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Foreword



We have always understood that compassion is very important for our well-being. If we are stressed or upset it is always better to have kind, helpful and supportive people around us rather than critical, rejecting or disinterested folk. However, it is not only this common sense that tells us about the value of kindness and compassion, because recent advances in scientific studies of compassion and kindness have greatly advanced our understanding of how these qualities really do influence and help us in all kinds of ways, both in body and mind. Yet despite this common sense ancient wisdom and modern knowledge, we live in an age that can make compassion for ourselves and others difficult. This is the world of seeking the competitive edge, of achievement and desire, of comparison to others who are maybe doing better than us, and of dissatisfaction, self-disappointment and the tendency to be self-critical (sometimes very harshly). Research has now revealed that such environments actually make us unhappier, and that mental ill-health is on the increase, especially in younger people.


Having a baby and giving birth can be an especially stressful time, and one where we need as much support and compassion from others as we can get. Until relatively recently, childbirth was regarded as ‘women’s business’ where women were assisted only by other women during the birth, were treated as special and were fully supported by their female relatives for some weeks subsequently. Now it is usual to be assisted by men during the birth and women often leave hospital quickly with very little support. Certainly before the modern era of medicine, birth was a tricky process because the human birth canal is not the easiest to navigate. In fact, human females can have the most dangerous and complex birth of all primates. Modern medicine helps in times of difficulty but we can also over-medicalise and think that all difficulties can be sorted by medical procedures, pills and potions. In reality, attending to the emotional needs of the mother is central.


So it’s important to recognise that sometimes, through no fault of our own, we don’t have the support that we might ideally need. So when we are struggling, we need to acknowledge that, without any shame, and reach out for help to health visitors or friends. There is, however, another problem we need to watch out for. This is the fact that we live in a society that is very judgemental and we can pick that up and become harshly judgemental of ourselves. Research suggests that women with more emotional difficulties are often very self-critical, believing that they are not good enough in some way, or struggling to bond with or have any feelings for their baby. These things can easily happen, I’m afraid. It’s partly in the nature of Western society to sell us illusions and dreams of the happy mother and baby playing endlessly and joyfully with each other. In reality, things could be trickier than that. So in this excellent book on compassionate approaches to the issues involved in having a baby, Michelle Cree helps us understand how we can make compassion central to our way of being. She gently explores many of the complex issues around childbirth, the changes that take place in one’s body that can produce unwanted mood changes or anxiety, and how they can sometimes turn off loving feelings. She will also explore how we can get lost in loops of self-criticism through no fault of our own. And most importantly, she shows how to reach out for help if we need it by dealing with things we might be ashamed of and learning how to treat ourselves more wisely and kindly.


Compassion can sometimes be viewed as being a bit soft or weak – a way of letting our guard down and not trying hard enough. This is a major mistake because on the contrary: compassion requires us to be open to and tolerant of our painful feelings, and to face up to our problematic emotions and difficulties. Compassion is not turning away from emotional difficulties or discomforts, or trying to get rid of them. It is not a soft option. Rather compassion is the basis for the courage, honesty and commitment to do what we can to learn to cope with and overcome some of our difficulties. It enables us to do things to and for ourselves that help us to flourish and take care of ourselves – not as a demand or requirement, but to enable us to live our lives more fully and contentedly.


In this book, Michelle brings her many years of experience as a clinical psychologist, working with mothers-to-be and those who have had their baby – some with very major mental health difficulties. She also brings a wealth of experience from working with compassion-focused therapy over a number of years. She shares her experience as a national trainer in compassion approaches in this area. In this book, she outlines a model of compassion that seeks to stimulate and build your confidence so that you can engage with the difficulties you may have. Michelle will guide you through developing compassionate motives, compassionate attention, compassionate feelings, compassionate thinking and compassionate behaviour. She will show you how to become more mindful, more observant and more aware of what’s going on with you, rather than being carried away by the rush of feelings that can sometimes feel overwhelming. You will explore the potential power of working directly with your body by breathing in a particular way that helps to calm and focus the body. You will practise developing a kind voice within yourself and also using postures and facial expressions to stimulate systems and your brain. You will also learn the value of developing certain kinds of compassion-focused imagery, compassionate ways of thinking and behaving. It helps to see that if we put the desire to bring more compassion into the world and into our lives, then whether we’re successful or not is less important than reminding ourselves that that is our intention. It is the recognition of the value of trying to be more compassionate and then having a go that is the important thing. Many times we can’t live up to what we intend (it’s very easy to get disappointed, anxious, frustrated or upset – or simply forget our intention to be compassionate) but coming back to our intention helps to guide us. By becoming more compassionate, we can become less judgemental and more focused on what we’re trying to do, rather than criticising ourselves for what we haven’t done or can’t do. With a variety of compassionate imagery ideas, you will discover that your compassion focus can be can visual or aural (e.g. imagining a compassionate voice speaking to you when you need it), and even touch or smell can be useful in enabling us to get in touch with our internal compassionate feelings and desires.


Many people suffer silently and secretly with a whole range of fears, worries and difficult emotions at this time. Some are ashamed or angry with themselves, others are fearful or anxious, and yet others can feel exhausted or dead inside. Sadly, feeling ashamed of these things can stop us from openly acknowledging them, and leads to us blaming ourselves. But if we rather see these difficult things as part of what can happen to women, we will feel less ashamed, and be more likely to reach out for help. Keep in mind that whatever you feel, whatever you think or whatever fantasies you have, other women at some point in human history (and probably many millions of them) will have had them too – so although it can be painful, you’re not alone. By opening your heart to compassion for your difficulties, you can take the first steps towards dealing with them in a new way. My compassionate wishes go with you on your journey and I sincerely hope this book will give you the help that you need.


