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For David




Introduction


Around one in four pregnancies fail to thrive, and end spontaneously in a miscarriage – most before they have been revealed to the world, or even suggested by the hint of a pregnancy bump. This event can be devastating, extremely physically painful, or both. And yet, despite its prevalence, we have long been unable to talk about miscarriage in any adequate breadth or depth. If we do, we tend to do so awkwardly, quickly and in the most general terms. We squirm, we whisper and we avoid asking questions – we just don’t understand the experience well enough, or the nature of the complex grief that can hit hard in its wake.


But miscarriage deserves so much more than the scant responses, like these, which it tends to elicit. We need to approach this human experience with greater empathy and an allied compassionate curiosity so that, ultimately, we can improve the support that’s on offer for all of those who may be affected. I began to learn this in the wake of my own miscarriages: my first one profoundly changed me, inspired a new career and still fuels my desire to change how miscarriage is perceived.


The inklings of my future family began when I was eighteen years old and met my now-husband, David, on my first day of university. He and his friend had spotted me walking through the swing door of a building near their rooms, on my way to visit a friend. I later found them both lying on the ground, blocking my exit. I laughed, we all talked, and then the friend peeled off, leaving David and me to talk some more. Later that night David introduced me to Van Morrison, and by the time I returned to my room, I knew that I wanted to spend the rest of my life with him. It took another year before he agreed.


We both wanted children, but parenthood wasn’t on the agenda for a long time. While David fell into journalism soon after graduating, I flirted with academia and then a legal career, before moving to an internet start-up. But after a decade together, we had bought our first home in London and were planning a wedding. Having a baby seemed like the next step, and as soon as David agreed to try, a baby was all I wanted. And I wanted it to be like the story I knew the best: I’d get pregnant before too long, grow fat and uncomfortable and then give birth to a little version of him and me.


But this story would never be told. For us, things took a different turn from the beginning. I had spent many years ignoring my irregular menstrual cycle, disguising what I suspected was a minor fertility issue with the synthetic hormones of the contraceptive pill. When we first discussed trying to conceive, we consulted my sensible general practitioner, who sent me for further investigations. I assumed that if anything was awry, there would be a simple fix.


After a scan revealed some unusual findings, I was sent for a laparoscopy: a tiny fibre-optic cable was inserted through my abdomen wall to inspect the state of my womb and ovaries. An hour or so later, as I awoke from my drugged sleep of general anaesthesia in the recovery ward, my surgeon appeared, his wild white hair only partly tamed by a surgeon’s cap. He excitedly reported what the camera had revealed: I have a ‘unicornuate’ uterus, a malformation that meant my uterus hadn’t fully developed when I was in my mother’s womb. It is, in keeping with the medical inclination to describe wombs as varieties of fruit, ‘shaped like a banana’, rather than the avocado Mother Nature prefers.


My surgeon also told me that while I had two functioning ovaries, I now had only one fallopian tube; the other was barely developed and useless, so he had removed it during the procedure. He handed it to me in a small plastic jar: a grey, gnarled lump of flesh. Baffled at my gift, I was also soothed by the promise of a healthy counterpart. At a follow-up appointment a month later, he was upbeat about my prognosis to conceive and carry a baby to term. My anomalies may have explained my irregular menstrual cycle, and he glossed over the increased risk of pregnancy loss or premature delivery that my abnormal womb could potentially cause. He told me gripping stories of other strange-shaped wombs that had resulted in happy deliveries. I left his consulting room buoyant and with a renewed sense of expectation: an experienced doctor thought that a pregnancy could, and would, happen for me.


It took about a year of hopes raised and then dashed before I conceived. I was so consumed with my desire to get pregnant that it eclipsed everything else, including our wedding. I didn’t care about the details of my dress or which flowers to choose as much as the repeated arrival of my period. But, at long last, a couple of months before my thirtieth birthday and ten months after our wedding, my familiar bleeding didn’t arrive, and I took my first pregnancy test. I still have the white plastic wand that proved I had conceived the baby (and, it turned out, another baby) that had long been nestled in my mind.


It was only a couple of weeks after my pregnancy was confirmed that our joy was punctured by fears. First, I started to ‘spot’ – a common experience of light bleeding in early pregnancy that can be caused by the embryo implanting itself in the womb lining. A scan at the hospital at around six weeks revealed this was probably the case with me, but it also revealed two minuscule humans with beating hearts: I had conceived twins. Growing two babies inside a banana-shaped womb within my five-foot frame was never going to be easy, but I remembered the words of my surgeon. And I hoped.


