they voiced little
agency over the matter. Jen, a White cis bisexual woman in
Kentucky, said, “I think I don’t need to worry about those
things because there’s nothing I can do about it.” Molly,
a White cis asexual woman in Alabama, said, “Not much
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changed for me. Since I need to live my life, I make no
actions to change anything. I duck my head and deal with
the status quo.”

Considering One’s Own Axes of Marginalization vs.
Privilege

Some participants spoke to how the overturning of Roe
would have disproportionate impacts, often highlight-
ing their own vulnerabilities as members of marginalized
groups—for example, as Black, queer, and/or low income.
Eve, who lived in Florida, named her intersectional identi-
ties in highlighting her reactions to and concerns about the
decision, stating, “Being a Black queer woman, the effects of
the ruling are outsized for me. My demographic already has
the worst maternal outcomes. This is essentially a death sen-
tence for many people like me.” Lee, an American Indian/
White cis bisexual woman in Kansas, shared:

This decision enrages me. My first pregnancy was very
difficult and I nearly died during childbirth, and we
almost lost our daughter. I think it hits me more as a
part-Indigenous woman, a subset with the highest level
of violence experienced. Many Indigenous women
will find themselves stuck in dangerous relationships
because of this decision.

Low-income participants noted their lack of resources as
a factor that rendered them additionally vulnerable. Carrie,
a White cis bisexual woman in Massachusetts, said, “As a
lower income American, it terrifies me. I am not financially
able to have another child, and I cannot imagine being forced
to have a child I didn’t want.” Some noted that not only could
they not afford to raise another child (“I don’t know if I
would have enough food stamps, WIC, or money”), they also
could also not afford an abortion, given barriers to access.
Denise, a White cis bisexual woman in Oklahoma, said, “I
live in absolute fear of becoming pregnant again, knowing
that I don’t have the...resources to travel through multiple
states for care.”

Likewise, a few participants emphasized their privilege,
including race, relationship type, income, and where they
lived, as a factor that buffered them from the full range of
effects associated with the overturning of Roe. Megan, a
White cis bisexual woman who was “furious” about Dobbs,
and who lived in Pennsylvania, where abortion was legal, said:

I feel very, very lucky that I am a relatively well-off
person who could afford to travel for reproductive
care; that my wealth level, education, and race encour-
ages doctors to listen to me; that I am cisgender and
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straight-passing enough so that I don’t get hassled; and
that I’ve never experienced sexual violence.

Ava, a White cis bisexual woman in Connecticut, shared:

As a White cis female on the Northeast Coast with a
White cis man I have felt very privileged to not deal
with the full effects as other women have experienced.
I have great empathy to the women, trans men, and
AFAB nonbinaries who have had their lives disrupted
because of the government controlling their bodies’
healthcare.

Concerns About Reproductive and Sexual
Healthcare

We asked participants about their level of worry (very, some-
what, neutral/mixed, not very, not at all) about reproductive
and sexual healthcare, post-Roe. For descriptive purposes,
we report these in Table 1. While our primary focus was on
the qualitative narratives, responses to these items provide
grounding for their narrative accounts, discussed below.

Of particular interest to us was the proportion of par-
ticipants who endorsed being “very worried” about issues
related to reproductive and sexual healthcare, insomuch
as this indexed a level of concern that was more intense,
immediate, and personal than those who were “somewhat
worried,” and certainly more than those who expressed feel-
ing “neutral,” “not very worried,” and “not at all worried.”
We found that 46% of the sample was very worried about
having an unintended pregnancy, with more than twice as
many participants in abortion-hostile states endorsing this
than those in abortion-protected states (60.4% vs. 28.9%), a
difference that was significant (X*(1, 98)=9.71, p=0.002),
although when considering participants in abortion-ban
states vs. abortion-legal states, this difference was only mar-
ginally significant (X*(1, 98)=2.68, p=0.080). Almost 29%
of the sample endorsed being very worried about access to
birth control, with those in abortion-hostile states marginally
more likely to endorse this than those in abortion-protected
states (35.8% vs. 20%; X2(1, 98)=3.09, p=0.064); when
considering participants in abortion-ban states vs. others,
this difference was significant (X*(1, 98) =8.33, p=0.005).
Similarly, almost 32% of the sample was very worried about
access to emergency contraception; those in abortion-hostile
states were marginally more likely to endorse this as those in
abortion-protected states (39.6% vs. 22.7%; Xz(l, 98)=2.55,
p=0.083); when considering participants in abortion-ban
states vs. others, this difference was significant (X*(1,
98)=5.71, p=0.017).
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Table 1 Concerns about sexual and reproductive healthcare access

Concerns Abortion-hostile Abortion-protected Total (n=98), n (%)
...How concerned or worried do you feel about... (n=53),n (%) (n=45), n (%)

Accessing birth control (IUD, pill, patch, ring, etc.)?