Professor Paul Gilbert PhD FBPsS OBE


December 2014





Author’s note



After a number of years working in adult mental health services I had the privilege of being given the opportunity to work at The Beeches Perinatal Mental Health Service. The move was prompted after working with a number of women who said that their difficulties had begun after having their baby. Some had been struggling for many years, with one lady approaching her sixtieth birthday and still suffering with depression, originating after the birth of her first baby when she was twenty. For some this difficulty had been connected to issues around bonding with their baby, and was still having an impact on their relationship with their adult child. What was so tragic was the possibility that if they had received help in the early days of motherhood then their lives, and those of their children, may have taken a different course.


Like many of the other perinatal mental health services around the country, The Beeches provides help to women suffering with, or at risk of, developing a severe mental illness which is connected in some way to being pregnant, giving birth or having a baby. The service works with women from pregnancy (or before, if there is a high risk of them becoming ill), until the baby is one year old, if necessary. It has a small six-bedded in-patient unit where mothers can come in with their baby if they need more intensive help. It also has a team that works with women who are unwell but who do not need to come into the in-patient unit.


The service works with others who are supporting pregnant and postnatal women, and it was a comment from a health visitor that really galvanised me to set to and write this book, which had been whirling round in my mind and on scraps of paper for many years. She commented that she had begun a new job in an area that covered a relatively well-off housing estate. She spent her days visiting women in their homes and saw the same picture again and again; in each house was a woman on her own with her baby. She realised that all over this estate women were struggling by themselves for many hours a day, but when they went out with the baby they put on their ‘mask’, giving the impression that all was well. They often expressed to her a sense of shame in not being able to cope when everyone else seemed to be coping so well. As we will see later in the book, we have not evolved to parent in such isolation, so it is understandable how incredibly difficult this can be. Yet women often carry the blame squarely on their own exhausted shoulders.


It is this tragedy that I hope to address in this book: having a baby is complex and affected by many factors that are not our fault, yet so many women blame themselves or feel blamed. This can stop women from seeking help, preventing them not only from finding much-needed support during these important early years, but from experiencing joy and blossoming as mothers. If the trajectory can be shifted just a fraction at the beginning of the journey, we can end up in a very different place many years down the line. This is the aim of this book: to help women to be able to shift, even a tiny amount, from shaming and blaming themselves to discovering ways that will help them get through difficult times, and – by being compassionate towards themselves – truly beginning to flourish.





Introduction




I have a new baby but don’t feel as I’d hoped



Wherever we turn we see having a baby portrayed as a joyous event, with pictures and television commercials of happy babies and loving mothers. Of course happiness and affection are indeed part of having children, but what if this is not our experience? The love and affection we hope to have might be replaced by feelings of panic and dread in caring for this new young life. We may be exhausted from the birth and struggling to recover while now having a new baby to look after. It may seem as if our life has lost its joy and colour. We may feel filled with anxiety and anger; or just nothing at all, as if the baby is not ours.


Sadly although these feelings are not uncommon, it can feel like we are the only one who is experiencing them. Not only can we feel alone with these experiences, we can feel ashamed that we feel this way, perhaps believing it means there is something wrong or bad about us. We might try to behave as we think other new mothers do, so we attempt to go about our day trying to care for the baby and, as best we can, keep some kind of order in the house. But in our hearts we can feel so disappointed in our experience. We might try to avoid unpleasant feelings such as shame, anxiety, or frustration and anger, by keeping busy or allowing others to care for the baby as much as possible. But the more we hide our experiences the more separate and alone we can feel. The more alone we feel, the harder it becomes to share our fears and to find a way of understanding and managing them.


Many women who have experienced these difficulties have been helped to find ways to cope and work compassionately with their disappointments and unpleasant feelings using the compassionate mind approach. This book has been written to help the many women who have a baby but may not have feelings that conform to the expectations of joy and happiness as much as they had hoped; instead they have experiences of disappointment, fear, anxiety, depression and self-doubt.



So what can we do?



First, it helps to know that, in fact, experiencing difficult and unwanted feelings is not unusual around the time of pregnancy and having a new baby. It also invariably helps to understand why we have these kinds of feelings, to discover why we feel differently to what we think other people might feel, and where these feelings come from.


To help us here, we are going to journey into exploring the evolution of the human brain and see how these feelings can easily arise in us through no fault of our own. Second, we will look at how, when we reduce shaming and blaming ourselves, we can start to think about what would be helpful, particularly the value of being supportive and friendly to ourselves. This is compassion, and cultivating a form of mindful compassion is what this book is about.


Often there is a misconception about the term ‘compassion’; we can feel it is about being nice, and is perhaps and bit soft and fluffy. In fact, compassion is very different from this.


We have intuitive wisdom concerning how important and helpful compassion is in our lives, especially at times of difficulty and suffering. Imagine a kind and generous person who is going through a difficult time. Maybe they have lost their job, have got into debt, or are going through a divorce. What kind of help might they need from their friends? First, they might need their friends to reach out to them and help them with their suffering. They might need them to be able to listen to them, to be sensitive to their feelings and to be able to tolerate their feelings. This helps the person to feel they can talk to their friends, and know that they will try to be empathic and understanding. These are what we call the first skills or psychologies of compassion; being open to wanting to be helpful.


So, far from being ‘soft and fluffy’, to be compassionate we need to be willing to turn towards what is difficult. We have an intuitive understanding of this: before anybody sets about trying to help us, we first want them to take the time truly to understand what the nature of our struggle is.


Second, returning to the above example, friends might try to be helpful by doing things; help the person look for another job maybe, or go with them to the Citizens Advice Bureau for debt management advice, or invite them round for a chat. One thing they are likely to do is to encourage them to face the difficulties they need to face. When they are acting as compassionate friends, they are unlikely to advise their friend to start avoiding things: ‘Oh, getting a job is far too difficult. Don’t bother,’ or ‘Just don’t open any serious-looking envelopes any more, that’s what I do when I owe money,’ or ‘This divorce is going to be far too painful for you, so don’t go through with it. Just try and distract yourself. Have a glass of wine and try to forget about it.’ Not at all. Compassion is often what we need, in order to develop the courage we require, to face the things that are difficult. When we think about it in terms of giving compassion to others we care about, it becomes fairly easy to see, but it’s also the same with receiving compassion. If we are open to compassion for ourselves then it can help us face difficult things in new ways that help us cope.