The coming weeks brought even more anxiety: I had bouts of sudden and heavy bleeding. More scans showed that a sizeable haemorrhage had formed in my womb lining and was struggling to heal. I was told that this was probably because my womb had stretched too rapidly – not unheard of with first pregnancies of twins. I became a frequent flyer with the high-risk pregnancy unit, led by an obstetrician with legendary expertise in twin pregnancies. I bled copiously, and often, throughout the following ten weeks, while also battling intense and relentless nausea that made it difficult to eat. And while our frequent hospital visits assured us that our babies were thriving nonetheless, there were few moments during my first trimester when I could relax into my dreams of a future family of four.


But then, at around sixteen weeks, during yet another check-up, a scan showed that the familiar dark patch on my womb lining had disappeared. Suddenly and inexplicably, the haemorrhage had healed. Our hope renewed, I contacted a local support group for new mothers of ‘multiples’, and my husband and I began to work out how we would share childcare. My mother started amassing a collection of tiny clothes, and my belly expanded so much that people leapt up from their seats on buses to offer me theirs. We played with names and flew to Italy for a friend’s wedding, where I danced all night in a dress that I bought a few sizes too big.


This excitement lasted only a month. One sweltering summer’s day twenty weeks into the pregnancy, before leaving for work, I went to the loo and, habituated to check the bowl for blood, I spotted something new. I didn’t see a pool of deep red, but a dark green blob of flesh-like tissue. I had read enough to know that this was my ‘mucus plug’ – the seal that forms at the neck of the womb to keep infection out. I also knew that it could mean labour would come soon. I called my office to say I would be late – again – and walked to my nearby doctor, eating an unripe nectarine and clinging to an absurd hope that she would assure me my body was already busy making a replacement mucus plug. But deep down I think I knew the truth: that my pregnancy was under serious threat.


Without even examining me, the doctor fast-tracked me back to the hospital unit that David and I already knew so well. David met me there, as dazed as I was. A scan showed that my cervix was giving way, which would have been fine if it were October, rather than July, halfway through my second trimester. My straight-talking obstetrician swiftly made a decision to stitch it, or, as he said, ‘what was left of it’. I had got to know his curious bedside manner well over the previous weeks under his care – it was a small trade for his dedication to guarding the safety of complex twin pregnancies. There was no time to go through the usual preoperative rigmarole of fasting, and I was rushed to surgery that night.


I awoke in the early hours of the following morning, itchy from the morphine, with a nurse filling in my chart beside a small lamp in the room. My mind organised itself slowly, registering relief to feel limbs still moving inside me. The nurse and I talked about the chickens she kept and her constant fear of foxes. I learnt that she had had many miscarriages, never fulfilling her dream to be a mother. Her hope for my babies to remain safe inside me for as long as possible was palpable. She held my hand as I fell asleep, and I didn’t see her again.


By the time my cervix was stitched that night, we had already grown familiar with the exquisitely formed features of each of our babies, revealed in grainy black and white during my frequent scans. A tiny version of my husband’s nose emerged on one girl, and the other baby vacillated between being my son or my daughter, depending on its position. I had become used to the discomfort of eight limbs moving around inside of me, along with the strangest of shapes being made out of my belly when I lay down. I had never looked so big, nor felt so amazed at what my body had made, and had become.


On his morning round, my obstetrician assured me and David that he had done his best to keep my womb closed. He couldn’t tell me if his stitch would hold – ‘it will be what it will be’, he said, or something along those lines. And while we were desperate to know of the odds for two live – and healthy – births, all he could do was send me home to ‘take it easy’, although I was to avoid bed rest, and, essentially, cross my fingers. As I went on to learn, as with so many aspects of miscarriage, there are frustratingly stunted amounts of helpful knowledge.


If I made it to twenty-eight weeks – another two months – there would be a good chance of both my babies surviving, and thriving, without lasting health problems. Advances in neonatal care mean that the viability of babies born too early has grown hugely over recent years, but my babies would have had no chance of surviving on their own if they had been born when my stitch was put in. We all knew that the longer I could stay pregnant, the better. So, fearful of a stressful commute threatening my pregnancy, I set up an office at home and began my crawl through the treacle of time. Each day that passed felt like a mini-victory, yet however much I tried not to, I was also bracing myself for the worst.


Two weeks into my self-enforced confinement, in the twenty-second week of pregnancy, I awoke in excruciating pain. It felt as if a bolt of searing metal had been forced through my lower back and into my pelvis. I woke David with the words we had both been dreading: ‘I’m in labour.’ Desperate to get me to hospital quickly, he bundled me into our car. All I remember of the journey is resting my weight on four limbs on the back seat, vomiting through each wave of pain into a filthy plastic bag – the only thing we could find. When I opened my eyes between what I assumed were contractions, I saw flashes of white.