Very worried 19 (35.8) 9 (20.0) 28 (28.6)
Somewhat worried 12 (22.6) 12 (26.7) 24 (24.5)
Neutral 504 4(8.9) 99.2)
Not very worried 6(11.3) 13 (28.9) 19 (19.4)
Not at all worried 7(13.2) 3(6.7) 10 (10.2)
Not worried because not having a type of sex that carries pregnancy risk 4 (7.5) 4(8.9) 8(8.2)
Accessing emergency contraception (i.e., morning after pill)?
Very worried 21 (39.6) 10 (22.2) 31 (31.6)
Somewhat worried 17 (32.1) 13 (28.9) 30 (30.6)
Neutral 2 (3.8) 5(11.1) 7(7.1)
Not very worried 4(7.5) 11 (24.4) 15 (15.3)
Not at all worried 50.4) 12.2) 6(6.1)
Not worried because not having a type of sex that carries pregnancy risk 4 (7.5) 4(8.9) 8(8.2)
Experiencing unintended pregnancy?
Very worried 32 (60.4) 13 (28.9) 45 (45.9)
Somewhat worried 9(17.0) 14 (31.1) 23 (23.5)
Neutral 2 (3.8) 7 (15.6) 99.2)
Not very worried 00 5(11.1) 5(.1)
Not at all worried 509.4) 2(4.4) 7(7.1)
Not worried because not having a type of sex that carries pregnancy risk 5 (9.4) 4(8.9) 9(9.2)
Accessing abortion pills (medication abortion)?
Very worried 26 (49.1) 20 (44.4) 46 (46.9)
Somewhat worried 14 (26.4) 10 (22.2) 24 (24.5)
Neutral 3(5.7) 3(6.7) 6(6.1)
Not very worried 1(1.9) 6(13.3) 7(7.1)
Not at all worried 509.4) 2(4.4) 7(7.1)
Not worried because not having a type of sex that caries pregnancy risk 4 (7.5) 4(8.9) 8(8.2)
Accessing in-clinic abortions (surgical abortion)?
Very worried 29 (54.7) 23 (51.1) 52 (53.1)
Somewhat worried 12 (22.6) 8 (17.8) 20 (20.4)
Neutral 1(1.9) 3(6.7) 4(4.1)
Not very worried 1(1.9) 5(11.1) 6(6.1)
Not at all worried 6(11.3) 2(4.4) 8(8.2)
Not worried because not having a type of sex that caries pregnancy risk 4 (7.5) 4(8.9) 8(8.2)
Accessing in vitro fertilization (IVF)?
Very worried 8 (15.1) 4(8.9) 12 (12.2)
Somewhat worried 3.7 4(8.9) 7(7.1)
Neutral 10 (18.9) 9 (20.0) 19 (19.4)
Not very worried 11 (20.8) 12 (26.7) 23 (23.5)
Not at all worried 16 (30.2) 12 (26.7) 28 (28.6)
Not worried because not having a type of sex that caries pregnancy risk 5 (9.4) 4(8.9) 9(9.2)
Having a limited number of providers who can provide reproductive and sexual healthcare to me?
Very worried 27 (50.9) 15 (33.3) 42 (42.9)
Somewhat worried 13 (24.5) 13 (28.9) 26 (26.5)
Neutral 1(1.9) 3(6.7) 44.1)
Not very worried 1(1.9) 10 (22.2) 11(11.2)
Not at all worried 7(13.2) 0(0) 7(7.1)
Not worried because not having a type of sex that caries pregnancy risk 4 (7.5) 4(8.9) 8(8.2)
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Table 1 (continued)

Concerns
...How concerned or worried do you feel about...

Abortion-hostile
(n=53),n (%)

Abortion-protected Total (n=98), n (%)

(n=45), n (%)

Having to drive or travel long distances to receive appropriate reproductive and sexual healthcare?