The compassionate mind approach brings together an understanding of how our human mind can cause us difficulties but also provide us with a powerful solution in the shape of mindfulness and compassion. It teaches ways to stimulate the part of the brain connected with kindness, warmth, compassion and safeness. This part of the brain is key in supporting us through our suffering, and also in calming the part of the brain that makes us feel anxious, angry, sad and, ultimately, depressed.


This book is designed to help develop skills in a step-by-step manner that have the potential to make profound and life-changing differences to the way we view ourselves, our baby and others around us.



How to use this book: the three stages of the compassionate mind approach



Stage One: Understanding our human mind: why we struggle


Stage Two: Developing our compassionate mind


Stage Three: Bringing our compassionate mind to our suffering


We tend to blame ourselves for aspects of ourselves which we didn’t create or have any control over; aspects that were designed and shaped for us by evolution and by experiences we did not choose. Unfortunately, we have been shaped through evolution and experiences to be able to criticise, shame and blame ourselves. As we will see, relating to ourselves in this way can have an extremely problematic effect on us, including making us feel beaten down, demotivated, disconnected from others, and more likely to become depressed and anxious. It also inhibits us rather than helping us to grow, flourish, and move towards the person we really want to be.


However, we have also been designed or ‘wired up’ through evolution to respond to kindness and compassion, not just from others, but also from ourselves, which shapes our very mind and physiology in profoundly helpful ways. When we register a sense of others (and importantly, ourselves) responding to us with an intention to help, encourage and support us, we not only feel calmer, and less anxious and angry, but we also feel more motivated, and more able to grow and flourish.


So Stage One is about coming to understand why we struggle as we do; to recognise that our struggles are not our fault. This is the beginning of the shift from a self-critical view of ourselves to a more accepting and ultimately more compassionate view. Stage One is therefore not just about acquiring facts and information as it may at first seem; it is the foundation for Stage Two. In other words, although Stage Two may look like the ‘treatment’, in fact Stage One is a fundamental part of the ‘treatment’. Without it we come to the exercises in Stage Two without the necessary attributes that give the exercises their power.


Stage Two is about really building our compassionate mind, through preparing it and then strengthening it using many different means, including how we hold our body, particular ways of breathing, how we focus our attention, ways of thinking and behaving, and the particular imagery that we can create in our mind.


Stage Three is about bringing the prepared and strengthened compassionate mind to the struggles and suffering identified in Stage One, which we now understand are not our fault. Here, we are really putting our compassionate mind to work. The principles of Stage Three are similar to how we might deal with a fear or a phobia. For example, if we are helping somebody with a fear of going out of the house, we might encourage them first to stand in the hallway with the door open. We would wait until they felt more relaxed before helping them with the next step; perhaps moving to the doorway. We are therefore helping them to pair their fear (of going outside) with a feeling of relaxation. In Stage Three we are pairing our struggle, of perhaps anxiety, depression, self-criticism or bonding difficulties, with compassion rather than relaxation. So, rather than adding fear or criticism to our struggles, we are adding a sense of being helped, supported and encouraged; a sense of affiliation or ‘being with’ ourselves. The aim here is not just to calm or eradicate our struggles (although our compassionate mind can be very calming) but to find more helpful ways to move through our difficulties.


Read a bit then try an exercise: A twelve-week ‘exercise programme’ for developing our compassionate mind


When we are depressed or anxious it can be very difficult to concentrate enough to read much at all, let alone when we are trying to care for a baby too. At the back of this book is a guideline called ‘A twelve-week exercise programme for developing our compassionate mind’. This offers a way of bringing in the exercises from Stage Two as you read Stage One. Having a go at the exercises brings the understanding of Stage One alive, and the more of Stage One you read, the more powerful the exercises become. I suggest mixing the reading of a little of Stage One with trying a practice. The ‘exercise programme’ suggests an order in which to try the exercises.


Once you have read the book it is worth revisiting exercises you tried earlier on as you are likely to experience them differently. You may of course prefer to read Stage One first and then attempt the exercises. This works well too. The key is to find the most helpful way for you.


A note on assumptions made in the book


For ease of writing it is assumed that the primary carer for the baby is the baby’s biological mother, and that her partner is male. Families can of course be complex structures. The primary care-giver may be the mother, father, grandparent, aunt, adoptive parent or foster-carer for example. There may be a sole care-giver or one supported by a partner of the same or different gender. The mother may have conceived from a donor. Difficulties of looking after a new baby, such as disappointment, numbness, postnatal depression, anxiety and bonding difficulties can, however, occur with anybody who is caring for a new baby, and the principles described in this book can be used by all.


The terms ‘bonding’ and ‘attachment’ are often used interchangeably. In the book these have been separated out to distinguish the different processes; ‘bonding’ has been used to denote the process by which the mother connects to her child, and ‘attachment’ to denote the child’s connection to the mother (or others).


A note on case examples used in the book


Examples used are the result of amalgamating the experiences of real people and changing names and details sufficiently to protect anonymity.



A note on seeking additional help


This book will focus on how we are feeling and coping with life after having our new baby. It is not focused on providing a specific diagnosis, such as depression, as this is best carried out face to face with someone trained in diagnosis, such as your GP. Diagnosis can be helpful because it helps people recognise that there might be something happening to them that they can seek help for. Most GPs and health visitors will be familiar with the changes of mood and emotions associated with childbirth and whether or not extra help is necessary. The most important thing if you think you might be suffering from something like depression or anxiety, is to reach out to others, and to go and talk to your GP or Health Visitor about your feelings without shame. As you will see throughout this book, feelings of depression, anxiety, closing down and so on, both in pregnancy and after having a baby, are not uncommon at all.