With David supporting me, I stumbled into the hospital’s labour ward and a small ocean of straw-coloured water gushed out of me and onto the floor by the reception desk. David had called in advance, so they were expecting me. A softly-spoken midwife ushered us into a room. She told me she was deaf and relied on lip-reading. Determined not to offend her, I waited for her back to turn to scream and swear. I can still see her face, pushed up close to mine as she translated my lip movements into repeated requests for pain relief.


Doctors came and went. Midwives came and went. Eventually it emerged that they were holding back from appeasing my requests for pain relief while they worked out if it was possible to stop the course of labour. But while the medics dithered, I knew that I couldn’t keep my babies safe: my body was doing what it was clearly determined to do. My cervix had opened, and its stitch of promise was lost in the cleaned-away mess of amniotic fluid on the floor. Eventually, everyone agreed: my babies would be born, and they were too young to survive. I will never know exactly when it was that their hearts stopped beating.


An epidural was put into my lower back and the pain from the throes of contractions ebbed away. Labour then slowed down, and my gentle midwife finished her shift. She was replaced by Mat, who took my hands and looked me in the eyes before he did anything else. I remain deeply grateful to whoever drew up the rota for that week on that ward: he got me through the hours of living hell that followed. He knew far better than I what my womb was doing and how labour worked, and he was tireless in his desire to ease my emotional and physical pain. He also understood why I repeatedly begged – screamed – for a Caesarean section. I did not want to push two dying, or dead, babies out of me.


At some point later on, an obviously harassed young obstetrician appeared at my side with a deadpan face and an air of irritation. ‘If I perform a C-section on you,’ he told me bluntly, ‘I risk rupturing your womb and you’ll never have a baby again. So, have another think about it.’ He left as abruptly as he had arrived, and Mat translated his stinging words into kinder ones that I was better able to understand.


Matilda was born a couple of hours after that, with David by my side. She delivered herself, weighing a whisper over a pound, with Mat receiving her. I fell asleep. Three, four, six hours later – I still don’t know, but it was the next day, and in fact, the first day of the next month – her sister Florence was born weighing just under a pound. I had to push this time, with Mat instructing me how to and when, as I knew nothing about giving birth. Nothing I had read about pregnancy had prepared me for such an event. He took her to join her sister, who had already been placed somewhere else, by I don’t know who, in another universe.


I remember feeling relief that it was all over. I think I made a quip about how hungry I was, and asked David to go and buy me my favourite sandwich from a nearby shop. I couldn’t bear to think about what had just happened. My mother and my sister appeared by my side soon after that, as more blood was taken from my veins and my epidural and cannula were removed. They met Mat, before he left for home, hours after his shift had officially ended. Nine months later, back at the same hospital with a newly born, very premature son, I tried to find him, but he had moved on.


Another midwife tried to persuade David and me to meet our daughters before they were taken to the hospital mortuary for their post-mortem that she had hurriedly, uncomfortably, discussed with us. I didn’t want to see them. I also did want to see them, but I was too shocked, too frightened and too disbelieving. I wanted to hold on to memories of my babies when they had been alive, kicking inside me, and so did David. Eventually, she heard our wishes, but I live with the deep regret that she didn’t give me more time for my shock to settle. My mother and sister did want to meet their new family members, and we agreed to let them be the keepers of their earthly existence.


I was taken to a bathroom opposite the delivery room. Alone, I washed the births away in a bubble bath while I listened to the wails of a baby in the next room and the screams of a labouring mother in another. Having just delivered babies too, I felt a warm trace of kinship with this other mother, but I couldn’t bear to hear the other tiny cries. I dried off and put on the stained pyjamas in which I had arrived. A midwife handed me a clear plastic bag with painkillers, folded papers, two white cards with a pair of pink footprints on each and two Polaroid photographs – the only tangible evidence I would have of my babies’ births and deaths.


I then stepped back out into the world as a woman who had just had a miscarriage. This was a world that would struggle to understand both the physical process that I had been through and the agonising nature of my everlasting grief. A world that didn’t want to know the details of what had happened, let alone remember them; a world that didn’t know if I was a mother or David a father, whether my two babies had been born or whether they had actually died. This world was poorly equipped to support me – and the countless other women and couples I soon discovered who were also reeling in their own versions of this pain.


‘Miscarriage’ refers to the most common complication of early pregnancy, and is often quoted to affect one in four pregnancies.1 If you or your partner haven’t suffered one, you will know someone who has – though you may not even know it. One estimate suggests that in the USA, between 750,000 and 1,000,000 pregnancies end in this way each year, yet a recent US national survey found that it was popularly believed to be an uncommon complication.2 Another estimate for the UK suggested that, in 2016, 684 miscarriages happened every day.3 It is most likely to happen in the first twelve weeks of pregnancy, although it can also happen well after the first trimester, too – up until the time it is legally deemed a ‘stillbirth’. In the UK, this means up until the twenty-fourth week of pregnancy, while in the US and Australia the boundary lies a month earlier.