Very worried
Somewhat worried
Neutral

Not very worried
Not at all worried

Not worried because not having a type of sex that caries pregnancy risk 4 (7.5)

30 (56.6) 15 31.1) 45 (45.9)
12 (22.6) 7 (15.6) 19 (19.4)
1(1.9) 7 (15.6) 8(8.2)
1(1.9) 11 24.4) 12 (12.2)
5(9.4) 2(4.4) 7.1
4(8.9) 8(8.2)

One participant was missing data on these items

Echoing this pattern, nearly half of the sample was very
worried about having a limited number of providers who
could offer reproductive and sexual healthcare to them
(42.9%), with greater numbers of participants in abortion-
hostile states worrying about this than those in abortion-
protected states (50.9% vs. 33.3%), a difference that was
marginally significant (X*(1, 98)=3.08, p=0.060), as well
as when considering participants in abortion-ban states vs.
others (X*(1, 98)=2.37, p=0.096). Almost half of the sam-
ple (45.9%) was very worried about having to travel long
distances to receive appropriate reproductive/sexual health-
care, with significantly more participants in abortion-hostile
states endorsing this than those in abortion-protected states
(56.6% vs. 31.1%; X*(1, 98)=6.39, p=0.010), a difference
that dropped to a trend when considering individuals in
abortion-ban states vs. others (X*(1, 98)=3.09, p=0.064).
Although few participants endorsed being very worried
about accessing in vitro fertilization (12.2% of the sample),
the number was twice as high for those in abortion-hostile
states as those in abortion-protected states (15.1% vs. 8.9%);
with cell sizes <5, no chi-square tests were performed.

Over half (53%) of participants were very worried about
accessing in-clinic surgical abortions. Similar numbers of
individuals in abortion-hostile and abortion-protected states
were concerned about access to in-clinic abortions (54.7%
vs. 51.1%; X*(1, 98) =0.06, p=0.48); likewise, the differ-
ence was not significant for those in abortion-ban states vs.
others (X*(1, 98)=0.03, p=0.52). Almost half (47%) of
participants were very worried about accessing medication
abortion, with similar numbers in abortion-hostile states and
abortion-protected states indicating that they were very con-
cerned (49.1% vs. 44.4%; X2(1, 98)=0.11, p=0.45); simi-
larly, the difference was not significant for those in abortion-
ban states vs. others (Xz(l, 98)=0.28, p=0.38).
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Impacts of Dobbs on Participants’ Future Plans
and Overall Well-Being

Participants’ responses shed insight into several different ways
that the overturning of Roe had affected their future plans (e.g.,
regarding future childbearing and where to live) as well as
their current well-being (e.g., including sexual and emotional
functioning). Specifically, their narratives reveal the impact
of Dobbs on their family planning, fear of unintended preg-
nancy, sexual well-being, mental health, and relocation con-
siderations. Those who lived in abortion-hostile states often
reported greater or more intense concerns in these domains.

Family Expansion Plans

Some participants described how the overturning of Roe had
impacted their concerns about and decision-making regard-
ing future children. These patterns were generally similar
regardless of whether they lived in abortion-protected ver-
sus abortion-hostile states. About one-third of participants
explicitly shared that they were not planning to have any more
children, with several participants asserting they were putting
future pregnancy plans on hold (e.g., until they moved). Allie,
a White cis pansexual woman in Rhode Island, said, “The
overturning of Roe v. Wade has made me decide I will not at
all be having any more children, despite a prior desire to do
so.” Erin, a White bisexual cis woman in Texas, recounted her
dismay upon realizing that with the overturning of Roe, “even
if something went wrong in the pregnancy, I would have no
choice but to continue...It played a part in deciding not to have
any more [children].” Danielle, a White cis bisexual woman
in Ohio, shared how her fear of being unable to terminate a
wanted but medically complicated pregnancy had solidified
her decision not to have more children:
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We did not. . .try for children while Donald Trump
was in office due to feeling of unease. Due to Roe v.
Wade being overturned we have also decided to stop
having children after having my son in 2021. I had a
lot of pregnancy complications and my state would ban
abortion care at 6 weeks. It simply does not feel safe
to even pursue a pregnancy. It definitely made us more
confident in only having one child.

Some of these participants shared that the Dobbs decision
had made them want fewer children in that they did not want
to bring more children into a world where AFAB individu-
als were so vulnerable and devalued (“Anti-choice policies
made me terrified to have daughters”). Others indicated that
the Dobbs decision, alongside broader sociopolitical con-
siderations, such as racism, the rise in anti-LGBTQ + senti-
ment, and climate change, contributed to their aversion to
having more children. Sasha, a White nonbinary pansexual
parent in New Jersey, said:

I would never choose to bring another child into this
world and regret bringing my poor daughter into this
crap as it is. I fear for a future of climate [change] and
gun violence; I can’t even think about sending them to
school without being afraid they will be gunned down,
let alone the discrimination we face as queer parents.
I already have a lifetime of prejudice outlined for my
child, thanks to the hatred and bigotry promoted in
this country.