STAGE ONE



Understanding Our Human Mind: Why We Struggle





1 ‘All going well?’: Understanding the influences upon our experience of having a baby



There can be many reasons why we are vulnerable to having difficulties around the time of a new birth. For example we may have felt uncertain about whether we wanted a baby or not, the baby may or may not have been planned, we may have financial worries or concerns about our job, or we may not feel supported. Perhaps we are living away from family and friends because of work. Maybe our own childhood was difficult or unhappy and this is having an impact, particularly now we have a baby. We will also see that the human brain can cause a lot of difficulties around the time of pregnancy and having a baby. So the reasons why we might struggle are many, but they are not our fault.


As we will see throughout this book, our mind and our body are inextricably linked. Our thoughts affect our body, and our body affects our thoughts. One of the functions of our emotions is to give us a bodily response to our thoughts. But of course we are not just affected by what is going on inside of our body, but also by what our mind and body detect in our environment; basically do we feel safe or unsafe? So if we feel supported and cared for by those around us, for example, then we can feel calm inside. If on the other hand we do not have much support or have people around us who criticise us, then we can feel anxious, angry or sad inside. When we then become pregnant we have enormous changes going on inside of us; not just changes in our hormones and the physical structure of our body, but a whole other person growing inside us! In addition, we become particularly susceptible to the circumstances in which we live and the people around us. It is no wonder our mood and emotions can be so affected by all of this.


So let’s look at some of the changes that occur during pregnancy, birth and new motherhood, and the impact that these can have on how we feel. What follows is by no means exhaustive, but rather an illustration of how complex and individual our experiences of pregnancy, birth and new motherhood are, and how there are no ‘right’ or ‘wrong’ experiences.



Pregnancy



From the moment of conception, there are major changes in many of the hormones of our bodies including progesterone, oestrogen, prolactin and oxytocin. These hormones prepare the body for the pregnancy, and later for birth and for milk production. The levels of these hormones change relatively steadily throughout pregnancy but then change dramatically and quickly once the baby is born. For some women these hormones create a sense of well-being and calmness during pregnancy, but for others these changes in hormone levels create real turbulence of emotions. This turbulence can be reminiscent of how we might feel in the few days prior to or following menstruation (often referred to as PMT – Pre-, or Post-Menstrual Tension) so we might find ourselves moving rapidly between feelings of anxiety, irritability and tearfulness. Some women report intense feelings of anger which stay throughout the pregnancy. Usually, because the hormones change again once the baby has been delivered, these feelings resolve, but it doesn’t remove the fact that pregnancy can be a very difficult time for some women.


In addition to changes in hormones, the physical body has to change to adapt to this other little being growing inside of us. The body shape changes in a number of ways. Although inevitable, these changes can happen so quickly and in ways that we might not quite expect, that they can be very hard to adapt to. Even our shoes may no longer fit! This is because all the muscles throughout the body, including those in the feet, are affected by a pregnancy hormone which enables the pelvis to relax and open up during delivery of the baby. Because the hormone cannot be directed specifically to the pelvis but instead affects all the body, it can make the whole body become wider and looser. This causes changes in the body shape that we might not anticipate, like a wider back, chest and feet. It also brings strange new aches and pains. Some women are distressed by the change in their body shape, so pregnancy can be a real trial. Our baby ‘bump’ of course can be very visible and can attract a great deal of attention from other people, who may also wish to touch it too. This increase in attention and touch can be welcome for some, but feel exceedingly uncomfortable for others.


And what of having another person growing inside of us? This can seem to be the most strange of experiences when we really consider it. Unless we have been pregnant before, we cannot know how we will find this extraordinary experience. It can feel special and wonderful but it may also feel perturbing. Some women have described it as feeling like they have an alien or a parasite growing inside them. To some extent this is not so far from the truth; the baby is not fully part of our body, so our body has to undergo changes to prevent it from rejecting the baby as it would any other ‘foreign body’. The baby also takes what it needs from us to grow, even if that means depleting the very calcium from our bones. The key here is about acceptance and understanding of our different responses rather than feeling perturbed about feeling perturbed.


Sometimes our pregnancy triggers memories of earlier experiences that our body has been through, giving us a feeling of unease, anxiety or even disgust. These feelings can on occasions make it difficult to have a sense of connection to the baby during pregnancy. Talking about them to a midwife, health visitor or even on an online forum such as Netmums (www.netmums.com) or Mumsnet (www.mumsnet.com) can be very helpful, as these feelings are experienced by many others but are not often shared when women talk to each about their pregnancies. This can give the impression that these feelings are somehow wrong, unusual or shameful, when, in fact, they are not so at all.


In addition to all of this, in the later stages of pregnancy there can be problems sleeping because of increased discomfort. This creates a general sense of fatigue, which in itself, of course, often undermines our ability to feel we can cope.



Birth



The process of birth itself is a particularly precise process in humans. While some mothers have easy births, other mothers do not. There is actually an evolutionary factor that can contribute to potentially difficult human birth experiences.1 Humans are primates that have evolved to stand up on two legs rather than move around on all fours. This move from four to two legs gave us a number of major evolutionary advantages; for example, that now we could see much further and we have two hands free for using tools and gathering food.


But it is thought that this move to standing upright has had a substantial impact on the shape of the female birth canal; the pelvis moved forwards slightly and the birth canal narrowed slightly – and at the same time the human baby’s head was evolving to become larger. The consequences of this biological shaping are that humans have the most difficult of births of any primate.


During delivery, human babies are also the only primates that need to undergo a particular pattern of rotation to fit through the pelvis. This means that the baby is facing ‘backwards’ in the opposite direction to the mother, making it difficult to be delivered easily by the woman alone. A human birth is the only birth in the animal kingdom that requires cooperation between the mother and others to vastly increase the chances of a successful delivery. Whereas non-human primates seek solitude for birth, humans seek assistance.