Since research papers refer only to miscarriages in pregnancies that have been diagnosed medically, and not to those diagnosed at home with a shop-bought pregnancy test, it’s possible that our estimates are low. Also, given that a greater proportion of women are choosing to delay childbearing, and the risk of miscarriage increases with maternal age, miscarriage rates may be rising. A report from the Office for National Statistics for England and Wales in 20154 found that women aged forty and over had a higher fertility rate (i.e., incidence of live births) than women under twenty, a disparity last recorded in the wake of the Second World War. This trend is reflected in other countries in Western Europe, Australia, New Zealand, Canada and the USA.


But the prevalence of miscarriage bears no relation to how it is talked about and understood. If anything, its prevalence may have contributed to its relegation to a ‘mere’ risk of reproduction that can happen to the best of us. But my first miscarriage rapidly taught me how disastrous such misperceptions could be to the passage of my grief: my adult life now hinges around this event, and I subsequently discovered how many other people also felt their miscarriages were scored similarly deeply into their life – and family – narrative.


There is the ‘before’, and there is the ‘after’. When Matilda and Florence died, other parts of me did, too. I left hospital that day not only knowing that I couldn’t count on my body to make a baby who would live to be my child, but also as someone who was fundamentally different from the person I was before. My confidence and self-worth plummeted to unprecedented depths. And as the following weeks blurred into one another, this lack of faith in myself trickled out to most people around me, who I came to believe would also let me down. My anger, bitterness and sadness could be so acute at times that my chest would burn – and I was a difficult person to be around. I was quick to anger, quick to judge and frequently sarcastic. I understand this now to be a price of love, and of a broken heart, but it was far more than that, too.


A lack of adequate understanding and support for the complexity of what had happened to me contributed to my despair. Very few people around me took the time to find out the details of what had happened before, during and after my miscarriage, and I felt intense pressure to ‘move on’ and get pregnant again. I felt desperately, painfully alone. But I did ‘move on’, conceiving my now sixteen-year-old son just three months after we left hospital empty-armed. This made for a pregnancy steeped in guilt and high anxiety, and my grief struggled to find the space it really needed. I still wonder how much of my motivation to conceive so quickly came from a desire to distract myself, as well as others, from the unbearable incompatibility between birth and death that my first pregnancy had brought about.


After the birth of my son, I went on to have three more miscarriages, which were made so much worse by things said – and not said – to me. We bereaved tend to remember these things well. With notable exceptions, many people around me got it wrong, unwittingly, each time. I was repeatedly told that ‘at least’ these miscarriages were earlier on, and my hospital experiences could be easily subsumed into the medical events they became, along with their admission and discharge notes. Thinly spread compassion waned as my unlucky reproductive story continued: my fourth miscarriage was barely acknowledged at all by friends, colleagues or family, and it even seemed to irritate those keen for me to ‘get over’ my seemingly deranged desire to have another baby.


It’s not that these people were being mean or uncaring. Some of them were overworked and underpaid yet dedicated medical staff who weren’t adequately trained to deal with miscarriage; others were friends in the grip of an outdated, unchallenged cultural rule to ‘not mention it’. Maybe some were squeamish and wanted to avoid the thought of blood, clots, tissues, pain and embryonic bodies. After all, periods, prolapses, birth traumas, breast milk, the menopause and other aspects of women’s health are also topics of whispered and uneasy conversations, if not disgust. I know too that others thought it best not to stir my splintery upset by talking about the ‘m’ word.


But there were others who genuinely wondered, out of ignorance rather than malice, what all the fuss was about. I hadn’t ever lost a child who had breathed on earth: confusion prevails where an experience is so immersed in ambiguity and riddled with paradox. Miscarriage tussles with ‘sort ofs’ and ‘almosts’ and ‘if onlys’, teetering in between life and death, parenthood and childlessness, the public and private realms, mental and physical health. It seemed strenuous for people to accept the enormity of both the real and potential loss a miscarriage can bring. It’s no wonder I lacked enough support, when we can’t yet wrap our heads around these conflicts and indefinable ideas.


My experiences – both of the bad and the exceptionally supportive few – inspired me to train as a telephone support volunteer for the UK’s leading charity dedicated to miscarriage, the Miscarriage Association. I had learnt the value of talking to someone who was prepared to listen and be genuinely curious and understanding about my experiences, and I wanted to offer the same. Despite its continuing influence on miscarriage care, health policies and the support of the bereaved, it remains a relatively tiny charity, compared with others devoted to babies lost later in gestation or at full-term birth. I later became a trustee, and worked hard with the board to raise awareness and promote the understanding of what miscarriage can involve – both within and outside of hospital walls.


