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The Myth of the Perfect Pregnancy


 Introduction

AHHHH!!! Congratulations!! I was wondering when you guys were going to start having kids!! So excited for you guys!!!” Michelle was thrilled to read food and lifestyle writer Emily Malone’s pregnancy announcement on her blog, The Daily Garnish, in 2011. Hundreds of regular readers chimed in with their good wishes. “That is so exciting! Congratulations, and best wishes for a smooth pregnancy!” wrote Deanna. Yena gushed, “Oh my goodness, I gasped when I read ‘baby’! How exciting—congrats to you both, sooo happy for you!” Another reader urged Malone to “Treasure every moment of this exciting time. I look forward to reading about your experiences. So excited for you!”1

Posted about two months into her pregnancy, Malone’s announcement was a sweet thumbnail romance. Lovingly illustrated, it began with childhood photos of her and her husband, a Little League–playing Indiana boy destined from birth to meet a sparkly dress–wearing girl from Ohio. “Twenty-something years later—they met, fell madly in love, and got married.” Tongue in cheek, Malone described “a happy family of four,” above a picture of her and her husband with the dogs they each brought to the marriage. “And now sometime around October 15th, 2011—that family of four will become a family of five. No, we’re not getting another dog (lord help us)—we’re having a BABY!”2

Malone used her blog as a sort of pregnancy journal to share her real-time experiences with her readers and also to document her pregnancy for posterity. She modeled her blog posts on one of the many websites that send developmental updates. In her “Week 9” blog post, for example, she published a photo of herself holding up a grape to represent her baby. As she explained, “I am a total sucker for the ‘your baby is as big as a ____’ emails that I get every week. What can I say? I like progress, and I love food analogies.” Another photo showed Malone in profile. “As you can see, there is no baby bump at all yet, and I don’t imagine there will be one for a long time. But it’s still fun to take progress pictures, right?” Malone followed the lead of bloggers inspired by the pictures in pregnancy advice books to create a personalized series of “baby bump” photos, starting from the beginning of the pregnancy, meant to culminate in a pictorial time-lapse illustration of the entire pregnancy.3

Like many Americans today, Malone monitored, documented, and cared for her pregnancy in its early weeks in a way that would have been unimaginable only a few generations earlier. Before she conceived, she had been recording her menstrual cycles to try and facilitate conception, and she took a pregnancy test within a day or two of her missed period (about two weeks after conception). As soon as she got the positive result, she read obsessively about pregnancy on the Internet. She called her doctor’s office immediately to make a prenatal appointment and was dismayed to learn she would have to wait until eight weeks’ gestation (four weeks after her missed period) to see her practitioner.4

Malone shared her pregnancy announcement on her blog shortly before her first prenatal appointment, during which her obstetrician would take a sonogram to confirm the pregnancy. She awaited the exam with excitement, anticipating that “while the idea of being pregnant already feels very real, I know that seeing and hearing this little miracle in person will take it to a whole new level.”5 She and her husband indeed found it thrilling. She wrote afterwards, “it was so incredible—I’ll never forget it!. . . We have both been smiling all day!”6 Two months into pregnancy, at a stage when women in the not-so-distant past would have been just beginning to trust their suspicions and intuitions that they might be pregnant, and waiting cautiously for the confirmation provided by a second missed menstrual period, women in America today have often already spent weeks celebrating, caring for, and growing attached to their expected children.

This twenty-first-century experience of the early months of pregnancy differs dramatically from the pregnancy experiences taken for granted by women of earlier generations. This book explores the momentous social, medical, and technological transformations that have reconfigured the experience of pregnancy. There is much to celebrate in these historical transformations: women today have safer, healthier pregnancies and babies and more control over their fertility than ever before. The pleasures of parenthood begin earlier and with more intensity.

There is a dark side to this reconfiguration of the pregnancy experience, however. Many pregnancies miscarry, mostly in the early months. Emily Malone had two smooth pregnancies and births, resulting in two sweet little boys. Her next two pregnancies, equally anticipated and equally cared for, did not have the same happy result. Malone’s third pregnancy began to miscarry at six weeks. She endured two weeks of constant doctor appointments, with multiple rounds of blood work to confirm the pregnancy was really ending, and when the miscarriage did not complete promptly on its own, she was prescribed the drug Misoprostol to self-administer at home. In the end she needed a dilation and curettage surgery (D&C) to clear her uterus. She managed all of it through a haze of sadness, while trying to more or less carry on at home with her two young children.7

A fourth pregnancy, confirmed with a home pregnancy test before she even missed her period, once again began to miscarry at six weeks. Despite some bleeding, an initial ultrasound seemed to bear good tidings. “I didn’t have to wait for the ultrasound tech to tell me, I saw it the minute she turned on the screen. A tiny, beating heart. A little flicker. A sign of hope. I was completely and totally shocked. I met with the midwives afterward who had no explanation for the spotting, but told me, ‘Congratulations mom, you’re having another baby!’ ” They sent her home with reassurances and the ultrasound printout. But the midwives were too hasty with their benediction. Four days later, Malone began to miscarry in earnest. “I went back to the doctor, did more blood work and more ultrasounds, and what I saw this time was as heartbreaking as it comes—a tiny little heart, still struggling to beat along, but a little bit slower this time. There was nothing medically we could do, as I technically still had a living baby inside of me, although we all knew it was only a matter of time. I was sent home to watch and wait.” A few days later, Malone returned for more testing, and ultimately another D&C.8

The same social practices and medical care that made Malone’s first pregnancies so special in their early months—the anticipation of carefully planned conceptions, the early confirmation of conception with home pregnancy tests, the careful monitoring, the ultrasounds—made Malone’s miscarriages especially painful. Malone took months to grieve before telling many of her family and friends about her losses:


I knew how painful it was for me, and I didn’t want to share that feeling with anyone. I prided myself on being strong and capable, and I couldn’t handle what I knew would feel like pity. I think it was my last desperate attempt to maintain some sense of control over a situation that was so far beyond anything I could comprehend.



She made it clear that her delay did not stem from a reluctance to acknowledge what had happened. “It took me a long time to talk about it, but it’s not something I’m ashamed of or hiding from.” To Malone, not “hiding” meant acknowledging that she had lost two children. “The two babies we lost are as much a part of me as the two that I wrestle into rain boots each morning.”9

In earlier generations, it was exceptional for a woman to consider a pregnancy loss at six weeks to be a lost child, rather than a lost opportunity or possibility, or a fleeting hope of pregnancy reversed by a late period.10 Early miscarriages were not generally regarded as grave losses unless they were part of a pattern of infertility, signaling that a woman might not ever be able to have children. If a woman had reason to believe that she would soon have a successful pregnancy, an early miscarriage was regarded as little more than a temporary setback. Some women today continue to feel this way about early miscarriages, but they are far more likely to be censured than validated if they say so aloud.

As much as she yearned for another child, Malone found her losses traumatic enough that she was not sure she would try for another pregnancy. In the comments on Malone’s blog post about her miscarriages, a reader named Katie offered empathy and the possibility of another ending yet to come:


After two healthy babies, I also lost two babies. One with a confirmed heartbeat, the other too fleeting. Not knowing if I could take another loss, we tried again. I’m now typing this with our hard-won third sleeping in my arms. As deeply grateful as I am to mother my three healthy children, part of my heart will always miss those two lost. Thank you for sharing your story, so beautifully written and such a tribute to the village of womanhood.11



Malone and her readers described a peculiarly modern, and acutely emotionally painful, experience of early pregnancy loss.

The Commonness of Miscarriage

As much as a miscarriage can feel like a disastrous ending to a pregnancy, it is far from unusual. When a fertilized egg implants in a woman’s uterus, about a week after conception, the resulting pregnancy is not remotely a sure thing: about 30 percent of implanted (and therefore detectable) pregnancies are lost, mostly in the early weeks. The chance of miscarrying goes down substantially with each passing week (see Figure I.1).12 It is commonly estimated that approximately 20 percent of confirmed pregnancies miscarry, reflecting an assumption that women typically take home pregnancy tests when their periods are a week or two late.
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Figure I.1 The chance of miscarrying is high during early pregnancy and drops dramatically by week ten of gestation. Data from Sarah Tyler, “Datayze,” https://datayze.com/miscarriage-chart.php?mode=graph; Gavin Jarvis, “Estimating Limits for Natural Human Embryo Mortality,” F1000Research 5, no. 2083 (2016).



Many conceptions are lost before implantation as well. These losses cannot be measured directly. Laboratory and over-the-counter tests detect pregnancy by measuring human chorionic gonadotrophin (hCG), a pregnancy-supporting hormone secreted by the fertilized egg once it implants in the uterine lining, about a week or so after fertilization. In the days between fertilization and implantation, a pregnancy will not produce symptoms, and a loss at this early stage will not delay the following menstrual period. Scientists’ estimates of the rate of pregnancy loss before implantation, based on the triangulation of data from studies of fertility and of in vitro fertilization procedures, range from a low of 10 percent to a high of 90 percent. Mainstream scientific consensus has been that probably about half of fertilized eggs do not implant.13 If we assume about half of conceptions do not implant, the total loss of conceptions and early implanted pregnancies adds up to about 70 percent.

Miscarriages often take days or weeks to become evident. Early pregnancy losses often show up as “missed” miscarriages: it can take a few weeks for the body’s hormonal signals to register the demise of an embryo and stop sustaining the gestational sac. Because a woman’s body often reabsorbs an embryo at such an early stage, the pregnancy may appear on an ultrasound as an empty embryonic sac.

In pregnancies with multiple gestations, around 40 percent of the time one of the embryos miscarries while the other is carried to term. In the days before ultrasound, this type of miscarriage appeared to be very rare, but we now know that they are a common first-trimester occurrence. Outside of ultrasound evidence, these miscarriages are nearly undetectable, since they generally result in a healthy singleton birth.14

The majority of miscarriages are caused by chromosomal abnormalities that render the embryo incompatible with life. They are largely random and unpredictable. A woman who has had a miscarriage or two has no greater chance of miscarrying her next pregnancy than a woman who has never miscarried. Only about 1 percent of women have recurrent pregnancy losses (three miscarriages in a row), and of those, three-quarters eventually have healthy babies.15 Around a third of women who have had two children have also had a miscarriage. Physicians understand early pregnancy losses to be a natural and normal part of healthy women’s childbearing.

The rate of miscarriage does go up significantly for women in their late thirties; their eggs begin to lose chromosomal integrity. It can still be possible for a woman to have a healthy pregnancy in her early forties, but fertility gradually wanes over several years, first via more frequent early pregnancy losses and later as the hormonal triggers for ovulation cease to operate. Infertility due to the natural process of aging shows up first as unviable pregnancies and only later as lack of ovulation.16

All in all, early pregnancy losses are part and parcel of childbearing. However we think about pregnancy, we need to take miscarriage into account.

The History

This book describes how a diverse array of social, medical, and technological innovations came together to reshape pregnancy and thereby create a new experience of miscarriage. The medicine and technology that most visibly structure modern pregnancy experiences are innovations of the twentieth century: ultrasound, pregnancy tests, hormonal birth control, modern prenatal care. But this book begins much earlier, because major cultural shifts in attitudes and practices relating to fertility and parenting started in the late eighteenth century, long before the advent of modern medical technology. Those fundamental shifts provided the impetus for modern pregnancy care and continue to underpin the stream of scientific and technical innovations that shape modern pregnancy.

To capture what childbearing was like before it became modern, chapter 1 describes how colonial American women experienced pregnancy in an era when life was always uncertain, the faithful were expected to trust God and submit to fate, and women were celebrated and respected for the bounty of their wombs. Childbearing could be exhausting and difficult, but children came when they came, and the process was largely regarded as inevitable and simply part of the natural and religious order of things. Early and abrupt endings, too, were part of the God-given order. Pregnancies came frequently and were regarded as tenuous until late in gestation. In an era when families frequently lost infants and children to infectious disease, early pregnancy losses received little attention.

The revolutionary years brought with them not just a visionary new form of government but also the radical new sensibility that individuals might reasonably strive to have control over their fate. Women began to imagine smaller families and to make explicit plans to limit the size of their families. This shift in intention came long before any meaningful innovations in contraceptive technology or knowledge. During the nineteenth century, couples used crude means—withdrawal, douching, abortion, and abstinence—to carry out their newfound intentions to become the masters of their reproductive destiny. In the twentieth century, modern birth control made fine-grained control of fertility more practical, and couples’ expectations and intentions ramped up accordingly. Chapter 2 describes how this new intention to control fertility, realized with ever-greater precision using sophisticated new modes of contraception, eventually resulted in an unrealistic expectation of near-perfect control of conception and pregnancy outcomes.

At the same time that Americans began to envision controlling their reproductive destiny, they began to rethink their role as parents. Chapter 3 describes how over the course of the nineteenth century and into the twentieth, parents gradually focused less on the patriarchal, religious, and economic duties and benefits of parenthood and more on developing loving relationships with children. Like the shift in ideas about control of reproduction, this change in sentiment took place before modern medicine and public health would seem to justify it. Infants continued to perish at appalling rates even as parents came to mourn their losses with more evident anguish and less fatalistic resignation. Public health and medicine finally caught up during the twentieth century, as infant mortality rates decreased substantially. Over the generations, traditional economic and religious justifications for parenting diminished, and parents focused increasingly on their emotional relationship with their children. In the late twentieth and twenty-first century, the emotional focus of parenting continued to intensify. It also expanded into the months before birth, where it would clash with the biological reality of frequent early pregnancy loss.

These long-term and large-scale changes in sentiment and intention—the cultural consensus that fertility should be subject to individual control and planning, and that parenting should be primarily a matter of affection and attachment—gave force and shape to medical, technological, and social innovations in pregnancy care during the twentieth century. Chapter 4 describes the rise of prenatal care, and the ways in which obstetric care and educational materials advocating self-care during pregnancy made women newly self-conscious about their pregnancies and encouraged them to feel responsible for their pregnancy outcomes. Chapter 5 addresses the ways in which marketers encouraged pregnant women to take pleasure in the responsibilities of making purchases for the baby earlier and earlier in gestation, in the context of a blossoming consumer culture. Chapter 6 looks at the ways in which the abortion debates beginning in the 1960s fostered a rhetoric of “choice” and “life” that did not make room for the reality of the frequent miscarriage of wanted pregnancies.

In the late twentieth and early twenty-first centuries, new rituals emerged around the novel technologies of obstetric ultrasound and home pregnancy tests—rituals informed by the shifts in sentiment around fertility control and parenting solidified over the previous two centuries. These rituals diffused quickly through the culture and were cemented and elaborated in the twenty-first century as they were shared on social media and via pregnancy websites and smartphone apps. Chapter 7 documents the emergence of an ultrasound ritual involving “seeing the baby,” and the extension of that ritual from a mid-pregnancy ultrasound to a much earlier exam at eight weeks, a point at which a pregnancy may not, in fact, have been successfully established. Chapter 8 looks at the ways in which home pregnancy testing has made the very earliest weeks of pregnancy feel more certain, and the baby more “real,” than rates of early pregnancy loss might justify. In both cases, technological rituals further fed the expectation that careful planning and loving care ought to produce perfect pregnancies, an expectation belied by the miscarriages that were often confirmed in heartbreaking ways by these same technologies.

This book draws on extensive research, traditional and online, as well as a wide-ranging reading of historical and social science scholarship, to interpret contemporary childbearing culture, and the hopes, fears, and efforts that led us to it. At a time when much of the American cultural conversation about pregnancy is taking shape on line, pregnancy websites and apps and their associated discussion forums provide key insights into pregnancy experiences.17 This book breaks new ground in the history of reproduction by weaving together contemporary voices from on line sources with historical voices from paper archives of women’s letters and diaries, old pregnancy manuals and medical textbooks, unpublished market research and consulting reports, radio transcripts, television commercials, court testimony, women’s magazine articles and advertisements, plaster models of embryos, and more. It also incorporates and extends insights from rich historical scholarship about pregnancy, childbirth, and the family.18 It takes a contemporary dilemma—how did early pregnancy loss become an experience that many women find devastating?—and investigates the interwoven strands of history that help explain this present-day phenomenon.

As the contemporary stories in this book show, dominant norms surrounding childbearing cut across race, ethnicity, age, sexual orientation, and region of the country. They encompass a broadly construed middle class and those who aspire to it, and they set the standards against which even those with the fewest resources are judged.19 Because middle-class women pioneered the innovations in birth control, parenting, prenatal care, and consumerism that shaped modern pregnancy, the history described in this book focuses on the American middle class. Today, affluent women like Emily Malone continue to have the resources to pursue these pregnancy and parenting ideals most fully, while a much broader swath of women participates in whatever ways they can.

The intentions and expectations that shape today’s miscarriage experiences infuse the entirety of modern childbearing and parenting, far beyond the early weeks of pregnancy. The book’s insights apply not just to pregnancies that happen to miscarry; nor are they limited to early pregnancy. Accordingly, this book illuminates the history of modern childbearing more broadly. It focuses on miscarriage, but the historical forces it describes have similarly reshaped a whole spectrum of childbearing and parenting experiences, from infertility treatment, to cesarean section, to helicopter parenting. A wide range of contemporary childbearing experiences are animated by the modern expectation of control and an emphasis on loving attachment, amplified and reinforced by modern technological and medical innovations. As with early pregnancy, childbearing and parenting have undoubtedly benefited from modern striving for perfect outcomes. But the striving has come at a cost, as inevitable imperfections spawn anxiety, guilt, and sadness. This book shows how we came to expect we might achieve childbearing and parenting perfection, if we only plan carefully enough, try hard enough, and love ardently enough. Understanding this history is a first step toward shaping a more realistic, forgiving, and ultimately more satisfying culture of childbearing for future parents and their children.


Chapter 1
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Childbearing in Colonial America

Sept. 14. My Daughter Mary born.” Mary Vial Holyoke, the wife of prominent Salem physician Edward Holyoke, recorded the birth of her first child in 1760. Over the following twenty-two years, she recorded eleven more of her own births in her diary, as well as scores of children born to her relatives, friends, and neighbors. Many of the entries were similarly laconic one-liners. Sometimes she included a little more detail. A week after she was “Brought to bed of Peggy” in 1763, she wrote that she “[ate] meat for the first time,” marking her convalescence. A week after that, she spent several days receiving a steady stream of female visitors who came to congratulate her on the birth. A well-to-do woman, she could afford to spend a month resting and recovering. She marked the end of her lying-in on “April 6. I rode out [with] Molly Appleton, my first getting out.”1

Holyoke sometimes added more detail when something out of the ordinary happened, whether at her own birth or those of her family and neighbors. A few days before her eighth birth in 1771, she recorded that she was “Very poorly,” a term she used interchangeably for illness and for labor pains, and that she “Put up bed.” Despite her protracted illness the birth itself appears to have come upon her unexpectedly. “Very ill. Brought to Bed quite alone 11 A.M. of a Daughter.” It must have been frightening to give birth without a birth attendant or her female friends around her. She added thankfully, “Child very well.”2

It is easier to perceive the worry and relief in these terse entries with some knowledge of Holyoke’s previous births, which did not always end well. In 1766, a month after her fourth birth, her newborn was “taken with a sort of fit, lay very bad for 8 or 9 hours.” For six weeks the baby continued to have bouts of illness, until Holyoke sadly recorded, “My Dear Child Buried.” Her next birth was the only one she covertly signaled ahead of time in her diary, noting that on August 23, 1767, she “First staid [sic] from Meeting,” skipping church because she knew the birth was imminent. Perhaps it was already a problematic pregnancy. Normally the first Holyoke mentioned of her condition in her diary was when she reported being “taken very poorly” or “taken very ill,” meaning that she had gone into labor. The baby was born on September 5 and baptized the very next day, unlike her previous babies, who were typically baptized about a week after the birth. The newborn was, indeed, frail. On September 7, “The Baby very well till ten o’Clock in the evening & then taken with fits.” On September 8, “The Baby remained very ill all day.” On the ninth, “It Died about 8 o’clock in the morning.” On the tenth, “Was buried.” Her diary entries, even briefer than usual and devoid of overt emotional expression, suggest she was trying to keep some emotional distance from an infant she knew might not live.3

In the end, Holyoke had four more babies who died shortly after birth, interspersed with several more that lived. Of her twelve children, six died shortly after birth, and three more died young. Only three outlived her. While Holyoke suffered significantly more losses than average for her time, there were few colonial American women who did not share the experience of losing babies to stillbirth, neonatal frailty, or childhood illness. Holyoke’s diary reveals at least a small sense of the experience of the continuous cycle of pregnancies and the uncertainty of their outcomes in this era.

The early stages of conception and pregnancy, though, are much harder to locate in colonial American women’s records of their experiences. Holyoke almost certainly suffered some miscarriages, but she never mentioned them. Nor did she record her missed menstrual periods, or her experience of “quickening,” feeling the baby move in the womb in mid-pregnancy. Colonial Americans rarely wrote about anything having to do with sex, were circumspect about their pregnancies, and made brief records of births, obscuring attempts to understand how they experienced childbearing more broadly.4 In addition to analyzing letters and diaries like Holyoke’s, women’s historians have cleverly extracted shards of evidence from religious sermons, medical advice books, court testimony, probate inventories, and material objects (e.g., cradles, clothing, and houses) to build a compelling picture of women’s daily intimate lives in early America.5 The experience of early pregnancy in colonial America was embedded in a broader culture of childbearing radically different from our own, one that drew on medical beliefs and practices that were widely shared across Europe and the New World.

A Life Filled With Childbearing

Colonial American women’s lives, like those of their contemporaries in much of the early modern world, revolved around childbearing. Like Mary Vail Holyoke, most women spent the bulk of their fertile years pregnant or breastfeeding.6 Women typically maintained approximately two-year spacing between the births of their children, likely through extended breastfeeding, which can suppress ovulation. Sexual traditions may also have contributed; it was believed that intercourse affected mothers’ milk for the worse, and that breastfeeding was not appropriate during pregnancy, as the process of pregnancy tainted the milk and the demands of breastfeeding weakened the pregnant woman. Many couples may have abstained, or at least severely limited their sexual activities, while the wife was lactating.7 This helped women space their pregnancies enough to avoid complete exhaustion, but it meant that particularly fertile women could have twelve or more children.8

Colonial American households were bustling places, full of children and of work. As historian Laurel Thatcher Ulrich has shown, early modern mothering was extensive rather than intensive. Mothers were praised for their fruitfulness in bearing many children more than for the magnitude of care they took in raising each one. And the reality of early modern households, particularly in the American colonies, was that there were many children to be looked after, on top of backbreaking household work.9 Free women cared for their husbands’ households; enslaved women faced the burden of working for their enslavers in addition to caring for their own children.10

Traditions for caring for babies and children gave mothers practical ways to take care of young ones while they worked. A newborn typically spent her first three months in the world swaddled from head to toe, carefully wrapped and pinned so that, it was believed, her limbs would grow straight, the soft spot on her skull would close, and she would develop into the shape of a well-formed child. Early modern parents had little faith in natural development and assumed that unswaddled children risked developing rickets and other deformities. Swaddling was also convenient. A mother could carry her baby around and lay her near whatever work she was doing at the moment. She could also leave the baby in the care of an older child, trusting the swaddling to protect a newborn from her own floppy frailty.11 Older babies, both girls and boys, wore long petticoats and supportive corsets. Mothers sometimes put an older baby in a standing stool, resembling a modern-day walker but without sitting support. As a baby became more capable, she might be put in a go-cart, a standing stool with wheels that allowed her to scoot around the room, at least when someone could keep her from rolling her way into the kitchen hearth.12

Early modern parents did all they could to discourage their children from crawling, putting them in bulky skirts and propping them in a standing position whenever possible. Besides the dangers of open fires and rough, dirty floors, parents feared the animalistic appearance of crawling. As with swaddling, parents believed they needed to teach their children to stand and walk like humans. Otherwise they risked having children who permanently moved on all fours like animals. Babies were not regarded as fully realized humans at birth, but needed first physical, and later spiritual, guidance and nurture to become fully human.13

The Rewards and Dangers of Childbearing

In early modern societies, families and communities gave married women appreciation, respect, and authority when they had babies. Pregnant women were “lusty,” in a “thriving way,” “flourishing” and “fruitful.”14 Grateful families wrote gravestone epitaphs that celebrated prolific women’s childbearing feats.15

In giving birth, a woman not only became a mother but was welcomed into the informal but influential community of matrons. When she went into labor, her married women friends and neighbors took care of her. They turned the parlor, with its master bed, into a lying-in chamber. They closed curtains and blocked keyholes, warmed the room with a larger fire in the hearth, and sometimes made the bed with special childbed linen handed down from mother to daughter. They brewed a special drink for the laboring woman, offered moral support, and traded stories about neighbors and friends, a tradition that gave a new meaning to “god-sibs,” or godparents, and turned them into “gossips.” The men were left to work, wait, and pray in the hall. The women’s community consolidated in birth rooms gave mothers support and social structure.16

Free women with children took on important public and community roles. They attended other women in childbirth, creating a women’s community that operated with substantial, if informal, authority in broader society. Judges appointed them to serve on committees to inspect female criminals or victims in cases that involved intimate knowledge of women’s bodies, such as suspected rape or infanticide. A married woman with children was a full adult member of her community and was treated with respect as a source of authority on matters relating to reproduction.17

Children were a source of material and spiritual wealth as well, and for free women, they were a source of security in old age. Children could begin to work in the household and on the farm as soon as they were old enough to walk and follow directions. In enslaved families, children assisted their parents in ways that helped the family survive.18 Free adult children were expected to help support elderly parents and were a crucial source of support for widows. Women and other dependents were expected to reside in a “family” under the supervision of a male head of household. Widows risked ending up in an almshouse or living under the grudging protection of a charitable neighbor if they did not have sons or sons-in-law to take them in.19 Barrenness was dreaded and feared, and barren women were ridiculed and blamed for their condition.20 An enslaved woman who found herself childless faced the possibility of having her marriage broken up by her enslaver.21 Infertile women, white or black, were seen as unnatural and deficient and were usually blamed for the couple’s infertility. A woman’s sense of self-worth and purpose came centrally from her childbearing role.

At the same time, childbearing was exhausting and sometimes dangerous. Women thought of pregnancy as a sickly time and worried about the pregnancy’s health if they did not feel sick.22 Childbirth was viewed with apprehension. Approximately one in thirty women could expect to die in childbirth or as a result of postpartum complications. And others suffered injury from the birth process, living with serious discomfort from uteruses that would not stay in place or pelvic floor damage that left them incontinent.23 As Mary Vail Holyoke experienced, frail babies often did not survive their early weeks. Stillbirths were more common than they are today, because midwives and physicians had few safe options for intervening effectively in dangerously prolonged births.

Women who were literate sometimes expressed their fears in their letters to their mothers and sisters. Ministers urged women to accept God’s will and asked them to accept the risks of childbirth as a test of faith. Cotton Mather believed that women became full members of the church more often than men because childbirth inspired the kind of fear and vulnerability that opened one’s heart to Christ.24 In 1688 Martha Coit, a wife and mother from a prominent New London, Connecticut family, wrote a long and harrowing account of her sixth through tenth births, several of which ended in stillbirth. She recorded her story “for memory unto my own Speritual Comfort and for edefiecation and incoragement of my offspring to trust in the lord att all times: of gods gracious dealings with me in the times of sharp travil in Childe bareing.”25 Childbearing gave women’s lives meaning, purpose, satisfaction, and respect, while simultaneously bringing life’s biggest challenges.

Taking Pregnancy in Stride

While colonial American women were often apprehensive about births, pregnancies were generally subsumed into the rhythms and needs of the household. Even elite women mostly treated pregnancy like a part of regular life. After all, a woman could expect to be pregnant or breastfeeding for the majority of her days until menopause. Pregnancy was understood as an inevitable and substantial part of being a married woman. Most women, apart from the very rich, continued to run their households; they cooked, cleaned, spun, tended a garden, milked cows, and preserved food. In mid-pregnancy, a woman might take the opportunity to travel by horse and by wagon to visit friends and relatives, since it was impractical with a nursing infant and the time between weaning one child and conceiving the next was often only a few months. She let out her regular skirts to accommodate a pregnant belly and continued more or less as usual.26

Women did, however, expect extra solicitude from their husbands. A good husband did his best to accommodate his wife’s pregnancy cravings, since it was believed that her longing could mark the child if it was not satisfied. If an expectant mother was refused some enticing strawberries, for example, she might think of them with such longing that her child would be born with birthmarks the shape and color of strawberries. In the last months, a respectful husband made sure she did not need to lift anything too heavy or too high, since it was commonly believed that a woman who lifted her arms above her head risked wrapping the umbilical cord around the baby’s neck, a recognized cause of stillbirth. What has come down to us as “old wives’ tales” made sense in a context of daily, intense manual labor. Colonial women did plenty of hard physical work during their pregnancies in the course of normal housekeeping, but they were generally given special respect and protection from the most backbreaking physical tasks.27

Women who could not set aside even the heaviest work suffered the consequences during pregnancy, and colonial Americans drew a line between the acceptable substantial daily labor of a married “goodwife” and the overwork of women who survived without a husband’s support. In one colonial court case, neighbors of Margaret Prince, who had a difficult delivery and a stillborn baby, blamed Margaret’s troubles on the work she had done a few weeks earlier repairing her house in the absence of her irresponsible husband. Margaret had carried several loads of heavy clay in a bucket on her head to serve as daubing and repaired her house herself. When work was truly too strenuous, it was deemed inappropriate for pregnant women.28 Slaveholders recognized that the heavy fieldwork they demanded from slaves caused miscarriages, stillbirths, and postpartum injury, and they grudgingly allocated somewhat lighter work to enslaved women in their last months of pregnancy and for a few weeks after birth. And yet because they wanted to believe that African women could work throughout pregnancy without injury, they often ignored pregnant women’s suffering, prioritizing the short-term gain of a pregnant woman’s long hours in the field over her and her children’s long-term health and survival.29

At the other end of the economic spectrum, the high-society London physicians who wrote the bulk of the medical advice books imported into the colonies observed that their elite English patients sometimes tried to protect their pregnancies by remaining as sedentary as possible during early pregnancy to ward off the possibility of miscarriage. These physicians mostly dismissed their elite patients’ precautions, idealizing a romanticized rural lifestyle. Physician-authors could see that rural, working women did not pamper themselves, and they were under the misimpression that those women seldom miscarried. They believed that rural women who worked outdoors, went to bed early, and ate a simple diet had many fewer miscarriages and other pregnancy mishaps than did coddled, sedentary wealthy women. Advice book writers blamed miscarriages on tightly laced corsets, late nights spent dancing, high heels, and rich foods, in addition to the traditional culprits of working to exhaustion or suffering chance frights. The lives of women like Mary Vial Holyoke and her neighbors were more like what these physicians pictured as an ideal.30

To the degree that medical writers advised their upper-class readers to take action to protect their pregnancies, they took popular explanations for losses and turned them into recommendations that pregnant women avoid all sources of possible disruption. Their advice, to keep a moderate, calm, and regular lifestyle, was of a piece with their medical advice in general. Whether a woman was pregnant, menstruating, or suffering from a chronic condition such as consumption (tuberculosis), she was advised to avoid strong “passions,” stay cheerful, eat, sleep, and exercise in moderate and sensible ways and do what she could to coax her body into balanced regularity. Whenever the body was out of equilibrium or seemed vulnerable to becoming imbalanced, physicians gave similar advice: determine if the problem was that the body was too stimulated, in which case it needed calming foods and environment, or if it was that the body was weak, in which case it needed stimulating and supportive food and activities.31

In the colonies, even elite women’s diaries do not show evidence of any extraordinary precautions taken to protect pregnancies, though Holyoke and others did record an extended period of rest after births. Physicians seemed to largely assume that this approach was for the best, ignoring the discrepancy between their romantic vision of rural life and the reality of its physical challenges that might cause miscarriages and birth problems.

The Ambiguity of Pregnancy

After a colonial American woman married, she could expect pregnancy quickly and often. Mary Vial Holyoke had her first child ten months after her wedding.32 Still, expecting to become pregnant and actually knowing that one was pregnant were not the same thing.

Obstetrics texts and popular reference manuals of the time printed long lists of pregnancy signs, which likely reflected common lore. For example, a little book called Aristotle’s Masterpiece (not in fact authored by Aristotle, and more a haphazard compendium than a “masterpiece”) taught readers all about sex, ways to enhance fertility, and how babies were born. A key source of information for virtuous housekeepers and curious schoolboys alike, it was reprinted hundreds of times between the late seventeenth century and the early twentieth century. The anonymous author spent three paragraphs describing the signs and symptoms of conception in detail. The book told readers to look for swollen veins under the woman’s eyes and in her breasts; discolored eyes and face; reddened nipples; a flat belly; swollen, hard and sore breasts; “loss of appetite to victuals, sour belchings, and exceeding weakness of the stomach”; painful bowel movements; “wringing or griping pains, like the cramp. . . in the belly above the navel,” unusual food cravings, and “a coldness and chillness of the outward parts after copulation, the heat being retired to make the conception.” It also detailed two urine tests that were supposed to detect pregnancy, one by seeing whether the woman’s urine grew small living creatures when it was kept in a bottle for three days, and the other by testing its effect on a green nettle.33

More sophisticated texts elaborated even further. One obstetric treatise added that at conception the pregnant woman would have felt a little shiver at intercourse, and the tight closure of the cervix afterward, as the woman’s womb held tight to the man’s seed.34 Famed midwife Louise Bourgeois, attendant to Henri IV’s wife Marie de Medici, also mentioned emotional changes in her widely distributed writings on midwifery: “They [pregnant women] feel more angry and easy to annoy than usual.”35 While most colonial women did not read obstetric treatises, the same cultural tradition produced the texts and the word-of-mouth advice women would have received from female friends and relatives. A woman with a reasonably supportive social network or access to a book like Aristotle’s Masterpiece would have been aware of a host of possible signs of pregnancy.

Still, pregnancy could be difficult to discern and to distinguish from minor illness. First pregnancies were especially tricky. Seventeenth-century English midwife Jane Sharp wrote that “not one in twenty” women detected and recorded their first pregnancies accurately.36 Perhaps many women did not have friends and relatives who freely gave advice on such an intimate matter. But it also appears that it took some personal experience with pregnancy to be able to accurately distinguish pregnancy from illness, or even from a normal state of health.37

Women gained confidence diagnosing their pregnancies as they weathered more pregnancies and learned how pregnancy signs manifested in their own bodies. They might take note of personal, idiosyncratic signs of pregnancy. For example, a German doctor who wrote up a number of his cases in the 1730s described a patient who always knew she was pregnant because she had a characteristic cough. Her neighbors even recognized it and spontaneously congratulated her on her condition when they heard her coughing.38

Women were more sophisticated and nuanced in their interpretations of a wide range of bodily signs and symptoms of pregnancy than most women are today. But without reliable pregnancy testing, early pregnancy could look a lot like minor or chronic illness. Only prior experience gave a woman the background she needed to have a good idea of when she was or was not pregnant.

A missed period was an obvious first sign of pregnancy but by no means a sure indicator. Women missed periods occasionally when they were working especially hard, had a moment of excitement or upheaval in their lives, or were ill. A newly married woman who had only recently left her childhood home to set up housekeeping with her new husband could easily miss a period from stress and strain.

While women waited and watched to see if a missed period was due to pregnancy, they sometimes worried. During early pregnancy, women could be apprehensive that their amenorrhea might be related to illness. Early modern women and their physicians interpreted bodily changes and treated illness within a humoral medical system, derived from ancient Greek medicine. They regarded the body as a system of flows, whose obstruction or diversion caused illness. Women’s menstrual periods were regarded as an important component of healthy bodily flow, and a late period signaled some kind of obstruction. If it turned out to be a pregnancy, it was a healthy type of obstruction, but it could just as easily be a dangerous, illness-causing stoppage. If a woman were unmarried, she might take an emmenagogue, an herbal preparation expected to bring on the menses, to ensure that old blood did not gather in her body and make her sick. All a married woman could do was wait and see.39

Because of this uncertainty, women did not make public announcements of their pregnancies at least until “quickening,” when they began to feel movement, around four months, though they might share their suspicions with close family members. One such private conversation was recorded by Samuel Pepys, a seventeenth-century English gentleman diarist. Pepys and his wife longed for a child for many years to no avail, so they likely discussed her menstrual cycles more than most couples. In one 1660 entry Pepys recorded that “My wife after the absence of her terms for seven weeks gave me hopes of her being with child.”40 Mostly, women waited for their pregnancies to announce themselves, with skirts taken out to accommodate a belly full with child.

It was not only newly married women who faced uncertainty in early pregnancy; even women who had already borne several children sometimes found it difficult to tell the difference between a pregnancy and an illness. Within the period’s humoral understanding of the body, early miscarriages could easily be interpreted as healthful purgings of the body. Physicians treated acute illness such as high fever by encouraging the body to release its fluids and restore flow. They bled and vomited their patients and prescribed a variety of emetics and cathartics. Today, if a doctor saw a woman who suspected she had been pregnant, had a bout of acute illness with a prolonged high fever, and then had an extra-heavy and crampy period, he would suspect that she had miscarried, perhaps due to the illness. Early modern doctors and their patients would have seen these symptoms as an illness caused by stopped-up menstrual blood, which the body finally resolved through an extra-heavy period.41

A single episode of acute illness could cause confusion between illness and pregnancy even for someone who was generally healthy; various chronic health problems muddied the picture still further. Uterine and ovarian cysts and cancers could cause amenorrhea and irregular bleeding. Tuberculosis caused amenorrhea. Women missed periods because of poor nutrition as well, particularly during wintertime shortages. Food poisoning was a regular occurrence, and intestinal worms were almost seasonal in many places with warmer climates. An uneasy stomach or upset bowels was a run-of-the-mill, if highly unpleasant, health issue. Sexually transmitted diseases caused chronic leucorrhea, or “whites,” in many women. In southern parts of the colonies, malaria was endemic. Seasonally, everyone infected was exhausted and suffered from periodic high fevers, headaches, muscle pain, and sometimes nausea. It could be hard to detect pregnancy signs amidst chronic illness, and early miscarriages could easily be missed or interpreted as late menstrual periods or illness-related bleeding.42

Physicians could be as hard pressed to differentiate between pregnancy and illness as the women who consulted them. Even later in pregnancy, women with chronic intestinal problems could be confused as to whether they were feeling kicks or gas, and their physicians were often equally stymied. In medical journals, physicians offered each other cautionary tales of women who appeared merely ill, but turned out to be pregnant instead, or pregnant in addition to being ill. It was important to differentiate because the same drugs that were meant to expel intestinal worms could expel a fetus, and extreme versions of the standard bleeding and purging treatments were not considered appropriate for pregnant women. Pregnancy could never be completely confirmed until a child was actually born or close to it, so a potentially pregnant woman had to be treated with caution.43

Early Pregnancy Failure

If a woman was generally in good health, and she missed two menstrual periods and felt some other pregnancy symptoms, she might then call the heavy, crampy return of a period a “mishap”: what we would call a miscarriage. Or she might call it a “miss,” an “accident,” a “slip,” or an “abortion,” all common terms for a spontaneous miscarriage.44

How might a colonial American woman have understood this experience? What might she feel she had lost? And what concerns might she have had? Sources for this kind of history are sparse: just a few firsthand accounts, primarily from personal letters, and some from husbands’ diaries. But important clues appear in doctors’ writings and patient records, legal statutes and testimony, and ecclesiastical laws and decisions.

First, she and her family might be concerned about her immediate health. Miscarriages could turn into hemorrhages, and while this was unusual at an early stage of pregnancy, such occurrences could be dangerous. Spontaneous miscarriages sometimes did not expel all of the material in the womb, which could generate serious infections. An apparently healthy woman could suddenly grow alarmingly feverish and succumb to sepsis a few weeks after a miscarriage.