Historically, the role of birth attendant has always been an experienced and trusted female such as the labouring mother’s own mother or aunt. It would never be a male. The attendant woman would be a quiet presence who would not be involved until needed. This particular type of presence is summed up in the term ‘the knitting midwife’,2 denoting a midwife who would sit in a corner quietly knitting. The idea is that she would be calm, silent and focused on her knitting with just half an eye on the labouring mother, signifying faith in the woman to birth without the need to be ‘hovered over’. This was because labouring women, like most animals, prefer to birth where they feel safe but unobserved. It gives the mother’s brain the very best conditions within which to produce the hormones needed to birth.


Being observed, talked to, asked questions, experiencing noise, bright lights, and feeling unsafe – all of these switch off the hormones and slow down or halt the birth process. If we feel at all unsafe then our body instead produces hormones such as adrenalin, which prepare our body to ‘fight or flee’ instead of birth. This is why a woman’s labour will often slow or even stop when she comes into hospital, because it is an unfamiliar place. Hence the encouragement from hospital staff to stay at home for as long as possible before coming in.


There is even a question about whether having male partners present at the birth helps or hinders the birth. Although most women say they want partners present, Michel Odent, an obstetrician who has spent his working life investigating how women best birth, suggested somewhat controversially that there is evidence that birth progresses more quickly when the male partner leaves the room. One idea about this is that men are concerned about their partner and convey this anxiety to the woman. She in turn worries about him and tries to protect him. This inadvertently places the woman in the wrong physiological state to best be able to birth. It is not clear whether this is because the partner is male, and therefore whether it would be different with a female partner, or whether this is in fact due to the particular relationship that partners have.


A major review of 15,000 births across different countries found that a woman is more likely to have a spontaneous vaginal birth, less likely to have pain relief, and less likely to have a caesarean or an instrumental vaginal birth (forceps or ventouse) if she has continuous support during the labour and birth. This support was most effective where the birth attendant was not a member of the hospital staff or the woman’s social network and where the birth attendant had some training in childbirth such as a doula or childbirth educator. The important aspect therefore seemed to be providing the woman in labour with a continued presence with whom she felt confident, held in mind and safe.3


To add more complexity to the picture, women who have their male partners present at the birth have been found to bond better with the baby (as have the fathers) and to be more pleased with the gender of the baby. It is therefore not clear whether overall it is better to have partners present. But what we do see is the subtle effect of so many factors in the birthing process that can have an impact on the birth and bonding, without us perhaps quite realising it, but which women can blame themselves for, when it is not their fault at all.


So what about during the birth itself? The best position to deliver the baby is upright or squatting. The most difficult position is on your back as the baby no longer has gravity to help them and also has to move up and over the bony protrusions within the mother’s pelvis. Birthing on the back was encouraged to make it easy for physicians to be able to see what was going on when assisting in delivering the baby. Thankfully, now that the anatomy of the woman and the process of birth are better understood, this practice is far less common. But again, where births were difficult, women often blamed themselves or their bodies for not being able to birth properly when in fact the difficult birth was caused or contributed to by the birth position that they were encouraged to assume.


We see, then, that there are many factors that make human birth very difficult, particularly in these days of having to give birth in unfamiliar environments, with strange equipment and unfamiliar people in attendance. A traumatic and painful birth might occur, therefore, because the way we birth in modern times can inadvertently disrupt what has already been made a tight squeeze by evolution.


For many people, when they think about birth, they think about pain. The two are considered to go hand in hand. The problem is, when we are scared, including being scared in anticipation of pain, our muscles contract to prepare us to fight or flee, which makes childbirth more difficult and more painful. But we can’t terrify ourselves into being calm! Instead, we can find it helpful to have an understanding of just what it is we fear, how this is not our fault (we don’t choose what we are scared of) and what will help us to feel we can best manage our fear. What is important is that we don’t feel we are to blame for the pain we experience, or for our struggle in bearing the pain.



Just after birth




Is there always a ‘rush of love’?





Rather than a ‘rush of love’, it is common to have a feeling of indifference towards our newborn. Feelings of warmth and love can take time.





Let’s move on to what happens after the baby is born. There is an assumption that mothers experience overwhelming love when they first hold their new baby. In actual fact 40 per cent of first-time mothers and 25 per cent of women with two or more babies reported a feeling of indifference4 (and this figure may in reality be much higher than the reported figure). This was particularly so for mothers for whom rupture of the membranes was performed during labour, in women who experienced pain that was more severe and worse than expected, and in those who had more than two doses of the painkiller pethidine. The research found that initial indifference tended to last for around three months and was rarely present at six to twelve months (where it continues for longer this may be caused by an interaction with other factors, such as believing that this natural course of events indicates something wrong with oneself, which can lead to a sense of shame, and contribute to postnatal depression). The authors of this research suggested that delayed bonding may in fact be an evolved response which holds off maternal investment in a newborn until the newborn’s survival is more assured.


When we experience pain or a traumatic birth then the hormones connected with stress and threat such as adrenalin and cortisol are increased, which suppress the hormones required for bonding and milk production, such as oxytocin. The mother needs time to recover and to be looked after, which then allows the body’s response to stress and threat to be reduced enough to allow for the bonding and milk-production hormones to be produced. In fact after a difficult birth, for example where there is a long pushing stage or an emergency caesarean section, milk production can be delayed by a few days. This can also occur when fragments of the placenta remain undelivered after birth, because it is the full delivery of the placenta that switches on the hormones for milk production.



The hour after birth: important but not critical



Because giving birth can be so exhausting, the temptation might be to remove the baby completely after delivery so the mother can rest. In fact, the time just after birth and contact with, and proximity to, the baby are important in helping the levels of oxytocin to increase in both the mother, and the baby. There may also be cultural differences in terms of how we expect to feel after birth. Studies have found that in many countries indifference to the new baby just after birth is in fact the normal response, occurring while the mother recovers from the exertion of the birth. Meanwhile though, the baby is born with a multitude of reflexes that enable it to move up the mother’s body of its own accord to find the nipple and start suckling, and a number of characteristics, such as large eyes and chubby cheeks, to increase the chances of it being viewed as endearing by the exhausted mother.