Over a decade later, while both miscarriage care in medical settings and cultural understanding have improved greatly, the charity’s work is far from done, and research edges only incrementally towards a better understanding of what prevents pregnancies from thriving to their rightful end. My work with the Miscarriage Association, and the talking therapy that I turned to in my loneliness and grief, lay behind my decision to retrain as a psychotherapist. After fifteen years in the consulting rooms of various public and private services, I have talked to hundreds of women – and some partners – about their miscarriages. While I am heartened by the positive changes since I started my work, I know that we still have a long way to go before the anguish of those who have undergone a miscarriage earns settled coordinates on the map of grief.


In this book, I explore experiences of miscarriage and their broader cultural, medical and historical context in rarely heard intimate detail. I want to bring you up close to the physical and emotional toll that can be endured in early, late and repeated miscarriage, along with the medical interventions and decision-making that may be necessary at such vulnerable times – including the agonising considerations of what we do with a miscarried baby’s body and the breast milk it was destined to suckle.


I want you – whether you have been affected by miscarriage or simply desire to learn more about it – to think further about how we define pregnancy, birth, death, parenthood and grief, as well as the tensions that arise when medicine rubs against the emotional, intuitive realm of human grief and loss. Although each chapter is discrete, the themes and ideas within them overlap and echo across the book: what applies to an early loss may well apply to a loss later on in gestation, and what applies to the experience of repeated miscarriage may well apply to the experience of having only one. Having said that, I think the chapters are best read in sequence.


In the first chapter, I explore the potentially profound relationship that can come into being with a barely conceived or even unconceived baby, and which lays the foundations for deep grief when a pregnancy ends. We know that most miscarriages happen early on in pregnancy – before twelve weeks5 – and the second chapter concentrates on some of the particularities of such early loss. In the rarer case of late miscarriage, which I explore next, people may be more willing to accept the existence of a ‘baby’ and ‘birth’ and ‘death’ than with miscarriages earlier in gestation, but these still remain precarious notions, and the details of hospital experiences are often not known outside of hospital walls. I then go on to explore the gruelling nature of repeated miscarriage – a rarer, but by no means statistically insignificant experience that requires another realm of emotional endurance. My penultimate chapter considers the impact of miscarriage upon partners and other family members. I close with a look at what is probably the least familiar aspect of miscarriage: how we choose to dispose of, and remember, the family member who never made it to the family tree.


The clients I write about are composite people, based on the hundreds of stories I have listened to, and not always in a consulting room. I have heard stories about miscarriage while walking on beaches and along corridors, on trains and coaches, and even at weddings and baptisms. I have also read blogs, memoirs and threads from support groups, in addition to attending face-to-face groups. I have not divulged any information in breach of client confidentiality, and I have ensured that individuals are unidentifiable, where appropriate. That is not to say that some people may think they recognise themselves in some of the circumstances I have described as there may well be coincidences and commonalities. Some details have been included with an explicit request to do so, as a gift for the book’s campaign: to enlighten as many people as possible about an experience that is clothed in so much misunderstanding.


While I use stories from my consulting room, I write almost nothing about the therapeutic process. The art and skill of psychotherapy after miscarriage is a worthy subject for another book, but that is not my focus here. I have also almost always kept the fact of my own miscarriages hidden from my clients, for fear of intruding on their own stories. I thought long and hard about revealing some of the most intimate details of my life here, and took a risk in the belief that – like the other stories I recount – they will be of help to those who can recognise them, or of interest to those who want to learn more. These memories of mine are inevitably subject to some inaccuracies that the passage of time, and layers of powerful feelings, have inadvertently created.


I can’t possibly describe every experience of losing a baby too soon, and some of the parameters that I have drawn may seem arbitrary to some readers. The experience of miscarriage skirts as closely to that of stillbirth as possible, as well as to the potential agony, or relief, of an elective termination made for medical or other reasons. Rather than widening my lens in what might be appropriate and obvious ways, I have chosen to do justice, as best I can, to the experience of pregnancy loss that I know about the most.


There is a lamentable lack of research into the experience of miscarriage among many cultural and religious groups – as well as that of male partners, same-sex couples, teenagers, and women and couples with learning disabilities. But as with all other aspects of research into this field, I am hopeful that these essential changes are beginning to happen, partly with the help of current anthropological research.6 While I am confident that my stories faithfully draw upon the experiences of a significant number of people, I also acknowledge that they represent only a small number of the bereaved after miscarriage – the secular and English-speaking women and couples – all of whom have access to the free care that the UK’s National Health Service has to offer.