About one-third of participants asserted that the over-
turning of Roe had not changed their family-building plans
(i.e., the number of children they wanted). Typical responses
were “It hasn’t had any impact on my plans” and “No, I
don’t think I am done.” Rarely, participants elaborated to
note that while they found it difficult to parent within the
current sociopolitical climate (“it makes it scarier to be a
parent”), they still hoped to have additional children. Several
of those who lived in abortion-protected states emphasized
that their intentions to do so were predicated on their ability
to remain in their current city and state.

The remainder of participants articulated plans that were
less definitive and/or less tied to Roe specifically. Some said
that they did not think they would have more children but
had made the decision prior to the overturning of Roe, with
noting that they always planned to have just one child. Oth-
ers voiced uncertainty about having additional children as a
result of Dobbs, such that they were “leaning” towards not
having any more, but were as of yet undecided.

Fear of Unintended Pregnancy and Pregnancy
Complications

Echoing the quantitative data (Table 1), wherein 45
participants (45.9%; 32 in abortion-hostile states, 13 in
abortion-protected states) were “very worried” about an
unintended pregnancy, many participants voiced amplified
concerns about an unintended pregnancy since Dobbs.
Those in abortion-hostile states were especially emphatic in
asserting that they were “terrified” about needing to seek an
abortion given the “backwards” laws in their state—to address
not only an unintended pregnancy but also in the event that
they encountered medical complications associated with
a wanted pregnancy. In some cases, prior experiences with
traumatic pregnancies and births contributed to intensified
and multilayered fears regarding how the overturning of
Roe might impact them: for example, they worried about a
miscarriage that could “result in me being wrongfully accused
of hurting my baby.” Eli, a White nonbinary asexual parent
in Michigan, said, “As someone who had to have an abortion
due to a rape by my close family member...How is it in the
realm of possibility that I [would] have to face the situation of
birthing my brother’s baby or killing myself?”.

Lack of a financial safety net were often intertwined with
fears of unintended pregnancy. Participants bemoaned the
lack of community support for low-income people having
babies, whereby most people like them were “in survival
mode, barely scraping by, can’t afford babysitters.” They
feared a situation where they could not afford another child
or an abortion.

Notably, for some participants, fear of an unplanned
pregnancy had led to changes in their approach to
contraception—and, consistent with the quantitative data,
those who described such changes were typically those in
abortion-hostile states. Some noted that they were more
“careful” when they had sex—for example, having their
partners “pull out,” using multiple forms of protection, and
tracking their cycle. Others had made major changes in their
contraceptive methods, such that they were now using long-
acting reversible contraception (LARC), such as intrauterine
uterine devices (IUDs), or pursuing permanent methods
(e.g., tubal ligation). Lila, a cis White bisexual woman in
Texas, said, “It is terrifying. What if I need an abortion for
medical reasons? I don’t want any more children, so when
they made abortion illegal in Texas, I got an IUD.” Vera, a
White cis bisexual woman in Texas, said, “I will likely be
getting my tubes tied soon. I want more children, but with
two previous C-sections and a state that doesn’t care about
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my health or well-being, it feels like too big of a risk to try
again.” Callie, an American Indian cis bisexual woman in
North Carolina, planned on “getting sterilized within the
next two years.”

Others, mostly in abortion-protected states, shared that
the overturning of Roe had not affected their contraception
methods. Several of them volunteered that they were already
using (sometimes multiple forms of) contraception, whereas
several others elaborated that they were not having the type
of sex that would produce a pregnancy.

Sexual Well-Being: Pleasure, Desire, and Ease

For some participants, the overturning of Roe had not just
created a pervasive sense of anxiety surrounding the poten-
tial for unintended pregnancy—but, this anxiety severely
interfered with their sexual functioning. About one-sixth of
participants, all but one in abortion-hostile states, voiced
that their anxiety about pregnancy had reduced their desire
or enjoyment of sex. The overturning of Roe had “made sex
scarier” and “dropped my desire 100%,” resulting in anxi-
ety “before and after sex,” leading to less pleasure. Taryn, a
White cis bisexual woman in Ohio, said, “It has made me a
lot more anxious about sex because I don’t want to have any
more children, and I am worried about my health if I were to
get pregnant again.” Denise, a White cis bisexual woman in
Oklahoma, spoke to the pervasive impact of increased anxi-
ety surrounding sex and possible pregnancy, which included
but was not limited to her sexual relationship:

The overturning made me more anxious around sex. |
have a constant fear that my form of birth control will
fail and I will find myself pregnant. I am constantly
taking pregnancy tests and going to the doctor the
second a period is late. It is exhausting and makes me
much less affectionate towards my partner.