The hour or so immediately following birth seems to be an important time in many ways. Mothers are more likely to develop closer, more sensitive bonds and to be able to breast-feed for longer if the baby is given unswaddled and unwashed to the mother straight after birth with minimal separation time (of course, this isn’t always possible – see below). The smell of the unwashed mother helps the baby to find the nipple and begin to suckle. This suckling releases oxytocin in both the mother and the baby, which helps the baby and mother to gaze at the eyes of each other, to experience mutual feelings of warmth and love, and to be calmed and soothed. The suckling also helps the placenta to be delivered and the womb to contract, so reducing the chances of a post-partum haemorrhage. The skin-to-skin contact and the holding of the baby in the ‘nest’ of the mother, formed by the mother’s arms, body and breasts, also regulate the baby’s body temperature and help to calm the baby after the birth. In fact rather than crying after birth, as is so often assumed, a baby can spend up to an hour just gazing, usually at their mother, in a state of quiet alertness, as if the two are getting to know each other.


The baby, just like an adult, will prefer a direct, friendly eye gaze from people, rather than eyes shut, averted, unresponsive or looking ‘through’ them. Already the baby will have a preference for the mother’s voice through hearing it in the womb, and within one to two days the baby will recognise the mother’s face. The baby will also have a preference for the sing-songy ‘baby voice’ we instinctively use with babies (sometimes referred to a ‘motherese’ or ‘parentese’) rather than the voice we use for other adults. So right from birth our baby is primed not only to want to be held close and to feed, but to be focused on and regulated (calmed down, soothed or engaged in fascination) by social cues.


If this time is unable to happen for any reason, perhaps because the baby has to be taken away for a while through health concerns, then it can take longer for the mother to bond with her baby. However, although this hour after birth is important, it is perfectly possible to develop a strong bond even if it is missed completely (we only need to look at the strong bonds that develop between adoptive parents and their adopted children to see that bonding is not dependent on this first hour, it just provides lots of factors that facilitate the process of bonding). The key is proximity to the baby, and reducing the worry about bonding, as worrying suppresses the hormones that help bonding.



Characteristics of the baby



Of course bonding isn’t just a one-way process from the mother to the baby. The baby also influences this process. This two-way relationship between the mother and the baby is called a reciprocal relationship whereby the mother influences the baby and the baby influences the mother. This is so marked that it is argued that, as in the womb, the mother and baby still act as one organism even once the baby is born. In fact some suggest we should call this the ‘mother-baby’. We must therefore remember the part that the baby plays in the bonding process. For example, when the baby is born they may initially not be very responsive, may be sleepy and may struggle to suckle. This may be caused by a difficult delivery and certain types of pain relief given to the mother, such as an epidural. The baby will therefore need a little more time to become alert enough to suckle. However, initially it can be harder for a mother to develop feelings of warmth and love for an unresponsive baby. Again this is normal, and just needs time.


Sometimes babies are very unsettled and hard to soothe. It may not be clear why this is. It can be related to a difficult birth, medication taken during pregnancy, or in some cases just a very sensitive temperament. This has been found to be the case, too, for very premature and low birth-weight babies.5 These babies are more likely to develop what are termed ‘disorganised attachment’ strategies where the baby cannot find a clear way to get the care they need. In addition, babies who never seem to stop crying may have their eyes shut, body rigid and fists tightly closed, and may find it hard to experience the soothing cues of even the most highly attuned care-giver.


Such babies can be very challenging because they can leave a mother feeling helpless, distressed and inadequate. However, although they can initially be very difficult to care for, it seems that these very sensitive-seeming babies often in fact do very well and are able to develop secure attachments over time if they are parented with warmth and sensitivity as much as possible. To be able to give this kind of parenting in such difficult circumstances, however, care-givers need a great deal of support.


The message really is that pain, trauma, worry and concern can hinder a woman’s recovery and the development of the bond with the baby. Being looked after, helped, calmed, soothed and reassured, and being given as much unpressurised time with the baby as she is up to, will help the woman recover and bond with her baby much more quickly.



‘Maternal instinct’ and learning to mother



First-time mothers across the animal kingdom often find it trickier to bond with their baby and tend to be a little less sensitive and attentive compared to those who already have offspring. This includes humans and is perfectly normal. We tend to understand this with animals and make allowances accordingly, for example deliberately taking newborn pups or lambs to an unsure mother. With ourselves though, we have an expectation that we will instinctively ‘know’ how to parent perfectly. This is not the case. Mothering is not a completely instinctive and natural process as we may have been led to believe. Although evolution has provided the mother and the baby with many mechanisms to help the mothering process along, it is also highly dependent upon the environment within which mothers find themselves. For example, as with all new skills, we need help from somebody more experienced to teach us. This is thought to be one of the reasons why new mothers seem to have a yearning to have their mother close by, even when they have had a difficult relationship with her. If we don’t have such support and guidance, we can really struggle.




The ability to mother is not completely instinctive. It is dependent upon many factors.





In addition, among a whole raft of environmental factors, to be able to mother effectively, the woman needs to feel she is safe, well-resourced in terms of food and care, accepted, and supported by those around her. This is a crucial point. The belief that a woman possesses all that is needed to mother her baby, and that once she gives birth this instinct gets switched on, is a culturally held view and can unfortunately be very harmful. Many pregnant women fear that this may not happen and suffer much anxiety worrying about what will happen if it doesn’t. Once the baby is born women wait with bated breath to see if the ‘maternal instinct’ comes, and can experience shame and guilt if it doesn’t. Sarah Blaffer-Hrdy in her book Mother Nature6 looks at the complexity of mothering and how much it differs across cultures. She explains that in human mothers, like mammalian mothers, nurturing emerges bit by bit, as a consequence of so many factors. These factors include our genes and the biology of our body. But they also include a highly sensitive response to our environment and the influence of others around us.