Before I begin, I want to reflect upon my use of the word ‘baby’ throughout this book, rather than ‘embryo’ or ‘fetus’. I realise this could sit uncomfortably with the pro-choice arguments about abortion. Feminists have struggled with this tension: how to square their support for women’s reproductive rights – including a right to choose abortion – with their desire to acknowledge and resolve women’s reproductive suffering, too – which includes their experience of losing a ‘baby’ in miscarriage. Linda Layne, a US feminist anthropologist, reflects upon this unease in her seminal book Motherhood Lost. She writes: ‘the fear, in the context of pregnancy loss, is that if one were to acknowledge that there was something of value lost, something worth grieving in a miscarriage, one would automatically concede the inherent personhood of embryos and fetuses’.7


But I don’t see it in quite the same way – and nor does Layne, who, like me, defines ‘personhood’ (or ‘babyhood’) as a notion that emerges from cultural, and individual, constructions. The women I speak with in therapy, or elsewhere, don’t talk about the ‘inherent personhood’ of what they have lost, nor do they claim that their own particular relationship with their unborn is universal. I know of women who experience the loss of established pregnancies with little heartache, or may find a miscarriage a relief – and who don’t use the word ‘baby’ to describe what they lost. And I know that feelings may change over time, too: a miscarriage can be a relief for a while, but mourned at a later date, just as the desired termination of an unwanted pregnancy can later become a devastating loss.


But the word ‘baby’ here also highlights how the English language shackles us when it comes to writing or talking about miscarriage. Some English-speaking women recruit words from other languages to capture their loss: the indigenous Maori of New Zealand call a preborn child pepi (referring to someone who has agency and can decide whether to stay in or leave the womb), and Japanese Buddhists have the word mizuko, or water baby, who exists in an in-between space between life and death, waiting to be guided back into life at another time. But for this book I use ‘baby’, as it’s the word I most often hear from the bereaved.


As I hope you will discover, every miscarriage is tethered to its own meaning. I want the chapters that follow to help equip you to think more deeply about what miscarriage could involve, so that you in turn are able to talk about it more easily. For those who already know what a miscarriage can entail, I hope these stories both console and offer support for what remains a stubbornly marooned experience. Although I acknowledge how far we have come, I also want to show you how much further we can, and must, go.




Chapter One


A Child in Mind


The unconceived, barely conceived, unusually conceived




When you think you’re pregnant, and you’re not, what happens to the child that has already formed in your mind? You keep it filed in a drawer of your consciousness, like a short story that wouldn’t work after the opening lines.


(Hilary Mantel, Giving Up the Ghost, 2003)





Miscarriage often involves the loss of a unique relationship with a baby – a relationship that may have begun long before the baby was conceived, especially for those who have yearned for a baby for years, and may have struggled to get pregnant. But the notion of a relationship existing with our unborn – however developed in the womb he or she may be – took a pitifully long while to grab the attention of medical and psychological research, and can still be a fragile one for many. And if this bond isn’t fully understood, the grief flowing from its dissipation when a pregnancy ends has little chance of a healthy expression.


From the beginnings of my desire to get pregnant, nearly a year before I conceived my twins, I played out a number of stories in my head that also stirred my heart. Sometimes my baby was a girl, sometimes it was a boy, sometimes it had grown into a child. I would drift into reveries of how I would guide a teenage son to be a feminist, or encourage a daughter to embrace physical adventures in a way that I never had. It didn’t stop there – I even imagined becoming a doting grandmother to my grown child’s children.


In early 2002, I took my first pregnancy test. I had, at last, a reason to suspect that my dreams had come true as, tantalisingly, my bleeding had failed to arrive. I knew exactly how the test worked, but I still read and reread the instructions in the packet, worried that if I interpreted them wrongly, I would scupper any chance of becoming a mother. I prayed to a God I no longer believed in for a second pink line to emerge in the teeny white plastic window of the wand. My fantasy baby, wedged tentatively but tenaciously in my mind for the many months I had been hoping and hoping, was about to become real – or not. And when the second line did appear, the bond with my baby in my mind instantly changed dimension.


These heartfelt imaginings such as the ones I both enjoyed and worried about are often beyond our control. If our thoughts have an emotional charge – ‘I desperately want a baby’ or ‘Maybe this month I’ll be pregnant’ – they can easily become very sticky. Trying to stop thinking about something that concerns or threatens us rarely works: the ruminative power of our mind is too forceful. I have yet to encounter anyone who wants to be pregnant and can successfully switch off their hopes, dreams and fears about it, even if they try.


This mental labour in itself contributes to the sparks of a relationship with our unborn: the more we think, plan, daydream or dream-dream about our longed-for baby, the deeper the grooves in our mind become. In neuroscience, this concept has been summed up by the phrase ‘Neurons that fire together, wire together’, coined by Canadian behavioural psychologist Donald Hebb, who proposed that the more we repeat a thought, feeling or behaviour, the stronger the neural connections in our brain become. And as these neural connections strengthen, the more we are prone to these thoughts, feelings and behaviours.