Some participants, in abortion-hostile and abortion-
protected states, shared that they were having less sex as
a result of Dobbs. Simone, a White cis bisexual woman in
Ohio, said, “My husband and I have definitely had less sex,
as we’re both worried about an accidental pregnancy. I don’t
know that he fully understands the magnitude of my fears,
but he is supportive.”

Finally, some participants, mostly in abortion-protected
states, shared that Dobbs had not impacted their sexual
desire, enjoyment, or frequency. Some noted that they
were already not having much sex (e.g., because of illness,
medications, or recovering from pregnancy or birth). Others
simply noted that they were not having the type of sex that
would produce a pregnancy.
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Mental Health and Sense of Safety

Some participants, all in abortion-hostile states, volunteered
that the overturning of Roe had impacted their overall sense
of well-being and safety. Specifically, the Dobbs decision
had amplified existing worries and raised new ones, impact-
ing their physical and mental health, including their level of
stress, depression, and anxiety (“Roe v. Wade was a big fac-
tor in my mental health as a parent this year; after suffering
an extremely traumatic pregnancy...the possibility of getting
pregnant and actually losing my life this time haunts me”).
Maggie, a White cis bisexual woman in Missouri, said,
“[The decision] broke me. My mental health plummeted.
Having birthed one child from assault, I wanted to die the
day it was overturned.” Eli, a White nonbinary asexual par-
ent in Michigan, who shared that in the past they had had
an abortion after being raped, said, “I grieved for weeks.
Mainly for myself, but also my daughter.”

Some participants, all in abortion-hostile states, shared
that the overturning of Roe, in combination with their states
and/or communities’ overall climate, had impacted their
sense of emotional and physical safety. Commenting on
her community’s reaction to the ruling, Olivia, a White cis
bisexual woman in Tennessee, said, “There was a celebration
with prayer when Roe [was] overturned.” These participants
underscored how their sense of vulnerability was amplified
by their sexual, gender, and/or racial identities. As people
who were queer, trans, and/or of color, they experienced
heightened concerns for their own and their family’s sense
of safety (“Dating another woman in my area, with all these
redneck hard right people and a minority child—might as
well tattoo ‘hate crime me’ on my face”). Ann, a White cis
bisexual woman in Texas, shared her sense of fear and alien-
ation in her community:

Once I found out I was pregnant, I had a hard time
accepting the current times we live in and how much
of a battle it has been for the LGBTQ community. I'm
afraid of never being accepted for who I am and the
future of my children. . .I'd love my kids to love who-
ever they’d like and not feel ashamed of who they are.
The overturning in abortion laws make me afraid of
living in Texas, the major red state. If I cannot decide
what happens to my body, then who does, the state? I
fear for us in the LGBTQ community.

Relocation Considerations

Forty-five participants (45.5%) endorsed having “consid-
ered and/or taken steps toward moving” in response to the
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introduction and/or passing of laws in their state. Namely,
two-thirds (n=35; 66.0%) of those in abortion-hostile states
endorsed this, versus one-fifth (n=10; 21.7%) of those in
abortion-protected states, with a significant difference (Xz(l,
98)=19.49, p <0.001).

Participants who wished to move explained this by
emphasizing only the overturning of Roe but also other leg-
islation in their states, such as LGBTQ + and trans-specific
legislation, as motivating factors. Commenting that their
states “hated” them, as women, LGBTQ + people, and/or
people of color, they felt “disgusted” living in such states,
and longed to move elsewhere. “I considered other places to
live due to laws against LGBTQ people, women, and can-
nabis,” said Emory, a White cis queer woman in Texas. “I
think about leaving the country at least once a week; it’s
so terrifying to stay here long-term,” said Shayna, a White
cis bisexual woman in Texas. Jaya, an American Indian cis
pansexual/asexual woman in Oklahoma, shared:

The restriction that does not allow for the gender
change marker on my wife’s driver’s license [is stress-
ful]. She avoids going to the doctor unless it’s neces-
sary because she will be misgendered. We can’t afford
to move, but hope to save up for a couple of years (if
things don’t get worse) and try to sell our home and
move elsewhere.

Indeed, many participants in abortion-hostile states who
wanted to move also identified barriers to doing so. These
typically included finances (““We can’t afford to move but I
would like to”) and being close to family (“All of our fam-
ily and support is here”’). Some spoke to their hope for the
future, should these barriers become less insurmountable.
Amanda, a White cis bisexual woman in Missouri, shared,
“I am in such a red state. I haven’t taken any steps [to move]
because my income is so small and I get no support. But...I
am going to school for education, and hopefully, in the end,
[will earn] a higher income. So we’ll see.”