Historian Linda Pollock has suggested that early modern physicians and women may have had an exaggerated sense of the dangers of early miscarriage because they did not distinguish between spontaneous and induced miscarriage (now called abortion). Miscarriages that had been induced were likely to have more dangerous symptoms because the herbal remedies that were used to induce them had profound effects on a woman’s body. Because women did not publicize their abortive attempts, it was hard to know whether a patient’s or a neighbor’s miscarriage was particularly difficult because of drugs she had taken to induce it. Interrupted pregnancies appeared to carry immediate and frightening health risks.45

A woman and her family might also worry about the potential for this miscarriage to initiate a pattern of habitual miscarriage. In early modern medical theory, bodies developed habitual patterns of flow. Like regular menstruation, these flows could keep the body healthy and prevent stoppages and stagnations that led to illness. Physicians sometimes created weeping wounds and artificially kept them open to promote a healthy habit of flow. When it came to pregnancy, however, having the body habitually open up and release the contents of the womb was a disaster. Women and their physicians observed that some women seemed to have one miscarriage after another, rarely or never bringing a pregnancy to term, and they feared that having a miscarriage or two prepared the path for future miscarriages. Any particular loss early in pregnancy was not significant, but the prospect of a series of losses and few or no children was deeply worrisome.46

A woman who miscarried would also likely have wondered what she did to disrupt or corrupt the pregnancy. Early pregnancies were considered insecure, fragile, and unformed, and medical and popular texts almost always attributed failed pregnancies to something the pregnant woman had done. She might have eaten spicy food; had a fit of anger; had too much sex with her husband; lifted something heavy; encountered nauseating smells, or been startled, or sneezed too hard. Medical texts always suggested that the miscarriage had happened for a reason, not entirely as a matter of chance or because of an inherent flaw in the pregnancy itself.47

A modern reader would find these lists highly guilt inducing, because she would infer from them that she ought to have done more to avoid or prevent the cause of the miscarriage. An early modern reader might have read these lists differently, seeing in them the possibility of an explanation that lay outside some inherent weakness of her body. Or she might have found them so broad and exhaustive as to induce fatalism. In any case, they suggest curiosity and concern about the myriad reasons why one pregnancy might develop properly and another fall away.48

What Did Early Americans See in a Miscarriage?

How would a colonial American woman have thought about what she had lost? What would she have seen in the materials that emerged from her body? It is important to consider what the visual evidence would have indicated to someone looking at it without the intellectual framework of modern embryology, the confirmation of a hormonal pregnancy test, or a modern dilation and curettage operation. At an early stage of pregnancy, a miscarriage emerges as lots of blood and some bits of flesh. When a pregnancy ends abruptly, a woman may find an intact, round object the size of an olive, with the appearance of stubby limbs, amidst the blood and other tissue. However, in the majority of miscarriages, the embryo perishes weeks before it is expelled, and it is difficult or impossible to recognize anything like a formed fetus in it.

The visual appearance of a miscarriage would have been unlikely to surprise a colonial American woman and the people she might have consulted about it—her family, her trusted women friends, or her doctor. In evidence from letters and court records, medieval and early modern lay people described early pregnancy metaphorically in terms of the coagulation of milk, or the curdling of cheese.49 Seed, or ejaculate, from the man was understood to combine with seed from the woman to create the liquid material for the initiation of pregnancy. It was understood to be nourished by the woman’s menstrual blood, which therefore would not be released from her body during her pregnancy. A pregnancy that failed to coagulate properly into a fetus could easily look like mostly blood with bits of flesh.

She and her family would have been unsurprised that the process could have gone wrong. The development of seed into a child was understood to be a precarious and unpredictable process. It could easily be ruined by too much heat or cold in the womb. It could be jarred loose by jolting about in a carriage. Adding more semen through intercourse could make the womb too slippery, and the fetus could slide out. Sex during menstruation could trick the womb into trying to use menstrual blood rather than seed to produce a fetus, and it would produce a monster rather than a child. The womb might endeavor to produce a fetus in poor conditions and wind up producing a mola, or lump of undifferentiated flesh, instead. According to the medical theory of the time, a woman’s womb could produce many things from seed and blood, of which a child was only one possibility.50

Whether a lost pregnancy was regarded as a child depended a lot on whether it looked like a child. Learned treatises in natural philosophy put the completed development of the form of the child, and its subsequent ensoulment, at between thirty and ninety days after conception. In the seventeenth century, new embryological research was beginning to challenge this ancient wisdom dating back to Hippocrates, but old assumptions still dominated medical and popular literature. Folk wisdom equated ensoulment with quickening, or the movement of the fetus as felt by the pregnant woman, around four months of pregnancy. While these two timelines varied somewhat, neither learned nor folk theories granted the status of an ensouled human to a fetus until it had the physical form of a child.51

At what point did eighteenth-century women see the physical form of a child in their miscarriages? Women and their attendants examined the expelled contents and occasionally described them, in a few cases preserved in letters and court testimony. For example, in seventeenth- and eighteenth-century England, young single women who hid their deliveries and were subsequently prosecuted for infanticide sometimes testified that what had emerged from them did not have the form of a baby. While this testimony was obviously self-serving, it gives a sense of what could plausibly be understood to emerge in the place of a baby at delivery. Women explained that they had delivered “only blood,” or “something like bloud of the bigness of her Hand,” or “delivered of or Miscarried of . . . a hard substance” that “had not the form of a Child,” or “a lump of Flesh,” or “a false Conception.”52

This perspective is confirmed in private correspondence as well. In sixteenth- century Germany, a young aristocrat with a sad history of repeated late miscarriages and stillbirths without any living children wrote to her mother to describe yet another failed pregnancy.


[M]ost beloved mother, as I wrote to Your Grace last, I believed myself to be going pregnant. As Your Grace’s child I cannot keep from you that I went like that until the nineteenth week and then I started [bleeding] and two pieces/lumps came from me. One was rather large the other not so large, I allowed people to see them, also a midwife, they all agree that no child was with it [and] for that I thank the dear God.53



Physicians made the same kinds of interpretations. French physician Francois Mauriceau recorded his examination of two women patients who were disturbed at having miscarried but were then reassured when he told them they had expelled molas, or tumors, not children.54 Letters and doctors’ records show that it was not necessarily a simple or obvious judgment as to whether the products of conception had the form of a child, but the form provided the basic measure of whether a woman had actually lost a child and shaped medical and emotional reactions to the loss.55

Early modern women and medical practitioners may have actually been looking for the form of a fully developed newborn child in a miscarried fetus. Even a well-formed fetus was potentially regarded as a monster, or at least as questionably human. As historian Barbara Duden has pointed out, until the late eighteenth century, anatomical depictions of the unborn always showed either a picture of a little man dancing in the womb, or a naturalistic depiction of an infant ready to be born, rather than fetuses in earlier stages of development. Measured against the standard of a full-term infant, an intact fetus could look ill-formed and alien.56 In 1799, when German anatomist Thomas Soemmerring published a series of drawings of embryos and fetuses arranged to illustrate the sequence of development, he had to argue against tradition and contemporary sensibility that they ought to be regarded as normal, even beautiful. “Seduced by old wives’ tales, not only lay people who are ignorant in physiology, but also artists. . . perceive the form of the human embryo as repulsive, nay disgusting or monstrous.”57

This is not to say that people never saw fetuses as children. Over the course of the Middle Ages, as the church increasingly emphasized infant baptism as necessary to salvation, there is evidence that parents increasingly worried about the status of miscarried and stillborn children. Archeologists investigating a church in southern France have demonstrated that between the sixth century and the eleventh century, the burial of late miscarriages and stillbirths moved from special areas far from the church to a cluster of graves against the east end of the church. Water from this most sacred part of the church, sheltering the altar, ran off the gutters onto the graves, a substitute for the baptism that could not be granted children who were not born alive. This placement of the graves must have mattered to parents, because they had to defy ecclesiastical prohibitions to bury the unbaptized within church grounds.58

When women had premature births and stillborn children because they were assaulted, they could, and sometimes did, prosecute for homicide. These suits seldom succeeded, but they were allowed by statute, and evidence suggests that they were taken seriously by juries.59 The legal and religious status of fully formed, late-term fetuses could be complicated. But there is evidence that in many circumstances, by the late Middle Ages, they could potentially be regarded as children and, if they were, given legal and spiritual consideration.

One more clue helps to clarify the distinction between the fully formed, late-term fetus, which had at least the potential to be regarded as a person, from an early pregnancy, which was not seen as yet a person. In early modern France, following Roman law, pregnant women past quickening who had been condemned to death could not be executed until after the birth. Midwives were assigned to examine a woman who pleaded “benefit of the belly” and confirm whether she was actually pregnant. A woman who was “young with child” or “barely with child,” meaning that she was pregnant but had not yet quickened, was not exempt from execution.

The language used can be confusing to modern readers. In early modern English, being “with child” meant being pregnant, but did not necessarily signal the presence of a baby. A woman needed to be “with quick child” to be understood to be pregnant with an actual baby and to be temporarily reprieved from execution in order to protect the life of her baby. If the examiners were uncertain, the execution might be postponed. The uncertainty was not over whether or not a woman was pregnant, but whether or not the pregnancy had proceeded past quickening, and therefore had been ensouled. A pregnancy before quickening was given no special consideration.60

Similar legal boundaries were drawn in other kinds of cases. Causing the termination of a pregnancy before quickening was not cause for prosecution, whereas it could be after quickening.61 Women who procured abortions before quickening (and the practitioners who helped them) might be seen as morally questionable, but they could not be prosecuted for infanticide. When a pregnant woman was assaulted and miscarried as a result, the assailant could not be prosecuted for homicide unless she had already quickened.

It would be possible to read these latter cases as evidence not so much that early pregnancy was given a different moral status from late pregnancy, as that the aborter or assailant had to be given the benefit of the doubt. A woman who took abortifacient drugs before quickening might simply be trying to restore her menses, not realizing she was pregnant. An assailant could be prosecuted for his attack on the woman but not have realized that he was also attacking a child in the womb. The legal status of pregnant condemned criminals suggests, though, that early pregnancy was regarded differently than late pregnancy and that the same moral calculus was being used in all of these legal situations.

Bringing Down the Menses

Married women used this same moral calculus when they occasionally used herbal remedies to “bring down the menses.” Women, their families, and their doctors understood that closely spaced pregnancies were exhausting and potentially dangerous. Mary Vail Holyoke experienced the distressingly common problem that when a woman had a stillbirth or her newborn died, she began ovulating again right away and conceived while her body was still depleted from the previous pregnancy. This could trigger a string of bad outcomes in a vicious cycle.62 Holyoke does not appear to have taken steps to prevent tightly spaced births, but a woman in her position who did would have been understood to have been acting honorably. When a woman who was already run down from illness or a recent birth believed that she might be pregnant again, she might try to do what she could to restore her menstrual cycle so that she could regain her strength before her next pregnancy. While abortion to cover the sexual sin of extramarital intercourse was seen as sinful and shameful, ending a pregnancy to preserve a woman’s health was acceptable if not generally publicized. The goal was not so much to limit births as to space them in service of a woman’s long-term fertility and her own and her children’s survival.63

Like early modern treatments for many kinds of illness, herbal remedies worked to restore the menstrual cycle by making a woman so ill that it would provoke “evacuations” of all kinds. The way we would see it today, these remedies made women so ill that they lost their pregnancies. The dosage required to be certain of a result was undoubtedly dangerous. One eighteenth-century Connecticut court case described the increasingly aggressive and desperate abortive attempts of an unmarried woman and her lover, which led to the woman’s eventual death.64 Women balanced their desire to not be pregnant with the risks that increased with the dosage.65 Since many pregnancies miscarry even without intervention, and a woman could mistake a simple missed period for a pregnancy, it could be that women gave these drugs more credit than they deserved, at least when used at lower dosages. Still, they were clearly effective at least in high dosages, and they were a well-documented part of a widely shared and long-standing materia medica.

The knowledge necessary to produce a miscarriage was a reasonably accessible and important part of legitimate medicine. There were circumstances in which evacuating the uterus could save a woman’s life. Sometimes a fetus died but was not expelled, and the woman’s womb became infected. Sometimes miscarriages were incomplete, and the womb needed to be stimulated to expel the remainder to prevent hemorrhage and infection. And sometimes, a woman had seizures that were recognized to be inevitably fatal if labor was not immediately induced.66 The life and health of the mother, and her future fertility, were prioritized over the preservation of any given pregnancy.

Losing a Child Versus Losing a Pregnancy

The reality of early modern life was that parents lost some of their children to the infectious illnesses that regularly swept through communities; children were also lost to accidents and to birth anomalies they had no way to treat.67 Elizabeth Drinker, a prominent Philadelphia Quaker who was a contemporary of Mary Vial Holyoke’s, wrote movingly of the death of her youngest child in 1784. This son, who she referred to a couple of weeks before his death as “our dear little Baby,” passed away suddenly and unexpectedly.


[O]ur dear little one after dilegint nursing had out grown most of his weekness and promised fiar to be a fine Boy, became much oppress’d with phlegm, insomuch that Docr. Redmans opinion was that unless we could promote some evacuation he could not live, he ordred what he thought might prove a gentle vomit, agitated him much, but did not work, and in little more than 20 minits from the time he took it, he expired aged 2 years 7 months and one day—about a week before he was fat, fresh and hearty—he cut a tooth a day before he dyed—thus was I suddenly depried of my dear little Companion over whome, I had almost constantly watchd, from the time of his birth, and his late thriving state seem’d to promise a [reward] to all my pains—he dy’d the 17 march, fourth day.68



Children were especially susceptible to infectious diseases that regularly attacked their communities, to seasonal bacterial infections from tainted water supplies, and to dangerous childhood illnesses, and they were all too often taken abruptly from their families.

Parents called upon their Christian faith to try to cultivate an acceptance of their children’s deaths. In 1739 Massachusetts minister Ebenezer Parkman recorded the passing of his infant daughter. “About 10 she ceas’d to breathe. The will of the Lord be done! . . .O that we might have a due sense of the divine Mind concerning us!” Elizabeth Porter Phelps, a wealthy rural New Englander, reminded herself after her baby crawled to a boiling pot and scalded her hands, “Lord what a great mercy twas no worse. thou are our constant benefactor, O may this providence serve to put me upon consideration that the Child is thine. Let me never forget it.”69 Parents loved their children, but their faith required that they try to relinquish them willingly to God when He called them.

Knowing how vulnerable newborns were, mothers were sometimes cautious about becoming too attached right away. Esther de Beert Reed, a prominent Philadelphian remembered for her leadership in women’s relief efforts for soldiers during the Revolutionary War, indicated such feelings in a letter to her relatives in England after she gave birth to her first child, a delicate girl, in 1771: “I believe I shall make a good nurse, and I think I shall like my little girl very well by and by. If she lives, it will make me more anxious than ever to return to dear England, as the education of girls is very indifferent here.”70

Parents’ caution extended to the months before the birth as well. Abigail Adams, who bore five children before she became First Lady, mused on her feelings after she gave birth to her last child, a stillborn daughter. “The loss occasions very different Sensation[s] from those I once before experienced,” when her one-year-old daughter had died, “but still I found I had a tenderness and an affection greater than I imagined could have possess’d my Heart for one who was not endear’d to me by its smiles and its graces.” It was a sad time for her and her husband John, and their twelve-year-old daughter Nabby had trouble accepting the loss. Abigail and John, as sad as they were, found their grief balanced by their great relief that Abigail came through the birth safely. As Abigail put it, “I have so much cause for thankfullness amidst my sorrow, that I would not entertain a repining thought.”71

If a stillbirth was not quite the same as the death of a baby, a miscarriage was different still. Most women who kept diaries did not record their miscarriages at all. One of the few who did was Elizabeth Drinker. In contrast to her moving description of her child’s death, a miscarriage was noted simply, “May 26. 1768. ED miscarried.” Because Drinker never wrote about her pregnancies, it is impossible to tell precisely at what stage this pregnancy miscarried, though other evidence from her diary is suggestive. Drinker weaned her son Billy on February 6, about three and a half months before the miscarriage. Billy was almost exactly one year old, and medical texts of the era recommended weaning at a year, so it is possible that Drinker began ovulating right after she weaned, got pregnant right away, and miscarried at about two months, as in a previous miscarriage she recorded at “8 Weeks gone.” 72 It is also possible that Drinker weaned Billy at the point when she discovered she was pregnant, since medical texts advised that breastfeeding during pregnancy was unhealthy. In that case, she would have miscarried at around five or six months’ pregnant. Whether it was an early or a late miscarriage, it was not an event that inspired her to record the kind of anguish evident in the account of her child’s death or the sadness Abigail Adams expressed after her stillbirth.

A miscarriage, unlike a stillbirth or the loss of a child, could even be seen as a blessing depending on the circumstances. Abigail Adams wrote to her sister about their mutual friend, Anna Greenleaf Cranch, who suffered a miscarriage in 1800, after giving birth to her first three children in quick succession in 1796, 1797, and 1799. “She, poor thing, has had a mishap. I rather think it good than ill luck however, for it is sad slavery to have children as fast as she has. She has recovered tho she is thin & weak.” Cranch would go on to have seven more children, her last born in 1819. Her miscarriage, as physically challenging as it was, seemed less burdensome to Adams than having another tightly spaced baby to birth and nurse. For women who spent much of their adult lives in childbearing, miscarriages seemed a natural and even necessary part of a larger project of building a family.73

***

Childbearing was at the center of colonial American women’s lives. Women were celebrated for their fruitfulness, and their fertility was regarded as their greatest contribution to their families and communities. But at the same time that women found their greatest rewards in childbearing and tremendous pride in their large families, they did not place too many hopes and expectations on any given pregnancy, especially in its early months. They knew from experience that not every pregnancy becomes a baby. They also knew all too personally that while losing a desired pregnancy was disappointing and sometimes scary, it was not the same thing as losing a child. Colonial life put miscarriage into a certain perspective: a miscarriage was a mishap on the way to having another child. It was part of a long and sometimes bumpy journey to a family as large and healthy as God, in his mysterious ways, might grant.


Chapter 2
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Planning the Baby

Fertility Control From Withdrawal to the Pill

 I’VE SET A DATE!” broadcast journalist Jennifer Borget announced on her personal blog in June 2009. “August or September. That’s when I’m planning [on] turning my baby makin’ machine ‘on.’ ” Borget started writing her blog, babymakingmachine.com, when she began thinking seriously about having her first child, but she and her husband were not quite ready yet. For the first six months, she blogged about her growing baby fever, her husband’s desire to finish his education and establish financial security, and her own mixed feelings about having to balance work and family. She wanted to feel sure and fully prepared before she got pregnant.

Borget and her husband were teenagers at Brigham Young University when they met. As is common for Latter Day Saints (Mormons), they were happy to find a mate and settle down young. Less common among Mormons was their interracial marriage—Borget is African American, and her husband is white. After their college years, they moved to Austin, Texas, where Borget would establish herself as a weekend news anchor and her husband would train to become a police officer.

When Borget made her announcement, she calculated that by August, “I’ll have been off hormonal birth control and taking prenatals [vitamins] for five months.” During their five years of marriage, she had taken the pill and other forms of hormonal birth control, to ensure she and her husband did not have a baby while they were still in school and launching their careers. She only set contraception aside once she had made a focused and explicit plan to become pregnant. “I’ve said before that I don’t think I’ll have the ‘in-between’ stage of ‘not trying, not preventing.’ In my eyes I either want to have a child, or I don’t. And when I’m not preventing anymore I’m going to be trying to get pregnant.” There would be nothing casual about her efforts.1

For Borget, as for many Americans, birth control was a crucial tool in realizing her American Dream: marriage to the love of her life, college, a fulfilling career path, and then, once everything else was in place, children. It had given her the freedom to plan her future, invest in her and her spouse’s education and career, and feel confident she could nurture and support a baby. By the time she stopped using birth control, she was eager for a child, and getting pregnant was the next milestone she would strive for. She prepared her body with vitamins and yoga, readied her home by making plans for a nursery, and bought a stash of home pregnancy tests. Years of using reliable contraception gave her a strong sense of control over her life, her body, and her fertility. She would bring this sensibility into her baby-making efforts. But after years of successfully preventing pregnancy, would getting (and staying) pregnant be something she could also control?

Revolutionary Stirrings of the Desire to Control Fertility

Evidence of the first inklings of Americans’ desire to control their childbearing appeared in elite women’s letters and diaries starting around the time of the American Revolution. Their private dreams echoed the revolutionary values that were transforming American political, intellectual, and social life. In public, women supported their husbands, fathers, and sons in demanding political self-determination, freedom from the yoke of a patriarchal king, and equality for all citizens. Privately, they began to wonder if they might be able to have rewarding lives as individuals, apart from constant childbearing. Esther de Berdt Reed, a prominent Philadelphian, wrote shortly after her wedding in 1772 that “a large family . . . [would] be a heavy weight.”2 She pictured an ideal family with two children, one boy and one girl, with time for travel, self-improvement, and political activity. While Reed’s desired family size might have been especially small for this era, even women who looked forward to bigger families were not necessarily willing to simply accept however many children they might naturally bear. Benedict Arnold’s wife Margaret Shippen Arnold wrote to her sister, Elizabeth Shippen Burd, “It gives me great pleasure to hear of your prudent resolution of not increasing your family . . . I have determined upon the same plan; and when our Sisters have had five or six, we will likewise recommend it to them.”3

To realize the new ideal of self-determination, women adopted new ideas about personal responsibility. Much was made, during the American Revolution, of the values of prudence, forethought, and self-control. A republic could only succeed if its citizens behaved rationally and exercised good judgment on their own behalf and in their efforts for their communities. Women absorbed these values as enthusiastically as their male counterparts. To support the war effort, they gave up luxuries such as fine imported cloth and daily comforts like tea, intelligently operated large households on small budgets, and orchestrated household production of daily needs and wartime supplies. Not surprisingly, when women began to dream of their own self-determination and think of themselves as prudent, rational planners, they started to want to plan the aspect of their lives that dominated all others: their fertility. They started to reject the fatalism of their foremothers and creatively and persistently sought ways to reduce their childbearing.4

Women also began to challenge the authority of the family patriarch and favor more egalitarian marital relationships. In a heated argument with a judge in her community, Rachael Van Dyke, the teenage daughter of a prosperous New Jersey farmer, insisted in 1810 that she “would never promise to fear and obey—and if ever I got married I would omit that part of the ceremony or else my husband should say the same.”5 A female essayist agreed, arguing that promising to obey her husband would effectively turn her into his slave, when marriage was supposed to be a mutual and reciprocal relationship.6 A schoolteacher published a song with joking but inflammatory lyrics: “The lords of creation men we call/ And they think they rule the whole/ But they’re much mistaken after all.”7

Privately, women harshly criticized men who they perceived to be abusing their privileges in the bedroom. Ann Warder, a prominent Philadelphia Quaker and eventual mother of ten, wrote in frustration about her “much to be pitied sister Polly Emlen.” She complained of Emlen’s “husband who exceed the desription of my Pen for Insinsibility—Her Children are presented Yearly which, keep her in constant Ill health.”8 Women began to expect husbands to respect their wives’ need for self-determination and control over their bodies and wanted their cooperation in limiting their families.

In the long term, this budding expectation of reproductive self-determination would set modern American women such as Jennifer Borget up to expect near-perfect control over pregnancy. But the path to this was far from straightforward, and during the intervening centuries, a mix of old and new modes of fertility control interacted with a newfound determination to limit family size in sometimes surprising ways. In their zeal to create smaller, more emotionally intense, and financially prosperous families, nineteenth-century Americans devalued early pregnancies, which for most women came much more easily and frequently than was ideal. Any specific pregnancy was likely to become “wanted” only once it appeared to inevitably be leading to the birth of a child. Women who hoped for children also welcomed some early “misses,” because only a mix of the two would result in the small families they wanted and believed they could care for well.

Traditional Remedies, New Uses

Nineteenth-century women began their efforts to limit family size by intensifying their use of traditional remedies for spacing children. Women had long brewed their own emmenagogues—medicines designed to bring down the menses. Since regular menstruation was regarded as crucial to women’s health and stopped-up menstruation was understood to cause disease, emmenagogues held an ambiguous status as both remedies for disease and fertility regulators. Pharmacopeia and women’s handwritten recipe books contained emmenagogic brews to be made from plants growing in both the old world and new. After the Revolutionary War, these medicines were increasingly patented, advertised, and sold under brands such as Hooper’s Female Pills and Dr. Ryan’s Worm-destroying Sugar Plumbs.9 Women bought them from druggists and by mail, responding to the advertisements that peppered the margins of newspapers and promised miraculous cures for ill health and late periods. Women were beginning to use emmenagogues not just in exceptional circumstances, such as when a woman was frail and her health would be further threatened by a suspected pregnancy, but more regularly and prophylactically, as insurance against any closely spaced pregnancies.10 Patent medicines became ubiquitous during the nineteenth century, and “women’s complaints” were one of the primary ailments they were advertised to treat.

Women also advised each other to breastfeed each child longer. Writing to her married daughter, Margaret Izard Manigault, wife of a wealthy Charleston planter, opined, “I think it is less fatiguing to the constitution to nurse this one, than to bring forth another.” Elizabeth Drinker recorded in her diary that she had told her daughter that “she is now in her 39th year, and that this might possible [sic] be the last trial of this sort, if she could suckle her baby for 2 years to come, as she had several times done heretofore.”11 Groundbreaking feminist Mary Wollstonecraft, in her widely distributed Vindication of the Rights of Woman, proposed breastfeeding as a health-preserving practice: “There would be such an interval between the birth of each child that we would seldom see a houseful of babes.”12

Women may have been relying on the natural suppression of menstrual cycles caused by breastfeeding, but they also may have been counting on the tradition of abstaining from intercourse until after weaning. Medical writers advised that sex was bad for breastmilk and that breastfeeding and pregnancy did not mix. While many couples ignored this advice, at least some adhered to it. Alexander Hamilton hopefully wrote home to his wife, “I shall be glad to find that my dear little Philip is weaned, if circumstances have rendered it prudent. It is of importance to me to rest quietly in your bosom.”13

It is also likely that women increasingly employed the home remedies that have come down through the centuries as “old wives’ tales” for bringing down the menses. Women and physicians alike believed that exhausting physical work, falls, and frights could affect the menstrual cycle, either dangerously halting or enhancing the flow, or causing miscarriages. Lifting heavy loads of wet laundry, and then soaking, beating, wringing, and hanging it by hand, certainly could worsen menstrual bleeding from the strain. It was plausible that this work might also bring on the menses. A fall off a horse, or a beating from a drunken husband, were known causes of premature birth. The proverbial “falling down the stairs” seemed like it might also expel an early pregnancy.14

Late periods and early miscarriages happened often enough that these remedies appeared to have at least partial efficacy. An example of this appears in the diary of Mary Poor, the daughter of a prominent Unitarian minister in Boston and the wife of a successful businessman. Poor, one of the few nineteenth-century diarists who recorded sexual intercourse and attempts at contraception, expressed her dismay in 1863 that she might be pregnant. She was forty-four, and the youngest of her seven children was eighteen months old. She had hoped to be finished with childbearing years earlier. She complained to her husband how ill she felt all the time, and yet she took many carriage rides and hikes. When she reluctantly admitted that her sister-in-law, who was certain Mary’s symptoms indicated she was pregnant, might be right, she stopped riding for a few days and sent a letter to her physician, Elizabeth Blackwell, asking her opinion. When Mary’s period came, her husband, who was more open to another child, wrote, “I see now that you ought not to have taken those long rides with me . . . Shall we never learn wisdom?” Presumably Mary herself was quite relieved.15 In the colonial period Vice President Aaron Burr’s mother Esther Ewards Burr wrote to a friend after a strenuous journey, “Found the Ride of service.” She had weaned a child two months earlier and was doing what she could to ensure regular menstrual periods.16 A doctor today would be quite skeptical that these activities could cause a miscarriage or bring on a menstrual period, but throughout the nineteenth century and well into the twentieth, even doctors regarded early pregnancies as vulnerable in the face of women’s strenuous activities.

Traditional methods sometimes helped reduce fertility, but they were far from reliable. Elizabeth Drinker’s daughters spaced their children much more widely than their mother had managed, averaging between four and five children each, instead of the eight their mother bore. Not everyone was so successful, though. By the time her life was cut short at age thirty-three, Esther de Berdt Reed, who had declared her intention to have two children, had already borne six, despite her husband’s declared support for family limitation. Elizabeth Drinker apparently did not manage to influence her son and daughter-in-law as effectively as her daughters, as she exclaimed in her diary, “Our Son Henry at present has 6 children, and has buried two—they have been married 9 years and 8 months, nearly—O dear!”17 Emmenagogues, breastfeeding, and heavy work surely prevented or disrupted some pregnancies, but they were unreliable as methods of birth control.

Redoubled Efforts

Americans popularized a host of additional partially reliable methods of fertility regulation during the nineteenth century. In the 1830s the first books of popular contraceptive advice particularly advocated coitus interruptus, or withdrawal, and postcoital douching. Indeed, these popular methods appear to have often been used together. Druggists carried a host of “female syringes,” and they were advertised for mail order in widely distributed magazines.18 A decade later, patent medicines to “regulate” menstruation and remove menstrual “suppressions” were widely advertised as well.19

With impressive determination, Americans managed to cobble together some effective schemes for reducing their childbearing: in 1800, women had on average seven children, but by 1900, they averaged between three and four.20 Birth rate decline occurred first among native-born northern whites. African Americans followed suit after the Civil War, when they finally had the legal right to their own bodies; they may have also found their childbearing suppressed by especially harsh living conditions. Southern whites, too, reduced their birth rates after 1880.21 Urban immigrants joined their native-born brethren as they acculturated in the decades around the turn of the twentieth century.22

It took considerable effort for women to drastically reduce their natural fertility. To conceive, bear, and breastfeed an infant occupied, conservatively, about eighteen months of a woman’s reproductive life: three months’ average unprotected intercourse to conceive; nine months of pregnancy; and six months’ suppression of ovulation from breastfeeding (perhaps longer, with co-sleeping and breastfeeding on demand). So, for each fewer child a woman bore compared to her colonial counterpart, she had to avoid pregnancy for at least eighteen months, or an expected average of at least six conceptions. Even if she acted to bring down the menses each time, and therefore had a couple months’ longer spacing between opportunities for conception, it would still take three or four pregnancy losses, whether spontaneous or induced, to substitute for one live birth. To have three or four fewer children than her colonial counterpart, a woman needed to avoid between eleven and twenty-one expected conceptions, a daunting figure given the technology available.23

While advice writers often advocated a single method of fertility control, many couples presumably relied on several in tandem, given the efficacy of typical nineteenth-century methods. A couple might have started by practicing withdrawal, and the woman might douche with water or an acidic solution after sexual intercourse. The wife might supplement withdrawal or douching with trying to sneeze and cough to expel semen, or dancing around the room afterward to shake it downwards and out. If she was feeling nervous, she might take some patent medicine regulating drops, advertised as medicine to “regulate” or bring on the menstrual period, each day starting a few days before her period was due. If her period was late, she might take a carriage ride over bumpy roads or wash heavy loads of laundry. If this behavior, characterized at the time as “careless,” didn’t have an effect, she might diagnose a pregnancy.24

At that point, she might accept the possibility that the pregnancy was going to stick, continue her normal daily routine (which contained many activities physicians warned could cause miscarriage), and wait to see what happened. Or if she was really determined to not be pregnant, she might take higher doses or stronger forms of medication, try and stimulate contractions by irritating her cervix, or insert a medical sound or other long, thin object through her cervix into her uterus. She might seek out an abortionist, an increasingly common and openly advertised service in American cities.25 Even an abortionist would try these gentler, though fairly direct, methods of inducing a miscarriage before resorting to anything resembling a modern dilation and curettage (D&C).26

Given this range of possible means of fertility regulation, and the unreliability of nearly all of them, it could be hard to tell what had actually worked, short of an instrumental abortion. In the nineteenth century, distinctions between contraception, abortion, and miscarriage did not seem so relevant. In practical terms, all of the methods of birth control except withdrawal were employed after intercourse and involved washing or shaking out the man’s contribution. Without pregnancy tests, it was impossible to tell whether a woman’s period came because she avoided conception or because she disrupted a very early conception. To a populace still steeped in traditional medical beliefs that did not regard a fetus as in any real sense “alive” until quickening, there was no obvious moral distinction between intervening before or after conception.

The distinction between miscarriage and abortion was no clearer. Since most fertility interventions were not terribly specific or reliable, there was no way to know whether a late period had reappeared because of something the woman did, or whether it would have happened anyway. “Abortion” was the medical term for any kind of pregnancy loss, regardless of whether purposeful or accidental. Women called their miscarriages “misses,” “mishaps” and “accidents,” but they also called them “abortions,” even in circumstances where they were clearly not induced.

By the 1840s, fertility control was common enough to garner widespread controversy and popular commentary, and by the 1860s there was a cacophony of often-conflicting advice on the matter in publications ranging from anonymous pamphlets hawking contraceptives to weighty medical tomes by well-credentialed physicians.27 A few health reformers promoted the concept of contraception and advertised a panoply of contraceptive services. Those who took a more conservative approach to sex chastised married couples for having sex just for fun, accusing them of using contraception to make marriage into the equivalent of prostitution. Even worse, they thought, middle-class women were aborting pregnancies to limit the size of their families. Plantation medical manuals warned slaveholders that the women they enslaved used herbal preparations of cotton root and other plants to prevent conception and abort pregnancies.28

Amidst the cacophony, anti-abortion physicians, those who appeared best equipped and most motivated to draw a bright line at conception, further muddied the waters. They drew upon new scientific knowledge about embryology to argue that quickening, or a woman’s internal sensation of fetal movement, was not a meaningful marker of fetal development. Instead, they emphasized, a new human being began when sperm and egg combined.29 And yet, because they were as morally opposed to contraception as to abortion, and because they blamed miscarriages on women who they suspected welcomed them, they blurred the lines among contraception, abortion, and miscarriage. They lumped them together as the immoral thwarting of a woman’s fertility.

This conservative position on contraception and abortion showed up in popular health manuals of the day, even among health reformers who were considered “sex radicals” for advocating that wives should be the ones to decide when to have sex and be exposed to the possibility of pregnancy. For example, Thomas Low Nichols, a prominent advocate of a popular nineteenth-century alternative medical system called hydropathy, or “water cure,” wrote widely read home medical manuals. In 1873 he published a twentieth-anniversary edition of his 335-page tome of reproductive and sexual information and advice. In an early chapter, he described the reproductive cycle: “Every month, one or more eggs are thrown off from the ovary, pass down the fallopian tube, lodge in the uterus, and if not fecundated, perish, and are expelled as abortions.”30 He saw these “abortions” as part of the natural order, and clearly thought about them differently from induced abortions, which he would condemn later in the book, and yet he did not name them differently. To Nichols, even an unfertilized egg was a lost opportunity to have a baby, and its loss was a sort of “abortion.”

Later in the book, Nichols emphatically insisted upon the biological and moral significance of conception. He based his explanation on a scientific understanding of human reproduction that was relatively new and esoteric at the time. Nichols repudiated the common notion of “quickening” as the beginning of life. He knew that fetal movement in fact began before a woman could be aware of it and that there was no obvious biological line to draw during gestation that could serve as the modern moral equivalent of quickening. To Nichols, modern embryology supported his belief that at conception “the life of the being so formed is sacred. From the moment of conception it is a human life with all its possibilities, temporal and eternal.”31

Nichols’s purpose in drawing a line at conception was to rail against women who induced abortions. But when he proceeded to describe “abortion,” he blurred any distinction between spontaneous miscarriages and induced abortions. He listed causes of abortion that sound more like what would have been considered “accidents,” encompassing the risks of everyday life: sexual intercourse, especially if the woman orgasmed and her uterus contracted; vigorous activity; strong emotion, “errors of diet,” “exhausting labors and cares,” and the mainstream medical therapies of strong drugs and bloodletting. Surely these result in what his readers would have considered “miscarriages.” Then he turned to the two methods by which “abortion is willfully procured,” describing dangerous dosing with drugs and two mechanical methods, the rupturing of the membranes or the introduction of a tapered, cylindrical instrument into the cervix to induce contractions. Nichols called everything “abortion,” from the shedding of unfertilized ova to deliberate instrumental interference in the uterus.

Other authors lumped contraception and abortion together in moral rather than biological terms. Like Nichols, John Harvey Kellogg was a health reformer, who in 1881 advised readers on induced abortion: “The crime itself differs little, in reality, from that considered in the last section, the prevention of conception. It is, in fact, the same crime postponed till a later period.”32 To avoid the parallel crimes of contraception and abortion he advocated sexual “continence,” modeled on animals, who only engaged in sex in their procreative seasons.33

Many authors who were trying to convince women that inducing abortion was immoral lamented the uphill battle they seemed to be fighting, since so many women seemed unconcerned by miscarriage and, like the physicians, did not differentiate it from abortion. Dr. Hannah Sorensen, a physician who wrote an advice book aimed at the Mormon community she served in the late nineteenth century, expressed a familiar sentiment. “I have found in my practice a terrible misunderstanding in regard to foetal life. Many believe it is no sin to produce abortion before there is life, but there is always life from the moment of conception.” She advised: “When a woman is subject to an abortion it should be looked upon as one of the heaviest trials of her life.” Sorensen noted with frustration how women failed to distinguish between miscarriage and abortion, in practical or emotional terms: “Accidents may happen, to which we are all liable, but the carelessness and indifference manifested in this important subject is perfectly alarming. By some it is considered honorable to miscarry, and oh, how many abortions are brought about through practices and applications which are called innocent!”34

Just because women did not generally think of early miscarriages as morally or emotionally laden events did not mean that they were trivial. All pregnancies carried the risk of a bad outcome, and a miscarriage, especially somewhat later in pregnancy, could turn into a scary and even life-threatening medical event.35 In the spring of 1865, Mary Adams, the daughter of modest Vermont farmers, wrote an emotional letter to her sister Eliza in California. She marked it “private,” indicating that Eliza should not share it with anyone. It was a jumble of joy and distress, celebrating and bemoaning childbearing in the same page (see Figure 2.1a and 2.1b).
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Figure 2.1a In the spring of 1865, Mary Adams wrote to her sister, Eliza, giving her advice based on her own frightening miscarriage experience. “Eliza, my precious darling sister[,] So, you have got a baby. Well: I’m willing, only don’t if you value your health or happinesshaveanother for 2 or 3 years at least. It’s ruinous business & won’t pay.” Parker Family Letters, in the possession of Marianne Brown, Berkeley, California. Printed with permission of Marianne Brown.
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Figure 2.1b Later in the same letter, Mary Adams explained, “now I do not know as this penciling will be readable. But I am on the bed, & cannot well use ink. The cause of my ill health & miscarriage is having babies so fast. I have had a siege [hemorrhage] this time, have grown poorer than I ever was before, have a cough which the Dr calls nervous.” Parker Family Letters, in the possession of Marianne Brown, Berkeley, California. Printed with permission of Marianne Brown.



Adams began, “Eliza, my precious darling sister, So you have got a baby, Well! I am willing, only dont if you value your health or happiness have another for 2 or 3 years at least. Its ruinious business & wont pay.” After sincerely congratulating her sister, she reported on her own fragile state of health:


I do not know as this penciling will be readable. But I am on the bed, & cannot well use ink. The cause of my ill health & miscarriage is having babies so fast. I have had a siege [hemorrhage] this time, have grown poorer than I ever was before . . . . I am unable to sit up more than an hour at a time, & it will be seven weeks day after tomorrow since I was taken sick. Its bad enough to have a baby. But ten times worse to have a slip [miscarriage]. I dont wonder Hattie is not well, if she has had one. I cannot walk without bringing on flowing [bleeding].



Because she was still so ill from her miscarriage, she had to sadly postpone visiting her sister. “I am not going to have any more [babies] for five years. . . . Oh, how I want to see your baby.” Adams was anxious over the health of her sister’s newborn, thinking of the two children she herself had given birth to and lost in their first years. Superstitiously, she hoped her sister’s baby would not be like her own dead son, somehow too beautiful to be allowed to stay long on earth. “I was very glad she was not as handsome as Frankie.” And then, she conveyed some worry about her own toddler, her one living child. “Mamie was a homely little one, I hope she will be spared to me, she is pretty looking now.”

In a later letter to her parents, Mary reported that she had gotten even sicker, bleeding so much that “I was in danger of not living for five minutes.” It turned out that the woman who had attended her during her miscarriage had mistakenly thought the placenta had come away. In fact it had not, and it was causing hemorrhaging. Her doctor gave her high doses of ergot and spiced rye, which were powerful abortifacients, until she finally expelled the placenta, fifteen weeks after the initial miscarriage. At that point, she “began to mend at once,” though she still spent several weeks as an invalid.

In the letters Mary wrote about her frightening experience with a complicated miscarriage, she worried about her own survival, her sister’s health after childbirth, and the survival of her sister’s baby and her own toddler. She had lost her first two children to early deaths, and she worried the same might happen to her sister. And her own daughter was just over a year old, and during the months of Mary’s miscarriage-related illness, “has been rather unwell all summer, she is teething and has had a trying time.” In an era when infant deaths were often attributed to teething, Mary was expressing genuine anxiety about her daughter’s prospects. With so much focus on the safety and survival of living children, Mary gave no notice to the moral and emotional status of the miscarriage.