Mothers need looking after and time to recover after giving birth.






The early days




Recovering from giving birth



It used to be traditional (and still is in many cultures) that in the early days following birth, the new mother would have a period of ‘lying in’ where she would be looked after, encouraged to rest and given the best, most nutritious food available to enable her to recover from the birth, and to develop rich, nutritious breast milk for the baby. She would be cared for by her female relatives such as her mother, sisters and aunts, who would also teach her how to feed and care for the baby. (In fact, this is thought to be the origin of the term ‘gossip’, derived from ‘God Siblings’ or ‘God Sibs’ for short; the female relatives would gather round the new mother and her baby for weeks, providing her with all the news of what was going on outside the room).


Although this practice is still common across the world, in many countries women often go home within six hours of giving birth with very little help. What is more, women are faced with images of celebrity mothers who, within days of giving birth, show no evidence of ever having been pregnant, or of being in the process of recovering from birth, or indeed of looking after a newborn. The message implies that the job of women is to carry the baby during pregnancy but that they must then, as quickly as possible, carry on as before. Very little recognition seems to be given to the momentous event that has occurred to her and her body, or to the fact that she is now doing her best to raise a whole new life.


The body takes a long time to heal after birth, particularly if the birth was difficult, if the mother is trying to breast-feed, and if she is exhausted. She also needs the recognition, the appreciation and the care that was afforded by the process of ‘lying in’ to mark the sheer importance of what a new mother is doing.



A needy baby



And how are things at home with a new baby? This can be one of the most challenging times because of the constant demands and the chronic lack of sleep. If we think about what has happened for the baby, just before it was born it was having all of its nutritional needs met by a very efficient placenta. There was no waiting for food and the baby was continually held in a safe, warm environment. The needs of the baby do not suddenly change now they have been born. In fact, they are now hungrier than before because they are growing so rapidly. The baby’s ability to self-soothe or be soothed by the face and voice of others is only just beginning to be developed and they therefore depend on feeding and being held to calm themselves in the early weeks after birth. This state of calm is crucial for growth, development, health and learning (in fact, this is true in adults as well as in babies, as we will see later in the book). In the early weeks the baby likes to stay close to the breast to suckle as a means of comfort as well as nourishment.


If we look at the animal kingdom again, we can begin to really appreciate the size of the task a human mother has in terms of feeding her new baby, whether breast-feeding or bottle-feeding. Mammals’ milk is made up of differing amounts of carbohydrate, fat and protein according to whether the young of a particular species are primarily kept close to the mother or at a distance. For example, in animals where the newborns are hidden in burrows while the mother goes out and hunts for food, the milk is high in protein and fat. This keeps the newborns feeling full for longer so they can wait quietly for her return rather than protesting loudly and attracting predators. However, for a newborn of a species that has evolved to be constantly held or kept near to the mother (this includes humans) the milk is much lower in protein and fat so the infant can only go for short periods before it is hungry again. It is considerably higher in carbohydrate though, to grow the rapidly developing infant brain. This means that the human mother who is breast-feeding is in effect still acting as the placenta for the baby, hence the almost continual feeding through the day and night, particularly in the early days. As the breast milk is of course coming from the mother, she also needs to be well nourished. So here is the problem; how does a new mother keep up with feeding her baby, trying to rest so she has the energy to provide carbohydrate-rich milk, and feed herself? She must have help. And this is how it seems we have evolved.



Support



It seems we are not designed to be the sole care-givers for our baby. As Sarah Blaffer-Hrdy in her book Mothers and Others7 suggests: ‘continuous care and contact mothering is a last resort for primate mothers who lack safe and available alternatives’ (p. 85). Therefore as human primates we have evolved to share care of our offspring with others, unless there is no other choice.




We have evolved to need others to help us to look after our baby.





Imagine for a moment what it might have been like as a new mother during the thousands of years we lived on the African Plains. We would have lived in small groups of up to 150 people. The new mother would never have been alone. She would never have had to take the enormous steps we have to in modern society to ask for help. The birth of a new member of the group would have been celebrated and cherished, particularly as the baby would be genetically related to the others in the group; therefore, helping the baby to grow and flourish would directly benefit the success of the group. The women of the group would be on hand to find and prepare food for the new mother, to take turns holding and sometimes wet-nursing the baby, and doing whatever they could to help the mother and baby become healthy and robust as quickly as possible.


This is where we really come to understand the crucial role of grandmothers. It is now suggested that the time in history at which mothers became able to live beyond their menopause was a key point at which the human species was able to accelerate in terms of both brain development and numbers.8 For a grandmother, her offspring were now independent of her and of childbearing age themselves, and because she was menopausal she was not competing with her daughter for a mate. The grandmothers were available instead to put their time and energy into helping to feed their daughters and grandchildren.


This meant that their daughters did not have to wait until their children were independent from them before they could have another child – a factor that appears to be unique to humans. Other primate species have to wait for as long as eight years before their offspring can fend for themselves, allowing them to have another baby. Humans could have children considerably more rapidly than other species. But the only way a mother could provide the massive number of calories required by a growing child as well as a growing baby was if another person was also finding and providing food. Help for the mother had now become not just useful, but vital.


Given then that human mothers and babies have evolved to need others to enable them to flourish, it is not surprising that so many new mothers are struggling in modern societies where they live separately from female relatives. This starts to make it more understandable why new motherhood is often difficult and postnatal depression so common. It becomes clearer that this is not the fault of new mothers but the consequences of trying as best we can to give birth and then bring up a baby in a modern environment for which we have not evolved. This is really brought home to us by the fact that the single biggest predictor of postnatal depression (apart from having previous depression) has been found, again and again, to be lack of social support.