Most participants who indicated no interest in or plans to
move were those in abortion-protected states. They generally
indicated gratitude for where they lived (e.g., “Thank God
our state is a safe haven for now”; “My state is one of the
states taking steps to protect LGBT +residents”). Claire, a
White cis bisexual woman in Illinois, shared:

I recently had a miscarriage of our third child. I'm
lucky enough to be in a state where abortion rights are
protected for now, so I actually had access to the drugs
that helped me expel tissue that my own body wasn’t
able to expel. Had I lived in another state—we moved
from Arizona—I would not have been able to have
access to those drugs and would likely have legal pun-
ishment for something I didn’t even want to happen.

A few of those in abortion-protected states explained
that they had recently moved from abortion (and
LGBTQ +)-unfriendly states to more accepting and progres-
sive states—and thus had no intention to move again. Jae, a
White nonbinary bisexual participant in Washington, said:

My child was born in Utah . . .the laws made it so
I could lose my job if I talked about homosexuality
in a positive light. The way that state legislature is
heavily influenced by the LDS Church made me fear
for the safety and well-being of my family. I was also
concerned as a person who went through a difficult
pregnancy that I might not be able to receive an abor-
tion if I needed one in the future. The right choice for
my family was to move to a state with better LGBT
protections and better access to healthcare, so when the
opportunity arose, we moved to Washington.

Those in abortion-hostile states who did not want to move
generally elaborated to underscore their many reasons for
staying (“I do not intend to move in the near future due to my
son’s father’s ill health and the availability of a good educa-
tion where we are”). Some noted that while the overturning
of Roe was “bad,” it was not enough to relocate.

Discussion

This mixed-methods study explored the perceived con-
sequences of the Dobbs decision for members of the
LGBTQ + community. Our findings reveal how a diverse
group of LGBTQ +and AFAB individuals with young chil-
dren—mostly consisting of bisexual cis women partnered
with men, a group at greater risk of poor sexual and repro-
ductive outcomes—expect Dobbs to impact their sexual,
reproductive, and parenting lives. Our findings, too, offer
broad insights into how the decision may be impacting
LGBTQ + people across the U.S.

Several details about our sample are of note. First, our
sample of cis and nonbinary AFAB queer individuals with
young children reported high levels of birth trauma, preg-
nancy loss, and pregnancy complications, consistent with
some other work documenting poorer outcomes in these
and related areas among queer birthing individuals (Janu-
walla et al., 2019; Klittmark et al., 2023). Such experiences
likely reflect these individuals’ intersecting vulnerabilities
(e.g., queer, low-income, and/or gender nonconforming)
within dominant healthcare systems, which tend to be cis-
normative and heteronormative (Gessner et al., 2020). Their
experiences of pregnancy complications and loss and birth
trauma also likely contributed to their fears of being unable
to access reproductive healthcare, including abortion, should
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they experience a high-risk pregnancy that necessitated
interventions that might be illegal.

A second point of note is that many participants had
incomes near or below the poverty threshold. LGBTQ + indi-
viduals who live in poverty typically face more limitations in
terms of access to reproductive healthcare—and, in particular,
LGBTQ +-inclusive healthcare (Wilson et al., 2023). Our par-
ticipants’ narratives suggest that the lack of financial resources
amplified their worries about abortion access, underscoring
the reality that Dobbs may exacerbate existing healthcare
inequities (Dickey et al., 2022; Fredericksen et al., 2023).

A third notable point about our sample is that most par-
ticipants had one child, and most participants were young
parents and also had young children. In turn, our partici-
pants were still of childbearing age and had the reproduc-
tive capacity for more children (Centers for Disease Control,
2023)—yet many spoke to curtailing the number of children
that they would have because of a complex constellation of
fears and concerns, including their ability to get an abortion
or other life-saving care if they needed it. This underscores
the far-ranging effects of Dobbs, and its potential to affect
different segments of parents differently.

Turning to our main findings, most participants endorsed
being upset but not surprised about the overturning of Roe.
Participants living in more structurally stigmatizing contexts
tended to voice more intense responses, such as terror and
anger, highlighting their worries about their own lives and
safety in addition to their concern for the rights of others.
Those in less structurally stigmatizing contexts tended to
articulate feelings of anger but less often fear, in that they
did not tend to feel personally vulnerable as a result of the
decision. Interestingly, the few participants who endorsed
a “neutral” response lived in abortion-hostile states. Their
narratives suggested that they were not indifferent but rather
recognized their lack of agency to do anything about the
decision except perhaps to distance themselves from more
intense feelings. Indeed, the tone of participants’ responses
as a whole echoes analyses of Twitter responses after Roe
was overturned, which documented similar sentiments of
disappointment and fear—although positive and pro-life-ori-
ented responses were also noted (Mane et al., 2022), a theme
that was likely underrepresented in our sample given their
unique positionalities. Some participants explicitly invoked
their race, income, and sexual orientation in explicating their
sense of vulnerability vis-a-vis the Dobbs decision—and
its implications for their ability to safely access reproduc-
tive care. They recognized that as low-income, queer, and/
or racially minoritized people in the U.S., they would have
fewer choices and face greater barriers should they face a
dangerous or unintended pregnancy (Dickey et al., 2022;
Mosley et al., 2022).