Mary also did not resolve to avoid future miscarriages but rather to avoid having babies for five years. She in fact had one more child, two years after the frightening miscarriage. Like many of her nineteenth-century counterparts, she may have welcomed any contraceptive assistance she could get and might have regarded an early, uneventful pregnancy loss as an acceptable way to avoid more childbearing.36

From the American Revolution through the turn of the twentieth century, Americans were trying to seize control of their fertility in a social and technological milieu in which the practical possibilities for control were partial at best. Doctors wrote advice books listing scores of actions that might either prevent or disrupt pregnancies. Women and their partners tried many of them, but they could never be sure what would work and in retrospect were never quite sure what had actually worked. It made little sense to try and label pregnancies “wanted at conception” or “unwanted at conception,” as modern fertility surveys ask. Women mostly tried not to be pregnant, at the same time that they wanted a family. They expected that their wanted children would result from pregnancies they had in fact tried to avoid.

Out of this milieu came certain central components of Americans’ modern sensibility around early pregnancy and miscarriage. They gained the conviction that births could and should be planned and controlled. Women learned to be acutely aware of their fertility status and to more confidently diagnose themselves as pregnant within the first months, well before “quickening.”37

The new sensibility was only half-developed, however. Early pregnancy loss was relied upon as an important component of fertility control. Women could not become emotionally invested in early pregnancies they rationally hoped would fail. And women did not typically express guilt or grief when pregnancies failed, even into the second trimester. In an era when it was challenging enough to keep themselves and their already-born children safe and healthy, they had not yet taken on miscarriage prevention as an aspect of maternal responsibility.38

In March of 2011, Jennifer Borget blogged, “I hardly ever rant . . . Or at least I try not to, but I have one topic that’s been on my mind lately (like for the past six years) and I just need to let it off my chest . . . . If you abstain from sex, you won’t get pregnant. If you use birth control correctly, you probably won’t get pregnant. But if you do the deed during your fertile days . . . You get the idea.” For a rant, it was pretty gentle.39 “I’m not attempting to insult unplanned pregnancies, they happen every day—Heck, I’m a result of one. But I’m trying to understand. When birth control is allegedly 80-100 percent effective, why do they happen so darn often?”

While she was willing to leave a little room for technological failure, she just could not accept the fatalistic attitude she sometimes heard expressed: “If it’s meant to happen it’s going to happen anyway.” Borget, a devout Mormon, often interpreted her childbearing experiences in terms of her faith, but this did not prevent her from taking a modern attitude toward birth control. “I don’t think it’s fair to blame God on the outcome of our decisions. If you don’t want to prevent a pregnancy don’t be shocked if it happens. If you do [use birth control to try to] prevent a pregnancy, ok, I’d be shocked too.” Borget held couples responsible for minimizing the risk of an unplanned pregnancy, even though she acknowledged the value in accepting surprise pregnancies when they did happen. “Are you going to drive without wearing a seat belt because if you get in an accident and are meant to die you’ll die anyway? Death is something we don’t really want to take chances with. But what about new life?”

In the comments following her post, readers defensively protested that their own “surprise” pregnancies had been among the small percent of inevitable contraceptive failures. But they did not contest Borget’s basic premise, that births ought to be (and generally could be) planned. And this was in the context of a discussion about married couples in which Borget felt comfortable asserting, “I’m sure the couple is going to be happy after the fact . . . but it’s even better when that’s what the couple wants.”40

By 2011, it could seem reasonable to expect precision planning. Success was no longer measured only in terms of avoiding a pregnancy that would disrupt or destroy educational plans, or of having two or three kids rather than eight or ten. Even stable married couples who intended to have children together and would not consider aborting a pregnancy were expected to plan the exact number of births and their spacing. The transition from the coarse and imprecise methods of nineteenth-century family limitation to the fine-grained family planning Borget advocated took decades and significant social and technological innovations.

Distinguishing Birth Control From Abortion

At the beginning of the twentieth century, the relationships among contraception, miscarriage, and abortion began to shift. Americans had long practiced birth control in the privacy of their homes, but they had been circumspect about mentioning it in public. Women might quietly share information in parlor conversations among themselves and urge their husbands to pull a brother or cousin aside to suggest some useful techniques, but it was not something to be mentioned, or even admitted, among strangers. Besides being embarrassing, in some places it was illegal to obtain birth control. Across the country, it had been against the law since 1873 to ship contraceptive and abortive information or devices through the mail, on the grounds that they were “obscene.”41

Working to give contraception social and legal legitimacy, Progressive-era birth control advocates began a public conversation about birth control. To legitimate it, they needed to dissociate it from its sordid associations with prostitution, on the one hand, and abortion, on the other. Striving for respectability, they staked out a position on contraception that relied on its fundamental difference from abortion. As a 1917 educational pamphleteer warned fellow activists:


In our birth control propaganda, we must be very careful to keep the question of the prevention of conception and of abortion separate and apart. The stupid law puts the two in the same paragraph, some ignorant laymen and equally ignorant physicians treat the two as if they were the same thing, but we, in our speeches and our writings, must keep the two separate, we must show the people the essential difference between prevention and abortion, between refraining from creating life and destroying life already created.42



Even further, one of the primary benefits of contraception was that it was supposed to prevent abortions by making them unnecessary. A woman who had access to reliable contraception would not need to have abortions, nor should she need to wish for miscarriages.

Birth control advocates ultimately succeeded in legalizing contraception and in making it “respectable” through piecemeal reforms over several decades. Margaret Sanger opened her first birth control clinic in 1916. Since her clinic was a direct challenge to the Comstock Laws—the 1873 legislation designed to disrupt the distribution of pornography and anything else having to do with sex—it proved not a simple matter to keep the clinic open or to open more of them. Sanger became a celebrity radical, enduring multiple arrests in her challenge to the law. Ultimately, it was the painful reality of the Great Depression, during which many parents could hardly feed the children they already had, that solidified public sentiment in favor of access to contraception. In 1936 the courts definitively legalized contraception for married women, at the discretion of their physicians.43

Margaret Sanger updated the “prudence” and self-determination of Revolutionary-era women in a twentieth-century vision of women’s “self-directed guidance of the reproductive powers” involving “intelligence, forethought and responsibility.”44 She wanted to give women a female-controlled contraceptive, so that they could actually decide for themselves when they would have children. She also thought that the two most common contraceptives of the era, withdrawal and condoms, made sex terribly unsatisfying for women.45

The idea of valuing women’s sexual pleasure was too radical for most public figures, but Sanger had a fair amount of support for the idea that women should only have children when they felt physically and financially capable of caring for them. The birth control method that Sanger offered in her clinics was a fitted diaphragm, the most effective form of birth control then available. This device was clearly a barrier to insemination rather than a way to disrupt the process after intercourse. For the women who could get one, it was a welcome improvement on the haphazard mix of pre-and post-conception methods otherwise available.

Most Americans could not get access to diaphragms, which would not gain widespread use until the 1940s and 1950s. Meanwhile, couples continued to rely upon withdrawal, douching, and condoms, with abortion as a backup. Condoms were widely available at gas stations and shoeshine stands, though they were of unpredictable quality, since they were produced and distributed in a gray market of dubious legality. Lysol was widely advertised as a douche, used in highly diluted form, and was probably at least partially effective.46

During the Great Depression family limitation carried particular urgency. Americans reduced their childbearing even further, averaging only two children per woman. Birth control advocates may have begun to disseminate the concept of contraception and abortion as distinct categories, but couple’s practices still resembled the nineteenth-century mix of unreliable methods.47

Women in desperate financial straits begged for (and often received) abortions from sympathetic family doctors. Many women induced abortions on their own. Records from a Milwaukee birth control clinic in 1933 showed that 82 percent of clients had at least one self-induced abortion or had sought non-professional help before visiting the clinic.48 Early miscarriages continued to be a welcome supplement to other modes of fertility control. Despite the legal successes of the birth control movement, couples’ birth control options were hardly better than those of their great-grandparents.

With the post–World War II economic recovery women married younger than they had since colonial times, and it seemed like everyone wanted children. They hoped not for the cautious one- or two-child family of the Great Depression but for four or five kids, preferably in a nice suburban tract house with a lawn and a barbecue.49 During this baby boom, women tended to start their families right after marriage and have their children in close succession. After they married, there was not much need for birth control, at least for a while. It took the better part of a decade to have the children, and most women started young and assumed they would spend their young adulthood focused on raising a family.50

In this atmosphere, an early miscarriage or two was treated casually by physicians and was likely to be accepted by a woman as well, as long as some of her pregnancies resulted in children. Pregnancy losses were not welcome in the way they had often been in previous generations: there was no reason to hope for miscarriage when parents wanted big families. But neither was there reason to dread an early pregnancy loss when they were such a common and inevitable part of having a big family, and the next pregnancy was so likely to come along soon.

Miscarriage began to receive more medical and psychological attention, though, in the context of trying to treat women with repeated miscarriages who had not been able to have children. Psychiatrists began to suggest that women who repeatedly miscarried were losing their pregnancies because they were neurotic and carried unconscious animosity toward pregnancy and motherhood. They claimed these women could be successfully treated with “talk therapy” and encouraged both psychiatrists and gynecologists to attempt this type of counseling.51

Physicians also attempted to develop drug remedies for miscarriage. Diethylstilbestrol, or DES, was prescribed to pregnant women in the 1940s, 1950s, and 1960s under the (mistaken) belief that it reduced the chances of miscarriage. Some doctors prescribed DES routinely, not just to women who were considered at particularly high risk of miscarriage. Not until later were the birth defects and cancer it caused in utero known.52

In the nineteenth and early twentieth centuries women looking to limit their childbearing had more often than not welcomed early miscarriages as a natural means of fertility reduction. And miscarriages were regarded generally as a relief, not a loss. However, during the baby boom these long-standing attitudes underwent a shift in American culture. Parents welcomed frequent pregnancies and were unlikely to regard early pregnancy losses positively. An early loss was not necessarily a tragedy, but it was an unwelcome disappointment.

***

When blogger Jennifer Borget announced her baby-makin’ plans in 2009, her readers were warmly sympathetic and enthusiastic. Deciding to “try” was a big, meaningful decision: “Oooh I am so excited for you! Relax and enjoy the ride, you want to remember all of this. Whatever happens, this is a journey of a lifetime [image: image] [.]” Borget was not alone. Another reader was on the brink of the same decision herself. “Thank you for posting this! My husband and I have been talking a lot about TTC [trying to conceive] as well, but keep putting it off. We are tentatively thinking of getting off the pill this fall. Congrats on your decision! [image: image] ”

At the same time, Borget’s readers also felt that they should point out that she should not assume she had control over everything. From experience, they knew that life could bring some surprises. “My advice? Roll with the punches. You may get pregnant in one year, or in one decade, just roll with the punches on this one. Remember, you have no control over anything, which by the way is a great thing to prepare you for motherhood when you relinquish most all the control over everything in life. Did I scare you? I hope not. It’s all worth it.” Another advised, “Relax, have fun, and wait as long as you can to take that pregnancy test. It’s more accurate, you decrease the chances of getting a positive result and then being disappointed by an early miscarriage, and the first trimester definitely doesn’t feel as long. Good luck and congratulations!”

Some readers’ comments reflected the precision with which they, like Borget, had implicitly assumed they would be able to control the process. Having self-consciously and thoughtfully decided to “try,” even a few months’ delay in conceiving could be notable and significant:


We tried for about four months before we were successful, and I have to say that in a way I’m kind of happy that we didn’t conceive right away for a couple of reasons. I was a little iffy about the whole idea of starting a family. I mean, I wanted to, but I also experienced some fear that maybe I wasn’t ready (kind of like everyone else who plans a pregnancy, right?). But when I got my period and found myself disappointed, I knew that we were making the right decision. Another reason is that by having to work a little bit for what we wanted, I think we appreciate it more. We’ve always been more of the ‘work for what you want’ type of people rather than the instant gratification type, and I think that always helps you appreciate what you have. Now I’m 26 weeks pregnant and we’re thrilled and thankful.



This self-conciousness about “trying” to get pregnant was striking to one commentator, who reflected on how things had changed in just a generation:


Ok, I know I’m outta the babymaking loop and all, but you gals make me TIRED just thinkin’ about all the planning stuff you’re doing! I have had 3 children, (the last one a major surprise). The other two? Me: ‘Hey, let’s make a baby!’ Him: ‘Ok, let’s!’ (Close adult activity ensued, not just for babymaking, but because we wanted to.) Then time passes (a couple of months or so), and voila!, pregnant. There was no stress or performance anxiety. I’m too old for this stuff now, but if someone told me I had to jump on the prenatal vitamin/planning/fertility yoga bandwagon, I think it would take some of the mystery and miracle out of it. Remember, you make plans, and God laughs! You’re young, you’re healthy, you love your husband . . . just relax and enjoy yourselves. Let God decide the rest.



So, what happened to change the culture of pregnancy? At what point had Borget’s expectation of precise control begun to arise?53

The Birth Control Pill’s Promise of Perfect Control

At the height of the baby boom came the invention that would be a tipping point: the birth control pill. Margaret Sanger had wished for an effective, woman-controlled contraceptive since her first days as a birth control activist. For decades, she orchestrated the funding and the science for this controversial project, coaxing donors and researchers into a collaboration that would result in the first hormonal birth control pill. Introduced on the American market as a remedy for menstrual disorders in 1957 and approved for contraceptive use in 1960, the pill rapidly became the most popular contraceptive. By 1965, more than a quarter of married women of childbearing age had tried the pill, and 16 percent were currently using it; by 1973 that number rose to 25 percent. By 1982, 80 percent of married women had used the pill at some point in their lives.54

The pill was remarkable: it worked almost perfectly and did not interfere with intercourse. Assessing its first several years on the market, the advertising trade magazine Printers’ Ink declared it to be “the most dramatic new product of the decade . . . . We call it ‘the pill.’ This puts it, perhaps appropriately, on a level with ‘the bomb,’ worthy of an appellative of awesome simplicity.”55 Retrospectively, the pill is associated with “free love” and the sexual revolution of the 1960s, but at the time media accounts focused on what it meant for married couples. This was, finally, the device that would let women choose exactly when they would be vulnerable to getting pregnant.

The pill did not cause women to want smaller families per se. But amidst the women’s liberation movement and an increasingly open job market, the pill was the tool women seized upon to create a new ideal of a satisfying life. This widely shared ideal entailed a family with two children, as well as a personally and financially rewarding career for mom and dad alike.

The pill was a crucial tool in this transformation in women’s lives. Economist Martha Bailey has quantified its early influence. By comparing the birthrate in the early 1960s in states which made access to the pill legally easier to those in which it was legally impeded, Bailey found that in the states with explicit bans, the birth rate remained significantly higher until the Supreme Court struck down these laws in Griswold v. Connecticut in 1965. From the comparison, Bailey estimates that at least 40 percent of the reduction in the birth rate in the 1960s can be attributed to the pill.

Bailey also found that in states where unmarried eighteen- and nineteen-year-olds were able to legally get pill prescriptions in the 1960s and early 1970s, fewer women had their first births before age twenty-two, and more were in the workforce. The effect in women’s lives extended far past age twenty-two; early birth control facilitated family and career planning that resulted in increased workforce participation for women through their early thirties.56

A second highly reliable contraceptive method, less heralded but nonetheless extremely important, was also newly popular in the 1960s. Sterilization had long been available, but it was a surgery most people had regarded with distaste, if not horror. It had been forced upon criminals and other wards of the state, not chosen by respectable people. In some hospitals doctors coerced poor black women into being sterilized immediately after childbirth, often without their knowledge or full understanding. Nevertheless, by the mid-1960s, middle-class Americans who had completed their families saw vasectomies and tubal ligations as appealing alternatives to other contraceptives. Outside the South, many of them had to fight hospital policies that imposed a “120 rule,” requiring their age multiplied by their number of children to exceed 120 before they could receive surgery.57

During the 1970s, as restrictions on sterilization were gradually lifted, and less invasive endoscopic surgeries were developed and disseminated, Americans increasingly chose tubal ligation or vasectomy to end their childbearing. A study of married white women showed that in 1965, 14 percent of those who intended not to have more children and were using some sort of contraception were relying on sterilization; by 1975, that figure had increased to 42 percent.58 Later studies, which included women of other races and unmarried women, found that by 1990, among women who felt finished with childbearing and were using contraception, 70 percent were relying on sterilization. This increase in sterilization was consistent across racial groups and income levels.59

Between the pill and sterilization, Americans had the tools they needed to home in on their ideal family size. Remarkably, more than 35 percent of women who started their families in the late 1960s and early 1970s had exactly two children, and another 35 percent had one or three children. While average childbearing was about the same as it had been during the Great Depression, it was a far cry from the cautious, anxious, hope-for-the-best family planning of the 1930s. During those hard economic times, while some women had more children than they could support, others were so cautious they ended up with fewer children than they had hoped for. Almost a quarter of women who reached their twenties at the start of the Great Depression ended up childless. In contrast, during the 1970s and after, only 16 to 18 percent of women did not have children (see Figure 2.2).60



[image: image]

Figure 2.2 This graph shows, for selected years between 1850 and 1969, the percentage of women born that year who had each number of children when their families were complete. Women born in 1850 were as likely to have many children as few. Starting with their daughters, generation by generation, women were increasingly likely to have exactly two children. This trend reached its current peak by the time women born in the 1950s were having their children in the 1970s and 1980s. From Martha J. Bailey, Melanie Guldi, and Brad J. Hershbein, “Is There a Case for a “Second Demographic Transition?”: Three Distinctive Features of the Post-1960 Fertility Decline,” in Human Capital and History: The American Record, edited by Leah Platt Boustan, Carola Frydman, and Robert A. Margo (Chicago: University of Chicago Press, 2014).



The pill and sterilization also dramatically reduced unwanted births. Data from national surveys conducted between 1960 and 1965, before the new methods of birth control had really taken hold, showed that only 45 percent of births to married women had been planned pregnancies. More than 30 percent of births were “mistimed” babies who were conceived significantly before their mothers were hoping to have a child, and almost a quarter were unwanted. By the early 1970s, after the birth control pill and sterilization were entrenched but before the legalization of abortion, these statistics had shifted dramatically. In a 1975–1976 national fertility survey by the Department of Health and Human Services, women reported 63 percent of their births as wanted, about a quarter as mistimed, and only 12 percent as unwanted.61 Married women, at least, were much less likely to be hoping for miscarriages.

When the pill first came on the market, women across a range of ages, from newly married teens to women near menopause, tried it, at least for a little while. Mothers of the boomer generation used it to end their childbearing, especially in the years before sterilization became the norm. Younger women used it to delay childbearing. It seemed useful to a wide range of women, many of whom had already struggled to keep their families as small as they wished.

Many women, though, were reluctant to stay on the pill for years on end. It could have unpleasant side effects, such as headaches, weight gain, and mood swings, especially in its earliest, high-dosage incarnations. Physicians often recommended limiting its use to a few years. No one knew if it carried long-term risks, since no one had taken it for more than a few years, even in research studies. And by the late 1960s, evidence was accumulating that it occasionally caused a fatal blood clot or stroke. Some women used it for decades anyway. When women’s health activist Barbara Seaman led a fight against what she saw as the irresponsible foisting of an understudied drug on unsuspecting American women, she met substantial resistance. One annoyed woman insisted, “I don’t care if you promise me cancer in five years, I’m staying on the pill. At least I’ll enjoy the five years I have left. For the first time in eighteen years of married life I can put my feet up for an hour and read a magazine.”62 But many women used it only at the stage of life when they felt they most needed it.

A common pattern emerged among American women over the course of the 1970s and early 1980s. As young women, they used the pill to keep from getting pregnant before they married and to postpone children until their marriages were stable and financially secure. Then they switched to condoms and the rhythm method once they felt like they were ready for children. After two or three children, they got their tubes tied or their husbands got vasectomies.63

Effectively, women used the pill and sterilization to narrow the window of time in which they were susceptible to pregnancy. This way they could have the number of children they planned during the stage of life when they were ready for them. These were wanted pregnancies and planned in the sense of arriving when they could be welcomed. Since childbearing could be ended with sterilization, women no longer faced the nineteenth-century problem that children arriving too quickly meant too many children in total. A woman was much less likely to be hoping for a miscarriage, and much less likely to regard early miscarriage as a convenient form of fertility control.

Pregnancies were not typically planned down to the month, though. Many couples threw away the birth control when they felt ready to have children and left the rest to fate. Fertility monitoring was not yet a major industry. Other couples used birth control methods that were less reliable and assumed that they might fail. Many of these methods, such as condoms, sponges, and diaphragms, could be used sporadically, and often were, since they were annoying and interfered with intimacy. Couples often got careless about them when they were not specifically trying to prevent pregnancies. A resulting pregnancy might be a surprise, but that did not mean it was unwanted.

In the 1980s, refinements to the pill enabled an even more precise sense of control over pregnancy and even higher expectations of being able to plan pregnancies. From the beginning, drug companies had vied to develop lower-dose pills that would have fewer side effects without losing contraceptive efficacy. By the 1980s, many brands of birth control pills had just a tenth of the hormonal dosage of the original Enovid brand, with a sequential delivery of estrogen and progestin that, it was hoped, mimicked the natural cycle more closely.64 Considerably fewer women reported intolerable side effects. Physicians felt that safety concerns had been narrowed to select groups of women, such as smokers over thirty-five years old, who appeared to bear most of the risk. A progestin-only pill safe for use during breastfeeding came on the market. At that point, it was possible for a woman to go on the pill as soon as she became sexually active, go off the pill when she actively wanted to become pregnant, and go back on it again after birth before she resumed sexual relations. No cycle need be left up to chance.

In 1995, the Institute of Medicine convened an expert Committee on Unintended Pregnancy comprising public health researchers, physicians, and sociologists. Their primary recommendation was that “the nation adopt a new social norm: All pregnancies should be intended—that is, they should be consciously and clearly desired at the time of conception.”65 In fact, many women had already adopted this norm. The committee wanted to see it spread more broadly across socioeconomic groups and in particular to give poor women—who often did not have access to the resources to plan their lives—the means to do so.66

For over two centuries, American women had sought control over their family size, and in a sense, this report was supporting this long-term shared goal. But it is striking how the committee defined “intended.” This was certainly not the typical nineteenth-century pregnancy, “wanted” only once it appeared inevitable. But neither was it the “wanted” pregnancy of the baby boom, or even the 1970s, when couples accepted their pregnancies when they happened to arrive, so long as it was in the right life stage. This “intended” pregnancy was starting to look like the kind blogger Jennifer Borget was seeking.

***

Once Borget threw away her birth control, she got pregnant within two months. She had a mostly cheerful pregnancy that produced an adorable baby girl. Within a couple of months of the birth, she was pondering what the right spacing between children might be. She was excited to have more children, but also treasuring her time with her daughter. “I won’t look back on these days and regret wondering about a number two. I’m going to spoil my daughter with light and love like no other. Because this is her time to shine, to have my full love and attention. Her time to be my one and only.”67 Still, she was soon blogging about when she ought to have her second. “I guess there’s no perfect answer, or it’s different for everyone, but for now, I’m thinking two and a half years would be a nice not-too-close not-too-far gap for me.”68 She debated the pros and cons of different birth spacings, wondered when her husband would feel ready, and took a First Response Fertility Test. And then scolded herself for worrying. “I should probably give #2 the same privilege of reading how seriously thought-out, loved and anticipated they were before they arrived right? Wrong? Oh, I haven’t a clue!”69

When her daughter was almost two years old, she confessed, “All of a sudden I’m baby crazy. There’s no question, I’m ready for another.”70 It took a couple of months to get her husband on board with her plan, but soon she was trying to conceive, though still trying to take a more laid-back approach. “This time is NOTHING like last time. There’s no temperature taking, pill popping, sex-natzing, stressing, or tracking. I’m going to enjoy being Lil’ J’s mommy and focus on her, and when it happens, it happens. At least now it CAN happen. (I say all of this now, but check in again in a few months.)”71

Yet within a month her resolve to let it happen in its own time had broken down. After one period, she bought ovulation test kits. After the second, she almost scheduled an appointment with her gynecologist to discuss her fertility. She knew that what she was doing might seem crazy—she was only in her mid-twenties and had gotten pregnant easily with her daughter. It was certainly not the model of relaxed “letting it happen” that she had intended. She pointed out, though, that part of the reason it seemed crazy was that she was admitting it in public on a blog, not that she was the only woman to think these things. She didn’t get her next period, because she was pregnant. She had a healthy pregnancy and a healthy son. And then she went back on birth control, so that she and her husband could decide exactly if and when they would have another.

***

At the time of the American Revolution, the very concept of deliberately controlling one’s fertility and planning one’s family was a barely articulated, novel idea. In the two and a half centuries since, a fine-grained family planning has developed that many women take for granted in their personal lives, and that national public health agencies articulate and institutionalize. Throughout the nineteenth and early twentieth centuries, while women might have hoped to control the overall size of their families, they could not expect to control the circumstances of each conception and pregnancy. Wanting to limit family size paradoxically meant accepting and welcoming a certain number of pregnancy losses even during the years in which couples was still building their families. Once the technology for controlling fertility caught up with our ambitions, it was realistic to prevent unwanted pregnancies rather than having to hope for miscarriages.

This can give us a greater sense of control over our family building than we really have. While conception can be prevented quite effectively, a certain proportion of pregnancy losses is unavoidable even if they are no longer welcomed. Such technologically sophisticated and effective birth control can create an illusion of control over the entire process of childbearing and family planning.


Chapter 3

[image: image]

Bonding with the Baby

The Changing Meaning of Parenting

In a 2010 peer-to-peer discussion forum on whattoexpect.com, an offshoot of the bestselling pregnancy manual What to Expect When You’re Expecting, a pregnant woman asked for reassurance that she would be a good mother. In fact, barely three months into her pregnancy, she was worried that she was already a bad mother.


I was just wondering if anyone out there has hard time bonding with the baby you are carrying now because you had a miscarriage before?

I had a miscarriage not long before I conceived this baby. When I found out I was pregnant with the first baby, I was so excited and I daydreamed all the time about the little baby I was going to have. What a joy this baby will bring to my life! I was writing in the journals, talking to my tummy, shopping for baby stuff. …Then I miscarried the baby. If you ever experienced this, you know the physical and emotional pain you had to go through. It really broke my heart. To this day, I can’t talk about this miscarriage without having teary eyes.

So now I am pregnant again. I am happy about this pregnancy, but I just can’t seem to bond with this baby. I know motherly love should be unconditional, but I sort of have this condition of “If you survive, then I will love you.” I know it sounds sad. People seem to be really excited and happy for me when they find out I am pregnant, but honestly, I am not too excited. I am almost 3 months pregnant, and I haven’t written anything in my journal, I don’t really talk to my tummy (other than “please stay alive…”), I don’t even daydream about what the baby will look like. Not that I am expecting to have another miscarriage, but because of what I went through last time, I guess it’s hard for me to give my heart to this baby. I know it sounds so unfair and it’s not this baby’s fault that I had a miscarriage.

I know I will learn to love this baby as I get to know him/her. But at this point, it’s hard for me to “own” this baby. I hope this baby won’t have any psychological scars later because his/her mother didn’t love him/her from the beginning!!1



Women in similar situations responded by offering support: “Right now I’m feeling the same way, mostly because I’m scared if I start to bond and I lose another I will be crushed. You are not alone!!!” Others had ideas about how to cope. “My suggestion. . . just be patient. Getting over the ‘loss of innocence’ takes some time. The baby will be moving soon and give you reassurance it is okay. You will bond with the baby, but you may also have a fear that lasts with you until you hold the baby in your arms. Take a deep breath and just relax. Good luck and many blessed wishes for the little one!” A third reassured, “I think that probably every single one of us who have had a mc [miscarriage] worry the next pregnancy, and probably feel slightly detached at the beginning, for fear of going through all of that hurt again. Each doc’s visit, I keep waiting for the other shoe to drop and find out that things didn’t work out . . . again. Personally, my milestone is my next appointment this Fri (which is around the same time I lost the baby last time) and if all is well, then hopefully i can finally start to embrace this pregnancy fully. I guess it just takes time and the baby will never know!” A fourth recounted her experience with a successful pregnancy after a miscarriage. “Don’t feel badly for how you’re feeling. At some point, even if it’s after the baby arrives, you’ll feel that rush of love and it’ll be like you never had these feelings at all.” These women all thought that maternal “bonding” during pregnancy was a good idea, but at least did not think that a pregnant woman needed to be hard on herself if she could not fully embrace that ideal.

This online community relieved the original poster’s feelings of guilt, though it could not banish her regret. “Thank you ladies for being so honest and encouraging. I feel so much better knowing I am not alone in feeling detached from the baby I am carrying. I felt so bad for feeling this way and I thought I am such a bad mother-to-be! I know I will probably worry throughout the whole pregnancy and I can only relax and really love after the baby is born and healthy. I really envy those pregnant women who can enjoy the whole pregnancy and love their babies with all their heart from the beginning.” The series of posts triggered a comment recognizing how difficult it is for women to lose pregnancies. “I have not experienced a miscarriage but I just wanted to say that I think all of you are so AMAZING! I can’t imagine what you have gone through and how you find the strength to keep going and keep trying after emotional and physical setbacks. You all are so brave and so strong, it’s truly inspiring.” Several of those who commented had miscarried more than once, making their experiences particularly challenging. But this comment also highlighted just how devastating miscarriages can be in a culture in which maternal bonding is expected from the first moment of pregnancy.

And still, not everyone was ready to let the original poster off the hook. The final comment on the thread made it clear that failing to bond in the first trimester is truly, in some people’s eyes, a genuine maternal failure, no matter how understandable it may be. “I feel sad for all you ladies that cannot love their babies right now due to fear. Life is too short to not live in the moment. I hope it all gets better for you . . . Fear for our children lasts our entire lives. Wanting them safe, wanting a good life for them . . . no need to not love due to fear . . . Good luck. I hope you’re able to love soon and live in the moment because it’s so wonderful when you let go and enjoy life. I can’t wait to see all our babies!! What a moment that will be.” When women and their partners are expected to begin relating to a “child” based on a positive home pregnancy test, unconditional parental affection is supposed to begin even before a baby can be felt kicking or makes itself noticeable in a recognizable “baby bump,” never mind before it makes its appearance in the outside world.

Mothering in the Nineteenth Century

Ideas about maternal bonding originated at the turn of the nineteenth century when some American women began to write about their delight in their babies from the moment of birth. This was a new phenomenon. Earlier, colonial women and their husbands had written diary entries to praise God for the deliverance of “a living mother of a living child.”2 Physical survival and God’s grace by no means disappeared as priorities in the nineteenth century, but they were extolled alongside the emotional connection between mother and child.

Victorian women continued to be grateful for surviving birth, but they often directed their sentimental feelings directly to their babies, rather than to Heaven. Elizabeth Sedgwick, proprietor of Mrs. Sedgwick’s School for Young Ladies in Lenox, Massachusetts, described the birth of her first child: “At 6 o’clock on the 7th of January 1824 I was a mother and experienced that delightful transition from suffering, danger and anxiety to happiness and that intense delight, that unspeakable sentiment which pervade the heart at its first maternal throb.”3 Elizabeth Child wrote to her daughter, “I remember that while I looked you opened your eyes . . . and as they met mine I thought they mutely recognized the new tie.”4 This expectation of immediate affection between mother and child was so new that the experience took some mothers by surprise. Caroline White, a prosperous New England matron, reflected, “The dear little fellow, I did not think I should love him so well so soon.”5

Birth was the emotional milestone for nineteenth-century women; pregnancy was regarded differently. Anti-abortion activist and physician Hugh Hodge complained that “women whose moral character is, in other respects, without reproach; mothers who are devoted, with an ardent and self-denying affection, to the children who already constitute their family [are] perfectly indifferent respecting the fetus in the utero.”6 Hodge, who condemned both contraception and abortion, was partially referring to women who employed mechanical or medical means to limit their births. But he was also thinking about the ambivalence and fatalism with which women often regarded the process of childbearing. When they thought about their pregnancies, women worried primarily about surviving the birth. Having personally known women who had died from miscarriages and difficult births, they understood well that even women who survived might be permanently disabled. Pregnancy led most immediately to the suffering of childbirth. Once that hurdle was overcome, they could focus on the baby.7

As they cared for their beloved babies, these well-off Victorians were creating a new culture of the American family, one that would eventually have a profound impact on how Americans of all social classes thought about mothering and pregnancy. They were the first American women to “stay home” while their husbands “went to work.” Colonial American women had typically contributed to the household economy alongside their husbands, planting gardens, milking cows, and making cloth. They raised babies while they worked. But in the nineteenth century, men’s and women’s daily lives began to diverge. Well-off men developed businesses and professions that took them outside the home to work. They became solely responsible for the family income. Their wives, on the other hand, supervised the household and raised the children. Instead of contributing tradeable goods, useful objects, and a passel of hard-working children to the household, affluent Victorian women established themselves as the emotional center of the family. They were idealized as “angels of the house,” creating a warm and loving haven in a heartless world.8

Women who could hire servants to perform the strenuous and tedious household labor could focus a great deal more emotional energy and sentiment on their children. While some wealthy women left their children in the hands of hired nannies much of the time, others clearly spent a great deal of time in their nurseries with their children. They recorded their children’s first steps and first words. They wrote to relatives about adorable things the children did and described cherubic faces and sweet smiles.9

Unlike their forbears, these Victorian women spent a substantial amount of time with only their children for company, forming intense bonds with them. Victorian culture idealized and reinforced these tight mother-child bonds. In the nineteenth century, it was a source of pride rather than embarrassment for a son to be “tied to his mother’s apron strings.”10

These family relationships were also more emotionally intense because there were fewer children needing attention. Well-off families were the first to limit their childbearing. While nineteenth-century farm families still might easily have ten or twelve children, and enslaved women continued to have many children and little control over their sexual or reproductive lives, the urban middle class was beginning to see three or four offspring as a new norm. This meant mothers had more time and energy to spend on each child and could regard each as a distinct individual.11

When children got sick, mothers still prayed for their health, but they took much more responsibility for their children’s survival onto themselves. They read medical advice books that promised they could save their children if they used the right treatments. They tried new medical systems, like homeopathy, searching for the safest treatments for children.12

Despite mothers’ best efforts, children sometimes died. In fact, children died just as often as they had a century earlier, from the infectious diseases and summer diarrhea that no one yet understood how to prevent.13 And mothers, distraught at their losses and no longer so willing to see children’s deaths as God’s will, developed an elaborate culture of mourning. Americans began to see children’s deaths, compared with the passing of adults, as especially tragic.14 The death of a young innocent seemed particularly poignant. Life was supposed to have a certain trajectory, and a child’s death repudiated that expectation. Puritan parents had emphasized to their children that death could come at any moment and had stressed the importance of being spiritually ready.15 In contrast, Victorian parents knew that children were vulnerable, but strove to protect them, and perhaps themselves, from the reality of the threat of mortal illness.16

When a child died, her parents mourned deeply. Victorian parents commissioned portraits of their deceased children, and many of the earliest photographs were of children laid out for burial or resting in their cribs for the last time. Mothers recorded intense grief. And unlike many of their colonial-era forbears, they did not look for solace in the assumption that another child would come to take the place of the child they had lost.17

And yet, nineteenth-century motherhood was not completely transformed, even among the urban middle class. It was not yet entirely focused on forming affectionate bonds and nurturing children as individuals. While economic pressure to have children was attenuated, it was not erased. A mother was likely to rely on them for some degree of economic support, particularly later in her life. A woman would assume she could count on her sons to take care of her in her old age.18

Women also continued to feel traditional cultural pressures to procreate in service to God as well as her family. Women were clearly expected to have children on behalf of fathers and husbands. Her children carried on her husband’s family line. Women commonly described their children as their “tender pledges” of affection and devotion to their husbands.

Affluent Victorian women made America’s first foray into “intensive parenting,” albeit with older parenting values and methods mixed in.19 They intensively invested tremendous attention and affection in each child as an individual, in contrast to the earlier tradition of extensive childbearing. They set parenting standards for the wider society in many ways, even though it would be a long time before the majority of Americans could possibly follow their lead.

Twentieth-Century Parenting

Gradually the affluent Victorian model of parenting began to make sense for a larger portion of Americans living in more modest circumstances. At the turn of the twentieth- century economic reasons for having children no longer applied as widely. The American economy was shifting, and fewer families were able to take advantage of children’s labor. Americans were moving away from farms, where even young children had traditionally helped the family make a living, to cities. In the late nineteenth century, many working-class and immigrant families sent their children to work in mills and factories, but Progressive-era child labor laws restricted that practice. It no longer made sense to have a big family to boost one’s immediate economic prospects. Working-class families shrank, just as wealthier families had a few decades earlier.20

Working-class women also began to stay home with their children if they could afford it. More men supported their families by taking jobs for wages, and if their wives worked outside the home, it was often only after children were in school. A wider swath of American mothers could spend time and energy cultivating their children as individuals.21

Concomitantly, as sociologist Vivian Zelizer has described, the early decades of the twentieth century saw a wider embrace of the belief that children were precious primarily for the emotional satisfaction they brought to their parents. Children might be expected to help their parents financially in the long term, supporting parents in their old age, but in the short term, they were actually a financial expense. Parents justified the expense not by speaking of long-term investment, but rather of the joys of parenting.22

As an example of this shift, Americans changed the ways they adopted children, in line with these new values. In the nineteenth century, children were most likely to be adopted if they were older boys, already capable of pitching hay and hauling feed. Small children ended up at orphanages, or worse. Babies were almost impossible to place, and many died in “baby farms,” where mothers who couldn’t keep their children paid a fee for their care. In the 1920s, the situation reversed. The idealized adoptee was a blonde, blue-eyed baby girl. Adopted children were not supposed to be useful anymore; they were supposed to be cute and lovable. Their adoptive parents were more likely to be older professionals who primarily wanted the emotional reward of childbearing and did not need any financial benefit.23

During this same time, child mortality dropped dramatically. In New York City in the mid-1880s, a quarter of babies died before their first birthdays. By 1915, that figure stood at less than 15 percent. Many cities improved their sewage management and water quality and ran clean milk campaigns, preventing annual epidemics of deadly summer diarrheal disease. Parents increasingly had the luxury of focusing on their children’s emotional well-being, rather than simply working to keep them alive.24

By the mid-1940s, many fewer women died in childbirth, as well.25 The Lamaze movement could depict childbirth as an exhilarating experience, and women could regard it with more excitement and less dread.26 As childbirth became safer, it was possible to imagine pregnancy as a time of happy and relatively carefree anticipation. It would be several decades before the months of pregnancy would be widely regarded as pleasurable in themselves, but the stage was set.

Emotional Demands

At the same time that American parenting was becoming more emotionally intense and pleasurable, it was becoming more demanding as well. While Victorian mothers could consult a few advisors in widely distributed health manuals, parenting advice came into its own in the twentieth century. Self-appointed experts, from doctors to psychologists to society ladies, publicized their opinions about the right and wrong ways to parent. Victorians had believed that good mothering was God-given, but modern experts insisted that the only good mother was the well-informed mother.27

In the early twentieth century, advice on babies differed from advice about older children. Baby advice focused on health: teaching some basic hygiene and nutrition could save babies’ lives. Older children, though, could benefit from well-informed intellectual and social grooming. Ellen Key, an influential feminist writer, acknowledged that a college-educated woman might legitimately feel “the drudgery of baby-tending to be incompatible with her attainments,” but urged her to find inspiration and challenge in making a study of child development, observing and responding to her children as they grew.28 At least when it came to older children, in early twentieth-century books, magazines, and newspapers, experts urged mothers to be informed about child-rearing and thoughtfully involved in all aspects of their children’s development.