Imagine learning that you have a very good chance of winning the lottery over the next few months. I challenge anyone not to think about – or find themselves thinking about – what they might do with their winnings. A real possibility, or probability, of something life-changing can worm itself deep into our minds and hearts. And when a pregnancy is confirmed, this probability – and corollary relationship with an unborn – that had prevailed in mind then literally prevails in body, and in the world, too.


Claire came to see me in the wake of her first miscarriage at nine weeks, and she left me in no doubt about the strength of her feelings for the baby she was still yearning for. Many others she had turned to couldn’t seem to understand that for Claire, it didn’t matter how tiny it was, or that she was unable to describe what it looked like. Her connection to her baby had begun months before its conception, and she described her thirty-five days of being pregnant as the most meaningful days of her adult life. While she never used the word ‘love’ to signal how she felt about her child-to-be, it seemed a fitting word to me.


Claire had been with her partner Will for five years before they decided to have a child. They had talked about their future family during these years, but it had remained happily abstract until they began to try to conceive. She had wanted to be a mother since her childhood, and had assumed this role would be hers ever since she cared for her ‘cuddlies’ as a little girl, and later when she changed her brother’s nappies and soothed him when he cried.


At first the couple luxuriated in their plans for parenthood while also enjoying each other, their friends, their holidays and their careers. Their future baby emerged from the edges of their minds and became a fleshed-out being who could be considered with confidence, ease and increasing detail: names and parenting styles were discussed. But as the first year of trying rolled into the second, Claire became less convinced that a pregnancy was going to happen. She described how an increasing lack of confidence in becoming a mother seeped out into a general lack of confidence at work, and even among her friends.


As her imagined baby crawled away from the easy reach she had assumed for it, Claire would think about it more and more, however hard she tried not to – the neurons were firing together and wiring together. She became increasingly consumed with the desire to get pregnant, and the couple turned to the seemingly endless advice about how to boost their fertility. They gave up alcohol and late nights, bought expensive vitamin supplements and took up yoga to combat the stress of unfulfilled desires. Sex became less spontaneous and carefree, and more of a necessity around the time of Claire’s ovulation, whether either of them was in the mood or not. Claire stayed home more, in part because she was feeling more withdrawn, but also to protect herself from witnessing other pregnancies.


Each time Claire’s period arrived, it brought a growing sadness and disappointment, as well as an excruciating mix of hope for the next month and despair that the hope might be destroyed again. Writing about his and his wife’s struggle to conceive their son many years ago, the journalist Jon Ronson described his wife’s experience of her period’s repeated arrival as that of an ‘empty coffin’. Those moving words returned to me when I heard Claire talk about her own months of trying to conceive: for her, too, each menstrual bleed hurt like a small death.


Just as the couple were about to make an appointment with their doctor to investigate their fertility health, Claire’s period was unusually late for the first time. Being pregnant had become so desperately desired, yet so unreliable a notion to believe in, that Claire needed extra proof that the baby she had nurtured in her mind was now actually in her body. It seemed too good to be true. She took four pregnancy tests before believing it herself and then sharing the news with Will. Each stick revealed the word ‘pregnant’ and she held on to them, not knowing then that they would become the only physical links to her baby that she would be left with.


The months of heartache evaporated in the couple’s all-consuming joy: Claire’s long-cherished fantasy baby now really existed in terms that others could understand. While she assimilated her unprecedented news, her bond with her baby crystallised into one she could really take hold of, and she could now more confidently play out her maternal instincts through nurturing her own body with its precious new cargo. She bought a pregnancy book, began to explore pregnancy websites and signed up for email bulletins – she wanted to learn everything that she could about her new state of being, and of the being she was inextricably bound up with. However tiny and unformed her baby was at this stage had no bearing on the strength of what she felt.


Claire could rely on a simple piece of technology to swiftly and unambiguously diagnose her pregnancy – although she was in such disbelief that her dreams had come true that she repeated the test. After detecting the presence of the hormone ‘human chorionic gonadotropin’ (hCG) in her urine, released after an embryo implants in the wall of the womb about six days after fertilisation,1 her pregnancy test literally told her – by displaying the word ‘pregnant’ – that she was a mother-to-be.


Claire took for granted all that she knew about conception – the release of her egg each month and the related bodily symptoms this would bring. She knew that it would provide half of the genetic material for her child and that its fertilisation would lead to the development of a human baby – and, she happily assumed, a live birth. Up until relatively recently, though, educated and middle-class women like Claire would not have had definitive knowledge of any of this, or of their pregnancies, until many weeks after a hunch. And for centuries, women who miscarried may have been unsure as to whether they had lost a baby at all.