Importantly, we documented higher levels of concern
about reproductive/sexual healthcare among participants in
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states with more restrictive abortion policies with regard to
unintended pregnancy, access to contraception, and access
to providers. Interestingly, despite their greater concerns
about unintended pregnancy, participants in states with
more restrictive abortion laws were not more concerned
about their ability to get an abortion than those in states
with less restrictive laws. This is largely a reflection of the
reality that those in less restrictive states were more worried
about abortion access than they were about unintended preg-
nancy: indeed, relatively high levels of worry were exhibited
among those in abortion-restrictive states in terms of both
unintended pregnancy and abortion. While it would be rea-
sonable to wonder whether the lower level of worry about
unintended pregnancy among those in less restrictive states
might reflect less concern about resources (i.e., they have
more income), follow-up analyses indicated this not to be
the case: income category did not differ significantly by state
legislative context. Perhaps those in less restrictive states
were responding to questions about abortion access less with
their own state in mind and more with the general federal
landscape in mind. Also, participants in both legislative con-
texts may not have been fully knowledgeable about the laws
in their state and the ease of accessing an abortion amidst
these laws, thus diluting differences between the two con-
texts; indeed, prior work suggests that even in abortion-ban
states, not all residents understand the meaning and implica-
tions of the law (Jozkowski et al., 2023; Lerma et al., 2023).

Participants’ open-ended responses helped to illuminate
more fully the impact of the overturning of Roe on their
lives and well-being, with legislative context again emerging
as salient in nuancing their experiences. Some, particularly
those in abortion-hostile states, said that Dobbs had solidi-
fied their decision not to have more children. In explaining
this, these parents emphasized their fear of pregnancy com-
plications that might necessitate access to medical care, as
well as their concerns surrounding safety and sociopolitical
climate, consistent with recent work documenting broader
concerns about parenting at a time of racial unrest, political
upheaval, and heightened homophobia (Abaied et al., 2022;
Goldberg et al., 2022). In contrast, most of those participants
who said that their intended family size had not changed
lived in abortion-protected states—which is consistent with
the reality that individuals in states with greater abortion
access often have access to more family-building resources
(Fischer et al., 2018).

Amidst prior pregnancy complications, miscarriages, and
traumatic births, some participants voiced fears about the
possibility of needing life-saving care in a state that crimi-
nalized abortion—fears that directly spoke to the worsened
maternal healthcare outcomes, and possibly elevated mortal-
ity risk, in states with restrictive abortion policies (Freder-
icksen et al., 2023). Such fears led to changes in contracep-
tive method or approach for some, and negative impacts on
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sexual well-being and desire for others. Sexual well-being,
which is impeded by disruptions to sexual and reproductive
autonomy, is a key component of overall well-being, and
associated with mental and physical health outcomes (Byers
& Rehman, 2014). Sexual satisfaction is also a component of
relational health and is related to overall relationship quality
(Yildiz, 2015). In turn, possible linkages between the legis-
lative context and sexual ease, desire, and frequency are not
insignificant; such connections underscore the legitimacy
of sexual health as a public health concern (Mitchell et al.,
2021).

Beyond sexual well-being, participants also spoke to how
Dobbs had impacted their mental health, causing them to
“grieve” the loss of their reproductive autonomy and foster-
ing a sense of hypervigilance surrounding their own and
their families’ safety—a feeling that was especially height-
ened among individuals who described themselves as mul-
tiply and often visibly minoritized (i.e., queer, trans, and of
color). The overturning of Roe was discussed in terms of the
multiple intersecting oppressions (and associated safety con-
cerns) that participants experienced within their communi-
ties. These findings echo other work documenting how Black
lesbian mothers experienced heightened fears surrounding
their families’ safety amidst the intersectional risks posed by
the Trump presidency (Radis & Nadan, 2021). The mental
health concerns voiced by some of our participants raise
concern, given that restrictions in abortion access are linked
to greater stress and anxiety (Biggs et al., 2020).