By mid-century, parents were under substantial pressure to have the “right” kind of intense emotional relationship with their children, and a variety of psychologists, psychotherapists and behavioral biologists were ready to act as judges. Freudians accused women of causing their children’s autism and schizophrenia: “refrigerator mothers” supposedly instigated mental illness by withholding affection. On the other hand, journalist Philip Wylie’s best-selling Generation of Vipers, published in 1942 and reprinted through the 1950s, blamed a host of social ills on overbearing and over-involved mothers. Wylie coined the term “mom-ism” to describe the social and personal adulation of mothers he believed he saw around him, and the immaturity and over-dependence he thought it caused. A good 1950s mom was all-giving, yet not emotionally needy herself. She found her main personal fulfillment in staying at home with her young children, but she knew when to cut the apron strings.29

The Science of Attachment

In this cultural milieu, a cluster of particularly influential psychiatrists and biologists developed the concept of “attachment” to describe the emotional relationship they believed ought to exist between mothers and their young children. It was a description of what they believed came naturally, biologically and psychologically, when a woman bore a child. At the same time, it was a prescription for how mothers ought to behave and how they ought to feel about their children. Developed in the 1950s, the concept would have great cultural staying power, despite eventual skepticism from within the scientific disciplines that had birthed it. And it expanded the focus of cultural discussion about child-rearing from older children to babies and toddlers.30

Psychoanalyst John Bowlby first proposed his theory of attachment in the early 1950s. Around the world many children who were orphaned or who spent much of World War II sheltered in group homes away from their families showed signs of psychological damage. The World Health Organization commissioned a study to ask how to rehabilitate these children and produce healthy, functional citizens. Bowlby, the leader of the study, drew on a combination of psychoanalytic theory, psychological studies of children, and biologists’ observations of maternal behavior in animals. He concluded that to become psychologically healthy adults, children needed to develop an intense and loving “attachment” to a primary caretaker. He, like just about everyone around him, assumed that this caretaker would almost always be the child’s biological mother, except in unusual circumstances such as adoption.31

Bowlby turned to biologist Konrad Lorenz’s work on imprinting in Greylag geese to bolster his ideas about attachment. Many Americans in the 1950s had seen magazine photographs of Lorenz traipsing through a meadow with a gaggle of geese behind him.32 In his popular book King Solomon’s Ring, Lorenz described how Greylag geese “imprinted” on the first moving object they saw during a critical period in the second day after hatching. Usually, this would be the hatchling’s mother, but Lorenz induced goslings to imprint on him instead. The geese that imprinted on Lorenz followed him faithfully. As adults, they directed mating rituals at people rather than other geese. Even a brief encounter very early in life appeared to shape the broad outlines of their psycho-sexual development.

The process of imprinting had an effect on the mother, too, according to Lorenz. In the birds he studied, seeing a newborn chick triggered care-giving behaviors such as feeding the baby and chasing away predators. Extrapolating to humans, Lorenz asserted that women and girls found baby humans and animals particularly cute and appealing because they triggered maternal instincts.33

Bowlby, with Lorenz’s enthusiastic endorsement, speculated that animal-type imprinting was a crucial component of human attachment. He saw it as the natural, instinctive beginning of the kind of caring parental relationship he thought was necessary to healthy human development. He believed it was important for a small child to have a single, primary person continuously fulfilling his emotional and bodily needs. Studies had shown that institutionalized children suffered emotional damage; Bowlby attributed the problem to the absence of the mother specifically, rather than a more general lack of loving care and social stability.

Importantly, in Bowlby’s conception of attachment, the mother’s conscious and unconscious feelings toward her child were as important as her actions. The child would not be happy and securely attached unless he felt, consciously and unconsciously, that his mother loved him and was 100 percent devoted to him. The mother would not truly be able to fully devote herself, as Bowlby believed was necessary, unless she derived her primary satisfaction in life from her relationship with the child. Her biological instincts were supposed to lead her to dedicate herself to childrearing. In Bowlby’s model, there was no room for the good mother who needed some time to herself. If a mother didn’t always enjoy her children, Bowlby seemed to suggest, there was something wrong with her, and she would likely damage her children.34

Bowlby’s ideas took flight at a time when middle-class Americans were retreating from the frightening Cold War world into suburban tract homes and fantasies of family togetherness. Many women had entered the workforce during the war, and there was a strong cultural push urging them back home. Some went willingly; others resisted. Everyone debated what would keep families safe and strong. Bowlby’s ideas fed Cold War concerns but also offered an apparently achievable solution: families would be happy, healthy, and produce strong citizens if mothers wholeheartedly embraced their role. Bowlby publicized his views in popular magazines such as Ladies’ Home Journal, and his concept of attachment was enthusiastically received in American popular culture.35

By the peak of the baby boom in the late 1950s and early 1960s, American parenting culture had evolved into something resembling the contemporary version of intensive parenthood. Baby-boom families were large, parents typically started their families in their late teens and early twenties, and the culture lionized full-time mother-homemakers. Mothers were still seen as the primary parents, particularly of young children, but the import of their role was interpreted by scientific experts rather than sentimental writers.36 Good mothers were to dedicate themselves fully to their babies and young children in order to foster healthy attachment. But then they were to encourage healthy separation as their children grew.

Mother love was regarded not just as a God-given blessing but also a biological necessity for a child’s development. Mothers were not simply assumed to love their young children but were mandated to feel constant (appropriate) affection, consciously and unconsciously, or risk undermining their children’s long-term well-being and ability to function as citizens. Victorian mothers had aimed to set a moral example and inculcate a sense of shame and personal responsibility through their demonstrations of love; baby-boom mothers were supposed to provide love as the necessary and natural environment for the growing child.37

Baby-boom parenting ideals coalesced around the concepts of attachment and family “togetherness.” Women strove to provide unremitting maternal love and affection to their young children as their primary role and central responsibility. The psychological experts’ message to mothers was: love your children fully and correctly, or risk irreversibly damaging them. The broader culture reinforced the message. Whether or not individual mothers actually managed to stay home to raise families behind suburban white-picket fences, they took the message seriously.

All You Need Is Love

With the arrival of the seismic cultural shifts of the 1960s and 1970s, Leave it to Beaver family togetherness seemed under attack from all quarters. Almost nothing about the American family was left unquestioned. Feminists asked whether it was inevitably women’s destiny to bear and raise children. Beatniks advocated sex for pleasure, not baby making. Hippies shrugged off the authority of family patriarchs. Environmentalists wondered if so many people should have children on an overburdened planet.

Ironically, while traditional family values appeared to be under siege, each of these trends in its own way made children all the more precious to their parents. The countercultural movements dramatically reduced the scope of legitimate reasons to have children. By the time they receded, it would seem that the only remaining good reason to have a baby was an overwhelming desire to love and nurture and relate to a new being.38

In 1968, activist-scientist Paul Ehrlich published The Population Bomb, which urged Americans to take personal responsibility for the dangers of overpopulation by having fewer children. Ehrlich contended that overpopulation was an even bigger threat to human survival than the possibility of thermonuclear warfare. He was by no means the first to sound the alarm about population growth; scientists and policymakers in the 1940s and 1950s observed with growing concern the population explosion around the world. Before Ehrlich, though, the most prominent population control advocates blamed overpopulation on developing countries. They worried about political instability and the possibility of being “overrun” by people from formerly colonized nations or impoverished Americans from the nation’s inner cities. Ehrlich’s vision was somewhat more egalitarian: he was unwilling to absolve middle-class Americans’ personal responsibility for population reduction.39

Following on The Population Bomb, Ehrlich founded Zero Population Growth (ZPG), an activist organization whose mostly youthful members pledged to have no more than two children. ZPG never had that many adherents, but it held a significant place in the public imagination. Life magazine’s coverage, while ZPG was rapidly growing in the early 1970s, was bemused. “America has always been a growth society. But today an organized challenge is being mounted against the heart of that concept. . . . The movement [to stop population growth] is serious, thoughtful, responsible—and certainly debatable.” Accompanying photos showed high school and college students cheerfully handing out environmentalist leaflets and participating in an educational demonstration of exponential growth.40

A couple of months before its article on ZPG, Life had featured a professor who had a vasectomy as, the headline announced, “One Man’s Answer to Overpopulation.”41 Walter and Betty Brainerd, of Tenafly, New Jersey, shared the details of their decision. Surprisingly little was left to the imagination. The article included a discreetly shot photo of Walter on the operating table, with his white-draped surgeon standing over him explaining last-minute details of the surgery while Walter gestures his acknowledgment (see Figure 3.1). And there’s another photo of Walter walking cheerfully out of his doctor’s office after the surgery. Like Ehrlich, who spoke widely about having a vasectomy after fathering one child, the Brainerds felt “deeply worried by this country’s wildly expanding population and the grim fact that people just like them—young, successful, educated—are producing more children than any other group.” They acknowledged their disappointment that, having two girls, Walter would not be passing on the family name. Betty thought she might have enjoyed having another baby. Still, they were committed. They regarded childbearing as something they did solely for their personal satisfaction, despite its negative impact on the world around them. Having babies was something one did in spite of the common good, not in its service.
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Figure 3.1 In the 1960s and 1970s population control advocates argued that it was ethically responsible to limit one’s childbearing. This 1970 Life magazine story showed a couple choosing vasectomy as a way to prevent future pregnancies. Here, the surgeon explains the procedure. Life, March 6, 1970, page 45. Leonard McCombe/The LIFE Picture Collection/Getty Images.



Some environmentalists loudly supported Ehrlich’s and ZPG’s calls for all Americans to limit their childbearing as a matter of personal responsibility. The Sierra Club, in fact, published The Population Bomb.42 Stewart Brand, who would go on to found the Whole Earth Catalog, organized a rally to support Ehrlich’s cause.43 Ehrlich put his arguments in environmentalist terms, berating middle-class Americans for monopolizing natural resources and contributing disproportionately to environmental degradation.44 Like Betty and Walter, environmentally concerned Americans felt responsible for weighing the public interest in protecting the planet against the personal fulfillment of childbearing.

Feminists raised a different set of challenges to traditional ideas about childbearing. At the beginning of feminism’s second wave, in the early 1960s, those challenges were relatively modest. In The Feminine Mystique, Betty Friedan spoke forcefully about “the problem that has no name”—the disaffection and alienation of middle-class homemakers—but she assumed that most women wanted children. Primarily addressing women who were already raising children, she observed that they loved and cared for their families, but for many women this wasn’t enough to sustain them throughout a lifetime. They were beginning to ask, “Is this all?” Friedan asserted that women could be fully realized, fully feminine wives and mothers and simultaneously enjoy meaningful careers. She believed that childbearing was insufficient as the only source of meaning in a woman’s life, though she regarded it as important and fulfilling. She protested the false choice women were told they had to make between family and career, insisting that they could have both if only the wider culture would support them.45

As the women’s movement grew, radical feminists pushed Friedan’s critique much further. They questioned everything that had been taken for granted about women’s lives: that they should defer to men; that they should live and sleep with men at all; that women were inherently or necessarily “feminine”; and that childbearing was necessary or even desirable for many women. Shulamith Firestone famously predicted that artificial reproduction would someday enable women to eliminate patriarchy, as women would no longer be biologically tied to the project of bearing children.46 Firestone and other radicals were committed to demolishing the feminine mystique altogether.47

Radical feminists’ male peers were no more committed to raising families. They infuriated their feminist sisters by assuming that women would continue to take care of traditional tasks of cleaning, cooking, and sexual availability. But this did not mean they were looking forward to lives of traditional domesticity. They assumed that women would take responsibility for birth control and turn themselves into sexually adventurous playmates. Sex was for entertainment, and pregnancy did not inevitably lead to a shotgun marriage. As far as they were concerned, sex had been liberated, even if women had not. Liberated sex was supposed to be about seizing pleasure and living in the moment, not about making babies.48

Even once a couple decided to have children, the counterculture influenced the advice they received about childrearing. Experts adopted a new tone in parenting manuals, suitable for parents bewildered by their hippie children, and equally for the new kind of parents those hippie children would strive to be. Guides such as Parent Effectiveness Training called upon poet Kahlil Gibran, a beloved counterculture figure, rather than the Bible. Parent Effectiveness Training author Thomas Gordon offered a new way for parents of this rebellious generation to think about their relationships with their children. A parent could share her values by her example, explained Gordon, but she could not force them on her children without risking profound alienation. Treat your children as fully fledged people, respect them as separate human beings who will live their own lives, he instructed, and you will enjoy them more and earn their respect. Parenting was about the personal satisfaction of mutual enjoyment. Sustaining a loving connection to a child was ultimately more important and more attainable than inculcating specific religious or cultural values, insisting on deference, or shaping the family line.49

By the mid-1970s, a thoughtful couple could be so torn between the expected fulfillment of parenting and its anticipated personal and social costs as to be paralyzed by the decision about whether or not to have children. Social scientist Elizabeth Whelan’s A Baby? Maybe. . . A Guide to Making the Most Fateful Decision of Your Life (1975), was emblematic of the new self-consciousness about childbearing. Young couples who considered their options in the 1960s and 1970s made their family-building decisions amidst clamorous challenges to patriarchy, tradition, and the nuclear family. In a world where nothing could be taken for granted, couples who earlier would have embarked on a family without a second thought were asking new questions.

When Whelan began researching her book, she found no shortage of opinions on, as one Planned Parenthood campaign put it, “Dumb Reasons for Having a Baby.” Whelan listed the “dumb” reasons on billboards plastering the New York City subway: Because it would make the grandparents happy. To patch up a rocky marriage. To give a wife something to occupy her time. To solicit help from relatives. To prove one’s virility. To have a boy this time (or a girl). Because it is a woman’s destiny. All of these reasons would have seemed more or less reasonable to most Americans only a few years earlier, before the counterculture, the women’s movement, and the population control movement.

If those were the wrong reasons, what were the right ones? Whelan spoke with psychologists and counterculture activists as well as young married couples who struggled to articulate why they planned to have children. Without traditional justifications, it was not so easy for them to explain why they planned to sacrifice relaxed marital contentment, career ambitions, and free time in favor of bringing children into their lives. Whelan concluded the only good reasons to have a baby were, as she put it, “selfish.” Whelan was graciously willing to defend couples who thoughtfully explained their desire for emotional security in old age, their intention to deepen a strong marriage bond, or a woman’s desire to make child-rearing her primary vocation. Still, the very best reason to have children, perhaps the only truly legitimate reason, was because a couple treasured the experience of parenting in itself.50

Not everyone was as accepting as Whelan of 1970s culture and its newfangled way of thinking about babies. Prominent members of the religious Right publicly and vigorously defended traditional ways of thinking about childbearing. “Family Values” entered the Republican Party platform in 1976.51 A year later, evangelical leader James Dobson founded Focus on the Family, a nonprofit organization that produced and disseminated conservative media and advocated for conservative views on family life. On his popular daily radio show, Dobson urged women and men to commit to traditional marriages, with breadwinner husbands and homemaker wives and mothers. Along with many televangelists and evangelical leaders, Dobson condemned homosexuality, abortion, and sex outside of marriage. Dobson’s Family Research Council translated these messages into political advocacy, strongly influencing the Republican Party.52

In an important sense, however, there was no going back, no matter how much conservatives might have wished to recapture the past. Traditional childbearing could no longer be taken for granted. Even those who did their best to maintain tradition could no longer do so unselfconsciously and in easy harmony with their neighbors. Ordinary Americans were suddenly much more self-conscious about their gender roles and their parenting. The political and social implications of intimate decisions were obvious to countercultural feminists, who declared “the personal is political.” A lesbian couple’s public avowal of a committed, sexualized relationship was clearly a political statement. In a culture in which traditional family life could no longer be taken for granted, patriarchal marriage and childrearing became political statements as well. The wife-and-mother role was a choice, not a requirement. Having a large family was not only an explicit choice but went against the grain of contemporary trends. Keeping an inconvenient pregnancy was a choice rooted in faith, not an acquiescence to fate.

Defending conservative patterns forced Americans to justify the old ways, consciously choose them, and articulate them to critics. Explicit commitment to childrearing traditions intensified and sentimentalized the meaning of those traditions for those who defended them and adhered to them. For conservatives as much as for liberals, the emotional import of childbearing intensified and crystallized in the cauldron of the sexual revolution and culture wars of the late twentieth century.53

Bonding at Birth and Before

For those in the 1970s who made the momentous decision to become parents, the moment of birth took on new importance. The generation that vowed to “make love, not war” and rebelled against bureaucratic authority of all kinds, thirsted for a more natural and more affectionate mode of giving birth. If they were going to choose to have babies, they were going to make their children’s entrance into the world meaningful and rewarding. Becoming a parent was emotionally significant and deserved to be treated as such. They found the official backing they needed to challenge dehumanizing hospital rules in the theory of maternal-infant bonding developed by neonatologist Marshall Klaus and pediatrician John Kennell.

Bonding theory was an extension and update of baby-boom parents’ attachment theory. Klaus and Kennell observed that parents of very sick newborns kept in the neonatal intensive care unit (NICU) often had trouble relating to their infants once they went home. They speculated that even healthy infants were not bonding optimally with their parents due to hospital rules that newborns be thoroughly inspected by nurses, put through a regimen of preventive health care, and kept in germ-free centralized nurseries. Based on formal observational studies of mother-newborn interactions, they theorized that the relationship formed through constant, intimate contact between mother and baby during the hours immediately after birth was crucial to setting the stage for secure attachment.54

Klaus and Kennell’s theory had an enormous cultural impact. Hospitals moved quickly toward policies of keeping mothers and babies together after birth and prioritized familial visits and skin-to-skin contact between parents and newborns in NICUs. Couples read about bonding theory in pregnancy manuals and popular magazines. They wrote “birth plans” that instructed their doctors and nurses to prioritize early, close contact with their newborns. Nurses learned to facilitate the connection between new parents and new babies.55

When hospital procedures such as cesarean section disrupted birth plans, as they often did, new parents worried. What if they had missed the window for bonding, and their relationship with their child was permanently damaged? For every magazine article hyping the benefits of bonding after birth, another assured frantic parents that if they were separated from their babies after birth, all was not lost.56 Close contact immediately after birth was ideal, but its absence could be overcome. Given the frequent disjuncture between the ideal birth and birth as it unfolded in its full unpredictability, parents needed constant reassurance that a disrupted bonding ritual would not doom their relationship with their child.

Bonding theory was compelling because it held both promise and threat. An amazing kind of parenting magic could happen, if circumstances allowed. A moment already regarded as special was imbued with even more meaning in American culture. An already important parent-child relationship could be enhanced and deepened, with the right rituals performed at the right moment. But it was a moment that could so easily be missed, and perhaps never quite recaptured. Americans were already learning that they should “treasure every moment” of parenting, in an ever more sentimental culture organized around children.57 The moment of birth was doubly precious: it was a key moment in and of itself, and it might irrevocably establish the groundwork for the relationship that would develop between parent and child. Done right, it could make parenting even more rewarding. Done wrong, and the parent-child relationship might be forever emotionally stunted. Birthing couples were not willing to take chances. They earnestly attempted to supplement safe births with bonding rituals they hoped would be emotionally meaningful for themselves and healthy for their children.

Researchers studying bonding quickly posited that mother-infant bonding actually began before birth. The nurses and social workers who spearheaded research on prenatal bonding could see quite clearly that women who suffered stillbirths grieved their losses, even if they were never given a chance to see the child. Some kind of connection was developing during pregnancy, a connection they described as “bonding.” Those researching prenatal bonding in the early 1980s seemed to imagine that if they could only get at-risk women to bond with their fetuses, those women would find a way to overcome poverty and addiction out of love for their babies.58 While in retrospect it seems naïve to believe that mother-love alone could overcome embattled circumstances, the proposals testified to the power many Americans attributed to bonding.

William Sears, a popular pediatrician who would go on to make his name and fortune with the concept of “attachment parenting,” was a notable booster of the concept of bonding during pregnancy and at birth. His 1982 book Creative Parenting assumed that “you have formed a bond probably from the first moment you found out you were pregnant, or certainly from when you first felt life.” He described prenatal care as “parenting your unborn child” and thought of bonding as something that peaked at birth, rather than being initiated at birth. “The intensity of this bond reaches its climax at birth and should not be interrupted unless overwhelming medical complications prevail.”59 Sears’s ideas were initially on the parenting-advice fringe but would not remain marginal.

The impulse behind the prenatal bonding research was already apparent in the broader culture by the late 1960s. Personal narratives from popular articles about artificial insemination hint at an important shift away from baby-boomer attitudes toward pregnancy. Medically supervised artificial insemination became more common and acknowledged in the 1950s and 1960s than in earlier decades, but it continued to carry the taint of quasi-adultery. In those decades, artificial insemination was justified with reference to prominent psychoanalysts’ assertions that pregnancy and birth are necessary to women’s “psychobiological drive,” while fostering men’s “fatherliness” toward children that are not biologically related to them.60

By the late 1960s, the meaningfulness of the parenting experience was made central in discussions of pregnancy via assisted reproduction. In 1969 a woman published the story of her artificial inseminations in Redbook. She initially worried about how her husband would feel about using another man’s sperm. “Listen, Sandy,” he assured her, “sharing the joys of pregnancy and birth would be more rewarding for me—for both of us, really—than adoption.” He was right. After having two children through artificial insemination, Sandy concluded that the procedure was well worth it, because “we have had a greater share in the joys of life than those couples who adopt.”61 Pregnancy was no longer an inconvenient and potentially dangerous hurdle to be overcome to realize the ultimate goal of having children: it was an integral, rewarding part of the parenting experience.

Paradoxically, as women reaped the benefits of the women’s movement and increasingly pursued full-fledged careers in the 1980s and 1990s, they also subscribed to intensive parenting standards even more tightly focused on children’s happiness and parents’ emotional fulfillment. By the late 1980s, the pattern was unmistakable. In her landmark 1992 study of American parenting norms, sociologist Sharon Hays described what she called “intensive mothering.” She saw middle- and working-class American women avidly striving to develop close relationships with their children and cultivate happy children. Working mothers were as intent as stay-at-home mothers. Hays described a widely shared ideology in which mothers were the primary emotional caretakers of their children, whether or not they worked, and showered their children with attention, deliberate stimulation, and expensive educational toys and lessons. They centered their own emotional lives around their children and believed that this was necessary to their children’s well-being and their own fulfillment. Hays observed that mothers were especially invested in intensive parenting, but fathers were also expected to be emotionally involved and available to a much greater degree than in previous generations.62

This cultural pattern was not nearly at its peak in 1992. In 1993 William Sears coined the term “attachment parenting,” and a parenting movement coalesced around him.63 Sears advocated a set of particularly intensive practices around caring for infants and toddlers that he insisted was the only way to make children happy and parents fulfilled. An attachment parent, almost inevitably a mother, spent every moment with her baby. She slept with her baby, breastfed whenever he wished day and night, carried him on her body in a sling all day, and never left him crying. She let him decide when he was ready to wean and sleep in his own bed. Attachment parenting advocates acknowledged that mothers occasionally needed to use the bathroom or take a shower, though they were vague about the practical logistics of having a private moment when a baby might feel that he urgently needed to nurse at any moment.

It might seem like an exhausting regimen, but Sears was encouraging (or perhaps disingenuous). Sleep when your baby sleeps, he told new mothers, and you’ll get enough rest. Put the baby in the bed next to you, and he can nurse without really waking you. Carry him around all the time, and he won’t cry, so he’ll be an easy baby. People think it sounds hard, but actually, it’s easier once you embrace it!

Attachment parenting was a replay of the attachment theory of the 1950s, taken up a notch. It reiterated the same basic idea: a mother who fully gives herself over to mothering will find true, deep emotional fulfillment. Her baby will feel her unconditional love and sense of complete satisfaction, and he will be happy and secure. Only this time around, what it actually meant to promote attachment in practical terms was much more demanding. Nineteen-fifties babies generally slept in cribs, ate from bottles, rode in strollers, and played in playpens. Mothers needed to change diapers, but they didn’t need to think it was fun. In the 1990s mothers were made to feel guilty for every moment they weren’t physically attached to their babies. This vision of attachment was much more physically intimate and strenuous, with an inflated sense of the importance of every fleeting, irretrievable second in the first years of a child’s life.64

Parenting Before Birth

What did this all mean for how women experienced pregnancies since 2000? Expectations about the emotional investments and rewards of parenting continued to grow. Between 1995 and the mid-2000s, working and at-home parents alike substantially increased the amount of time they spent helping kids with homework, taking them to sports games and medical appointments, and otherwise caring directly for them, largely at the expense of their own free time.65 Attachment-style parents of babies added a new level of parenting ambition with “elimination communication,” or diaper-free parenting, requiring continual attunement to baby’s subtle signals indicating he was about to pee or poop and needed a toilet.66 The home birth movement gained momentum and attention. Even a highly medicalized hospital birth might involve a cesarean section with epidural rather than general anesthesia, immediate contact between mother and baby, and a lactation consultant to offer breastfeeding support. Parenting was supposed to be the best thing in life, and the hardest.67 From the moment they conceived, many parents seemed amped up, stressed out, and intent on having a rewarding and fulfilling parenting experience and emotionally healthy and happy children if it killed them.

Shortly after the turn of the twenty-first century, the concept of “bonding” during pregnancy, even very early in pregnancy, entered public consciousness, and soon peppered advice columns on pregnancy and parenting websites. Nursing and social work researchers had already begun talking about it in their professional journals in the early 1980s, and William Sears mentioned it in his early book Creative Parenting, but the Internet made “bonding” a regular way to refer to the maternal-fetal relationship.68 Pregnancy manuals had been careful to describe bonding as something that happened at birth and reassured parents that it might be more gradual than they imagined, even if it was important. But as baby and parenting websites became primary sources of pregnancy advice, in the early 2000s authors online began to casually suggest that “bonding” was a pleasant and important activity during pregnancy. They didn’t need to define it; “bonding” had already entered colloquial American pregnancy talk.

For readers already comfortable thinking in those terms, it seemed only natural to extend the emotional intensity of parenting earlier and earlier into pregnancy. They responded to exuberant articles advocating all sorts of prenatal bonding practices: talking to one’s belly, having one’s husband read children’s books aloud or sing a special baby song each night, writing letters or journal entries to the baby, taking highly aestheticized semi-nude photos of the “baby bump” each week. Many enjoyed the suggestions. Some felt guilty for not feeling like bonding quite yet. No wonder it could be difficult—by 2015, BabyCenter was telling women to begin a twice-daily bonding ritual, hands cradling their not-yet-a-bump, at nine weeks’ pregnant (seven weeks after conception), still six or eight weeks away from quickening.69 Morning sickness and fatigue might signal pregnancy, but they were significantly less charming than feeling the baby kick. And yet, there was that impulse—a pressure but also an urge—to feel like a parent from the first moment, and to feel that it was wonderful to be a parent.

***

In colonial America, childbearing had partially been about creating loving bonds, but it was equally about fulfilling God’s commandment to be fruitful and multiply, producing descendants in a traditional patriarchy, and ensuring financial security in old age. Most of these reasons for parenting have since faded away, save one: the pleasure of creating a loving relationship with a child. Simultaneously, the responsibilities and pleasures of parenthood have moved earlier and earlier, first to the moment of birth in the early nineteenth century, then into pregnancy in the twentieth century, and finally into the first weeks of pregnancy in the twenty-first century. Given this twenty-first-century understanding of pregnancy and parenting, early pregnancy losses can take a tremendous emotional toll.


Chapter 4
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Taking Care of the Baby

Prenatal Care at the Doctor’s Office and Beyond

 I seriously love this app . . . . It gives you a picture of what the baby looks like each day and has tons of fun facts each day. Here is what my baby is looking like at 5+2. Not much like a baby, but it is growing a spine! I love it!” This enthusiastic participant in one of Babycenter’s “birth clubs” happily shared the picture she had received on her phone that day, showing an embryo at five weeks and two days. One of hundreds of thousands of women who have downloaded a pregnancy app, she, like many other women, gave Glow Nurture a rave review.1

Other users loved its many logs and prompts for keeping on track with daily vitamins, water intake, exercise, pregnancy symptoms, weight, and doctor appointments. One laughed ruefully, “It may be turning my first pregnancy into a video game where I try to always get 100 percent health each day!” Some particularly liked being able to log symptoms so they could remember to share them with their doctors at appointments.

The logs served multiple purposes. In addition to maintaining a health record, they allowed women to record their thoughts and feelings. One woman was excited that the app could compile the logs for download afterward, noting, “This is an incredible memory for your baby book.” For women who use Glow Nurture and other apps and websites like it, pregnancy is intensely monitored, often from its very first moments; users often roll over to Glow Nurture from Glow, a fertility tracker.2 A pregnancy managed by a prenatal care app entails daily and even hourly requirements to eat, drink, do, and think the right things to keep the pregnancy healthy. The associated reward is equally frequent opportunities to learn and dream about the growing baby.3

For twenty-first-century expectant mothers it can feel like a requirement to use one of the many available pregnancy apps. As the Huffington Post editorialized,


For most first-time expectant moms, there’s nothing more thrilling than tracking baby’s development (that’s why your Facebook news feed has at least one fetus-compared-to-fruit status a week). But pregnancy apps are about more than just pregnancy trivia and measuring babies against kiwis and cantaloupes. They can be important tools for maintaining a healthy pregnancy, too.4



The Huffington Post highlighted ten apps that it approved for their detailed medical advice, cute interfaces, and logging possibilities that ran the gamut from integrating self-monitoring with physicians’ records to baby-bump photo timelines.

Contemporary pregnancy is full of health dos and don’ts, doctor appointments, and science lessons on embryonic development. Most people assume that pregnancy is a medical condition, or at least a unique bodily experience requiring professional medical care. Women are supposed to be constantly self-conscious about their pregnancies so that they take care of themselves, and especially their developing babies, to the standards of modern scientific medicine. How did pregnancy come to be regarded as an exceptional health challenge, requiring constant self-monitoring and regular medical attention?5

Emphasizing Mothering over Making Babies in the New Republic

Attitudes toward the physical demands of pregnancy began to alter noticeably around the time of the American Revolution, as beliefs about the role of mothers began to change. In the colonial period, pregnancy had been seen as a natural and routine, if uncomfortable, part of a woman’s fertility cycle through much of her adult life. In the new republic producing babies was to be only part of women’s role in society and not, perhaps, the part held in the highest esteem. The revolutionary generation emphasized women’s minds, morals, and rationality over their bodily accomplishments. Women would do their part to build the country by educating its children into a citizenry capable of exercising self-determination.6

As patriarchal family norms softened, mothers took on much of the moral and practical authority that had previously been reserved for fathers and focused their attention more on the intellectual than on the physical aspects of parenting. In 1815, eighteen-year-old Mehitable May Dawes wrote enthusiastically in her diary about new proposals for women’s education. “What an important sphere a woman fills! . . . [H]ow thoroughly she ought to be qualified for it.” Dawes, who would go on to have six children, believed that mothers shaped the world by virtue of the education they gave their children, especially their sons. “All men feel so grand and boast so much . . . If their mothers had not taken such good care of them when they were babies, and instilled good principles into them as they grew up, what think you would have become of the mighty animals—oh every man of sense must humbly bow before woman.”7 Mehitable and her peers still focused their energy on family life, but they glorified the intellectual endeavor of childrearing more than the physical efforts of pregnancy, birth, and breastfeeding.

The religious renewal of the Second Great Awakening also helped push Americans to redefine mothers as educators rather than as baby makers. Pastors who led the religious revival of the late eighteenth and early nineteenth century realized that the devoted women who dominated their congregations were their primary audience. The archetypal woman in their sermons was no longer Eve, the sexual temptress consigned to bring forth children in pain as a permanent reminder of mankind’s proclivity to sin and fall away from God, redeemed only through the repeated suffering and mortal risk of labor.8 Instead, pastors emphasized the role of Christianity in raising people out of the natural condition of bestiality and regarded women as especially capable of reaching new heights of moral purity and serving as models for male kin. Many women embraced this new view of women’s nature, satisfied to accept the novel idea that women could be “passionless,” able to escape sensuality in favor of an elevated moral and spiritual sensibility.9 In this new theology, sex, pregnancy, and childbirth no longer defined the essential nature of women.

As the physical act of childbearing was made less central to women’s identity, women were less willing to take its burdens for granted. One response was to try and exercise some control over the number of births a woman would endure in her lifetime. Extended breastfeeding, male “continence” or withdrawal, and various folk remedies for preventing pregnancies came to seem more appealing and more reasonable.

A second response was to complain about the outsized physical toll pregnancies and births took on a woman’s health, and potentially her life. Pregnant women and their husbands began to use the terms “unwell,” “sick,” and “indisposed” as euphemisms for pregnancy, rather than the earlier terminology of “teeming,” “breeding,” “lusty,” and “thriving.”10 Some explicitly regarded non-pregnancy as a state of good health.11 In letters and diaries, eighteenth-century stoicism gave way to dramatic expressions of fear and anguish. One New Year’s Eve in the 1820s, a pregnant Sidney Carr wrote to her sister, “Oh my dear Jane how can I ever get through[!] I feel as the time approaches that I would rather die than bear so much pain. What a fool a girl is ever to get married, if I should be so fortunate as to have a daughter my first lesson to her shall be to despise everything that wears breeches.” In 1812, Ann Barraud, the wife of a Virginia physician, wrote to her friend Ann Cocke about her worry for a mutual friend. She was “in a very gloomy state of Mind. . . she expects the birth of her child will put a period to her existence as her constitution is far too exhausted to bear the distresst state to which she is exposed in childbirth.”12 Even at a time when women could still expect to have many pregnancies, they were beginning to regard pregnancy as a time of exceptional danger and distress, and to see non-pregnancy as a baseline healthy state rather than a state of unaccustomed infertility.13

Doctors in the Birth Room

As the physical demands of childbearing came to be seen as an exceptional challenge to a woman’s health, women began looking to physicians for care. It happened first with regard to birth. During the nineteenth century, middle-class women increasingly sent their husbands to fetch the doctor rather than the midwife when they went into labor. In earlier centuries, physicians were only called to births when they had gone disastrously awry. They had been charged with the gruesome task of dismembering an irremediably stuck (and usually stillborn) baby to extract it or desperately attempting to halt a life-threatening hemorrhage. As women increasingly saw pregnancy as an illness and birth as a health crisis, those who could afford doctors began to see them as the best attendants at normal births.

If a woman and her family called the doctor, he would be immediately available in case of emergency, and he would bring with him a host of tools meant to speed and ease labor. Doctors brought ergot to stimulate contractions, opium to mask the pain, and forceps to pull the baby through the birth canal. In hindsight, it is clear that physicians did at least as much harm as good with their interventions and brought far more of the bacteria that caused deadly puerperal fever into birth rooms. In most times and places, wealthier women have safer births, but in the nineteenth century, women who could afford to hire doctors died at a higher rate than their poorer sisters. Nonetheless, women inclined to see childbirth as a health crisis turned with hope to physicians as a source of authority and assistance.14

By the 1850s, physicians also brought with them a groundbreaking innovation: anesthesia to dramatically reduce the pain of labor. It was not without controversy. Many physicians felt pressured by their patients to provide chloroform or ether but were nervous that it might not be safe. After all, in large doses it could suppress respiration to the point of death. Arguing against anesthesia, a few physicians made the religious claim that God had decreed that women were to suffer in childbirth, but that view was mostly seen as old fashioned and misguided. A few others made a novel argument about the benefit of pain, claiming that a child brought forth with much suffering and sacrifice would be all the more precious to its mother. On the other side, arguing in favor of anesthesia, some doctors claimed that middle-class women had become so high strung and delicate that their nerves would be wrecked by the pain of birth. Others who were dismayed at the falling birth rates of middle-class women hoped that pain-free birth would encourage them to have plenty of children. Those commentators had misread the situation: in fact, women were beginning to regard childbearing as an exceptional burden even aside from the pain of labor, and the use of anesthesia during labor contributed to the common view that birth was a health crisis one wouldn’t want to repeat more times than absolutely necessary.15

Physicians were pleased to attend normal births as a way to build up their practices. Women were generally in charge of medical care for their entire family, and if a woman liked the doctor who attended her birth, she was likely to hire him the next time a family member was ill enough to need a physician. Doctors were happy to encourage the idea that they were more qualified than midwives and by the later decades of the nineteenth century were actively campaigning to remove midwives from the birth room. Bringing physicians into the birth room raised concerns about modesty and propriety at a time remembered for an exaggerated sense of decorum and prudery. Obstetric textbooks showed doctors how to manually examine a patient while reaching under her skirts, with the idea that touching was less voyeuristic than looking. Women and their husbands were willing to deal with male doctors despite their reservations because of the medical benefit they expected from a doctor’s presence.16 A new definition of modesty would have to be based on the formalized expectations of the doctor-patient relationship.

While birthing women still often asked female relatives or friends to assist them at their births, the communal aspects of the birth room had gradually been dwindling since around the time of the American Revolution. A smaller group gathered, and instead of celebrating the baby’s emergence with a “groaning party” hosted by the birthing woman and her family, female friends and relatives made quiet visits to greet the baby once the mother was ready to “sit up,” a week or two after the birth.17 As Americans became more likely to move away from their extended families, they were less likely to have female friends and relatives to call to a birth.18 The communal female birth ritual of old was being displaced by a medical ritual. Middle-class families developed an expectation of privacy and propriety based on the physician-patient relationship rather than the traditional community of women.19

In the last decades of the nineteenth century, not just birth but pregnancy too was increasingly sheltered within the private space of home and family. Victorian prudery had become so exaggerated that some medical writers asserted that “good” women were free of sexual desire and only wanted sex in order to have children. Anything to do with the body was a source of shame, especially if it was connected to sex. Women began to feel that they should not be visibly pregnant in public. Since at that point many middle-class women had only a few children, it was not entirely impractical to hide for the last few months of each pregnancy. It was a far cry from the colonial era’s matter-of-fact acknowledgment of pregnancy. Children could be told that the stork brought babies, and as far as anyone outside a woman’s immediate family could tell, it might as well have been true. As a result, pregnancy came to seem like an even more exceptional state of being.20

Nineteenth-Century Pregnancy Advice Manuals

In the late nineteenth century, too, some medical writers began to encourage women to see pregnancy as a stage of life that required special medical and scientific knowledge to handle correctly. A blossoming genre of advice literature, intended for mothers to give to their daughters to educate them as they embarked on married life, was authored mostly by physicians, many of them women. It was premised on the assumption that middle-class women, increasingly protected from vulgarity by Victorian mores, might know none of the “facts of life” before marriage. So the books combined sex education, moral admonishment, pregnancy and birth preparation, and baby-care advice.

It can be both surprising and discomfiting to read these manuals from a twenty-first-century perspective. These books had none of the warm and reassuring tones of the late-twentieth-century bestseller What to Expect When You’re Expecting.21 Some of them began with a diatribe against abortion and a strict warning to the reader that abortions were dangerous, unnatural, immoral, and illegal. Just at the turn of the century, Mrs. Emma Drake, MD, in What a Young Wife Ought to Know, scolded mothers for teaching their married daughters how to abort and pleaded, “Shall we teach our daughters that the institution of marriage is for home and children, and that unless they are prepared to make the home and desire children, they are committing a grievous sin by entering its sacred portals?”22 Elizabeth Scovil, associate editor of the Ladies’ Home Journal, told her reader (incorrectly) that from conception, abortion was considered murder and punishable by death in some states.23

In those decades, physicians were feeling the stress of being caught between new laws criminalizing abortion and their patients’ frequent requests for help. Women physicians could be especially harsh and indignant, as they were tired of being mistaken for the euphemized “women doctors” who advertised in the backs of newspapers their services in “restoring menstrual cycles.”24 Advice book authors told women in no uncertain terms that it was their responsibility to care for the developing babies in their wombs, not destroy them.25

These authors assumed, probably correctly, that many women of the late nineteenth century had inherited an attitude of carelessness and fatalism toward their pregnancies, especially in their early months. Despite a century of advice literature encouraging women to take precautions to protect their pregnancies, a proactive approach had yet to become mainstream. Historian Shannon Withycombe has shown, based on a close examination of women’s letters and diaries and cases that physicians reported in medical journals, that nineteenth-century women who miscarried did not express guilt or responsibility, even if they might be able to pinpoint a likely trigger that they believed precipitated the miscarriage. Neither did they describe making any special efforts to try to care for their pregnancies as the books instructed. Rather, early miscarriages were often welcomed as a crucial piece of the contraceptive puzzle, a natural and accepted way to keep overall childbearing low.26

The tone of the nineteenth-century advice literature set certain precedents for the genre as it evolved. Most crucially, it told middle-class women that they could produce healthy babies if they did the right things during pregnancy. In its most basic form, this meant not trying to have a miscarriage or procure an abortion, but it was elaborated to include a broad array of positive steps to take. Some authors named this “prenatal culture.” A pregnant woman should take care to adjust her activities to avoid all potential causes of harm and create opportunities for positive exposures to elevate the physical and moral constitution of her unborn child.27 Women were held responsible for the health of their pregnancies, and in a time of high abortion rates, when a pregnancy failed, the pregnant woman was suspected of sabotaging it.