It may well be that our ancestors’ relationships to a ‘baby in mind’ were different to those of a modern woman. Although there are descriptions of pregnancy – and its losses – in historical medical works and other written records, we don’t know very much about how women felt about these experiences – or how they related to their unborn. We have so few records of women’s inner worlds at these vulnerable times. The historian Suzannah Lipscomb has noted that ‘Most of the women who have ever lived left no trace of their existence on the record of history. In sixteenth-century Europe, it is likely that no more than five per cent of women – at most – were literate; ordinary women left no letters, diaries, or notebooks in which they expressed what they felt or thought. For us, their voices are silent.’2


It may be that there is far more material in historical archives than we yet know about, but so far, the event of miscarriage in the past is a largely unexplored one. With areas of exception, it tends to be subsumed into historical, anthropological or sociological studies about pregnancy and childbirth. Until we learn more about our foremothers’ private experiences of their pregnancies and their early endings, we have to make some educated guesses based upon what we know that they could have known.


There are some fascinating ideas about conception and pregnancy in ancient Greek Hippocratic medical texts that were influential for centuries – at least until early modern times. Three particular works – On Generation, Nature of the Child and Diseases of Women – tell us the most, including that a woman’s body was deemed to be ‘wetter’ and more ‘sponge-like’ in texture than a man’s ‘hard’, ‘firm’ and ‘more constant’ one. This idea seems to have stuck around to this day.


Echoing the thinking of the Greek philosopher and scientist Aristotle, these writings stated that conception happens when a male seed imposes itself successfully into a shapeless mass of female blood. If a woman’s blood did not overwhelm the seed of a man, and there was no fault with the male seed, then a human form could ultimately develop from this mass. Women were often blamed for conceptions ‘going wrong’, so it’s interesting that a male seed could also be deemed to be at fault. Pregnancies were diagnosed at ‘quickening’, when a woman felt fetal movements (probably at around sixteen weeks), with a male fetus apparently moving before a female one could.


Following this Hippocratic thinking, anything lost through the vagina before quickening was not only not a baby, but also deemed not human. What women lost was often described as a ‘uterine mole’ that related to reproduction, while the Greek physician Soranus in the second century AD had a different view in his manual for the Romans, Gynaecology. He saw ‘moles’ as nothing to do with reproduction at all, linking them to ulcers or inflammation of the womb.


We don’t know how women in classical times experienced the loss of these ambiguous ‘moles’. The received wisdom of the time told them that they hadn’t lost a baby who they may have harboured in their dreams. If women’s mental worlds were the same then as they are now, it may be that some challenged the standard medical views, knowing their body and its rhythms better than anyone else. We don’t know if they thought a lost ‘mole’ was the early inklings of their human child, which they may well have gone on to mourn.


Centuries later, when print culture expanded in seventeenth-century Europe and midwifery texts began to circulate – such as Nicholas Culpeper’s Directory for Midwives (1651) and Jane Sharp’s Midwives Book (1671) – the diagnosis of a pregnancy still remained bathed in ambiguity. Some vivid depictions of pregnancy, and suspected pregnancy, in early eighteenth-century German and French texts3 echo the classical view that a woman’s unborn child came into existence once it became animated enough to be sensed.4 But even this wasn’t a watertight determination, as these sensations could be confused with the movements of ‘moles’, colic or wind.


One academic has suggested that during these early modern times, ‘until the birth of a live infant, there was no certain way to determine whether what a woman harboured within her was a child or rather, as one often-reprinted volume put it, “a foul mass of flesh that comes to no perfection”’.5 What the modern reader may now suspect were miscarriages were often described as ‘blood curds’, ‘wrong growths’ or even ‘fleshy morsels’ – words that sound pejorative to contemporary ears, but are sadly not so far away from phrases I’ve heard used in reference to a miscarriage in modern times.


We are unlikely ever to know if ‘fleshy morsels’ might have been fondly dreamed-of babies to early modern women in the privacy of their own minds. Or whether such women followed other wisdom. But as pregnancy testing became more accurate, and more available, as the twentieth century progressed, they could become more confident in knowing about, and bonding with, their suspected child in mind.


Beginning in the late 1920s, laboratory tests were developed to test for pregnancy: women’s urine was injected into living animals (first mice and rabbits, then frogs and toads), whose resulting physiological changes from the hCG (or lack thereof) would indicate a pregnancy. But this cumbersome method wasn’t available to all: doctors rejected ‘curiosity’ cases of healthy married women, and testing only became mainstream when home pregnancy kits emerged on the market in the UK and US in the early 1970s.6
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