Among our participants, one way of dealing with personal
distress and distrust of state government was to consider and
even initiate relocation—among those who had the ability
to do so. Many participants in abortion-hostile states had
considered moving, feeling that their states “hated” them
because of their gender, sexual orientation, and/or race.
This feeling may reflect the importance of social safety for
LGBTQ + and other marginalized people—namely, the idea
that individuals desire not only the absence of discrimina-
tion and victimization, but also want to feel included and
affirmed in their social environments (Diamond & Alley,
2022). Yet similar to other work that has documented how
LGBTQ + people’s ability to escape politically charged and
oppressive state climates is often limited by other factors,
such as financial resources and caregiving responsibilities
(Goldberg & Abreu, 2023; Goldberg et al., 2013), our par-
ticipants often spoke to how lack of resources left them with
little choice or hope of leaving their state. This reveals how
reproductive justice issues impact individuals unevenly, with
some individuals—such as those in abortion-hostile states
who are also queer, poor, and/or of color—suffering dispro-
portionately as compared to those who have more privileges,
and who live in or can escape to affirming legal contexts
(Charlton, 2022; Grossman et al., 2023).

Limitations

There was a great deal of diversity and intersectionality
within our relatively small sample which presents complex-
ity in terms of generalizability. Future work should aim to
examine how individuals with identities not well represented
in our sample, such as female-partnered women and trans
men, experience the overturning of Roe. Also, we did not
explicitly explore how participants’ experiences of birth and
pregnancy—including traumatic and complex experiences—
shaped their concerns related to the overturning of Roe. And,
in that our study was cross-sectional, it provides only a snap-
shot of individuals’ perceptions and experiences at one point
in time; longitudinal work is needed to address how feelings
and experiences related to Roe (e.g., relocation) unfold over
time. In that we focused on individuals instead of couples,
we are limited in our understanding of how the overturning
of Roe affects the couple/family unit (e.g., decision-making
regarding family-building and relocating); future work can
focus on couples’ experiences. Furthermore, while our study
helps to illuminate the short-term consequences of Dobbs, it
will be important for future research to investigate the long-
term psychological, emotional, social, and sexual implica-
tions of this national decision. Finally, our findings may not
generalize to people who have not yet had children. The
overturning of Roe may indeed be shaping who does and
does not become a parent altogether.

Implications for Practitioners, Policymakers,
and Researchers

Our findings hold implications for practitioners who work
with LGBTQ + people and other marginalized groups
who may be experiencing threats to their reproductive
autonomy alongside growing hostility and even legislation
directed at their intersectional identities. Located in both
abortion-friendly and abortion-hostile states, participants
offered a range of perspectives regarding their feelings
about and perceived consequences of the Dobbs deci-
sion. Given the limited research thus far on individuals’
perspectives in a post-Roe world, their insights are illu-
minating—granting researchers, sexual and reproductive
health educators, and policymakers first-person accounts
of the psychological experiences associated with national
changes in reproductive health policy. Understanding the
worries of LGBTQ + people—particularly male-partnered
cis bisexual women—can help practitioners orient them-
selves to the growing concern for access to contraception
and abortion and help them to position themselves as
advocates for their patients, rather than active or passive
gatekeepers of reproductive healthcare.
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Future research is needed that expands on our findings
and interrogates, for example, the long-term implications
of Dobbs for people’s contraception decision-making and
residential mobility. Additionally, attention is needed to how
abortion policy shapes individuals’ decision-making about
family-building and family size. And, research is needed that
more fully explores the intersectional nature of individuals’
identities—gender identity, sexual orientation, race, and
class—and how they impact feelings about and decision-
making related to a post-Roe world. Providers of abortion care
are also providers of other reproductive care, such as prenatal
care, gynecologic services, and gender-affirming care (Brandi
& Gill, 2023). When providers leave communities because
of real or perceived risk of criminalization for providing
abortion care, this may result in worse disparities in care
for patients overall, but especially for multiply marginalized
people (e.g., trans, poor, and of color; Brandi & Gill, 2023;
Fredericksen et al., 2023).

Our findings hold important implications for policymakers
who work on sexual and reproductive health policy.
Policymakers who are committed to advancing reproductive
justice and autonomy can draw on our findings to challenge—
and establish the potential harm of—national and state policies
that infringe on reproductive autonomy. Policymakers can use
first-person accounts of the consequences of Dobbs, alongside
quantitative data, to convey nuanced perspectives of how people
across the country are impacted by anti-abortion policies, such
as when trying to educate government officials who may lack
knowledge of the psychological and social consequences of
abortion-hostile policy. Our findings highlight the on-the-
ground impact of current reproductive policies for some of the
most marginalized and invisible individuals affected by them,
and, in turn, highlight the need for more research and advocacy
on their behalf.
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