In addition, pregnancy advice authors began to describe embryonic and fetal development in detail and expected pregnant women to take an interest in it. Physician-authors believed that exciting developments in embryology deserved rapt attention from a middle class increasingly fascinated by all things scientific and eager to embrace a scientific modernity. The new science of human embryology had gained great momentum during the nineteenth century. Physicians had begun to collect miscarried human specimens from women’s bedsides to display at medical meetings and write about in medical journals. They no longer regarded miscarried bits of flesh and gushes of blood as evidence of “moles” and uterine mistakes but searched them for evidence of tiny expelled embryos and enthusiastically shared their findings. Sketches of embryos were published in biological and medical textbooks and journals and also made their way into educational books for laypeople.28

Authors compared human embryos to insects and gave dry, scientific descriptions. Illustrations often depicted tadpoles and chicken embryos, because they were more readily available for study than human embryos. For example, in his 1873 treatise for laypeople, Esoteric Anthropology, Dr. Thomas Nichols illustrated fish and chicken embryos and described them at length, before turning to the human embryo. “On the thirteenth day the embryo is as large as a horse-fly, and resembles a worm bent together. There are as yet no limbs, and the head is larger than the rest of the body. When stretched out, the embryo is nearly half an inch long.” Dr. Alice Stockham, in her 1887 Tokology, reiterated these insect and worm metaphors. Dr. Seth Pancoast’s 1865 Ladies’ Medical Guide contained more illustrations of fully formed fetuses, yet they were alien looking and skinny, far from anything we would be inclined to call “cute” (see Figure 4.1). Still, women were supposed to take from these scientific developmental narratives the lesson that this was a baby inside from the beginning, not simply a blob of congealing fluids or, as earlier medical theory metaphorically described it, the curdling of menstrual blood by the addition of semen.29
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Figure. 4.1 Sketches of embryonic development from Dr. Seth Pancoast’s 1865 Ladies’ Medical Guide.



These two characteristics of nineteenth-century pregnancy advice—the idea that women could proactively prevent problems and ensure healthy babies through their behavior, and the fetal development timeline as an anchor for understanding pregnancy—would be preserved even as the tone of the pregnancy advice literature changed dramatically.

Pregnancy Goes Modern (Eventually)

Late Victorian mores around pregnancy were remarkably persistent in the first decades of the twentieth century. Women felt ashamed to be seen pregnant and hid at home if they could. They fretted about the pain and danger of birth and justifiably so: while infant and child mortality dropped substantially in the decades surrounding the turn of the century, mothers continued to die during and after birth at alarming rates, and newborn mortality rates remained high. The risks of childbearing seemed more pronounced at a time when Americans were generally becoming healthier and living longer. The World War I generation compared mothers to soldiers, ready to lay down their lives for a noble cause.30

When women did talk with each other in private about pregnancy, they often told “war stories” to match the men’s. While surely some advice was practical and reassuring, “childbirth gone wrong” was a popular genre. Experienced mothers spoke of blood, pain, and death as well as heroism, miracles, suffering, and, above all, personal sacrifice. Women commiserated with each other and brought young women pregnant for the first time into the private society of women’s talk, filled with gossip, one-upsmanship, and camaraderie. Young women learned about pregnancy from the personal stories and traditions passed down by female relatives, friends, and neighbors. It would have been hard not to be fully (and frighteningly) aware of all that could potentially go awry.31

Through the 1910s, women were assumed to be caring for themselves and their pregnancies without direct medical supervision up until the birth, and the advice literature rarely recommended earlier doctor’s care. Obstetrical textbooks listed many reasons why a woman might consult a doctor, but preventive care was not one of them. The Children’s Bureau’s first Prenatal Care pamphlet, published in 1913, did recommend that women engage a doctor and send urine samples to the doctor to be tested for albumin throughout the pregnancy. But it conceded that the doctor “may have very little to do beyond giving advice and making the routine examinations of the urine.”32 A 1920 Lydia Pinkham pamphlet, distributed in conjunction with her eponymous patent medicine, perhaps gives a more realistic sense of what women might do: the extent of prenatal care Pinkham recommended was sending a urine sample to the doctor in the last months of pregnancy should symptoms of toxemia (now called preeclampsia) arise.33 This would soon change, between medical advances that made some prenatal care more effective, and ebullient, overcharged optimism that prenatal care could prevent most maternal and infant mortality if women were supervised closely enough.

The Model of a Modern Pregnancy

A new crop of advice books imbued pregnancy with the can-do spirit of the 1920s. Women were told to be optimistic, proactive, and modern. They were to embrace science and medicine and to regard the doctor as their guide, rejecting tradition and superstition. They were also supposed to be matter-of-fact and frank about pregnancy, dispensing with Victorian prudery and embracing dressing in cute maternity clothes rather than hiding at home. Pregnancy was back in the public eye.

In 1922, Carolyn Conant Van Blarcom, a respected expert in obstetrical nursing, simultaneously published a popular pregnancy guide, Getting Ready to be a Mother and a textbook, Obstetric Nursing.34 She was determined to set a new tone and a new standard for prenatal care. Her guide gained a popular readership and was reprinted in ten editions through the 1940s. Van Blarcom, alongside her medical and public health colleagues who made similar efforts, launched a new way of conceptualizing pregnancy.

Van Blarcom’s work was part of a larger movement for maternity care reform, which began as a Progressive cause in the 1910s and blossomed in the 1920s. Progressive reformers began to imagine a more proactive, optimistic, and modern way for all women to handle pregnancy. Unlike their nineteenth-century middle-class predecessors, they did not regard their middle-class habits as valued markers of distinction, but instead wanted to spread middle-class habits and values to everyone.35 When it came to maternity care, they were convinced that women would have safer and healthier pregnancies and births if they rejected tradition and superstition, had their medical issues addressed by a doctor during pregnancy, and better educated themselves about self-care.

In the first pages of Getting Ready to be a Mother, Van Blarcom asked her reader to choose sides. “How does it seem to you—the coming of a baby? Does it seem the most amazing of miracles, so stirring in its beauty and mystery that you are eager to make ready and prepare for it fitly? Or have you, perhaps, come to share the general feeling that motherhood is a natural state which one accepts when it comes, but need not prepare for?”36 Since her reader had purchased a pregnancy manual, the right answer was obvious. Van Blarcom nevertheless elaborated. She acknowledged that she was arguing against “a very old and deeply rooted conviction that, as women always have had babies and have had them through the working of one of Nature’s laws that has been operating over and over throughout the ages, they doubtless will continue to have them in the same old way, and the entire matter may well be left to take care of itself.” Van Blarcom blamed too-frequent dire outcomes on this traditional fatalism and on the custom of waiting until labor to call the doctor. “All too often the mother has died, because of this tardy care, been injured or become an invalid, while equally sad things have happened to the baby—and needlessly so.” Van Blarcom promised that medicine was poised to save the day. “[N]ow, happily, a great change is taking place in the realm of mothers and babies . . . [W]omen are more and more generally seeking and being given ‘prenatal care,’ which is care before the baby is born, together with advice and instructions which fit them to assume motherhood safely and successfully.”37

Van Blarcom carefully described the pregnant role models she wanted her reader to emulate:


Many women, nowadays . . . begin by consulting a doctor as soon as they know that they are pregnant, because they appreciate the importance of doing so. They study eagerly the questions relating to motherhood; the structure and workings of those parts of their own bodies which are concerned with the baby’s creation; how he evolves within them; what he needs during those nine months of development; what practices, what conditions are bad for the baby and themselves; what they can do to avoid or correct these and how they can help to make things go smoothly.



She concluded that “the women who face the facts of motherhood in this way generally go through the entire adventure normally and successfully, as Nature intended they should.” Van Blarcom’s book was arranged to support each of these aspects of a conscientious pregnancy.38

Van Blarcom gave her reader strict instructions on who she must and must not consult for pregnancy advice. The doctor was to guide the process from start to finish, aided, perhaps, by the wisdom of a medically sanctioned advice book. Mothers and mothers-in-law were worse than useless, with their war stories and their traditions; they sabotaged the doctor’s best efforts. “One factor which keeps some expectant mothers from seeking medical care is the well meaning but dangerous counsel so freely offered by older women who claim fitness to advise by virtue of having had several children of their own. Their lack of success, as evidenced by miscarriages, stillbirths, children dying in early infancy, as well as injuries and disabilities of their own, is usually overlooked as they press their superstitions and remedies upon the inexperienced and bewildered younger woman. When disaster follows, as it so often does, it is very likely to be ascribed to the will of God, and the mother’s needless sacrifice does not even serve as a warning to others who are in line for the same kind of advice.”39 Van Blarcom was so sure that scientific medicine could remedy all ills that she blamed the older generation for their own reproductive tragedies, suppressed realistic warnings about what could go wrong, and disavowed any attitude of fatalism or acceptance.40

Surprisingly, given her grand rhetoric, Van Blarcom could offer only a few modern medical innovations. The most important and effective innovation was a treatment for syphilis. Syphilis caused many stillbirths and grave illness in children born with it. The arsenic-based compound Salvarsan, introduced in 1909, could cure syphilis in a pregnant woman and prevent congenital syphilis in her baby.41 This was indeed the kind of miracle medicine Van Blarcom promised, but the stigma of sexually transmitted diseases meant that she could not directly discuss it.42 But a blood test at the kind of early prenatal care check-up Van Blarcom advocated would have been checked for syphilis, and treatment could be started right away.

Most of Van Blarcom’s advice was aimed at preventing convulsions, the term then used for eclampsia. Often fatal for mother and baby alike, convulsions were one of the most common and feared of the serious complications of pregnancy. Then called “toxemia” in the medical literature, it was believed to be caused by the buildup of toxins in the body at a time when the body’s systems of elimination were working overtime. Accordingly, Van Blarcom gave a great deal of dietary advice focused on preventing and relieving constipation and indigestion, and she urged women to drink plenty of water, allow their skin to breathe, and take baths to wash away perspiration. If toxemia was caused by a gradual buildup of toxins, then a woman should make sure that all her small daily habits were promoting their release. Van Blarcom also wanted women to go to the doctor for regular check-ups because modern medicine had shown that protein in a woman’s urine was a signal of the beginning of preeclampsia. She assured her reader that “after looking over the records of many thousands of mothers who have had prenatal care, it seems almost safe to say that the expectant mother who follows such a course [of studiously following Van Blarcom’s regimen and consulting a doctor] will not have convulsions.”43

In this case, Van Blarcom’s faith in modern medicine far outstripped the reality, as the only effective way to treat preeclampsia is to deliver the baby.44 Van Blarcom believed that her and her physician-colleagues’ treatment of preeclampsia was successful. She must have explained away cases that resulted in full-blown eclampsia, discounting evidence that would have thrown doubt on her prescribed regimen. Perhaps, too, Van Blarcom presented what she knew was an overly optimistic picture because she truly believed that if only women scrupulously followed medical advice, they would all be saved from the sometimes deadly convulsions of pregnancy. Perhaps she thought that medical advances in detecting preeclampsia meant that doctors had control of the situation. And perhaps she was willing to provide a bit more reassurance than the situation justified because she believed that pregnant women fared best when they anticipated a good outcome.

Like today’s pregnancy apps, the regimen Van Blarcom prescribed laid out schedules for meals, sleep, and exercise, and insisted that these must be carried out precisely to give baby and mother the best chance at good health. Yet, unlike the alerts pinging from pregnancy apps, those details were supposed to become quickly absorbed and ingrained as unconscious habits. She advised her reader to “try to forget that you are pregnant, so far as you can do this and still remember to take proper care of yourself.” Thinking about it too much led to dwelling on the potential complications, which then carried its own risks. “Above all, don’t worry. Worry will interfere with your sleep and it will also upset your digestion quite as seriously as will wrong food.” It was a tricky balancing act she expected from pregnant women. “Try not to be too self-centered or too watchful of your symptoms, but at the same time avoid the dangerous habit of thinking that any unusual condition which develops is due to your being pregnant, for a sick pregnancy is not normal.” Van Blarcom’s long and minute list of dos and don’ts laid the initial groundwork for intensive monitoring of pregnancy.45

When it came to miscarriage, as with eclampsia, Van Blarcom promised far more than she could deliver. She explained, correctly, to her reader that “at least one out of every five pregnancies ends in abortion [i.e. miscarriage].” But then she claimed that “the tragedy of this [is] that it is very largely a preventable disaster . . . . The prevention of [miscarriages] is of such obvious importance and there is so much that you can do to this end, that we shall take up the question at some length.”46 She gave women a long list of suggestions, all variations on the traditional strictures, including no jolting, no heavy lifting, no sex, no sweeping, no running a foot-pedaled sewing machine, no jumping, no dancing, and no traveling. Her message in her handbook was that a responsible woman would not have a miscarriage.

Yet, in her textbook Obstetrical Nursing, Van Blarcom admitted that a large portion of miscarriages were inevitable: “Dr. Mall, of Johns Hopkins University, showed after years of investigation that at least one-third of the embryos obtained from [miscarriages] were malformed and would have developed into monstrosities had they lived to term.” She admitted, too, that women might want to know about this finding. “It is often a great comfort to the expectant mother who loses her baby early in pregnancy to realize that had she carried her baby to term it might have been a monster, and that, therefore, she has not lost a beautiful, normal child. Just why these abnormalities occur is not known, nor is there any known method of preventing or correcting them.”47

Why did Van Blarcom encourage women to blame themselves for their miscarriages when she knew that a substantial portion were due to genetic anomalies? Partly, she seemed to have believed in all the traditional explanations for miscarriage, despite evidence that challenged medical tradition. Long-standing explanations were too deeply ingrained to abandon in one generation, and Van Blarcom and her medical peers would continue to suspect that heavy lifting and sex caused miscarriages. As late as 1970, the fifth edition of Dr. Nicholson Eastman’s Expectant Motherhood estimated that 80 percent of early miscarriages were due to chromosomal anomalies and yet still suggested that “it would seem prudent for every expectant mother to follow the dictates of common sense and avoid long automobile trips, lifting heavy weights and any form of activity which involves jolting.”48 It would take several more decades for scientists and physicians to fully debunk traditional ideas about why miscarriages happen. These traditional explanations make such intuitive sense that many women still wonder about them when they miscarry. Nonetheless the up-to-date science Van Blarcom cited challenged these traditional views, and she was deeply invested in modern science. Presumably, she did not want to share Dr. Mall’s statistic with pregnant women because she believed it would reinforce the sense of fatalism she was trying so hard to change. She was willing to induce undeserved feelings of guilt over miscarriages in order to get women to take their prenatal care seriously.

Modern Pregnancies for All

Initially, maternity care reformers aimed to bring prenatal care to isolated, struggling farm wives and poor immigrant women living in squalid tenements, because those women and their children were more obviously suffering. Since the 1890s, Progressive organizations such as Hull House in Chicago had provided education and social support in an effort to assimilate the tremendous influx of newcomers into American life. Maternity care reformers shared this goal and likewise tended to assume that scientific rationality and middle-class habits naturally went together. Some studies showed that clinics offering comprehensive prenatal and maternity care had lower maternal and infant mortality rates than their surrounding communities.49 In the 1920s and 1930s, the Kentucky Frontier Nursing Service provided trained nurse-midwives to poor, isolated farm wives for their prenatal care and home births. Ten times fewer women died under their care than the average rate for the country, a remarkable testament to the value of nursing care.50 Being delivered by one’s local doctor was still a risky prospect, but comprehensive, nursing-based prenatal and maternity care brought improved results.51

Even if many of the specific protocols Van Blarcom and her colleagues prescribed were not effective, the overall impact of high-quality prenatal and maternity care was, and continues to be, real. Van Blarcom and her colleagues were also observing a general trend toward better health and longer lives for adults and children alike, beginning in the late nineteenth century and accelerating in the 1920s.52 From their perspective on the ground in the 1920s, maternity care reformers believed their efforts would quickly bear fruit and were happy to take credit for the improvements they witnessed.

Not everyone was as persuaded as Van Blarcom and her colleagues. Some women felt that the reformers were nosy busybodies who had no business intruding upon something as private as pregnancy. The Maternity Center Association, founded by a group of doctors and New York society women activists in 1918, sent nurses to poor New York neighborhoods to knock on doors and invite pregnant women to attend free prenatal care clinics and classes. Early on, many women simply slammed the door in the nurse’s face.53 From New York to Boston to San Francisco, clinic directors and physicians complained that women refused prenatal care. The Boston Lying In Hospital reported, “We are constantly urging upon our patients the importance of putting themselves under our care early in their pregnancy, but find it difficult to get hold of them much before the fifth and sixth months.”54

Working-class men were also skeptical. As Van Blarcom complained, they were frequently reluctant to pay for monthly visits to the doctor for their pregnant wives, since they knew their own mothers had delivered their babies without them. Van Blarcom told a story of a farmer whose hogs won a prize at the county fair, but whose baby was a dismal failure in the Better Baby contest. She scolded him for his unwillingness to treat his wife with as much care and respect as the hogs he carefully raised with scientific methods and substantial financial investment. At the end of Van Blarcom’s (likely apocryphal) tale, the husband was persuaded to apply modern, scientific methods to human pregnancy as well as to his hogs, and the couple’s second baby won the next county fair prize.

Even general practitioners were much less supportive of prenatal care than their obstetrician colleagues. At the 1927 Detroit meeting of the National Medical Association, the dominant medical organization for African American physicians, Dr. Leon Wilson observed that wealthy women received excellent care and destitute women sometimes had access to good care at free prenatal clinics; but woe to the woman who turned to her general doctor to help her through pregnancy and birth. “As a general thing urine analyses are seldom if ever run, blood pressure likewise, and often a simple physical examination not to speak of an obstetrical examination is never made. He is called at labor, rushes there, haphazardly examines the patient, may or may not use gloves, nature helps him and away home he goes. If things do not run smoothly he is very soon at sea, and in an effort to do something, does the wrong thing and the mischief is done.”55 Writing from his experience as a physician in Salt Lake City, Dr. William Hunter complained that even when women received a prompt from their insurance company to seek prenatal care, not much good came of it. “One line italicized in this pamphlet reads: ‘The first and most important thing to do, consult a doctor as soon as you know or think that you are pregnant.’ When these patients consult some doctors he too often takes the name and address, estimates the date of confinement, and rests on his oars until the time of delivery.”56 Prenatal care was still the province of obstetric specialists and public health clinics in many places, and general practitioners often hewed to tradition.

Still, not every tenement dweller and farm wife resigned herself to bearing whatever came with pregnancy. One Tennessee woman wrote to the Children’s Bureau, a federal agency that distributed pamphlets on baby care and pregnancy, to ask for support pushing against the traditional attitudes of her spouse. “My husband does not see any necessity of any extra care of my health now, and says it is only foolishness. So I am quite at a loss to know what to do.” Like Van Blarcom, the assistant director of the Children’s Bureau, Florence McKay, urged the supplicant to shame her husband by pointing out that he treated the animals better than he treated her. “It is quite important for a mother during pregnancy to have especial care for her health. Farmers realize this in regard to their livestock and it is even more important to the mothers of children.”57 Many women wrote letters to the Children’s Bureau begging for advice about how to have a healthy pregnancy and birth and asking for familial and medical assistance.

The most eager adopters of prenatal care were middle-class women who could comfortably afford medical care and were adopting modern styles in everything from bobbed hairdos to Kotex.58 They filled classes at the Maternity Center Association, bought books like Van Blarcom’s, had their babies in hospitals, and saw doctors for regular prenatal check-ups.59 They buoyed reformers’ efforts to remake maternity care into its optimistic modern model and embraced the reformers’ message: that pregnancy could be safe, even rewarding and happy, if they trusted the doctor, sought up-to-date science-based care, and listened to the reassuring messages of Van Blarcom and her colleagues rather than the war stories of their mothers and grandmothers.

Maternity care reformers were pleased to reach middle-class women as much as poor women at a time when many political and intellectual leaders were fretting about demographic shifts that threatened the dominance of white Anglo-Saxon Protestants in America. Leaders nationwide held prejudices against new immigrants from southern Europe and African Americans and wished that middle-class white women would have larger families, not smaller ones. If middle-class women could be convinced that pregnancy and birth could be made safe, they thought, perhaps they would be willing to return to raising larger families. Whether rich or poor, women would be well-served, reformers believed, by a rational, modern, scientific approach to pregnancy and birth.60 By the beginning of the postwar baby boom, the modern, middle-class style of pregnancy favored by maternity care reformers would become the aspirational norm.

Sentimental Science

A key feature of modern pregnancy manuals was an illustrated chapter about in utero development, from conception through birth. While not as elaborate or sentimental as the timelines of today’s e-newsletters from WhatToExpect.com or notifications from the Glow Nurture app, they were a far cry from their nineteenth-century predecessors. Typical earlier manuals had included a few dry paragraphs and a picture or two, but the modern manuals beginning in the 1920s were more expansive. Often written in a tone of breathless scientific wonder, development was described in detail as the story of a perfect pregnancy from gametes to baby.61

This narrative combining sentiment and science served maternity educators’ dual purpose. First, educators believed that scientific knowledge was the key to improving health generally and that the more science education people had, the better they would know how to take care of themselves. Second, as Van Blarcom explained it, “I have given some space to a description of the course of the baby’s development in order that his mother might have an abiding sense of his reality and his need of her protecting care from the very moment of his origin.”62 It was not logically obvious that these scientific descriptions would improve medical outcomes or tug at a parent’s heartstrings, though. Pregnancy manual authors and modern readers alike had to agree to invest technical descriptions with emotional meaning and regard them as an impetus for care.

Scientific descriptions of development were not directly applicable to prenatal care. A woman would not know any better what to eat, for example, by knowing how the baby grows. Public health pamphlets aimed at the least literate Americans implicitly acknowledged this fact. They left out the science in favor of practical advice, assuming that their readers would be unable or unwilling to follow the technical language.63 Rather than science having some direct application, authors felt that it made people feel modern, engaged, and in control of their destinies when they shared a scientific understanding of their bodies with their physicians. This engagement was presumed to inspire women and their husbands to trust doctors’ advice and adhere to prenatal care guidelines.

Before the 1960s, many women would have encountered pictures and descriptions of embryos for the first time in relation to their own pregnancies. Someone with the right connections might have gained more knowledge as a young person; in her cutesy 1944 pregnancy guide ABCs for Mothers-to-Be, Jean Aaberg guessed that


all of you during some shadowy period of your life have probably been introduced to the wonders of medical books and the full page color plates therein. You had an uncle who was a doctor, or a friend who had such an uncle; and one idle afternoon, sure as anything, you found yourself in possession of the treasure. There were the pictures, month by amazing month, all graphic and lurid; and in them the unborn babies always stood placidly on their heads, and in the face they looked alarmingly like one of the Dead-End Kids.



Medical books were not the only possible source for upper-crust girls: “Even if you had no such furtive experience, you probably had lots of long discussions after the lights were out at boarding school. Or you may have taken an enlightening course in elementary biology.”64

But those who were not related to doctors or attending boarding school were unlikely to learn the scientific details until they had children, and then only if they took the initiative to buy books about it or ask the doctor for a reproductive anatomy lesson.65 Even Aaberg was unwilling to completely presume, because “on certain issues there is still a startling amount of misinformation, and the girls still ask their eager questions . . . . It’s nice to have at least a sketchy chart of the course you propose to travel.”66

Modern timelines in pregnancy manuals described development in much more sentimental and human terms than their nineteenth-century predecessors, as part of their effort to teach women that motherly care for a baby ought to begin at conception rather than birth. This required both a new descriptive language and a new attitude toward human development.

Before this shift, embryos, in the view of many authors, appeared almost repulsive and hard to recognize as human. In a description of first trimester development, the 1835 Home Book of Health and Medicine had explained that the fertilized


ovum, as soon as it becomes visible, appears like a small vesicle, attached to some part of the uterus, generally to its upper part; and all the organs of which it consists, seem to be confusedly blended. . . . A foetus of four weeks is nearly the size of a common fly; soft, mucilaginous, and, in appearance, suspended by the belly; its bowels covered by a transparent membrane. At six weeks, it is of a somewhat firmer consistence, nearly the size of a small bee; the extremities then begin to shoot out. At three months, its shape is tolerably distinct, and it is about three inches long.67



Later in the century, some health guides drew upon German biologist Ernst Haeckel’s idea that embryos had to “recapitulate” the stages of evolution of their species as they developed, rendering early embryos as humans’ non-human evolutionary predecessors.68 Through the nineteenth and early twentieth centuries, medical and scientific authors conveyed a sense of wonder at how something so alien and animal-like could develop into a human being.

In contrast, Van Blarcom, writing in 1922, saw the first-trimester fetus as most certainly a baby, not a fly or a pre-human evolutionary ancestor.


These different kinds of cells rearrange themselves and grow in such a manner that some of them begin to form the different parts of the baby’s body and others develop into two thin membranes that finally enclose the baby in a double sac. He is attached to the inner surface of the sac; the space which he does not occupy is filled with fluid and the sac itself is attached to the uterine lining at the point where the cell mass happened to stop and bury itself. . . . At the end of the second month, or eighth week, his head is fairly well shaped: bones are beginning to develop, webbed hands and feet are formed and the little body is about 1 inch long. At the end of the third month, or twelfth week, his entire body shows marked development and is about 3 1/2 inches long. His fingers and toes are separated and bear soft nails; the teeth are forming, the eyes have lids and the umbilical cord has taken definite form.69



A pregnant woman could almost imagine cuddling the tiny baby of Van Blarcom’s description. While looking at the same embryonic images as her nineteenth-century predecessors, Van Blarcom focused her description on the ways in which embryos were like babies, instead of the ways they were different.

The Maternity Center Association (MCA) likewise carefully shaped its developmental descriptions to inspire parental care. Describing the first seven weeks of embryonic development, the organization’s 1932 Maternity Handbook explained, “When the two tiny cells began to grow they did not look much like a baby. There is nothing more wonderful than the way the cells arrange themselves to make the baby’s body as they grow from two to four to eight to sixteen and on up into the millions. Each day some new part of the baby’s body is being made—and it can’t be done over the next day. So every day matters.” Pointing to a series of line drawings from twelve days after conception to six and a half weeks’ gestation, the author explained, “This is a picture of the baby as he grows for the first few weeks and begins to look like a baby”70 (see Figure 4.2). The MCA wanted to make sure its clients saw continuity in the developing embryo as a baby, even when the developmental images it provided seemed to belie that description.
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Figure. 4.2 Sketches of embryonic development in the Maternity Center Association’s 1932 Maternity Handbook: “This is a picture of the baby as he grows for the first few weeks and begins to look like a baby.”



For the 1939 World’s Fair, the MCA collaborated with respected obstetrician-gynecologist-cum-sculptor Robert Latou Dickinson to create a beautiful display known as the Birth Series. Twenty-four models depicted pregnancy from conception through birth. As historian Rose Holz has observed, Dickinson and his sculptor-collaborator Abram Belskie intended to emotionally move their audience as much as educate them. They created aesthetically compelling models out of white plaster, evoking the white marble of Michelangelo’s David. Their reverence for the creation and development of human life was palpable. (This did not, however, imply a political message about abortion: Dickinson was an activist for birth control and a vocal supporter of abortion rights.) Through his sculptures, Dickinson told a story of human development that combined his Christian religious reverence for humanity, his obsession with accurate and detailed scientific observation, and his appreciation for the aesthetic beauty of human bodies. In Dickinson and Belskie’s rendering, the earliest embryos might not be self-evidently babylike, but they were part of a through-told story of the awe-inspiring beauty of human development (see Figure 4.3a and b).71
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Figures 4.3a and 4.3b Dr. Robert Latou Dickinson’s “birth series” sculptures rendered the developing embryo in three-dimensional elegance. Created for the 1939 World’s Fair, they were reproduced and photographed for wide distribution in educational displays and pamphlets, including this one from the Maternity Center Association. How Does Your Baby Grow? (New York: Maternity Center Association, 1940). In “Report of The First Year of Life. An Exhibit at the New York World’s Fair. 1940,” folder 7, box 39, Maternity Center Association Records, Archives & Special Collections, Columbia University Health Sciences Library. Used with permission of the National Partnership for Women & Families.
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The MCA display, and particularly the Birth Series, was deluged with eager visitors. Critics praised its reverential and informative display at a time when sex education was controversial and often tarred as smut. Hundreds of thousands of visitors filed past the sculptures. Teachers brought their students, and parents brought their children. In the fair’s winter months, the sculptures were displayed for many more visitors at the New York Museum of Natural History.72

When the fair closed, the MCA reproduced the sculptures for medical centers and museums around the country to be used as teaching tools for physicians and nurses, as well as schoolchildren. The sculptures were also photographed and published in the MCA’s Birth Atlas, which was distributed even more widely to classes for expectant parents as well as to medical professionals. Versions of the Birth Atlas continued to be printed into the 1960s. Select images from it were featured in popular magazines such as Life and Look, used in advertising, and appeared in pregnancy advice books. The MCA published its own guide for laypeople, A Baby Is Born: The Picture Story of a Baby from Conception Through Birth. Dickinson’s sculptures appeared in the interior, while an unattributed marble sculpture of a family, with husband, wife, and several babies and toddlers, was featured on the cover and on the final page under the label “A Family Is Born.” Dickinson’s beautiful, reverent sculptures were the first aestheticized representations of embryonic and fetal development to be widely distributed in the United States, and they shaped Americans’ understandings of pregnancy. They told a story of a pregnancy that unfolds perfectly from conception through birth, a continuity of serene images culminating in the birth of a perfect baby.73

A few decades later, in 1965, Life magazine published Lennart Nilsson’s spectacular photographs of embryos and fetuses, floating in gorgeously backlit amniotic sacs. Delicately evocative in a different but equally compelling register, Nilsson’s photographs showed the reader the semi-transparent tiny hands and feet of specific fetuses. The cover photo was labeled a “living 18-week-old fetus inside its amniotic sac,” inviting the reader to imagine this peaceful child, with its eyes closed and hands tucked up under its chin, residing in its mother’s womb (see Figure 4.4).74 The description was disingenuous; while Nilsson took some photos in conjunction with amniocentesis procedures, others were from a clinic where women received medically indicated abortions. Most of the embryos and fetuses he photographed would actually have resembled the pickled, jarred specimens that had been featured in educational science displays since the nineteenth century. But for the photographs he rendered the surroundings as black backdrops that could easily be imagined as the dark inside of a woman’s body.75
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Figure 4.4 April 30, 1965 Life magazine cover photographed by Dr. Lennart Nilsson.



Nilsson’s photographs were widely re-published and distributed around the world to a fascinated public. Life magazine’s entire print run of eight million copies was sold out within days.76 That same year, Nilsson published an educational and advice book called A Child Is Born. The book followed a young couple week by week through their pregnancy, with parallel pictures of the developing embryo. Nilsson’s Swedish press sold over fifty million copies internationally in multiple languages. These photographs became the iconic images of prenatal development for decades to come. Ironically, many of the embryos and fetuses that would become famous as representation of normal human development were only available to be photographed because they were from pregnancies that would not continue to become full-term babies. Like Dickinson, Nilsson and his publishers scrubbed their developmental timeline free of the complications of real pregnancies and real women’s lives, depicting a single, ideal path directly from conception to baby.

In their descriptions of conception and development, advice writers told their readers how to feel about pregnancy through their analogies as much as through their illustrations.77 In one prominent mid-century guide, Dr. Nicholson Eastman’s Expectant Motherhood, sperm were described as if they were an aggressive horde of princes in a biologic fairy tale, competing in a dangerous quest that only one would complete with triumphal ravishment. “Although many million spermatozoa die in the vagina as the result of the acid secretion there, myriads survive, penetrate the neck of the uterus and swarm upward through the uterine cavity and into the Fallopian tube. There they lie in wait for the ovum.” In the end, all but one of these “suitors” would die.78 Only one could penetrate the ovum. After that came the happily-ever-after honeymoon voyage. It was a “leisurely sojourn” for the fertilized egg, whose “timing has been precisely correct; the bed is prepared and the ovum has so developed that it is now ready to dig into that bed.”79 Eastman’s description was romantically appealing, but misleading. Given the large proportion of fertilized eggs that never implant, it would have been more accurate for Eastman to have extended his analogy of a perilous quest until quite a bit later in development.80

Optimism and Vigilance

During the baby boom of the 1940s and 1950s, Americans enjoyed a couple of decades of sanguine optimism about their prospects for happy and healthy pregnancies and births. The maternal mortality rate finally began to drop noticeably in the late 1930s, and the 1940s saw the diffusion of major medical breakthroughs critical to maternity care. Blood transfusion could save a woman who hemorrhaged during birth, and the drug ergometrine could contract the uterus to prevent hemorrhage. Antibiotics were crucial in combating deadly postpartum infections. At long last, women had a much better chance of surviving childbearing than had their grandmothers.81

Cultural expectations around pregnancy shifted noticeably. Women no longer compared themselves to soldiers but adopted a cheerful modern outlook on pregnancy. Women wanted childbearing to be fulfilling right from conception. Abandoning the traditional sensibility of cautious foreboding associated with pregnancy, women and their families and friends set a new standard for pregnancy as a happy time, leading to the joyful welcoming of a healthy baby.82 While surely some pregnant women worried and wondered, it was no longer acceptable to express too much ambivalence. During the 1950s baby boomers’ parents set a new expectation for happy pregnancy, a standard that has persisted.

That baby boom happiness was not to continue unmarred, however.

At the same time that Nilsson published his spectacular and intimate full-color pictures of embryos and fetuses in Life magazine in 1965, American women were coping with a devastating and well-publicized epidemic of rubella, also known as German measles. Rubella caused miscarriages, infant deaths, blindness, deafness, heart malformations, and mental retardation.83 If a woman contracted rubella in her first weeks of pregnancy, her child had a 50 percent chance of being affected.84 The only “remedy” was an abortion.

Americans reacted with alarm to the news of rubella because they had been primed by news of the damage done by thalidomide, a drug prescribed in Europe as a supposedly innocuous sleep aide. Thalidomide caused babies to be born with short, flipper-like limbs for arms and legs, and Americans had seen widely circulated pictures of babies born with these visible birth defects. The drug had not been approved in the United States, so Americans were largely protected from the direct impact of its unexpected side effects. But they learned that babies could be harmed by seemingly innocuous exposures at a critical stage of early pregnancy.85 Women were still expected to be happy during pregnancy, but with the recognition of the dangers of rubella and thalidomide, they were also supposed to be vigilant against threats they could not easily predict or control.

Recognition of prenatal dangers continued to increase. In 1971, news broke that diethylstilbestrol (DES), a drug prescribed since the 1950s to prevent miscarriage, was not just ineffective but dangerous. It caused unusual cancers and reproductive tract damage in young women who had been exposed in the womb. Research on alcohol exposure during pregnancy led to a 1973 consensus on the diagnosis of fetal alcohol syndrome. Evidence of the dangers of cigarette smoking in pregnancy, accumulating since the late 1950s, finally led to the 1985 Surgeon General’s Warnings that smoking “May Complicate Pregnancy” and that “Smoking by Pregnant Women May Result in Fetal Injury, Premature Birth and Low Birth Weight.”86 Women needed to worry about prescription drugs, alcohol, cigarettes, and infectious diseases. The placental barrier was clearly more porous than earlier researchers had realized. What other dangers might be lurking?

In the 1980s, concern about prenatal exposures and the uterine environment soared. Pregnant women came to be seen increasingly in terms of the threat they posed to their expected children’s well-being. Physicians and the public became alarmed about the crack cocaine epidemic and what was widely assumed to be the damaging impact of the drug on so-called crack babies. In some locales, law enforcement began to charge pregnant women with prenatal child abuse. The punishment of cocaine-addicted mothers soon extended to alcoholic mothers. Women were seen as possible or likely adversaries of their expected children and often punished rather than treated for their addiction.87 In 1980 the Food and Drug Administration issued a warning that caffeine might cause birth defects and recommended that pregnant women avoid coffee and soda.88 While the science behind the recommendation quickly came under question, pregnant women found themselves publicly censured for drinking coffee.89

Public health efforts in the 1980s and 1990s increasingly sought to leverage individuals’ choices to improve health on a population scale, emphasizing personal responsibility rather than communal solutions such as political action to clean up health hazards in the environment.90 Messages aimed at reforming the behavior of pregnant women often tried to persuade women by implying that those who failed to comply with mainstream prenatal care were unloving mothers. For example, the March of Dimes, a nonprofit organization committed to preventing birth defects and promoting good birth outcomes, ran “Healthy Baby Week” campaigns to encourage women to take better care of their unborn children. One March of Dimes public service announcement that played on the radio in 1983 instructed, “If you’re pregnant, show you care with early and regular prenatal care. It’s the kind of love your baby needs right now. Please, don’t take chances with that little life that depends upon you. See a doctor now and follow medical advice.” The message implied that a woman who did not seek early prenatal care was demonstrating that she didn’t love her baby. Another March of Dimes radio message urged, “Babies don’t thrive in smoke-filled wombs. . . . If you’re pregnant—picture a tiny baby puffing away the next time you reach for a cigarette. Your unborn baby will thank you.”91 Mother love and guilt harnessed to individual responsibility and initiative were supposed to produce better birth outcomes across the nation.

One of the caring actions pregnant women learned to take during pregnancy was swallowing a daily folic acid supplement. Folic acid had long been recognized as a treatment for macrocytic anemia during pregnancy, which was sometimes deadly to women who were malnourished. In the 1980s, researchers hunting for magic-bullet solutions to birth defects discovered that folic acid also helped to prevent neural tube defects such as spina bifida in babies. Public health organizations ran publicity campaigns to urge doctors to prescribe folic acid to their pregnant patients and recommended that women of childbearing age take a daily folic acid supplement just in case. Folic acid is effective only if taken very early: a month before conception, to build the woman’s bodily store of the substance, and during the first weeks of pregnancy, a stage when many women do not yet know they are pregnant. In 1994 the United States added folic acid to the grain supply to try and ensure that women would not be folate-deficient when they got pregnant. The generalized supplementation reduced neural tube defects by 19 percent, but the March of Dimes estimated that if every woman of childbearing age took a supplement, defects could be reduced by 70 percent. In 1999–2001, the organization ran a comprehensive publicity campaign to teach women and their doctors that every woman of childbearing age, regardless of whether she was planning a pregnancy, should take a daily folic acid supplement. This magic bullet cure was cheap and easy to distribute, but it only worked if a woman incorporated it into her pregnancy plans from the very beginning, ideally before conception.92

The concern about the uterine environment extended far beyond avoiding specific dangerous substances and taking a prenatal vitamin. Women were increasingly urged to do their best to perfect the uterine environment, not just to avoid a few specific dangers and follow their doctors’ advice. Fetal alcohol syndrome was not well understood, but the consensus was that it was better to be safe than sorry: the public health message was that no amount of alcohol was known to be safe during pregnancy and therefore not a single drop should be swallowed.93 Women worried themselves sick over a few drinks imbibed before they got positive pregnancy test results. The list of specific hazards grew longer, and the bad outcomes they might cause were increasingly rare. Don’t change the kitty litter, don’t eat unpasteurized cheese, avoid sushi, heat your lunchmeat until it is steaming. In 1984 What to Expect When You’re Expecting introduced the “Best Odds Diet,” with the principle that “you’ve got only nine months of meals and snacks with which to give your baby the best possible start in life. Make every one of them count. Before you close your mouth on a forkful of food, consider, ‘Is this the best I can give my baby?’ ”94 The standard of good prenatal mothering was perfection.

The idea that every choice a pregnant woman made affected her baby, combined with a punitive and adversarial attitude toward pregnant women, resulted in a widespread attitude that pregnant women were appropriate targets of demeaning free advice and shaming. The pressure on pregnant women was already oppressive by the mid-1980s, well before the deluge of public health campaigns and advice literature of the 1990s. Writing in Glamour in 1984, commentator Sue Mittenthal described her experience of “the propaganda expectant mothers are battered with today. They’re warned to refuse so much as a sip of wine during pregnancy and urged to resist even the mildest dose of painkiller during labor out of panic that the drug will leave mother and baby too groggy to begin bonding instants after birth.” As critical as Mittenthal was of absolutist and unrealistic rules for pregnant women, it could be hard to resist. “I find this fanaticism appalling, yet somehow infectious; it’s hard to live with the thought that you might not be doing all you possibly can for your baby.”95 Plenty of advice-givers were happy to promote pregnant women’s fanaticism, at considerable expense to the pregnant woman’s mental state, if they thought it would be in the best interest of the expected child.