Summary



The process of pregnancy, birth, and the early days of new motherhood is incredibly complex. The mother and this new being are interacting at many levels, both influencing the other in an intricate dance. Furthermore, what is going on around the woman, in terms of external influences, also has an impact on this process. We are only just discovering the many different aspects that can have a bearing on the mother and baby at this important time. What is clear, though, is that tragically so many women feel somehow to blame when things do not turn out as hoped, when it is not their fault at all. If we can remove the shame and the blame, we become much more able to move to a position of ‘We didn’t choose to be where we are now, but given that we are, what will help us to move forward?’





2 ‘Where is the joy?’: Understanding how I feel after having a baby





We have evolved to experience anxiety more easily and to a greater extent when we become mothers.





However you look at it, giving birth is a very major event which has a huge impact on a whole range of bodily systems and stimulates many different feelings. For some women, who have had a difficult birth, this can be a time of physical pain and exhaustion but also of upset and intense disappointment too, particularly if we feel our body or indeed our mind has let us down. This cocktail of fatigue, physical recovery from birth, rapid and massive changes in hormone levels after birth, and our feelings towards our self and our baby after birth has a significant effect on our mood. Hopefully, we can feel joy, relief, happiness, even elation, but there can be more difficult emotions too. In a moment we will look at some of the common more troubling feelings we may experience following the birth of our baby with suggestions concerning their possible cause. Although these feelings can be horrible they don’t just exist to make us miserable, they have an important function. If we can start to look at them differently then we begin to relate to ourselves differently for experiencing them. Rather than further shaming and criticising ourselves for becoming anxious or down we start to appreciate that these feelings are in fact related to evolved ways of keeping ourselves safe and to biological changes of pregnancy and new motherhood.



Anxiety



In the wild, having a baby is quite a dangerous time. New babies are a real draw for predators as they are such easy prey. Similarly, in our distant history, a new mother recovering from birth and encumbered by her breast-feeding baby was particularly vulnerable and dependent upon other members of her group to protect and help her. It makes good evolutionary sense for a new mother to experience an increase in general feelings of anxiety and foreboding, which enables her to have a heightened vigilance to threats. It also makes sense for her to feel anxiety when she is not in close proximity to those who can protect her. Nowadays, of course, this kind of risk to our baby is thankfully unlikely, but the human brain is designed for living thousands of years ago. This is why mothers can struggle to switch off from worrying, even when the baby is asleep. It also explains the great anxiety many women feel when their partners return to work, and why women can be wary of strangers or those they do not trust who want to hold the baby.


This is also why women can sometimes feel increasingly anxious in the twilight hours or in the early hours before the sun comes up, because this was one of the riskiest times in terms of predation. The fact that many women say that being alone in the dark of the night trying to console a distressed baby is one of their hardest times to deal with makes perfect sense when we think of the risky environment in which our brain evolved; a noisy baby, particularly during the hours of darkness, placed both the mother and baby at great risk by potentially attracting predators. Even if they have their partner right next to them asleep in the bed, the mother can experience a sense of deep dread and foreboding until her partner is awake. Logically, we might think there is no point in two people being awake with the baby at the same time, particularly if the partner cannot feed the baby. But when we appreciate that our brain operates under the logic of millions of years of development in very risky environments, then our seemingly strange, illogical feelings start to make complete sense. When our partner is awake with us in the night we might notice a huge sense of relief and a drop in anxiety because our brain registers that we are now much safer from predators. This also fits with the relief many women feel when the sun comes up, because now the risk of predation would have dropped dramatically.


There are of course other reasons for becoming anxious, which are related to how we feel about ourselves and whether we feel we are up to the job of mothering, for example. We can feel overwhelmed by the responsibility of looking after a new baby, or believe we will not be able to protect our baby or do the right thing for them. Often these beliefs and feelings in our body can be traced back to origins earlier in our life such as times when we had responsibility for the well-being of a parent when we were just children and the responsibility was therefore overwhelming. We will look at these in greater detail later in the book. The important point for now is that the feelings we experience arise for a reason. They arise when our brain thinks we are being threatened in some way; as we shall see, feelings of anxiety and depression are a way in which our brain has evolved to protect us.


The trouble is, these mechanisms evolved over the millions of years of living very differently to how we live now. When we experience anxiety and depression in modern times these may not feel very helpful at all. But once we understand why these feelings happen, and that they are not our fault but rather the consequence of the way our brain has been set up, then we can look to what will best help us with these feelings.



Irritability



When the baby is born, and when we breast-feed, there is a surge in two hormones; oxytocin and prolactin. Oxytocin promotes closeness between the baby and the mother and gives a feeling of warmth and love. Prolactin is involved in milk production, but also in maternal behaviours, and gives a mellow feeling of calmness and contentment. Interestingly, prolactin is produced after orgasm in both men and women and is thought to shut off sexual desire so that there is a period of tranquillity, contentment and, in the case of men, sleep, after orgasm. Prolactin works in conjunction with, but opposite to, the hormone dopamine, often termed the ‘reward’ hormone. When prolactin increases, dopamine decreases and vice versa. Dopamine gives us the buzz of excitement and energy that motivates and drives us. It is connected to the reward system and is the hormone that makes us want more and more of something, for example achievement, praise, cake, chocolate, crisps or wine! Prolactin works in the opposite direction to dopamine and gives us that feeling of contentment once we have eaten the chocolate or drunk the wine, etc. It is a kind of ‘Ahh, that’s better, I’ve had enough. There is nothing more that I need right now’ feeling. It therefore helps the mother to focus on her baby rather than on doing other things.


However, both oxytocin and prolactin have an interesting and unexpected flip-side. As well as encouraging closeness, warmth and calmness with the baby, they also create hostility towards outsiders. This is what we see in nature where a mother with her newborn is much more aggressive even than a male if she feels her baby is threatened, which explains why, for example, we do well to avoid a field of cows if they have their calves with them.
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