A substantial portion of the public still sometimes reacted to public health messages with skepticism or fatalism, to the dismay of public health organizations, which continued to press people to take all threats to pregnancies seriously. In 1997, the March of Dimes commissioned a “Brand Identity Development” study to try and understand why its messages did not seem to energize more people, perhaps especially donors, to take action to improve pregnancy outcomes. The study concluded that too many women were complacent because they did not expect rare bad outcomes to actually happen to them; they were distracted by more immediately pressing concerns such as housing and job security; they were fatalistic, believing there was not much they could do to prevent them; or they were so frightened by the possibility of a child with a birth defect that they were in denial altogether. The report concluded that the March of Dimes needed more messages that conveyed both urgency and reassurance: urgency in addressing all possible causes of poor birth outcomes, and reassurance that with earnest effort, poor birth outcomes truly could be prevented. The problem with this approach was that while the interventions recommended by the March of Dimes prevented some percentage of poor outcomes, the public was right that in many cases the pregnant woman did not have control over her and her child’s fate, no matter how urgently she acted to protect her pregnancy.96

Pregnancy Advice in Real Time

Over the last couple of decades, websites and smartphone apps have increasingly taken over as the main source of information and education for pregnant women. This new format has made generic pregnancy advice feel more personalized, more urgent, and more overwhelming to women who look to it for support.

BabyCenter.com, Whattoexpect.com, and other online pregnancy websites and apps began delivering developmental timelines and prenatal advice in real time in the late 1990s and early 2000s. They urged women to register their due dates and sign up for newsletters, like BabyCenter’s “MY PREGNANCY THIS WEEK®,” so that they could receive pregnancy information timed to their exact stage of pregnancy.97 Pregnancy advice books had occasionally labeled their developmental descriptions of embryos and fetuses as “your” baby since the 1950s, but the real-time delivery of e-mail and text newsletters made the connection between the ideal pregnancy, as described in the educational materials, and the reader’s own pregnancy much more direct.98 A newsletter subscriber would be constantly reminded of how far along she was in her pregnancy. The newsletters also implicitly offered misleading reassurance that the subscriber’s pregnancy was unfolding just like in the developmental timeline.

Websites offer readers as much information about pregnancy as they are willing to digest, far more than could fit in a paper pregnancy manual. The content of the major websites is so voluminous, from articles by medical experts, to “promoted content,” to peer-to-peer forums, to interesting opinions and perspectives from bloggers, that it would be possible to spend one’s entire pregnancy reading it. Since websites measure their success by “reader engagement” and “click-throughs,” they are organized to keep a pregnant woman engaged and returning frequently.

The website format encourages online advice-givers to break their proffered information down into discrete chunks linked together in unending combinations, which readers experience alternately as an overwhelming cascade or a tempting rabbit hole. Without the guiding hand of a single author, a woman might never encounter an article discussing the possibility of miscarriage. Or, she might click through on every article about pregnancy complications and get the impression that anything can happen with equal likelihood: from miscarriage to stillbirth to a deadly amniotic fluid embolism.

Websites became such a dominant advice format that they influenced the organization of paper pregnancy manuals. Early editions of What to Expect When You’re Expecting embedded developmental descriptions in sections called “What You May Be Feeling” and featured diagrams of a pregnant woman at each month of gestation, with inset descriptions of the embryo. The edition published in 2008, several years after the website was launched, featured a new section called “Your Baby This Month.” It featured sentimental week-by-week descriptions and illustrations of embryonic development, like those on the website. Illustrations of the pregnant woman became an afterthought, on a separate page. The website organized its newsletter around bite-sized, weekly developmental updates, as the most enticing material for attracting and maintaining a sustained readership. Once materials were developed for the website, they became the organizing principle for the book. The through-line was the standard pregnancy, unfolding along an idealized embryonic development timeline, and the reader was encouraged to engage with it in real time.

Smartphone pregnancy apps, introduced in the twenty-first century, are pregnancy websites on steroids. By pinging their users frequently, they aim to keep women engaged and thinking about their pregnancies all day every day. Many are finer-grained adaptations from the websites that spawned them, but some have pioneered new ways to drive users’ engagement. Exploding in popularity in recent years, many free and others by subscription, they appear poised to become a standard feature of American pregnancies.99

One popular innovator, Glow Nurture, promises its users personalized insights into their pregnancy health, derived from data that users are asked to supply daily.100 For example, “Laura F.” signed up with Nurture on May 14, 2017.101 She told the app her last period was three weeks and two days earlier, on April 21. It was five days before her expected period, the earliest possible day she could detect hCG using a home pregnancy test.

Nurture asked Laura twenty questions, ranging from her weight to her alcohol intake to her sleep duration, as the basis for a daily log. Some questions required further clarification, such as check boxes about her mood and the condition of her cervical mucous, a slide bar to show how much water she drank, and a place to fill out the names of ovulation and pregnancy tests she might have taken. Nurture displayed three dials, labeled “Prenatal,” “Physical,” and “Emotional,” allowing Laura to see if she had tracked enough elements of her pregnancy to push the dials to full.

The app does not require perfect behavior to fill a dial, just perfect tracking. Laura could get 100 percent even when she slacked. On days when she admitted to skipping her exercise, or drinking only seven glasses of water, though, Nurture delivered lectures on why pregnant women needed to exercise regularly or drink eight to ten glasses of water every day. When she appeared too reserved in reporting her emotional state and did not confess to emotional upset, Nurture wondered whether she might be hiding something. “You did not have any emotional discomfort. It’s fantastic that you are feeling great. Women often experience a range of emotions during pregnancy and it is important to track them to observe patterns. Please be sure to log any emotions into Glow.” The next day, it rearranged the checklist of emotions so that all the negative ones showed up first. Perhaps the Nurture programmers were simply trying to encourage honesty. But perhaps it is bad for business when users feel complacent and contented.

Nurture is based around daily logging, and this daily interaction structures its other features as well. Where BabyCenter and WhatToExpect websites and apps give weekly developmental updates, Nurture delivers them daily. Laura was given the chance to click on pictures and information about “your baby” for each day separately, enhancing the impression that it was delivering real-time updates on her womb.

Whenever Laura failed to fill out a daily log, Nurture texted her a reminder. “The more you log. . . the more helpful we can be. So keep letting us know what’s happening,” it urged. “Complete your log! We get a little more effective at personalizing your experience every time you log.” Laura only remembered to fill out her log three or four times a week, so she got a lot of these reminders. “Don’t forget to log! Nurture can help you stay on top of your pregnancy symptoms and help you see important patterns.” Nurture wasn’t content with only sending the reminders to her; it wanted to get her husband involved. “Pregnancy is a shared journey. . . .Did you know that Glow Nurture comes with a partner app? Let us tell your partner what’s happening so they can be as supportive as possible.” If Laura wasn’t motivated enough to log for her own sake, perhaps she would engage more with the app if she included her spouse.102

Nurture insists that it is collecting logs for its users’ benefit. Its checklists enforce habits that physicians and advice book writers generally recommend to pregnant women. In its “insights,” Nurture directs women to brief articles relevant to what they have logged, sharing standard pregnancy advice targeted to the behaviors or concerns a woman has recorded. It gives women the opportunity to record information from doctors’ appointments and organize data to share with their doctors. The database its engineers are building from women’s data may eventually give new insights into prenatal health. The Nurture creators are probably genuine in their declared intentions to help women have healthier pregnancies.

Nurture, however, is a business at heart, and its public health efforts must at the very least align with its money-making interests. To make money, it must attract women to the platform and convince them to engage with it frequently. Currently, it collects money from premium subscriptions; in the future, it is likely to begin to show ads among the advice, as the BabyCenter and WhatToExpect apps do.103 Nurture has every incentive to maximize women’s attention to and investment in their pregnancies, whether or not that is a good approach for every woman and every pregnancy.

Just because a particular self-care recommendation is sensible and generally sanctioned by obstetricians doesn’t mean hewing to it perfectly will produce an even better result. Regular exercise is helpful during pregnancy. Feeling pressure to exercise every single day per Nurture’s guidelines might be counterproductive. Like What To Expect’s “Best Odds Diet,” too-perfectionist standards and too-microscopic monitoring can make pregnant women feel like they are failing their future children. For many women the checklist is unrealistic and may induce feelings of guilt and inadequacy over “failures” that health-care providers would agree really don’t matter.

At eight and a half weeks gestation, Laura told Nurture that she was spotting and that she felt anxious. Nurture delivered two separate “insights”: first, that “anywhere from 20-30 percent of women experience some degree of bleeding during the first trimester. If you are bleeding, you should always wear a pad or panty liner so you can monitor how much and the type of bleeding that is occurring. If worried, please check with your doctor.” Second, “5 to 16 percent of women struggle with an anxiety disorder during pregnancy or postpartum. This is perfectly normal.” Nurture’s algorithm apparently is not yet sophisticated enough to register the connection between bleeding and anxiety. In the same day’s updates, Nurture explained, “You won’t be aware of your developing baby’s activities inside the uterus for some months yet, but the fact that his elbows are forming allows him to make some small movements; the wrists do not yet move. Your baby is looking more human by the day. His vertebrae and ribs are now in place, and his fingers are gradually lengthening. His body is less curled up than it was a few weeks ago” (see Figure 4.5). Delivered to someone who had begun to bleed, this was a rather optimistic and insensitive account of what was supposedly happening inside.
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Figure 4.5 Screen shot of a Glow Nurture article delivered at eight and a half weeks’ gestation, showing “Your Baby on Day 60.”



When Laura told Nurture a couple of days later that she had red bleeding, she was given a list of “warning” signs that would indicate that she should see her doctor. It was coy about naming the reasons for concern. “Vaginal bleeding during early pregnancy could be due to many causes, some serious and some not. Watch for vaginal bleeding, cramping pains (worse than menstrual cramps), and tissue passing through the vagina. If you experience any of these symptoms, please consult your doctor right away.”

Soon after, Laura needed to tell Nurture she had a miscarriage. It was not obvious how to do it; she had to ask Google and found that she needed to change her “status” to “healing from loss.” Nurture asked for some details, invited her to come back when she was ready to log another pregnancy and suggested she check out their other great apps about fertility and parenting.

Laura searched the app for guidance about miscarriages and found an article about it among a continued stream of pregnancy health tips. It shared the common wisdom about miscarriage from pregnancy manuals and online experts. “It really doesn’t matter how far along the pregnancy was when the miscarriage occurred, you and your partner are still going to feel upset, and the woman, especially, will have to go through the stages of grief before feeling more balanced again.”

Laura had even more trouble updating her status in the BabyCenter app, and for a while she gave up trying. For several weeks she found text updates on the opening screen of her phone. “You’re 13 weeks pregnant. Your baby’s tiny fingertips have fingerprints, her veins and organs are clearly visible through her still-thin skin, and her body is starting to catch up.” She opened the app to find the headline, “Your baby is about the size of a peapod.” She tried again to tell Baby Center that she had miscarried. She opened “My Profile” in order to “Edit my family.” In “My Children” she found the blank labeled “Baby’s name,” which she had not yet filled out, and her due date, “Jan 26, 2018.” It turned out she could not fix this in the app; she needed to go to babycenter.com and log in again to edit “my family.” In her profile, she had to scroll past questions such as “Has your baby arrived?” to get to the options to “report a loss” or “remove child from profile.” She chose to “report a loss.” It told her, “We’re deeply sorry for your loss. We’ll stop sending you emails and notifications related to this child, and won’t customize our site or apps for this child any longer.” In order to continue she had to choose again to “Remove child from profile.” It warned, “This will erase all photos, milestones, and announcements associated with this child on our website and mobile apps.”

She hesitated. Then she clicked the button to update.

***

In colonial America, pregnancy had been a regular part of life for women in their twenties and thirties. Women treated pregnancy as a normal, if often uncomfortable, state of being, and its physical demands as an inherent part of womanhood. During the nineteenth and early twentieth centuries, as women exercised more control over their fertility and spent more of their parenting energy nurturing each child, they came to see pregnancy as an exceptional physical demand on their bodies, requiring specialized medical care to keep themselves and their children safe and healthy. During the twentieth century, nurses and doctors offered elaborated care regimens, supplemented with education about embryology designed to encourage pregnant women and their husbands to be highly engaged and invested in pregnancies, rather than taking a “wait and see” attitude until the birth. The twenty-first century has seen the rise of websites, pregnancy apps, and regimens of self-care and education that mandate heightened attention, early emotional investment, and round-the-clock concern. Although more medical attention to pregnancy has no doubt saved the lives of many women and children, and enhanced the health of many more, the current mode of intensive monitoring has also encouraged women and their partners to become highly invested in early pregnancies destined to miscarry. Too often it has given women a false sense of control over the outcomes of pregnancies that cannot come to fruition no matter how conscientiously a woman cares for her expected child.


Chapter 5
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Buying for the Baby

Marketing to Expectant Parents

On November 16, 2012, lararesearch@gmail told babycenter.com she was four weeks pregnant.1 It did not feel as public as, say, posting a positive home pregnancy test to Facebook, but she was essentially giving that information to strangers. It had seemed so easy, even unavoidable. She was browsing the website and a popup immediately offered a chance to figure out her due date with BabyCenter’s handy due date calculator. She told BabyCenter that her last period was exactly four weeks earlier, and BabyCenter replied, “Congratulations! Your baby is due on or around: Friday, August 23, 2013. Right now you’re about 4 weeks pregnant and your baby is the size of a poppy seed. See your personalized calendar below for a list of exciting pregnancy milestones.” And then, “What’s next? Personalize your BabyCenter experience and receive free weekly newsletters about your baby’s development. Join now.” The e-mail signup took just a few more clicks, and she was in the system: BabyCenter and its sponsors were privy to her most exciting and intimate news (see Figure 5.1).
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Figure 5.1 Popup at Babycenter.com, encouraging a visitor to the website to sign up for developmental updates by revealing her baby’s birth date or due date.



BabyCenter, the behemoth of online pregnancy and parenting websites, was peddling more than developmental updates. Lararesearch@gmail was offered a chance to sign up for ads from BabyCenter affiliates and sponsors, offering coupons, deals, and information. Even the weekly developmental updates came with sponsors’ ads and offers, as well as links to interesting and relevant articles surrounded by yet more advertisements. The e-mails started immediately, with a welcome message:


Congratulations on your pregnancy! Having a baby may be the most challenging thing you ever do—and the most amazing. And BabyCenter will be at your side every step of the way. We’ll help you get answers to all your questions about your pregnancy and baby, with thousands of expert articles, helpful tools, and a warm, supportive community of parents like you.2



BabyCenter promises sound and supportive advice, and for the most part, it delivers. Its medical advice is up to date. It solicits and produces essays and videos from respected experts across a range of fields, from obstetricians and midwives to lactation consultants and doulas. It is progressive in its presentation of natural childbirth and breastfeeding. With occasional exceptions, it does not give the impression of having “sold out” to its advertisers.3 A pregnant woman’s health-care provider could feel as comfortable referring her to babycenter.com as to popular mainstream advice books such as What to Expect When You’re Expecting.4 Women who participate in the online forums BabyCenter organizes by due date find them fun, reassuring, and community building.

At the same time, babycenter.com delivers on promises it makes to its advertisers. A premium advertiser can choose to be included in BabyCenter’s popular e-mail updates. “Timed to Mom’s exact life stage and with industry leading open and pass along rates, our email is the gateway to her BabyCenter experience—and the start of her emotional connection with your brand.” High-quality educational content is not only geared to learning. “Our award winning video library combines advertising with original content on pregnancy, baby, parenting, and beyond to engage moms, build awareness, and drive sales.” Health recommendations could become product recommendations: “From seasonal specials and nutrition guides to baby naming trends and health alerts, align your brand with original content, written by BabyCenter editors, supported by industry experts.”

Advertisers are also offered the opportunity to shape certain editorial content: “Tell us your objective. We’ll hand-pick influential voices on the BabyCenter Blog and across our extensive network of Mom Bloggers to craft a campaign that resonates.” The information about due dates collected from women like lararesearch@gmail means that “We deliver your marketing message so it’s perfectly timed to Mom’s exact stage and mindset, across both web and mobile platforms. No wonder our audience says we’re psychic.” Women’s active participation in online forums and surveys is monetized as market research. “Get Mom insights that will inform how you think about, market to, and connect with the most powerful consumer in today’s marketplace. It’s a real-time focus group, without the traditional research setting.” And all of this content and advertising are served to BabyCenter visitors on home computers and smartphones linked to Facebook, Pinterest, Twitter, and Instagram. An expanse of top-notch, appealing content is designed to draw as many pregnant visitors as possible, keep them on the site, and show them the maximum number of relevant advertisements, while collecting their opinions and behavior to compile into saleable market research.5

So has BabyCenter.com found the perfect synergy between its audience’s needs and its advertisers’ desires? Has it avoided seemingly inevitable conflicts of interest? When it comes to early pregnancy, the answer is no.

BabyCenter’s advertisers want to reach women as early in their pregnancies as possible to beat out their competitors. So BabyCenter has an incentive to attract newly pregnant visitors and hold their maximum possible attention and interest. Visitors are likely to come to the site already excited to think about and plan for their babies, and BabyCenter has every incentive to amplify this excitement, even when many visitors’ pregnancies are destined to miscarry.

Between four-week and five-week developmental updates, in addition to e-mails about “what you should know about ultrasounds” and “10 icky pregnancy side effects,” BabyCenter sent an invitation to lararesearch@gmail to “join the BabyCenter Moms Panel,” because “it’s our members who are the real parenting experts.” Barely pregnant enough to trigger a positive home pregnancy test, lararesearch@gmail had already been declared a “mom” by eager market researchers. Shortly after came “the nine pregnancy products you can’t live without,” linked to “the baby gear you’ll really need.” And then, even before the six-week update, came the first of many ads from the stem cell bank that is a major babycenter.com sponsor. “You’ve already won! We don’t need to tell you that your wonderful baby bump is your ‘grand prize.’. . . REGISTER TO WIN our 2nd Grand Prize: FREE Cord Blood Banking from StemCyte.” The ads continued, fast and furious. Before the eight-week developmental update, lararesearch@gmail received additional ads for Huggies diapers, Britax carseats, diapers.com, and Town & Country, miscellaneous “free stuff and great deals,” as well as two more e-mails urging her to join the Moms Panel. Interleafed were developmental updates and two features on choosing baby names.

Why does BabyCenter feature baby-naming articles often and early? “100 most popular baby names” is the top-featured article in the five-week developmental update.6 Choosing names is on the first-trimester portion of the “ultimate pregnancy to-do list.”7 Baby-name articles are promoted because they are appealing. Women who visit the site find them enticing and spend a lot of time looking through lists of baby names, perhaps also glancing at the advertising banners and sidebars. In featuring baby name articles so early, BabyCenter is trading on women’s excitement, encouraging them to be highly involved and emotionally attached to their pregnancies, and bringing them into contact with a panoply of advertisers at an early stage of pregnancy.

More directly, BabyCenter encourages site visitors, particularly those who sign up as members, to shop early and often. Like browsing baby names, shopping is one of the enjoyable aspects of pregnancy for many women. BabyCenter functions as a sought-out source of information and leads on baby-related products as much as a source of health advice. Visitors can find articles and blog entries about product categories such as carseats, diapers, and strollers, reviews of specific products from BabyCenter members, and plenty of coupons and special offers. And as BabyCenter points out in its marketing materials, women change many buying habits as they prepare for a baby, so BabyCenter and its sponsors provide advice about everything from family-friendly cars to financial services to organic clothes and food. Since visitors come to the site looking for shopping tips and links, visitors’ and advertisers’ interests are often aligned. But as with the developmental updates and baby-naming articles, BabyCenter’s business model tends to encourage shopping for baby gear at an earlier stage of pregnancy than might be prudent. If lararesearch@gmail took advantage of the coupons BabyCenter sent before they expired, she would have owned a carseat, a stroller, and a large box of diapers before the end of her first trimester.

BabyCenter and its ilk did not spring whole cloth from the minds of Internet entrepreneurs of the twenty-first century. Lararesearch@gmail’s interactions with babycenter.com reflect the culmination of two centuries of developments in how pregnant women and their families and friends prepare their homes for a new baby. Before babycenter.com could exist, families would need to routinely purchase (rather than make) their baby gear. A lucrative and attractive market for baby things would need to develop. Marketers and advertisers would need to become sophisticated enough to perceive the value of pregnant customers and figure out how to reach them. They would need to become clever and competitive enough to find women at the very beginning of their pregnancies, the time when miscarriages are most likely.8

From Making to Buying

Following a long tradition, women in colonial America prepared what they called “child-bed linen,” which included a variety of baby garments, from basic clothing to special wrappings and hats intended to strengthen the infant’s floppy spine and close the soft spot on the skull. Women made these baby items, as well as a few postpartum and nursing garments for themselves, either while they were pregnant with a first child or as part of preparing for marriage.9 This was understood as material and emotional preparation for motherhood. In English legal tradition, women who gave birth to stillborn children in suspicious circumstances were often acquitted of infanticide if they could demonstrate that they had prepared child-bed linen.10 Hand preparation of baby clothes continued to signify maternal love well past the colonial era. In 1964, humorist Betty Rollin poked fun at the sentimentally coy euphemisms for pregnancy in her era. She described a fictitious woman who was too reserved to announce her pregnancy directly to her husband: “He came home and found me knitting . . . tiny garments . . . for the precious cargo . . . And I had a glow.”11 Rollin considered that approach old-fashioned, but it was not yet long out of date.

Beyond bed linens, a colonial American infant claimed few material goods. A family might own a small cradle and a walker. Even an older child had few possessions aside from the clothes on her back, perhaps a rag doll or a whip top. Children were expected to participate in the household economy and learn productive roles early. “Play dough” did not come in plastic tubs; it was a handful of dough from the main loaf, given to a young girl so that she could keep herself occupied and begin to learn housekeeping skills while her mother baked. Adults had few leisure-related possessions, and neither did children. Neither infants nor children inspired parents to shop.

Gradually these long-standing cultural patterns changed, as Americans’ wealth increased and industrialization led to the production of cheaper commercial goods. Americans in 1800 had many more material possessions than Americans in 1700. Even those with fairly modest incomes had a table and chairs for mealtimes, rather than a moveable plank and roughhewn benches of earlier times. There were enough chairs that children were not required to stand to eat, and each person might have his or her own plate and utensils. Tea sets and mirrors were no longer privileges of the wealthy. Adults were likely to own more than one set of clothes and make them out of purchased fabric rather than homespun. As the nineteenth century progressed, more and more Americans owned some personal goods beyond their basic needs. Wealthier families set up nurseries for children, for the first time formally separating children’s sleeping quarters from adults’, and gradually added the accoutrements associated with babies’ special needs: elaborate cribs, high chairs, bathing basins, child-sized utensils. As Americans spent more on themselves, they spent more on their children as well.12

At the same time, communal practices around childbirth also changed. Middle-class women began to feel that old-fashioned “groaning parties,” where the groans of the laboring woman were accompanied by the feasting of her friends and supporters, were unseemly. Births became quieter occasions. During the early twentieth century they would move to the hospital, where the traditional female helpers would be banished entirely. Women still wanted to support and encourage each other, but they would need a new occasion for gathering together to celebrate birth and bolster new mothers.

Twentieth-Century Parents-to-be Enter the Consumer Age

At the turn of the twentieth century, an American culture of consumption bloomed rapidly and, with it, the market for babies’ and children’s goods flourished. It was in the twentieth century that children became an excuse to shop. Continuing industrialization and improved transport brought a panoply of consumer goods to Americans everywhere. City dwellers shopped in new department stores, while the Sears catalog and the Wells Fargo wagon served the countryside. Retailers targeted a range of new customers, from the established middle class to working parents who scrimped and saved to buy a special outfit or two and a modern, hygienic bottle and nipple for a new baby.13

Advertising and selling grew more sophisticated. Advertising developed from simple lists of available products and prices to its own genre of persuasive literature. Marketing and sales developed into full-blown professions with an array of specialized trade journals.

As historian Gary Cross has documented, advertisers and marketers cannily observed that Americans had come to treasure the perceived innocence of their children and helped create a vision of “wondrous innocence.” Parents could re-live an idyllic childhood through their children’s eyes by sharing with them new and wonderful toys and other material goods. And they could justify it as morally acceptable because it was pleasurable consumption on behalf of their beloved children, rather than money spent on themselves.14

A new baby increasingly seemed to require a mountain of purchases, and retailers gradually learned how to make the buying process easy, even fun, for expecting parents. In the 1920s, department stores began experimenting with “infant” departments, innovatively organizing goods based on the customer’s identity, rather than on product categories such as shoes or toiletries. The idea was novel enough in 1921 for the New York Times’ business pages to feature an extended interview with Mrs. E. Gilman, a manager of wholesale infants’ and children’s wear with the Bush Company in New York City. She told the reporter, “If there is anything that appeals to the prospective mother when she goes to shop . . . it is being able to find nearly everything she wants and needs assembled in a single part of the store. She does not want to have to go to the fabric section to buy some baby muslins and then have to go to the drug sundries department in some other part of the store to get a bath thermometer. I am a mother, and I know from experience.”

Mrs. Gilman coached hundreds of department stores in this type of reorganization. She advocated putting the baby linens with the cribs and assembling “maternity baskets” and “obstetrical baskets” to prepare for home births, with products recommended by prominent local physicians. She included toys and cute dresses, along with clothes, furniture, and toiletries. The reporter seemed especially struck by Gilman’s suggestion that maternity corsets and gowns be stocked in the infants department as well.15

Hundreds of product lines from all around the store were to be gathered in the infants department to give “prospective mothers the very best kind of service that can be given them, in that it helps them conserve their strength at a time when they need it most.” Not coincidentally, it would give a shopper more ideas of what purchases might be necessary or desirable. Ideally, the department would be staffed by a saleswoman who was also a mother, perhaps a widow who would be earning her family’s keep, as well as a friendly trained nurse.16 A pregnant woman shopping in an infants department could relax and enjoy herself, supported by a knowledgeable and friendly staff and an inventory arrayed to promote comfortable browsing and thorough purchasing.

These retailing innovations were not limited to sophisticated city women. The Sears catalog, a staple of rural shopping, initially scattered baby goods across almost every category in the “big book.” A woman browsing the 1897 catalog would have had to flip through nearly seven hundred pages to find what she needed. An “elastic abdominal supporter,” illustrated with a picture of it wrapped around a clearly pregnant belly, was tucked in underneath jock straps and above “soft rubber catheters” and a “ladies’ elastic doily belt” meant to be “worn by ladies during their menstrual period, for the convenience of attaching the napkin and is indespensable [sic] for comfort.” Infant dresses were mixed in with women’s dresses, and infant underwear was in the general underwear section. Cotton diapers were pictured with towels and tablecloths. Baby swings and jumpers came after extension ladders and corn baskets, and before dairy supplies. A shopper certainly could find everything she needed, but she would either need to start from a list and make good use of the index, or be willing to spend hours browsing the enormous catalog for ideas.17

Beginning in 1907, more than a decade ahead of the department stores, Sears experimented with a new way of marketing to pregnant women and new mothers. It hired Mrs. Eliza Emerson Goff to organize all its maternity and baby goods, from maternity corsets to nursing blouses to layettes, rattles, and doctors’ kits for home births, into a single catalog.18 The Baby Book was intended for “every mother, present or prospective.”19 A woman could start shopping while she was pregnant and order additional items from the catalog as her baby grew (see Figure 5.2a and b).
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Figures 5.2a and 5.2b Sears’ innovative Baby Book, published in 1907, was a comprehensive catalog for pregnancy and infant needs. Sears, Roebuck and Company, The Baby Book (Chicago, IL, 1907), ID #08078751, Hagley Museum & Library, Wilmington, DE 19807, pages 2 and 15.



Sears advertised its catalog in Woman’s Home Companion and other women’s magazines, with a personal note from Mrs. Goff: “Let me send you a free copy of THE BABY BOOK. It will tell you many things that will interest you and will introduce you to the most exclusive and most beautiful baby clothes to be obtained anywhere. Address me personally. I want to handle your correspondence myself.”20 Printers’ Ink, the major advertising trade journal, praised the approach as “introducing the human element in a way that seems sure to prove effective.”21 Mrs. Goff, perhaps with help from silent assistants, was the equivalent of a retail store’s baby department matron, giving reassurance, making suggestions, and ensuring that the new mother’s preparations would be complete.

Mrs. Goff not only brought the whole panoply of baby items into one catalog, she also created sets of infant clothing and toiletries that would become known in future catalogs as “layettes.” They came in several price points, from $5.99 for twenty-eight pieces to $18.98 for sixty pieces.22 Cascades of little dresses, diapers, bedding, and talcum powder boxes illustrated the many items included. Text box inserts explained the purpose of the sets. “For the benefit of the young mother who is inexperienced in the requirements of the babe’s first wardrobe we have greatly simplified the task of selecting the necessary articles by assembling in complete outfits the various articles of wearing apparel and toilet accessories essential to baby’s arrival.”23 What could be an overwhelming number of choices became a matter of simply choosing between fancy and plain. Women could feel reassured that they had not missed anything crucial. At the same time, Sears could take the opportunity to help define what was “essential” in baby care, perhaps expanding the scope of what would come to be considered necessary expenditures.

Many of the catalog’s baby items could easily be purchased after the birth. But Sears intended for women to buy the layettes ahead of time. They were the first major item intended for purchase during pregnancy, not for the mother’s health and comfort, but for the expected baby. Many women presumably did buy them during the later stages of pregnancy, rather than scrambling to obtain bedding and diapers once the baby was born. But plenty of women must have waited, because in the 1940s Sears added an innovative, if gimmicky, incentive to purchase ahead: “If it’s Twins or Quints! Let us do the worrying! Order your Layette at Sears and if there’s more than one arrival, send us the certificate which you will find enclosed with your first Layette, together with a signed statement from your physician or minister, and we will send you the extra Layette (or extra Layettes) postpaid—absolutely free!”24

While Sears was an early innovator with its Baby Book, Mrs. Goff’s marketing strategy did not inform the organization of the Sears Big Book right away. The 1908 edition of the main Sears catalog looked just like its counterpart from a decade earlier. By 1925, a shopper could find layettes complete with a baby-care advice book, followed by several pages of baby items. Still, children’s furniture and toys were listed with their adult counterparts, while maternity corsets and dresses were with women’s clothes. And someone using the index to find baby stuff would still have to know exactly what she needed, since the listing unhelpfully read, “Babies’—see name of article wanted.”25

In 1931, the Sears catalog experimented with putting maternity clothes in the section of baby clothes and gear, just as department store expert Mrs. Gilman had done a decade earlier. This might seem like savvy marketing: perhaps a woman who only meant to buy herself a maternity dress at that moment would be drawn in and start browsing for baby things earlier than she had intended. But Sears may have had reservations about the new organization, since by 1935 maternity wear was back with women’s clothing, scattered among corsets, dresses and “supports.” By the 1940s, baby items and maternity gear had coalesced into two distinct departments, though they were well organized and listed in bold in the index. Sears, like many retailers, groped its way toward targeted marketing techniques, unevenly applying the insight that informed its 1907 Baby Book.

In addition to prospective parents, friends and relatives shopped the infants departments and catalogs for gifts for the expected little one. “Stork showers,” the precursor of baby showers, began among well-off women in the late nineteenth century. Socially, these parties were a replacement for the birth-room gatherings of previous generations. A few weeks after a birth that had been attended only by a doctor and couple of close confidants or professional nurses, a new mother would be feted by her circle of female friends and relatives. At this new social ritual, gift-giving was reversed. Instead of the new mother providing a party to thank her friends for helping with the birth, her friends brought gifts to celebrate her new baby. In 1914 the Los Angeles Times’ social pages recorded the elaborate surprise party Miss Minnie Burchhardt threw at her home for Mrs. Elmer Hickman. “The decorating scheme was unique, pink being the general plan, with small electric lights trimmed in pink strung from chandeliers to walls and baby dolls hung from the ceiling.” Guests were treated to baby-themed party favors, sweet treats, and games.26

The announcement did not say whether the party took place `before or after the birth. The pink decorating scheme might indicate that the baby had been born, but colors associated with a baby’s sex were a recent innovation. The following year Marion Harland, a prolific author famous for her domestic advice books, answered an inquiry from a reader in her Chicago Tribune etiquette column: “Please publish in your Corner the colors worn by an infant boy and by a girl. I am going to attend a ‘stork shower,’ and I wish to be posted upon this point.” Harland explained, “Blue is the conventional color for the boy—presumably because he is to be a warrior in the ‘world’s great field of battle.’ Blue is the soldier’s and sailor’s color. ‘Celestial rosy red, Love’s proper hue,’ is gallantly awarded to the baby girl. Her conquests in the olden times were supposed to be under Cupid’s banner.” The stork shower host may or may not have felt obliged to hew to modern color expectations.27

By the mid-1920s, stork showers appear to have been more generally expected. They were not only a luxury of the wealthy, like so many of the other parties recorded in the society pages. In 1925 the Atlanta Constitution reported that the pre-school age circle of the Kirkwood PTA, besides having a successful candy-pulling fundraiser, was enthusiastically preparing a stork shower for a needy mother. If well-off women gathered many of their new baby goods through a shower, the PTA must have reasoned, a woman who could not afford to purchase them would surely appreciate the gifts, and a party was a friendly way to bestow them.28

As the twentieth century progressed, consumer marketing, inaugurated as a discipline in the 1920s, grew increasingly sophisticated. Marketers figured out more reasons and more ways to target pregnant women. Although marketing research was almost always proprietary, the scattered marketing reports that have been made public indicate that, by the 1960s, marketers were well aware that pregnant women could be valuable targets.29

In 1962 renowned market researcher Ernest Dichter conducted an in-depth study for Playtex, which had just launched its innovative Playtex Nurser baby bottle. Dichter, who had shaped the field of market research and invented the concept of “focus groups,” listened carefully to what women told him about bottles, babies, and motherhood. His research team visited women in their homes and brought Nurser kits for them to assemble. They also ran focus groups where women talked about the Nurser’s widely circulated television commercial, explained what they liked about the product and what exasperated them, and critiqued Playtex’s claims. And they conducted a large survey to evaluate the reach of the commercial and the distribution of women’s current brand preferences. Dichter and his team interviewed women with babies, many of whom had older children, too, but they also interviewed pregnant women expecting a first child. Dichter had the sense that first-time pregnant women might be a somewhat different audience susceptible to different marketing techniques. Indeed, he found good reason to recommend that Playtex especially target expecting women.30

Dichter had developed his sophisticated approach to market research on pregnant women and new mothers in a previous study for Clapp Baby Foods. For Clapp, Dichter proposed to investigate experienced and prospective mothers’ awareness of baby food brands; the factors that influenced a new mother’s choice of brand; and importantly, “What is the fertile moment for brand selection among new expectant mothers?” He also proposed to find out whether reaching them early mattered. “How tentative or how permanent is the initial brand decision made by the new mother? As the new mother gains experience does she tend to switch to other brands? To what extent?”31

When it came to baby food, Dichter found that women did not profess much brand loyalty; it was important for Clapp to reach them with coupons and offers to put itself in consideration, but this was not especially urgent. Dichter also learned from this research, as well as a previous study on the relationships between pediatricians and mothers, that pregnant women were highly invested in learning about infant feeding and child care and development in general. As he summarized in the introduction to his Playtex report, “Mothers’ attitudes . . . appear to be continually growing and developing as educational levels increase and as scientific materials become more generally available through women’s service magazines, special pre-natal courses for pregnant women, and a more ‘scientific’ relationship between doctor and patient in which the prospective mother becomes more adequately informed and more deeply interested in the physiological and psychological aspects of child feeding and child handling.”32

Playtex’s new product was designed to appeal to these highly educated and invested new mothers. The Playtex Nurser’s big innovation was a disposable, sterile bottle liner designed to simplify the cleaning process and prevent the baby from drinking air bubbles and getting gas. Playtex made some big claims about what the Nurser could do. It was supposed to prevent colic by preventing gassiness; be more “natural” than other bottle systems; and keep the baby safer and the preparation easier with its sterile linings. It was relatively more complicated to assemble but claimed to be more convenient because the linings were disposable. In an era when few houses had dishwashers, a mother could avoid having to regularly boil all the bottle components to sterilize them.

Dichter found that while experienced mothers were skeptical about these sweeping claims, women who were pregnant for the first time were inclined to believe them. Experienced mothers found the bottle harder to assemble than traditional bottles and doubted it could be more convenient. They wondered how a babysitter could handle it and how it would actually work in practice. They also had a more realistic sense of the intractability of colic.

In contrast, women who were pregnant for the first time had no basis for comparison, so they were more inclined to be impressed at how modern and scientific the bottle appeared and to take its complexity for granted. One exclaimed upon opening the box, “Oh, look at all these things—my husband will go crazy putting all of this together—he will have a good time with this!” Another mused after putting it together, “The whole thing was not really that bad and I’m not mechanically minded. As a matter of fact it was kind of fun. I can just see my husband with it—I bet he will find it fun too.” Dichter concluded, “The attitude throughout, as indicated by test results, show inexperienced prospective mothers as a much more positive and accessible market for the Nurser than experienced mothers.”33

Given that the task was to reach women who had not yet had their babies, Dichter considered how Playtex might best market the Nurser. He noted that pregnant women did not think of bottles as one of the more fraught baby purchases. First-time mothers naively assumed that bottles were more or less all the same. The women he interviewed bought whatever they could find at the drugstore just before or after the birth, or added a set as an afterthought at the department store infant section after shopping for furniture and clothes. To capture these purchases, Dichter recommended that Playtex hire demonstrators who could make the bottle’s assembly look easy and tout its benefits, and arrange for them to staff department store and drugstore infants’ sections. He also strongly advocated direct-mail appeals, with coupons and educational literature, since prior research for Clapp’s baby foods had demonstrated that women were highly receptive to them.

Dichter and his team spent a lot of effort interviewing women about their attitudes toward breastfeeding versus bottle feeding, as well as their personal history or intentions. He concluded that women had strong convictions about what would work best for them and implicitly recommended against Playtex trying to convert breastfeeders to the bottle. But he thought that the Nurser was appealing to women who wanted to breastfeed but for physical or psychological reasons could not, because of its claims of being a more “natural” sucking experience for the infant than other bottles. Besides reaching prospective mothers at the drugstore, department store, and through the mail, he advised Playtex to get its product into hospital obstetric wards, pre-natal clinics, and pre-natal classes. Anywhere a pregnant woman was learning about how to feed her child, Playtex should be there.

Dichter advised many direct, targeted appeals to pregnant women, but he was particularly impressed with the impact of Playtex’s 1962 TV commercial. The large majority of his interviewees had seen it, and many could describe it in detail:


The very special psychological climate which envelopes a household expecting or raising a baby, together with the profound psychological changes and developments which occur among both men and women who are expecting or rearing a baby, create an almost unobstructed access for baby product advertising. Within this sensitive and differentiated atmosphere, the Playtex Nurser ad has created intense impact and product-interest.



He found that prospective mothers were particularly influenced by the commercial, more so than by word of mouth, much to his surprise: “It would seem that the Playtex commercial has a strong appeal for prospective mothers, who are looking for ‘the best’ for their babies, and who are interested in what appears to be a new and advanced concept in feeding.”34 Of his sample, 62 percent of the pregnant women planned to use the Playtex Nurser, as opposed to 19 percent of experienced mothers. If Playtex could convince these women to start with the Nurser and learn to take its tricky assembly for granted, it could do very well indeed.

The Playtex Nurser proved an enduring success and today is touted as “used by moms for generations.”35 Ultimately, women adopted a new and more complicated bottle technology because they were convinced it was better for their babies. And bottle technology became one more thing women felt they should evaluate before their babies’ births. It is hard to gauge how important marketing to first-time pregnant women was to the Nurser’s success, but Dichter’s research demonstrates that shrewd marketers were aware that this could be a crucial and unique constituency. Dichter and his marketing colleagues were convinced that the quickest way to introduce a new idea or product into the mainstream of parenting culture was to reach women when they were looking forward to imminent parenthood but had not yet actually entered the culture and absorbed its traditions. Given the results, Playtex was likely convinced too. The race to be the first to reach newly pregnant women had begun.

Baby Magazines Drive Marketing

Since the 1920s, baby magazines have been a critical nexus between marketers and pregnant women. To reach pregnant women with effective advertising, market researchers needed to identify who was pregnant. This was a specialized and non-trivial task. Baby magazines were among the biggest consolidators of marketing lists of expecting women and also a major conduit between advertisers of baby goods and pregnant potential customers. The biggest magazines, such as American Baby and Baby Talk, have been published continuously since the 1930s, and in recent years, they could brag of reaching hundreds of thousands of new readers each month, along with several million ongoing readers.36 Distributed free in thousands of doctors’ offices and maternity clothing departments, they relied entirely on advertising revenue. They capitalized on their valuable mailing lists, sometimes conducting their own marketing research to persuade potential advertisers of the value of their ad pages, and sometimes renting out the lists directly.

In 1973 American Baby magazine commissioned a survey of baby toy purchasing and brand recognition using its mailing list. Greenwich Research conducted the study for American Baby, and its researchers sent questionnaires to women in their third trimester of pregnancy as well as women with babies under six months old. The company appeared to have quite a bit of information about the women before it mailed out the survey; it received responses from approximately equal numbers of women expecting first babies, expecting subsequent babies, caring for first infants, and caring for subsequent infants. Far fewer respondents were in their seventh month of pregnancy than in their eighth or ninth, suggesting that in 1973, it was still hard to reach women earlier in pregnancy, even if that might have been desirable. They mailed out the surveys “under a Greenwich masthead of The Institute for Baby Research,” presumably a made-up organization for the purposes of this study.37

Remarkably, almost half of the women approached filled out the surveys and sent them back. Given the claim that this was research by an “Institute,” they may have assumed the results would serve some nobler purpose than creating proprietary market research to help toy manufacturers and American Baby sell them more stuff. But perhaps not. Sharing opinions with manufacturers, after all, might result in them making more appealing toys or selling them at the right price point. In any case, it is clear that women, whether still pregnant or caring for an infant, had opinions about their purchasing and child care practices that they felt were well-considered and worthy.

The surviving report is focused on toys, but the appended questionnaire asks additional baby-related questions. Women were asked if they intended to breastfeed or bottle feed, and, if they were going to use a bottle, which formula they intended to use. The Playtex Nurser had clearly made an impact: the bottle choices were “glass,” “plastic” or “disposable liner in plastic holder.” Respondents were asked which of a long list of bath and grooming items they had purchased, whether they had a crib and car seat, and whether or not they had bought more life insurance as part of preparing for the baby. These questions, along with inquiries about family income and the make and model of the family’s car, might have been intended to help place the respondents demographically, but they may have also been useful to American Baby outside of the toy research.

The bulk of the questions were focused on infant toys, in the specific categories of rattles, squeak toys, cuddle dolls, mobiles, and play gyms. Women were asked which toys they purchased, which brands, and at what stores. Did they buy them for themselves or to give to others? Did they receive them as gifts? They were asked to evaluate the toys on a range of qualities, from safety to durability to imaginativeness. And they were asked how much they were willing to spend for their own children and for baby gifts.

The results must have been eye-opening for toy manufacturers. They probably helped American Baby sell more than a few ads, too. It turned out that women did not just buy the necessities before the birth; they bought toys as well. They received even more toys as gifts. By the ninth month of pregnancy, substantially more than half of respondents had rattles and mobiles, about half had squeak toys, a third had cuddle dolls, and a quarter had play gyms. Pregnant women were a major market for baby toys. Indeed, they bought enough baby toys that they often became sated, and the window of opportunity to reach them nearly closed within a few months after the birth. At the same time, brand recognition was very low. Women did buy toys, but they bought them generically. There was a serious brand-development opportunity here, and as with the Nurser, the results seemed to indicate that the most valuable audience would be women who were earlier in their pregnancies. Marketers would continue to work on the problem of how to find women at an earlier stage.

In 1992, journalist Erik Larson interviewed American Baby marketing director Patricia Calderon about how the magazine developed its marketing lists. Larson, concerned about Americans’ loss of privacy at the hands of marketers, wondered how they learned of something so personal as a woman’s pregnancy status. Simple, Calderon explained. American Baby got women to tell them. But not directly. The magazine made arrangements with doctors to display subscription cards with offers of free magazines in their offices, and if a woman submitted the card and signed up to receive the magazine, American Baby added her to the marketing lists they sold. In exchange for detailed information about her due date or the birth date of her baby, a woman would receive a version of the magazine tailored to her baby’s age. In the early 1990s, American Baby had this arrangement with ten thousand doctors’ offices. The magazine also supplied sign-up sheets to hospital pre-natal classes and arranged for maternity clothing stores to offer subscriptions.38

By this time, marketers had realized that it was not only baby clothes that women bought when they were expecting. A couple might buy a new house or car, purchase life insurance or open a savings account, switch to an organic grocery store, or investigate which gyms offered family memberships and children’s classes. A pregnant woman was open to new products and brands across the entire swath of her existence, and she would soon be making choices and perhaps initiating new brand loyalties. “Life stage marketing” was designed to take advantage of this frame of mind. It wasn’t the first time anyone had noticed that having a baby could spark some big purchases; a 1945 special publication from Parents’ Magazine called “Your New Home” featured a couple who had decided to quit renting and build a home because they were expecting.39 But the new designation formalized the common wisdom that had developed over the twentieth century and encouraged marketers for a wide range of products to start considering the value of pregnant women as targets.40

While American Baby was intent on reaching women before the birth, it did not find doing so too early advantageous. Calderon told Larson that the first trimester was not a good time to reach women. “That baby isn’t real yet. You’re sick. You don’t feel good.” But then excitement started to build, crescendoing to a third-trimester buying spree. The sweet spot for acquiring a woman’s address was in the second trimester. “An advertiser wants to be there from the sixth month of pregnancy to the sixth month postnatal,” she explained. “He wants to barrage that woman with impressions.” The marketers’ timeline was inching earlier by the decade, but it would take a technological breakthrough to make the leap to the first trimester.41

The Internet and Big Data Push Marketing Earlier

That new technological day came with the popularization of the Internet and the ubiquity of e-mail. The Internet had become the place to go for information, of all kinds. Practically everyone had e-mail, and “spam” was the new name for junk mail. As BabyCenter.com and others discovered, it was not difficult to convince women to reveal their due dates, often immediately after a positive home pregnancy test. For many women, it seemed an acceptable trade in return for developmental updates via e-mail and useful coupons.42

While BabyCenter keeps its lists proprietary and tightly controls which “sponsors” send e-mails to BabyCenter members, many pregnancy websites compile lists for rent to anyone willing to pay. For example, the Little Miracle Prenatal list offers 240,000 addresses, including a subset of 50,000 specified as “first trimester moms,” at a cost of $100 per thousand e-mails sent. Little Miracles explains how it collects all those addresses:


Expectant moms glow with hope and joy when they first find out that there is a ‘Little Miracle’ growing inside of them. First, they want to share their excitement with the world, and as they seek information and sign up for pregnancy and parenting newsletters and fill out online surveys, their data is captured and brought to you on this list of self-reported expectant parents.



A couple of decades after American Baby’s Patricia Calderon dismissed the idea of marketing to women still suffering from morning sickness, Little Miracles touts the receptivity of these newly pregnant women: “They are not just in need of information on their coming babies and parenthood, they are also in need of baby products, furniture and supplies.” For a little extra money, Little Miracles can target women even more finely, choosing by age, household income, geography, and ethnicity:


This new database offers the unique selection of FIRST TIME MOMS so you can identify those folks who are starting from scratch to outfit their coming baby. They are very responsive to informational offers, parenting and pregnancy publications, LaMaze [sic], maternity apparel, self-pampering, beauty, baby care and feeding, diapers, nursing, cribs, and other baby necessities.43



Pregnant women were demonstrating their interest in sharing and shopping, and marketers were ready to encourage and inspire them to shop more and buy earlier.

Marketers like Little Miracles mail to women who volunteer the details of their lives. These women at least theoretically mean to share the information, even if in fact they often do not anticipate the ramifications of what they have done, or understand how widely their pregnancy status and other personal data will be shared. Some major marketers, however, have begun to make shrewd educated guesses about women’s pregnancy status, even when women are not intending to share the news with them.

In 2012, investigative journalist Charles Duhigg showed how discount chain Target analyzed customers’ purchasing patterns to predict when they were pregnant. Target’s information technology specialists wrote sophisticated computer algorithms that analyzed prior purchasing patterns of customers who bought baby supplies, and then looked at other customers to see if these patterns matched. Even before a woman was looking at baby gear or diapers, her purchases could give away her pregnant condition. After some problematic incidents—in one case mailing baby ads to a teenager whose pregnancy was thereby “outed” to her family—Target maintained a soft sell. Ads for diapers and car seats were tucked in among more generic listings, so that a woman would feel that she had just happened across them, rather than suspecting that Target had become a creepy marketing stalker. Even a pregnant woman who consciously maintained a low profile and intended to wait to shop until her pregnancy seemed secure could face marketing enticement.44

Facebook, too, seemed like it might be looking for ways to reach pregnant women before those women necessarily wanted to be found. In 2012, journalist Cotton Delo reported for Ad Age Digital that Facebook appeared to be marketing baby products based on data mined from status updates. This certainly would be technologically possible. After all, women posted pictures of home pregnancy tests, phrases such as “morning sickness,” and other clues that could easily identify likely targets. Facebook denied that the data mining they were doing was that direct. But they did sell ads for customer groups labeled as “expectant parents,” and marketers working with Facebook told Delo that Facebook had said they were able to target them very precisely. Facebook may not exactly be reading status updates for “It’s positive!” announcements next to pictures of pregnancy tests, but it is likely using algorithms in the same way as Target to compile lists of likely pregnant targets. Avoiding sign-ups at babycenter.com and its ilk does not guarantee escaping the consumer culture of pregnancy.45

Marketing After Miscarriage

“It’s been 16 months since my m/c [miscarriage], and I still get the ‘this is the age/stage’ your baby should be at flyers and coupons from the formula company. Sometimes it makes me want to scream, but I know it’s my own fault because I had registered on the company’s website to receive these free mailings . . . . I just can’t bring myself to visit the site again to request they be stopped.” In a 2008 babycenter.com forum thread, women who had miscarried gave each other sympathy and advice about how to cope with the marketing machines they had set into motion when they shared their due dates. “I did the same thing and signed whatever it was they wanted me to because no one says how common mc [miscarriages] are until you have one . . . . I lost my angel 12/31/07 and I STILL get the parenting Magazine (free) every month [a year later] even though I have sent a letter, email, and called them asking to stop. I told them that if I got one more that I was contacting a lawyer.”46 Another gave sympathetic advice. “((((hugs)))) Next time you have a baby, do NOT sign that little sign up sheet they have for first time moms. Also, make sure anything you sign up for as far as child birth classes, online mother’s groups, and hospital pre-registration will not sell your info.”47

These women had happily and hopefully shared their news with marketers via pregnancy websites. The marketers boosted the hype for the joys of pregnancy ever higher to create a mood conducive to selling more stuff, earlier and earlier. But pregnancy is not remotely close to a sure thing in its early weeks. When these hoped-for pregnancies were lost, marketers’ messages prolonged the pain.

***

American consumer culture boomed in the twentieth century, as more and more Americans had at least some disposable income. As parents had fewer children, they could lavish more on each child. As they increasingly focused on the emotional bond with each child, pregnancy purchases became gifts for an already beloved family member. Buying was fun, and purchasing cute clothes and gear for an expected baby was especially enjoyable.

It was also big business. As marketing came into its own as an industry, its practitioners targeted expecting parents—a particularly profitable segment of consumers—earlier and earlier in their pregnancies. They hyped the joys of pregnancy and babies from the moment of conception, hoping to beat out competitors in the race to shape new parent-consumers and their purchasing habits. There was little incentive to take the process slower or to acknowledge that early pregnancies are still tentative. While the most prominent websites and apps have recently taken steps to assist women who have miscarried in removing themselves from marketing lists, it is still far too easy for a miscarried pregnancy to electronically “live on” because of less scrupulous marketers who widely distribute women’s contact information. And the problematic incentive remains: Marketers know that parents commonly remain loyal to their initial brand choices. So if ethical marketers wait, they lose out to those who are willing to deluge a pregnant woman with advertisements when she is newly pregnant. Marketers joined maternity care reformers in reaching out to pregnant women, urging them to invest even more in their pregnancies, in the context of a broader culture in which Americans’ efforts to control their fertility outcomes came together with their desire to parent their unborn children lovingly from the very beginning.


Chapter 6
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Imagining the Baby

Debating Abortion

 I’ve been pro-choice since before I even understood what was at stake,” explained writer J. J. Keith in a 2013 article for Salon, “and yet, when I chose to have a baby while still in my allegedly fertile late-20s, all I could produce were the kind of clots sucked out during a D&C. I chose baby. Where was my baby?”1 Keith had three miscarriages before she gave birth to her two children. Like many Americans in the last several decades, she had grown up thinking of pregnancy in terms of abortion politics. Women had babies, or they had abortions if they chose to do so. Politically, you could be pro-life or pro-choice. But what happened when a woman lost a wanted pregnancy? Miscarriage was a silent repudiation to both sides—a denial of life and choice at the same time.

The pro-choice arguments Keith had taken for granted seemed facile and unfeeling in light of her frustrating struggle to have children. “The idea that some who could carry a baby to term would choose not to suddenly made me sad then angry then confused.” They did not account for her feelings about her miscarriages after she had her children, either. “I would like to say that my son and daughter are the children always intended for me by some force that I don’t understand and probably don’t believe in; that those other pregnancies were just my real kids making RSVPs they couldn’t keep, but that’s just not how I feel. It doesn’t make any sense to me, at least not intellectually, but I feel like I have five children—two born and three who were not born, which is a point-of-view that is hard to reconcile with being pro-choice.”

Keith noted that neither she nor her religious, pro-life friends mourned her miscarriages as they would a stillbirth or the death of an already-born child. But they agreed that “what was lost was substantive.” In trying to describe her feelings about her miscarriages, Keith ultimately concluded that “they are just wisps of evidence of a choice that doesn’t go both ways, yet is fair. They are my never-borns.”

It is clear in Keith’s story that the language and arguments of the abortion debates profoundly shaped her understanding of pregnancy yet failed to offer a coherent or helpful way to understand miscarriage. Keith’s 2013 essay offered readers a thoughtful way to remedy this disconnect between abortion debates and miscarriage experiences. It took five years for her to find the words to offer her perspective.

In the meantime, at the peak of her difficulties, while Keith was feeling torn apart by her losses, she was teaching a college seminar that addressed the ethics of abortion. At the time, she felt that her personal miscarriage experiences had no place in the public conversation about abortion. The class discussion the day she learned her third pregnancy was unviable and destined to miscarry was wrenching:


That day in front of my class of college freshmen, my hands still smelling of the hospital-grade hand soap from my OB-GYN’s bathroom and my never-to-be-baby still inside of me, I led that discussion about abortion that I planned back when I was going to be a mother, back when it wasn’t going to be psychological torture to talk about pregnancy with a roomful of teenagers. I kept my face neutral as my students jumped in with their ideas about choice and freedom, their words both cautious and unscathed. We compared an embryo’s right to keep growing to a woman’s right to not be colonized by a force so mighty that it could kill her if it went wrong enough. We talked a lot about women choosing not to stay pregnant, but not at all of embryos being the ones to make the call.



In that miserable moment, it was clear to Keith how misleadingly incomplete abortion-related discussions of pregnancy were, and yet she felt required to employ the traditional terms of the abortion debate. Keith was understandably afraid that expressing her feelings might overwhelm a careful and rational class discussion. But she was also kept silent by the lack of any widespread public discussion of miscarriage that she might have been able to draw upon. As her students built their understandings of pregnancy and women’s choices, even a teacher who understood all too well the precariousness of early pregnancy and the unpredictability of fertility could not find a comfortable way to share that knowledge.

The contemporary abortion debates, so critical to framing how Americans think about early pregnancy, are a misleadingly narrow lens through which to understand pregnancy. Activists and casual debaters alike have unwittingly contributed to the confusion and misery of those who miscarry wanted pregnancies.2

Abortion Before Roe v. Wade

Women and their health practitioners have always understood that pregnancies might be disrupted on purpose. Recipes for restoring the menses, or “emmenagogues,” have long been a part of recorded medical practice, as have abortifacients, drugs that were intended to expel an embryo or fetus, often used after it died in utero and threatened the pregnant woman’s health if retained. Until the nineteenth century, however, emmenagogues and abortifacients do not appear to have been a routine part of women’s health practices. They were unreliable in small doses and dangerous when taken in amounts large enough to guarantee the expulsion of a fetus. Most of the time, women were aiming to have many children anyway, so they were not routinely trying to disrupt their pregnancies.

In the nineteenth century, middle-class couples’ childbearing goals changed dramatically. Middle-class women and their husbands did everything they could to have carefully planned, intensively nurtured families with only three or four children. They did their best to prevent pregnancies, but they were also willing to interrupt pregnancies as long as it was before “quickening.” Most people did not draw biological or ethical distinctions between contraception and abortion and saw both as means of preventing unwanted childbearing. Critics who were alarmed by shrinking middle-class families were no less discerning; they condemned the prevention of childbearing by any means.

Most of the vocal critics of fertility control in the nineteenth century were physicians who expressed their concerns in the pages of their medical journals. They traded reports of rising abortion rates in their communities. By the 1860s, observers estimated that 20 to 30 percent of pregnancies were aborted.3 It is likely that in their alarm over abortion and their suspicion of women’s motives, these physician-observers overestimated the true number of abortions. Since they believed that miscarriages generally had an external cause, and they understood that women who hoped to limit their family size welcomed early miscarriages, they may have counted all ended pregnancies as abortions. Even so, in the days before home pregnancy tests, the observed spontaneous miscarriage rate was likely about 12 to 15 percent, so a substantial number of pregnancies must have ended in induced abortion.

Abortion appears to have increased even as it was outlawed. “Irregular” physicians and patent medicine vendors advertised abortifacients in magazines, pamphlets, and newspapers, and abortion services were readily available in cities, even as abortion was gradually banned, state by state, between the 1840s and 1900.4 Described as treatments to “restore the menses,” abortifacient drugs and practices were widely accepted as long as they were used early in pregnancy by respectable, married women.

Even through the decades of its criminalization, abortion remained an open secret and a common practice for keeping one’s middle-class American dream on track.5 This was particularly evident during the Depression era. In 1939 the Maternity Center Association distributed a pamphlet, “How Does Your Baby Grow,” in conjunction with its World Fair exhibit.6 The last page exclaimed,


Abortions are dangerous! Some young people get married and plan to have their babies when they can provide them with a comfortable home and the things that make life happy. But their plans are balked by an unexpected pregnancy. What to do? In their desperation, they turn to the professional abortionist—a discredited doctor. Little do they know what abortions do to people . . . . If you are thinking about an abortion—stop! Go to your family doctor. Talk it over with him. Remember, some women get pregnant only once in life. Don’t make a move you’ll regret.7



This remarkably honest and sympathetic treatment of abortion did not by any means favor the practice but may be somewhat less categorically opposed to abortion that it appears on the surface. Many doctors could be persuaded to provide abortions to their regular clients or to refer them to a trusted provider. The pamphlet author may have been thinking that a reader who was not dissuaded from abortion might at least manage to have one in a safe setting, to protect her health and future fertility. Through the 1930s, regular physicians often sympathized with longtime patients who were trying to build good lives for their families and quietly helped them obtain abortions.

In the 1940s and 1950s, enforcement of abortion laws intensified, making illegal abortions riskier and more expensive but no less central to American family building.8 Doctors were frustrated because they saw women risking their lives to get abortions. These risky measures happened not only in extreme cases of rape or grave illness or when a woman was burdened with seven children and a disabled husband but also in cases where women saw their ambitions for a fulfilling middle-class lifestyle derailed by an unwanted pregnancy. Women sought abortions so that they could finish school or professional training, avoid marriage to a man they did not see as middle-class-husband material, help get their own or their husband’s career or business off the ground, or space their children to avoid personal and financial depletion. Motherhood was a central part of most of their plans—so central that they wanted to do it exactly right. They wanted a husband who would be a true-life partner, secure finances, a nice home, and two or three children who arrived when everything was ready, spaced at reasonable intervals. This ideal was shared by both an established and an aspiring middle class. Motherhood was supposed to be a fulfilling and pleasurable vocation, and women took great pains, risking even life and limb, to arrange their lives according to this vision. A mistimed pregnancy could make all the difference.

Physicians were horrified to see their patients die of complications from unsafe illegal abortions and unable to persuade their patients to keep unwanted pregnancies. Frustrated to find their hands tied, criminalized if they provided abortions or referred patients to abortionists, doctors pushed back. The twentieth-century abortion debates began with a reform movement by physicians, starting in the late 1950s, to liberalize abortion laws and put judgment about abortion back in the hands of a woman’s physician.9 Ultimately, this was the right established in Roe v. Wade in 1973: the right of privacy surrounding decisions made by a woman and her doctor.

Childbearing After Roe v. Wade

Cultural norms and practices around abortion solidified in the decades after this landmark case. Far from being a challenge to existing norms, the Supreme Court’s decision on abortion tended to reinforce de facto practices that had been established over the previous century or so. The reinforcement and exaggeration of the norms that had developed by 1973 can be seen in many of the ways Americans have used and debated abortion in subsequent decades.

Legalizing abortion reduced the risks involved in aborting and thereby reduced the pressure to compromise one’s life plans. It was that much more possible to be in control of one’s fertility and that much less acceptable to fall haphazardly into childbearing. Implicitly, women could feel required to either declare a pregnancy to be “wanted” or abort. Every unplanned pregnancy demanded a decision.

It could feel irresponsible to refuse abortion when circumstances were less than ideal. One woman explained her story to New York magazine in 1989:


I got married at 20 and had my first at 21 and my second at 24. Then, when they were eight and ten, I found out I was pregnant. My husband is a locksmith and I was working as a receptionist, and I knew if I had the baby, I would have to quit my job. We were already having a tough time financially. I had two kids who I wanted to send to college, and I thought financially it would be a mistake. I used to stay up at night discussing it with my husband and crying. I felt it was wrong, but I also felt I wouldn’t be able to give my first two kids what they needed. And God forbid our marriage didn’t work out, I’d be stuck with three kids to raise. Those things go through your mind.



She went to an appointment at an abortion clinic but backed out at the last minute.10

One might expect, as Catholic theologians have posited, that this easy availability of abortion would lead to the cheapening of life: if abortion were legally and medically sanctioned, women might start to think that early pregnancy did not really “count.” Paradoxically, legalization has produced almost the opposite effect. After Roe v. Wade, pregnancies that were not aborted demanded commitment, from the woman herself and preferably from her partner as well. Women had a decision to make in early pregnancy, so they thought hard about their pregnancies. And once they had decided to keep their babies, they felt attached to them. From this perspective, prenatal life appeared cheaper in the nineteenth century, when a woman with an unplanned pregnancy might take a wait-and-see attitude, knowing that accidents happen. After legalization, once a woman decided to keep a pregnancy, she and the people around her expected her to be committed to it and largely ignored the possibility of involuntary loss.

Legal abortion also increased the likelihood that the pregnancies women did choose to keep would be planned ahead and intensely desired. Sometimes these planned pregnancies were literally supported by previous abortions. In a series of online oral histories collected by historian Sarah Leavitt for the National Institutes of Health, one woman told the story of two positive pregnancy tests: the first, in 1991 when she was a new army recruit fresh out of high school, and the second, as a married woman twelve years later. The first time, she was embarrassed to be seen buying a home pregnancy test at the PX and was shocked and distressed at the result: “I was pregnant and not happy. I did what I felt was in my best interest at the time.”

Her later positive test, as she told it, served to redeem her prior experience. “I am married and planned to get pregnant. . . . I was proud as I stood in the test aisle and took a great deal of time reading all of the boxes to see which one would give me the most accurate result. I tested three days before my period was due and I got two lines. I cried this time too but they were tears of joy. I was pregnant and happy. 12 years later, three college degrees, a husband and a much better result.”11

But even when a particular woman’s life course had not involved abortion, access to abortion indirectly supported women’s wanted pregnancies by giving them confidence they would be free from childbearing while they carried out elaborate plans to put the rest of their lives into place first. This delayed childbearing would be heavily invested, planned, and anticipated for years (perhaps decades) ahead of the fact. As Katha Pollitt put it in a 1988 editorial in the New York Times Magazine, of herself and her friends who had their children in their late thirties, “No one had a baby before she was ready, wild to be a mother.”12 When those long-planned, heavily invested pregnancies miscarried, even early in pregnancy, it could be devastating.

This delayed childbearing tends to be considered a responsible choice. Americans celebrate the freedom to make life choices but at the same time praise choices that are considered thoughtful and responsible. Public health messages declare that responsible choices result in good lives. Women who delay childbearing until they feel fully ready to care for and enjoy children are praised. They may justifiably feel that everything is supposed to go as planned after they have conscientiously planned everything in advance. Ironically, women who responsibly delay childbearing may find themselves at increased risk for miscarriage, since miscarriage rates slowly rise after a woman’s mid-twenties and more rapidly in her late thirties.

Abortion practices since legalization have framed pregnancy loss in another way as well: the most common procedure, suction abortion, has made the physical experience of abortion less like the physical experience of miscarriage. Prior to legalization, the majority of abortions were induced miscarriages. Only a regular physician was likely to perform a dilation and curettage (D&C), a fussy surgical procedure otherwise used to treat an incomplete miscarriage or various other uterine maladies. After legalization, D&C became the norm, soon replaced by suction evacuation of uterine contents. A woman went to an abortion clinic, had a five-minute procedure, and left not pregnant. She would have period-like bleeding for up to a couple of weeks but not the cramping, heavy bleeding, and passage of tissue that generally accompanies a miscarriage after about six or so weeks of pregnancy. In an earlier time, abortions were considered “induced miscarriages” and entailed a physical experience like miscarriage. In that earlier period, the opposite of “pregnancy” was “miscarriage” (whether involuntary or voluntary). After legalization, the opposite of “pregnancy” was “abortion,” and miscarriage became invisible, an event that simply was not supposed to happen.13

Since legalization, women have had abortions earlier and earlier in pregnancy. In 1973, 38 percent of abortions were before eight weeks of pregnancy. By 2014, 67 percent of women who ended their pregnancies did so before eight weeks.14 Women are not waiting to see if they miscarry; they abort as soon as they have made a choice, as early in pregnancy as possible. This means that a substantial proportion of abortions represent what would have been miscarried pregnancies in a previous generation. Therefore, a greater proportion of miscarriages are happening to wanted pregnancies. This contributes to the modern understanding of what differentiates abortion and miscarriage: abortion happens to unwanted pregnancies, and miscarriage happens to wanted pregnancies. Miscarriage, then, becomes an unambiguously bad thing, a derailing of an intended process rather than an expected and sometimes welcome part of reproductive life.

The Rhetoric of the Abortion Debates

At the same time that abortion practices frame miscarriage experiences, the abortion debates of the past several decades have given us much of the public language with which we talk and think about pregnancy and the meaning of embryos and fetuses. The debates have two almost entirely separate camps, with two sets of terminology and two frames for thinking about pregnancy. One camp is “pro-life,” the other “pro-choice.” For the most part the two framings of the abortion issue are not in direct opposition: “life” and “choice” are not actually opposites, except in what they are supposed to connote about abortion policy. Both contribute substantially to the feelings of the majority of Americans about pregnancy and pregnancy loss, even for most of those who put themselves firmly in one political camp or the other.

The abortion debates did not supplant some other way in which Americans routinely had public discussions about pregnancy; rather, they introduced the idea that everyone, whether or not they were pregnant, had ever been pregnant, or could possibly get pregnant, should have philosophically well-grounded opinions about the meaning of pregnancy. As the abortion law reform movement accelerated in the mid-1960s and began to impact state laws, it garnered substantial attention in the press. Newspapers, news magazines, women’s magazines such as Good Housekeeping, Redbook, and Mademoiselle, and general-interest periodicals such as Life, Readers’ Digest, and People Weekly gave regular, in-depth coverage to the abortion issue.

This attention has persisted, intensifying around elections, relevant legislative efforts, and violence aimed at clinics. Those events often served as a hook for a longer article about the current state of the abortion debates and public opinion. By the 1980s, books about the issue were published for middle and high school students and marketed to public libraries and schools.15 In this way, abortion became the context in which young people learned to think and talk about pregnancy, until the stage when they are actually pregnant or trying to become pregnant, at which point other sources of discussion and advice also kick in. The abortion debates made pregnancy into something that ought to be considered, separate from one’s own, actual pregnancy. It made the status of the embryo something one might contemplate and debate years, even decades, before considering becoming pregnant oneself.

The upshot of this is that pregnancy, and the meaning of an embryo or fetus, is first considered in the abstract and outside the experience of a particular pregnancy. This pregnancy-in-the-abstract does not have to be discovered via a home pregnancy test, morning sickness, or a blood test at the doctor’s office; it simply exists, available for philosophical contemplation from the moment of conception. Unless the philosophical hypothetical has been qualified, it is like the pregnancies in the developmental timelines in prenatal educational materials: destined to unfold along an average developmental timeline, resulting in a healthy baby delivered exactly nine months after conception. The substantial possibility of pregnancy loss is nowhere to be found. This universalized abstraction of pregnancy most clearly grounds the pro-life side of the abortion discourse, but the way the debate has been framed, it demands consideration by everyone.

It is hard to reach childbearing age in contemporary American culture without having considered the meaning of early pregnancy and the moral status of the human embryo. This is evident, for example, in a 1986 Life magazine story of a fourteen-year-old girl who had a late second trimester abortion. She had delayed dealing with the pregnancy for a variety of reasons, including her own and her family’s qualms about abortion. She reflected, “I used to think that I didn’t like abortion, because it was like murdering some baby that didn’t ever do anything. But when you’re in this kind of situation yourself, and you’re so young, abortion is better. . . .I don’t want to be pregnant. I want to be normal.”16 At this young age, she already had a well-formed understanding of the meaning of pregnancy in the abstract, developed within the context of the abortion debates. When that understanding clashed so dramatically with the contingencies of her real-life pregnancy, she changed her mind. But this had required a reluctant change of heart. Her stepmother had urged her to keep the pregnancy: “Abortion was hard to accept because she was so far along. I was looking at it as being a real baby in there.” For both of them, the meaning of this particular pregnancy was filtered through the lens and language of the abortion debates, a perspective they had both absorbed before there was a real pregnancy to consider.

When women get pregnant on purpose, this abstraction of pregnancy and embryo from the abortion debates hovers in the background, informing their understanding of the process, imbuing it with deep meaning from the first moment. And then, when desired pregnancies are lost, it is shocking, partly because the abstract model of pregnancy is a model of perfect development and inexorably unfolds to healthy birth unless willfully disrupted.

The specific terms of debate on each “side” have a profound influence as well. The terms “pro-life” and pro-choice” came into routine use in the popular media by around the late 1970s, though they were used earlier by activists. As Time magazine characterized it in 1979, “Across the country, the battle is turning increasingly political and is waged by men and women who offer no quarter. It is a fierce clash of fundamental beliefs in which name calling is considered as potent as reasoned argument. Thus the antiabortionists call themselves ‘pro-lifers’ and denounce their opponents as ‘baby killers.’ Those who support a woman’s right to abortion call themselves ‘prochoice’ and deride the other side as ‘compulsory pregnancy people.’ ”17 Since that time, pollsters and politicians have regularly asked Americans to label themselves with one of these two categories.

As slogans, they have carried great rhetorical force. Put together, they almost sound the same as “life, liberty and the pursuit of happiness.” And these are the slogans we have associated with pregnancy. A wanted pregnancy is an incredibly favored state of being, within the language of the abortion debates: a deliberately pregnant woman has both “life” and “choice.” She fulfills both the feminist commitment to self-determination and the traditionalist elevation of home and family. When a woman with a wanted pregnancy miscarries, she is let down by both sides. It turns out you can choose whether or not to have an abortion, but you can’t always choose whether or not to have a baby. And being “pro-life” does not guarantee that you get to “choose life,” in the words of the slogan on pro-life billboards and license plates.18

Beyond the slogans, the political and cultural campaigns of the two sides have contributed mightily to our current experiences of early pregnancy loss. One of the most important components of the abortion debates, in terms of their impact on pregnancy loss, is the pro-life argument that human life, and therefore personhood, begins at conception. This argument did not begin with Roe v. Wade; in 1867 Harvard professor of medicine Horatio Storer declared that “physicians have now arrived at the unanimous opinion, that the foetus in utero is alive from the very moment of conception. . . . The first impregnation of the egg . . . is the birth of the offspring to life; its emergence into the outside world for wholly separate existence is . . . but an accident in time.”19 Nineteenth-century activist physicians pushed clergy to adopt this position, and many eventually did, including the Catholic hierarchy. In the mid-twentieth century, as liberal physicians and clergy agitated for abortion reform, this position became more firmly identified with the Catholic Church, and early organized efforts against abortion reform were Catholic led.

This argument, about personhood beginning at conception, was both a moral and a legal argument and eventually became an emotional argument as well: respect for life and a duty to protect persons became an obligation to love, or at least nurture, one’s growing baby. A pro-life argument would not, theoretically, need to rely on an essential sameness between a fetus and an already-born child. In the Catholic tradition, all processes of generation were to be respected, and contraception, which frustrated the natural purpose of the marital union, was no more acceptable than abortion. But this continuity with the church’s position on contraception was de-emphasized, as the church fell further and further outside the mainstream in its insistence on the sinfulness of contraception. Catholicism’s stand on abortion was taken out of theological context and re-packaged to make it palatable to a wider American audience. As Evangelicals joined Catholics in the anti-abortion movement in the 1980s, anti-abortion rhetoric de-emphasized Catholic theology still further, focusing almost exclusively on the personhood of embryos.20 Conception became a much brighter line. By the post–Roe v. Wade abortion debates, women were urged not just to respect life and generative processes but to nurture babies, and the starting point for this nurturing was supposed to be conception.

Pro-life political and cultural campaigns have created effective images and symbols to inspire Americans’ emotional investment in early pregnancy, with the hope that it will lead them to support pro-life legislation. This has had unfortunate implications with regard to early pregnancy loss. Since the mid-1970s, predominant pro-life messages have highlighted the most babylike aspects of fetuses. A photo of the feet of an aborted ten-week fetus, taken in 1974, became a prominent symbol of the pro-life movement. The tiny feet stand in for the fetus; the viewer understands the fetus to be a tiny baby.21 Other widely reproduced photos showed the face and hands of older fetuses, encouraging us to imagine this older fetus when we think about any pregnancy, at any stage.

Even when “the baby” does not look anything like a child yet, pro-life advocacy teaches the viewer imaginative strategies for connecting emotionally with it as such. In a 2006 campaign by a pro-life group on the Harvard campus, a blastocyst appeared to write its own narrative, with the scrawl and doodles of an especially refined five-year-old. “Hi! I am Elena! I might be just 30 hours old, but I already have my own 46 of what doctors call chromosomes making up my SPECIAL DNA” (see Figure 6.1). She quoted Dr. Seuss: “A person’s a person, no matter how small.” This compelling poster crucially obscures that Elena only has about a 30 percent chance of surviving to birth. Elena, in fact, is more likely to perish than to last long enough to be detected by a home pregnancy test.
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Figure 6.1 A pro-life poster from a 2006 Harvard student group. Images of the group’s posters were shared across the Internet.



In this series, though, created in the tradition of the developmental timeline in pregnancy manuals, Elena reappears at twenty-five days old (five and a half weeks since last menstrual period) with a beating heart. And like the child persona the imaginative narrative adopts, she already has a fantasy of her future calling: “Maybe I will be a racecar driver when I grow up.” She would now be easily detectable by home pregnancy test, and the fact that she has a heartbeat is promising, though no guarantee, from the perspective of survival. Of course, many pregnancies that can be detected at five and a half weeks do not, in fact, contain viable embryos with beating hearts. It typically takes a woman’s body several weeks to reabsorb or expel the remnants of an unsuccessful pregnancy, and hCG remains present as long as the uterus sustains the gestational sac, with or without an embryo. A woman comparing her own early pregnancy to the image on the poster, naming her baby and fantasizing about what she will be when she grows up, might be tragically mislead.

Despite these concerns, the central argument of the pro-life movement—that personhood begins at conception—is tremendously compelling to many people, and no matter how many pro-choice philosophers make logical and persuasive arguments otherwise, it seems to set the terms of the debate. This is perhaps partly because of its simplicity, but it is also because it is a clear moral argument that translates directly into a legal argument and a set of policy recommendations. If abortion is the killing of a person, it must be illegal to be consistent with current law, and public policy must work to suppress it.

While moral arguments made on the pro-choice side have been diverse and complicated, when it comes to the abortion “debates,” or “wars,” as they have been recently called, they have generally been defensively reduced to something like the “opposite” of the pro-life position: the fetus is not a person until viability, or perhaps birth. This simplified version of the pro-choice position is troubling to the many women who are politically pro-choice but mourn their miscarriages.

Given the lack of meaning attributed to embryos and fetuses in the pro-choice movement, the miscarriage support literature tends to borrow from pro-life language and imagery (see, e.g., Figure 6.2).22 Women who look for support have lost pregnancies in a culture that has encouraged them to invest deeply in pregnancy very early on. The pro-life movement confirms that this investment was right and meaningful and that sorrow is appropriate because a baby has died. The use of this language does not necessarily mean that those offering support intend to promote a pro-life message.23 The support literature is as likely to quote Khalil Gibran, a mystical poet celebrated by the 1960s counterculture, as the Bible. But the pro-life movement has created the public discourse that says that six-week embryos are babies, and so it is this discourse women often turn to when they are devastated by early losses, especially because so many of the promoters of investment in early pregnancy—the medical establishment pushing early prenatal care, the marketers of diapers and cord blood banking, the cheerfully scientific developmental timelines charting “your baby’s growth”—seem to have nothing useful to say. In turn, the appropriation of pro-life imagery reinforces the idea that the only appropriate way to treat an early miscarriage is as the loss of a child.
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Figure 6.2 Miscarriage remembrance jewelry featuring the tiny feet that are a symbol of the pro-life movement.



A Middle Ground

Recently, there has been some discussion about “moving beyond” the pro-life and pro-choice terms of the abortion debate. Pollsters and reporters have pointed to the existence of a vast “mushy middle,” representing the majority of Americans, since the contemporary abortion debate began. Only a small minority of Americans wants to outlaw all abortions or to legalize all abortions. Most agree that circumstances matter. Pollsters, however, have tended to ask Americans to put themselves in one camp or the other. And activists on both sides like to claim that most Americans agree with them. But according to an exasperated respondent to a recent poll, “There should be three [labels]. . . pro-life, pro-choice, and something in the middle that helps people understand circumstances. It’s not just black or white–there’s gray.”24

When a polling organization finally framed the question differently, the results were illuminating. In 2011 the Public Religion Research Institute asked, “Please tell how well the following describe you. Pro-life: very well, somewhat well, not too well, not at all well, don’t know.” Then the same was asked for pro-choice. While 66 percent identified themselves at least “somewhat well” with the pro-life label, only 27 percent fully or mostly rejected the pro-choice label. In the other direction, 70 percent said the “pro-choice” label described them at least somewhat well, but only 31 percent fully or mostly rejected the pro-life identifier.25 Clearly, many Americans think that abortion, and the meaning of early pregnancy, are more complicated than the terms of the abortion debate allow.

One reason most Americans do not see the issue as black and white is that, in practice, many people value pregnancy increasingly over the course of its development. Drawing on public opinion polls, interviews with activist organizers, and ethnographic accounts from inside abortion clinics, political scientist Jon Shields has shown that Americans across the political spectrum appear much less troubled by the destruction of early embryos than by abortions in mid-pregnancy. Pro-life leaders have mustered little energy from their base for banning or regulating in vitro fertilization based on the extra embryos it creates and discards. On the other side, a wide swath of politicians and their voters across the political spectrum supported the ban on late-term, dilation-and-extraction abortions. Many abortion providers, as committed as they are to women’s right to choose, will only perform early abortions because they find the second-trimester procedure emotionally disturbing. Pro-life extremists have specifically targeted late-term abortion providers, such as George Tiller, David Gunn, and Barnett Slepian, for assassination. Pro-life and pro-choice sloganeering aside, in practice the majority of Americans are ambivalent. Many people see pregnancy as having a range of possible meanings, allow some pregnancies to carry more meaning than others, and see the emotional value of a pregnancy as increasing over the course of its development.26

Despite the firmly drawn lines of the abortion debates, many Americans are unwilling to think about abortion in absolute terms and in fact value pregnancies increasingly as they develop. We might be able to ease the burden of early miscarriage if we can explicitly capture this intuition. If we could define this middle ground in the abortion debates not as a “mushy” philosophical position but as a positive and beneficial way to think about early pregnancy, it might help us temper our attachment to still-tentative pregnancies and help us to moderate our feelings about early miscarriages.


Chapter 7
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Seeing the Baby

The Ultrasound Ritual

Our first sonogram! How exciting! We were geeked and couldn’t wait to see our baby. I mean, let’s be real! We knew it would only be a tiny little black speck in her uterus, but it was OUR tiny little black speck that we have been waiting to create for months!” Sammie Mendez blogged the story of her wife Callie’s 2014 pregnancy, the result of IVF, as “the chronicles of a non-belly mama: Thoughts from the Other ‘Real’ Mom.” Because IVF pregnancies are closely monitored, their first sonogram was very early, at about six weeks’ gestation.

The Mendezes had their sonogram in the office of their fertility specialist: “Our names are called. I spring to my feet, thanks to the 3 cups of coffee I’ve had in the past hour, and do my proud ‘I’m gonna be a Mama’ strut, protecting my lady and my unborn child from whatever dangers could present themselves in the 10 foot walk from chair to exam room.” It was a moment of incredible anticipation. “I hold the door and in we go. We are about to see our little Poppy Seed.”

What came next is a scene familiar to most Americans who have had a baby in the past three or four decades. “The nurse turns out the light and my eyes focus instantly on that black and white screen that only trained professional eyes can understand.” The doctor was standing by, to interpret the image to the parents as much as to monitor the pregnancy. “I have no idea what I’m looking at, but as soon as the Dr. says, ‘There’s your baby!’ I damn near lost it! My heart started racing, my palms started sweating, and I felt this surge of indescribable love for my Callie, laying there completely exposed, having been through so much just so we can have this incredible moment. I kiss her. I kiss her and I hold her hand and I admire her.”

The doctor had a bit of surprising (though welcome) additional news: Callie was expecting twins. Sammie was over the moon:


2 gloriously chubby babies with 20 fingers for hand holding, 20 toes for tickling, 4 cheeks to kiss, 2 bellies for loud raspberries, 4 knees to kiss boo-boos, 4 eyes to show the wonders of this amazing world to. Oh man! It’s 2! Our TWO Poppy Seeds growing in Mommy’s belly. This adventure is going to be even more awesome than we anticipated. 2 little babies.



Sammie and Callie Mendez’s ultrasound was a spectacular and special moment full of love for their growing family.1

Nutrition and lifestyle blogger Emily Malone shared a similar sense of excitement about her mid-pregnancy ultrasound during her first pregnancy in 2011. “We have had such a fun morning! I’ve been looking forward to our 20 week ultrasound since the day I found out I was pregnant.” Malone described all the details of the exam conducted by a genial and knowledgeable sonographer and shared pictures. “I know I am clearly biased, but tell me—is this not the cutest little face you’ve ever seen? . . . I am on cloud nine after seeing our healthy little guy and hearing how big and strong he is.” The baby’s sex confirmed, Malone was also “excited to really dig into shopping for nursery things this weekend.” Malone had anticipated that her mid-pregnancy ultrasound would be a truly special event and a time of intense bonding with her expected child, and indeed it was.

Malone’s and Mendez’s readers congratulated them just as enthusiastically. A commenter on Mendez’s blog wrote, “This is the loveliest post. Made me tear up a teeny bit. Yay for you both—what a day that must’ve been!” Malone’s readers shared their own reminiscences alongside their well wishes. “Wow, so neat that you can see all of that with the ultrasound. New life (and technology) is such a beautiful miraculous thing:) have fun picking stuff out!” Another exclaimed, “I never get sick of sonogram photos—could look at them all day!!” Several responded nostalgically. “Awww! It gets me all giddy because I remember how I felt seeing my own little ones on that screen.” Another reflected, “It is truly an amazing experience and I felt the same rush of emotions and utter amazement at our 20-week ultrasound.” A third sighed, “Ahhh I’m jealous—I remember all three times we had our 20 weeks sonogram and it was so special. Filled with lots of tears and smiles:).” Malone, Mendez, and their readers could as easily have been discussing a wedding or a baptism as an ultrasound exam. All shared a sense of just how uniquely special, and yet universally meaningful, an ultrasound exam can be.2

Over the last few decades, Americans have built an elaborate ritual around the ultrasound exam, with familiar features pregnant women and their families can anticipate with pleasure. And like a wedding or a baptism, the ultrasound exam ritual intensifies emotions, creates bonds, and prepares its participants for important new family roles. This new ritual has had profound consequences for our experiences of pregnancy and pregnancy loss.3

From War to Obstetrics

Ultrasound as a visualization technique originated in military technologies of RADAR and SONAR and industrial technologies of metal flaw detection. In the 1950s, capitalizing on wartime improvements in ultrasound technology, medical researchers across Europe, Asia, and the United States experimented with ultrasound as a visualization technique, attempting to use it to identify cancerous growths and structural issues in the brain, the eye, the bowel, and the breast. In 1959 Glasgow obstetrics professor Ian Donald discovered that ultrasound could give a clear, measurable image of the fetal head, and he soon developed standards for measuring the age of the fetus based on the diameter of the head. Researchers quickly found that fetuses were particularly amenable to ultrasound imaging because of the dramatic contrast between the structures to be visualized and the amniotic fluid which surrounded them. By the early 1970s, Ian Donald’s protégé Hugh Robinson had developed a technique for reliably detecting a fetal heartbeat by seven weeks’ gestation, and the “crown-rump length” measurement, which remains the most accurate method for measuring fetal age via ultrasound.4

Over the next two decades, ultrasound entered routine obstetric practice across Europe and the United States, and increasingly in other parts of the world as well. While the United States does not keep official data on ultrasound use, studies suggest that by 1987 a substantial majority of women had at least one ultrasound, despite the fact that the American College of Obstetrics and Gynecology consistently recommended against routine scans done without a specific medical indication.5

Developing the American Way of Sonography

While obstetric ultrasound is common in many parts of the world, it carries different meanings in different places. For example, anthropologist Eugenia Georges found that in Greece, ultrasounds are frequent but perfunctory, performed by obstetricians and rarely viewed by pregnant women. Women want them for reassurance that all is well with the pregnancy, and a basic diagnostic confirmation is typically all that obstetricians offer. In Israel, anthropologist Tsipy Ivry documented how obstetricians and patients search intensively for fetal defects in multiple ultrasounds throughout pregnancy, and women are discouraged from expecting a healthy outcome until the baby is born.6 The emotional impact of ultrasound is not inherent in the technology. The ritual that American women, their families, and their medical caregivers have together built around the technology is what has made the ultrasound scan into a meaningful, connection-building experience.

This has become such an important ritual in North American culture that two anthropologists have conducted extensive studies to characterize it and probe its meaning. As Janelle Taylor and Lisa Mitchell have documented, by the early 1990s, sonographers and their clients had together developed a recognizable and reasonably consistent ritual around ultrasound scanning that pregnant women had come to anticipate. At that time, most women had a single mid-pregnancy scan, between eighteen and twenty weeks gestation, which is still considered the baseline sonogram for an uncomplicated pregnancy. At that exam sonographers generally consider their job to be twofold: checking thoroughly for medical problems in the fetus and placenta, and “showing the baby.”

The ultrasound exam room is set up to facilitate both tasks. Women, and the partners, friends, or relatives they bring with them, expect to be able to view the monitor with the sonographer, or sometimes their own synchronized monitor. They anticipate listening to a narration that includes comments about fetal health, a “tour” of certain landmarks considered especially of interest to future parents, such as the heart, the spine, the profile, the fingers and toes, and the genitals, and a prediction of fetal sex. In turn, sonographers generally expect women and their significant others to express interest in the health-related information and excitement at “seeing the baby.” When women or sonographers deviate from this script—for example, when a woman fails to show excitement or comment in ways which are understood to express parental concern, or when a sonographer is gruff and uncommunicative—the other party feels justified in complaining, though not necessarily directly. Women and their partners expect to be given an image or two to take home, or even a video, and sonographers build time and effort into the exam for capturing appealing, easy-to-read images.7

As obstetric ultrasound became routine, sonogram images escaped the bounds of doctors’ offices. The images women took home from their exams became “baby’s first picture,” put up on refrigerators and pasted into baby books.8 Sonographers made special efforts to give parents a “cute” view to keep, a sonographic slice that showed the fetal profile and the fingers, not, for example, a cross-section of the skull or the kidneys or the chambers of the heart. The clearest of these images made their way onto pro-life billboards and advertisements for cars and phone service, as culturally legible and emotionally compelling representations of “the baby inside.”9 Even when the images were blurry and the baby was hard to spot without coaching, pregnant women and their partners told anthropologists Taylor and Mitchell that they valued the images, showed them off to family and friends, and displayed them in their homes and offices.10

In a 2005 discussion on the conservative activist website Free Republic, commentator R. Scott described a young woman pulling out a bundle of ultrasound images to show her friends. He mused, “I have been aware of ultrasounds for a number of years, but only recently became aware of soon-to-be mothers carrying them around. She displayed a string of about a dozen pictures of her unborn girl. The women began exclaiming about her little face, hands etc. All I could make out was a series of blurs. Is interpretation of the pictures a woman’s thing?” A woman answered him, “If you see the ultrasounds as the baby grows, and have more than one child, it becomes much easier to ‘read them.’ Trust me.” Scott replied, “I’m beyond the age of looking forward to having more, so I don’t look forward to gaining experience in reading ultrasounds—but if the pre-birth baby pictures keep being shown, I might learn.”11 Despite a lack of firsthand experience, Scott, like many Americans, was beginning to be coached in the viewing of ultrasound images. He was learning not only how to spot the baby but also how the images ought to be appreciated.

The ritual of obstetric ultrasound made its way onto the big screen as well, in popular movies such as Nine Months (1995), Father of the Bride 2 (1995), and Juno (2007). By 2009, the popular TV series Glee could spoof the ultrasound ritual.12 In one episode, Terri, who is faking a pregnancy, has blackmailed her doctor into conducting a sham ultrasound to “show the baby” to her husband Will. The obstetrician puts up a curtain between Terri and Will and places a DVD into the recorder, acceding to Will’s request for a video because, as Will puts it, “My parents are going to kill me if I don’t come home with a DVD.” The physician waves the transducer around Terri’s knees and corrects his previous “misreading” of the baby’s sex, declaring the baby to be a girl. Will gazes at the screen on his side of the curtain in awe and begins to cry. Startled, Terri says, “Honey, I didn’t know that having a boy was so important to you.” Will replies, in a choked voice, “It isn’t. I don’t care what she is, she’s all ours. I’m just so happy!”

It isn’t clear whether the director expects viewers to interpret the image on the screen as Terri’s knees or as the DVD from someone else’s exam. Either way, they understand that the image on the screen, blurry as it is, will be seen by Will as his baby. And the TV audience understands that this is supposed to be an emotional, pleasurable ritual of bonding shared by the couple.

Expectations about the ultrasound exam and the emotional impact of the ritual surrounding it have become so powerful that it can be difficult and disturbing to question what we have created. In 2005, writer Gayle Kirshenbaum published a “My Turn” column in Newsweek, reflecting on her experiences of pregnancy, ultrasound, and her gradual and ambivalent journey into motherhood. She wrote,


I expected to feel as excited about my first ultrasound as my friends had been about theirs. We were given our own printout of the squidlike creature we’d seen, magnified to fill the screen but in reality no bigger than a thumb. I stared at it and waited for a surge of maternal affection. What I felt was embarrassment at seeing what I might never have been meant to see--at having caught this entity in the act of becoming.13



Kirshenbaum recognized that her perspective was countercultural in the twenty-first-century United States. She wrote the column partly because she wondered whether women should abandon the emotional transition time of pregnancy and commit to motherhood at a stage when miscarriage is still a substantial possibility. It was a sensitive and difficult position to stake out: she had to question the assumptions of her sonographer, her prenatal yoga teacher, and her friends with sonograms displayed on their refrigerators—the assumptions built into the ultrasound ritual.

Indeed, Kirshenbaum was censured by some readers for her hesitation. One commentator, echoing the comments on Emily Monroe’s blog posting, exclaimed, “when we saw ours, we both cried . . . we stared at the flimsy paper image for days in wonder, how can anyone look at something as magical as that and think . . . squid.” Another judged her more harshly: “I remember the first time I saw my daughter on the ultrasound at ten weeks and it was amazing to see her little head, to see her move her small hands and legs. People who can’t feel the awe in this and the sense of parenthood are sociopaths in my opinion.”14 Albert Mohler, president of the Southern Baptist Theological Seminary, called the column “a tragic portrait of motherhood.”15 While these comments were made by those with an explicitly conservative political perspective, with the abortion debates looming in the background, their expectations for the ultrasound ritual are shared to a large degree across the political spectrum. The ritual is supposed to be about bonding, and there is little room for ambivalence.

Ultrasound at Eight Weeks

Americans’ ultrasound ritual was originally developed in the context of routine mid-pregnancy scans, conducted between eighteen and twenty weeks of gestation. At that stage, a routine scan in a low-risk pregnancy is unlikely to show any problems. At the same time, the scan is likely to feel particularly rewarding to the woman and her partner because the fetus is well-developed enough to be easily visualized in profile but not yet too big to be seen in a single image, and the fetal sex can generally be discerned. In the last fifteen years, this ritual has extended to an additional ultrasound exam commonly conducted between eleven and twelve weeks of gestation.16

More recently, many obstetricians have made eight-week ultrasound exams routine. Obstetricians have conducted early scans in cases of suspected ectopic pregnancy or miscarriage since the 1970s, but in the last decade many physicians have begun to use them to confirm and date the pregnancy.17 Patients are generally told that the purpose is to date the pregnancy, and the substantial possibility of finding an unviable pregnancy is seldom mentioned. Early scanning has become increasingly common as obstetricians and hospitals try and date pregnancies more accurately in order to follow public health guidelines designed to stop doctors from inducing premature births.18 And early and frequent scans are a routine part of in vitro fertilization procedures.

The ritual that pregnant women and their partners, relatives, and health-care providers developed in the context of the mid-pregnancy scan has been readily transferred to this very early ultrasound exam. While the ritual takes place in the private space of a doctor’s office, people enjoy sharing it so much that there are hundreds of thousands of early ultrasound exam videos posted on YouTube. Some videos have been viewed more than a million times, though most appear to be intended for the enjoyment of family and friends. Rhea, a Philippina American from Los Angeles, was pregnant with the first of her three children when she posted a video of her early ultrasound. She and her husband, Mark, would eventually develop a business reviewing children’s toys on YouTube, but her ultrasound video was an early amateur effort: it was more of a personal journal to share with family and friends than a professional production.

Rhea titled her video “My Ultra Sound. My Baby . . . 7 weeks and 4 days.”19 Viewers see Rhea laying on an exam table, looking sideways at the ultrasound screen as the sonographer runs the transducer over her abdomen. A female friend or relative is holding the video camera to film the scene. The sonographer affirms within seconds, “Oh yes, you’re pregnant. First baby?” Rhea responds, “Yes, so happy!” The sonographer points to the screen, saying “there’s your baby!” Rhea asks, “Oh, healthy?” The sonographer stumbles a bit, “Uh, I mean, like, I can’t tell, but there it is.” Rhea responds, “I see,” and the sonographer reassures her with, “Wow, congratulations!”

Throughout, both women are laughing and smiling, and gazing together at the screen. The sonographer tells the friend with the video camera that she will let her know when to start taping, but the friend keeps taping throughout anyway. The sonographer assures Rhea that she will get plenty of keepsakes, because “I’ll give you pictures, of course.” As she conducts the exam, she continues with friendly chit-chat. “How old are you?” “I’m 27,” Rhea responds cheerfully. “Oh, it’s about time!” “Yes, so I’m so excited.” The sonographer comes back to a profile image of the sac and embryo, saying, “Right there.” Rhea looks, and exclaims, “Wow, perfect!” as the sonographer declares the current age and projected due date of the baby. “Seven weeks four days. So, May ninth.” She returns to showing the baby, pointing to the screen: “That’s the heart, right there.” Rhea looks, and says wonderingly, “So you can see the heartbeat?” The sonographer explains, “This machine won’t allow us to listen to the heart” (“I see,” Rhea interjects) “but the heart rate is fine.” Rhea concludes, “Great! As long as my baby is healthy. [giggle].” “Uh huh,” responds the sonographer, non-committal but reassuring.

In this video, it is clear that Rhea came to the exam excited to “see the baby,” with a friend or relative to record the exam and the image on the screen. The sonographer was happy to oblige and spent a fair amount of energy and extra scanning time “showing the baby.” She was quick to clarify that she could not tell that the baby was healthy, but Rhea nevertheless expressed her satisfaction that she saw a healthy baby in her scan, especially after the sonographer pointed to the baby and demonstrated a healthy heartbeat. In the course of friendly chit-chat, the sonographer also affirmed the social appropriateness of Rhea’s pregnancy, in discussing her age and intimating that the pregnancy was planned. Rhea, her guest with the video camera, and the sonographer worked together to locate a healthy, developing, socially desirable baby in the scan’s images.

The Ritual Makes It Real

While the resolution of scans has become high enough that an eighteen-week scan can show a quite clear image of a fetal profile, it becomes apparent from looking at take-home images of eight-week scans (six weeks after conception) that for many Americans the “baby-ness” of the baby does not depend solely on the resemblance between the ultrasound image and a newborn (compare Figure 7.1a and Figure 7.1b).20 Ultrasound images have become quite sharp in recent years, and as the discussion on Free Republic demonstrates, Americans are becoming more and more sophisticated at reading them. We might persuade ourselves that the mapping we do to perceive a mid-pregnancy ultrasound image as essentially a picture of an almost-newborn is self-evident. But few people, even those who experience early ultrasound as a moment of profound bonding, would claim to be able to easily see the baby in an early scan. The power of it cannot reside in the recognition of tiny fingers and toes, or the shape of a face. The ritual itself, including the expectation all parties bring to it, is crucial.
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Figure 7.1a Ultrasound of a pregnancy at eighteen weeks gestation. iStock/jeffhochstrasser.
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Figure 7.1b Ultrasound of a pregnancy at eight weeks gestation. iStock/pixalot.



Women are likely to come to eight-week scans ready to take part in this ritual. Court, a Houston-area vlogger and blogger with four children and over thirty-thousand YouTube followers, articulated in detail her expectations in her commentary before and after her first ultrasound as part of her weekly ten-minute postings documenting her experience of her first pregnancy.


6-week vlog: I don’t know if a lot of you ladies feel the same way, but I know with me, I’m super-excited, and really looking forward to everything that’s going to happen, but I don’t necessarily feel totally attached to the situation yet, and so I think whenever I see the picture or hear a heartbeat it’s going to connect me in a much deeper way, and I’m really looking forward to that experience a lot. It’s going to be awesome!21

8-week vlog: [The ultrasound] was awesome! The only thing bad about it was the technician, she was just not into it at all. And I know that it’s business for them, and they see it all the time, but you’d hope that in their field they could at least show a little bit of excitement. So that was kind of disappointing. She actually didn’t even let me see the baby, or what she was doing, until the very end, and for maybe half a minute. She turned on the monitor and was like, “oh, here, you can look.” And when she let me hear the heartbeat, (and my husband was there), she let us hear the heartbeat for about five seconds, I’m not kidding. So, I’m kind of annoyed, and definitely, the next time I get one, I won’t let that happen, I’ll speak up. But this time I just kind of was lying there, not sure what to expect, and I just let it happen. But regardless of that, the actual ultrasound was so awesome. When we heard the heartbeat, both of us were like, ‘oh, wow, that is amazing.” And it was definitely as cool seeing the little baby, even though it kind of looked like a blob [laugh]. It was definitely as cool as everyone said it was.22



Even without the possibility of spotting little fingers and toes, there are still multiple points along the way when “seeing the baby” and bonding with it may be enacted by the participants in the ultrasound ritual.23 A woman and her partner may come to the exam with specific expectations about what they will see and feel, which they may already have articulated in terms of seeing and bonding. Even if they have not, it can happen during the exam. The sonographer may begin the exam by suggesting, “Let’s take a look at the baby.” Even if she is more circumspect, as many sonographers deliberately are before they have confirmed a heartbeat, a woman who approaches the exam more cautiously may find herself drawn into that set of language and expectations once she is in the exam room looking at a screen set up to accommodate her viewing. She may start to ask a question and find herself asking about “the baby,” since she may feel awkward trying to use the language of “embryo” or “fetus.” As anthropologist Lisa Mitchell has shown, in mid-pregnancy exams women and their partners find themselves reprimanded if they speak about “my fetus.”24 We are comfortable talking about “the fetus” as an objective, scientific term for fetuses in general, or even for a given fetus when we regard it as detached from a woman, but the construct “my fetus” sounds inappropriate. So discussion about what is on the screen, if it is named at all, is quite likely to be named as a “baby.” In sum, even before the sonographer demonstrates a heartbeat and points to the screen, saying, “there’s the baby,” the participants in the ultrasound ritual have already begun the process of seeing and bonding with a baby.25

Making Pregnancies “Real” Makes Losses Real, Too

Given the expectations that women and their partners bring to ultrasound exams, and the organization of the ritual itself, it is easy to understand how devastating the discovery of a miscarriage can be. And there is a substantial chance that a baby and a miscarriage will be discovered at the same time in the context of an eight-week ultrasound. If the exam reveals a healthy heartbeat, and the woman has not been previously diagnosed with repeated pregnancy loss, the pregnancy has around a 98 percent chance of going to term.26 However, if the pregnancy is destined to miscarry, as around 20 percent of confirmed pregnancies are, there is a good chance she will find out at an eight-week ultrasound. Miscarriages generally do not begin immediately after an embryo has died. It may take a couple of weeks, sometimes many weeks, for the placenta to stop developing and hormonally maintaining the pregnancy. At eight weeks’ gestation, these pregnancies are likely to appear as empty gestational sacs, the embryo having already been reabsorbed by the woman’s body. Or the exam might reveal an embryo with no heartbeat, or embryo with a heartbeat that is too slow to remain viable.

While many readers criticized Gayle Kirshenbaum, the journalist who was reluctant to put her sonogram printout on her fridge, for her failure to embrace the ultrasound ritual, some seconded her caution from bitter experience. One letter, published in Newsweek the following week, described the painful consequences of discovering a miscarriage during the ultrasound ritual.


Thank you so much for publishing an article about pregnancy, and the vulnerability inherent in it. The idea that we are supposed to be ecstatic about the life inside us is sometimes damaging if the idea that that life can end so fast is not also considered. I was incredibly excited to see evidence of the little life inside me for the first time, when my first ultrasound was scheduled at eight weeks. My mother came with me to share in that joy. We were absolutely stunned when the ultrasound operator could not find the heartbeat that was a sign of the life blossoming within my body. So instead of going home with my baby’s first picture, I was kept in a hospital to take care of what my body had not yet done for itself when my baby’s heart stopped beating. Five years later, my pain has barely receded. On average, one of every three pregnancies ends in miscarriage, often before the mother even knows it. So why do so many women proclaim their motherhood at five weeks? An ended pregnancy, by choice or not, is never something you want to share with all those people you so hopefully shared the news with just a few weeks before. I can barely look at sonogram pictures without a feeling of loss and sadness. I hope, for every woman’s sake, that these first pictures never become a source of regret and sadness for them as well.

J. West

Kent, Wash.27



J. West embarked on her eight-week ultrasound exam with the expectations so evident in Rhea’s YouTube posting and Court’s vlogs, expectations extended from the ritual anthropologists have consistently found associated with mid-pregnancy exams. At the same time that she saw this as a moment when the pregnancy was supposed to become more “real,” she did not go in seriously considering the possibility that this would not happen. And indeed, the ultrasound did confirm the “realness” of the pregnancy for her, just not in the way she anticipated: rather than bringing her joy, it brought her sorrow, representing the baby and its death in the same moment.

This exam could be read as one in which the participants would conclude, “I guess we were wrong, she was not pregnant after all.” That is one legible interpretation of the statement she presumably heard from the sonographer: “I can’t find a heartbeat.” While the letter doesn’t detail this, it is quite possible that the sonographer detected evidence of a pregnancy that never developed to the point of having a heartbeat in the first place. But in the context of the ritual as it has been constructed, the sonographer’s pronouncement is most readily heard as, “the baby’s heart has stopped beating. The baby has died.”28

The visual evidence is equally open to different readings. It takes a fair amount of training on the part of the sonographer, and coaching on the part of the woman and her partner, to see a baby in an eight-week ultrasound. If the ritual were different, the sonographic image might be taken as evidence that there was no baby there in the first place or at least not yet a baby there. This might be especially true when, as commonly happens in early miscarriages, the exam revealed an empty gestational sac (what the obstetrician or sonographer may call a “blighted ovum”).29 But in the current ritual, the sonographic image represents a baby who has died, and as West so poignantly describes, it can become a focus of intense and lasting pain.

When a desired pregnancy is successful, the rituals developed around the technologies of early pregnancy allow us to celebrate sooner, “bond” sooner, joyfully anticipate the arrival of a baby sooner, shop for a layette and set up a nursery sooner. Vlogger Court and her husband prepared carefully for the anticipated moment of hearing their baby’s heartbeat at the eight-week ultrasound, and she recorded her elation in detail as a special memory to eventually share with her child.

At the same time, the first two months are when pregnancies are most vulnerable to miscarriage and, in fact, are quite likely to be lost. And when a pregnancy is not destined to result in a baby, the effects of our rituals are troubling. J. West experienced lasting sorrow after the shock of discovering her miscarriage at her eight-week ultrasound exam, in the midst of what she had anticipated as a celebratory ritual of new life and a growing family. The ultrasound ritual is not organized to accommodate the substantial possibility of early pregnancy loss. We want our technology to give us certainty. But the sense of certainty it gives us is false, and we often feel betrayed. We want to use our technology to deepen our joy and expand our horizon of parental bonding. But much of the time our technological rituals sharpen our losses and bring sorrow.

These are not failings of the technology per se, but rather the result of the ways in which we use them and interpret them. While ultrasound is central to our pregnancy monitoring practices, there is nothing inherent in it that dictates our current uses or interpretations of the images and objects it produces. We could anticipate the eight-week ultrasound (or the ten-week Doppler scan) as an exam that shows whether or not the pregnancy we suspect is actually going to develop. We could use our technology to help us let pregnancy unfold gradually in the way that the slow accumulation of physical symptoms of pregnancy once did.


Chapter 8
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Detecting the Baby

The Home Pregnancy Test

I cried like a baby,’ said Heather, and for K. B. it was the ‘best feeling in the world.’ Keisha did her ‘happy dance’ when she got the good news.” In 2014, BabyCenter surveyed a thousand pregnant women about their experiences with home pregnancy tests. “Just over half of the women surveyed were so thrilled they saved their positive test, and 38 percent of pregnant women and moms say they still feel excited every time they look at it.” Like ultrasounds, home pregnancy tests have become a ubiquitous celebratory ritual of pregnancy.

While about half the women surveyed were with their spouses when they took the test, a number of others found ways to make their pregnancy announcements unique and memorable. Babycenter highlighted special and sentimental stories, in women’s own words.


Dayna wrote her partner a poem in which the first letter of each sentence spelled out ‘We’re pregnant.’ Linden ‘wrote on my belly telling him there was a baby inside,’ and LMK ‘bundled my four pregnancy tests into a bouquet and told him he was going to be a daddy.’ ‘I . . . gave the positive test to my toddler to hold and asked my husband to change his diaper,’ remembered L. MacDonald. Steffi ‘bought a T-shirt for my 11-month-old saying “I’m the big sister,” put it on her, and let my husband notice it!’ . . . Several moms-to-be took advantage of the holidays to tell their partner. ‘It was very close to Christmas, so I wrapped up a slip of paper with my due date and let him unwrap it,’ wrote J.P. Jennifer M. ‘made the test a Christmas ornament and hung it on the Christmas tree.’1



Many women used the physical test itself as a key part of their pregnancy announcement. But even when they did not, the test’s positive result made women feel confident memorializing their news with a T-shirt, a poem, or an ornament. It was the first moment in an expected child’s life that a woman could preserve for posterity, and many did so with enthusiasm.

Pregnancy Diagnosis Before the Home Pregnancy Test

Until the invention of a laboratory test for human chorionic gonadotrophin (hCG) in 1927, women and their doctors did not expect to be able to diagnose pregnancy with any great certainty until they could detect fetal movement and a fetal heartbeat, around the middle of the second trimester. Interest in early diagnosis began growing, though, long before the invention of the lab test.

During the nineteenth century, as the modern field of gynecology emerged, physicians began to express greater urgency about being able to diagnose pregnancy. They were developing new therapies for women’s reproductive ills, but they needed to know when it was appropriate to apply them. In medical journals and textbooks of obstetrics and gynecology, they warned each other of the perils of misdiagnosing a pregnancy as illness and vice versa. They shared hints and tips about how to avoid the humiliation of having a supposed tumor pop out as a baby. More darkly, they cautioned about women pretending to be ill in order to obtain illicit abortions from naïve doctors who thought they were treating menstrual suppression.2

At first, the long lists of signs and symptoms of pregnancy that nineteenth-century doctors shared with each other were simply compilations of popularly understood and long-documented wisdom. An educated doctor could run systematically through the lists in his medical textbooks and make sure he did not miss anything. But it was no great improvement on what a woman could learn from her family and friends and her own prior experiences.

Doctors began slowly making headway in diagnosing pregnancy when they adopted what was an innovative practice at the time: visually examining and touching patients’ bodies to understand what was wrong. Before the nineteenth century, doctors predominantly diagnosed illness and prescribed treatment based on patients’ descriptions of their symptoms and their medical history, rather than by examining their bodies. Male physicians diagnosed and treated female patients’ reproductive issues without necessarily looking at them or touching them, especially in their “secret” parts.3 A potentially pregnant woman would tell a doctor if she felt her belly growing and noticed movement, rather than the doctor trying to touch her body to feel it himself. During the nineteenth century, as physicians’ authority grew and their mode of examination shifted from primarily history-taking to viewing and palpating the body, they constructed new knowledge of physical signs of pregnancy.

Visual- and touch-based knowledge of pregnancy signs developed gradually over decades. At first, these newly defined “objective” pregnancy signs gave no certainty about pregnancy to the outside observer any earlier than quickening would for the pregnant woman. They reflected more of a mistrust that pregnant women were able and willing to diagnose themselves than any superior ability to make a diagnosis.

Charles D. Meigs’s 1856 edition of Obstetrics: The Science and the Art gives a sense of this continued feeling of uncertainty despite physicians’ increasing access to potentially pregnant women’s bodies. Meigs, a prominent obstetrician and professor at the prestigious Jefferson Medical College in Philadelphia, began his discussion of pregnancy signs by describing the timeline of a woman’s own suspicion and confirmation of her pregnancy. He pointed out that while a missed menstrual period would lead a married woman to suspect she might be pregnant, there were many other likely causes of amenorrhea. A second missed period, “especially if it be not accompanied with any signs of depraved health, renders the suspicion still more valid; while after a third and fourth omission, the change of form, and at last the perceptible motion of the embryo put all doubt to flight.” He acknowledged other long-recognized signs of early pregnancy, including nausea, breast and areolae changes, increased salivation and urination, gastric disturbances, and food cravings, but designated these as signs “to be noted after pregnancy is fully ascertained,” not signs that could be “depended on as sure evidences of its existence.”4

Meigs described two innovative methods a physician could use to detect pregnancy but was unwilling to grant them certainty until the stage of pregnancy at which a woman would likely have quickened. “By means of the Touch, pregnancy may be doubtfully ascertained, before quickening has taken place, but not surely. By the Touch, we can readily learn that the womb is enlarged, altered in form, and contains something; but I do not see how any physician can absolutely aver what that something is, unless he can perceive a spontaneous motion in it.”5 And if the physician perceived a spontaneous motion, the pregnant woman would almost certainly have begun to perceive those motions as well.

Meigs preferred a second novel diagnostic practice: auscultation, with either stethoscope or “the direct application of the ear to the abdomen of the woman,” to detect the fetal heartbeat. “The sounds of the foetal heart need never be mistaken.”6 While this method was exciting for the level of certainty it gave the physician in making a differential diagnosis between pregnancy and an illness imitating pregnancy, “to look for [the heartbeat] earlier than the fourth month is, however, in general, merely to lose one’s time and find a disappointment.”7 Meigs described pregnancy signs that could be detected by an outside observer independent from the pregnant woman’s perceptions or narrative of her bodily history, but these signs were only reliably available after a pregnancy would normally have quickened.

Toward the end of the nineteenth century, as a coterie of prominent researchers in the United States and Europe established themselves as experts in women’s reproductive systems, those new gynecologists established somewhat more reliable ways of diagnosing pregnancies earlier in gestation. They codified the signs of early pregnancy, describing them and claiming them by name. “Hegar’s Sign,” described in 1895 by German gynecologist Ernst Ludwig Alfred Hegar, was a softening of the uterus that could be detected between four and twelve weeks of pregnancy. To feel it the physician put two fingers of one hand in the woman’s vagina, his other hand on her abdomen, and palpated the uterus between them. “Chadwick’s Sign” was a visible change in color of the cervix, vagina, and labia, made blueish by an increase in blood flow starting around six weeks of pregnancy.8 “Goodell’s Sign,” named for prominent nineteenth-century Philadelphia gynecologist James Goodell, was a softening of the cervix that could be felt by around six weeks of pregnancy. None of these signs were certain. But taken together they were a helpful supplement to the traditional signs of missed periods, nausea, and breast tenderness.

The newly codified gynecological signs of pregnancy were not intended for routine use. They were all intimate and invasive, requiring penetration of the vagina, and women and their physicians thought of them as useful primarily for differential diagnosis. If a woman seemed ill, and she and her physician were trying to figure out whether the problem was pregnancy discomfort, some other illness that might require immediate treatment, or a combination, a visual and hands-on examination of the woman’s genitalia might seem in order. Otherwise, it was standard practice to simply wait a few months for confirmation.9

The Demand for Earlier Pregnancy Diagnosis

In her 1922 pregnancy guide Getting Ready to Be a Mother, Carolyn Conant Van Blarcom urged her reader to start seeing a doctor from the very beginning of her pregnancy. The problem of pregnancy diagnosis was a stumbling block, though: “I am sorry to have to admit, at the outset, that making this important discovery is far from being a simple matter.” Exasperated, she continued, “One would suppose, after all these ages, during which countless babies have been born and countless pregnancies have been observed by doctors and others, that there would be some known way of finding out definitely, at an early date, whether or not a baby was coming.” Reflecting the common wisdom of her era, she assured her reader that once she had missed two periods (i.e., around nine or ten weeks of pregnancy), she could assume that she was most likely pregnant, especially if she also had nausea and breast tenderness.10 She spent several pages describing what all the possible symptoms might feel like, to help her conscientious reader figure out whether she should see a doctor. As Better Homes and Gardens’ 1943 publication Baby Book: Prenatal to Six Years put it: “If you miss two periods, it’s fairly certain. If you have gone over your period and start losing your breakfast, or begin to urinate frequently, lady, your doctor wants to see you!”11

In the same years that modern prenatal care was making its debut, physicians and scientists were laying the groundwork for a lab test for pregnancy. During the late nineteenth and early twentieth centuries, researchers began to realize that chemical messages from glands in the brain and gonads regulated physiological processes, including reproduction. If these chemical messages regulated ovulation and menstruation, surely they could be measured to evaluate a woman’s pregnancy status. Simultaneously, laboratory tests became an increasingly important part of modern medicine.12 One early attempt at a pregnancy test was modified from the Wasserman test for syphilis.13 The Wasserman test, invented in 1906, was quickly becoming a requirement for obtaining a marriage license in many states. Laboratory tests were coming into common use in clinical medicine, in public health efforts, and even in government surveillance, so it made sense that scientists around the world were trying to invent one for pregnancy.14

The first truly successful pregnancy lab test, referred to as the “rabbit test,” was the Ascheim-Zondek test for human chorionic gonadotrophin (hCG). It was introduced in 1927, though it would never become routine for uncomplicated pregnancies. It was such an involved and expensive test that it was only used in cases where differential diagnosis was important. In the original version, five mice were injected with an extract of the woman’s urine twice a day for three days. The mice were then dissected, and the woman was diagnosed as pregnant if any of the mice showed evidence of ovulation. Zondek’s illustration showed a dissected mouse with her belly peeled open and her limbs pinned to a table, a martyr to the cause of pregnancy diagnosis. Whether the test was done with mice, rabbits, or, later, frogs, it was a destructive process many physicians did not want to order routinely.15

Diverse historical developments pushed women and their doctors to want to diagnose pregnancy earlier and pulled new science into pregnancy care faster than some scientists and obstetricians entirely intended. Public health educators like Van Blarcom urged women to seek prenatal care. By 1930 the widely distributed United States Children’s Bureau pamphlet Prenatal Care urged women to have a complete medical check-up, including an internal exam to diagnose pregnancy, as soon as they believed they were pregnant.16 Home pregnancy guides gave a bevy of diet, exercise, and sleep recommendations they urged women to follow from the beginning of pregnancy to ensure a healthy baby. Marketers began to see pregnant women as valuable customers and encouraged them to buy for the baby. Women began to hope their physicians would do better than informing them that they might just be pregnant, and time would tell.

Anticipating that some women would ask for the test, mid-century pregnancy manuals explained that lab tests were only done in special cases and that women should trust their doctors and be patient. Humorist Jean Littlejohn Aaberg, in her 1944 ABC for Mothers-to-be, noted that “It is often a matter of extreme annoyance to the inexperienced patient that her doctor will not say for certain that she is pregnant when she knows full well she is. So does he, usually, but technically a physician can say with certainty that a patient is pregnant only after the condition is well advanced.”17 In Eastman’s Expectant Motherhood, first published in 1940, the A-Z test was dismissed as “expensive. . . quite unnecessary in most cases, and is generally performed only when the physician finds some medical reason for haste in making the diagnosis.”18 The U.S. Children’s Bureau 1949 pamphlet included a revision to address women’s interest in pregnancy testing. “All that is needed is a little patience, for time will soon tell whether a baby is on the way. Your doctor may not think it is necessary to do a pregnancy test on you and if he doesn’t, don’t urge him. They are expensive and usually have to be done in a special laboratory.”19 Women were given a frustratingly mixed message: they were supposed to take special care of themselves from the very first moment of pregnancy, and yet they were supposed to relax and let the passage of time bring certainty as to their pregnancy status.

Social and medical revolutions of the 1960s and 1970s brought more intensity to women’s desire for an early pregnancy test. Reliable birth control, in the form of the Pill, encouraged the expectation that one could and should plan one’s family precisely. The legalization of abortion in 1973 meant that a woman might really need to know sooner rather than later that she was pregnant. Middle-class women routinely began prenatal care in the first trimester. Women were less and less willing to tolerate the uncertainty of a possible early pregnancy.

Laboratory pregnancy tests grew cheaper, easier and more reliable. From 1927 through the 1950s, physicians were reluctant to routinely use expensive and slow animal-based tests and to kill so many animals if it would not have clinical benefit. But in the 1960s and 1970s, new and continually improving immunoassays made testing cheaper, more reliable, and increasingly more sensitive, detecting hCG as early as four weeks after conception (about two weeks after the missed period).20 By 1972, the technology that would be incorporated into home pregnancy tests was already available in labs and hospitals.21 Women expected to be able to get pregnancy diagnoses from their doctors within a few weeks after a missed period, even if it was not strictly medically necessary. Pregnancy testing had become routine, if not yet a do-it-yourself technology.

Routine pregnancy testing at the doctor’s office within a few weeks after a missed period changed the typical experience of the first months of pregnancy. It condensed an experience that had typically entailed months of suspecting and monitoring into a few weeks of wondering followed by an abrupt moment of certainty. Before the availability of the test, a woman, her partner, and her doctor kept track of the accumulation of pregnancy signs and gradually came to a sense of certainty that the woman was, indeed, pregnant. The baby’s kicking made it a sure thing. A pregnancy was not something discovered all at once; it arrived with a much more diffuse sense of realization. By the time a woman announced her pregnancy, she had been gradually growing more used to the idea and more confident in its reality over the course of months. Over those same months, the pregnancy itself grew more stable and less likely to miscarry. The pregnancy test compressed what had been a gradual evolution into a brief moment of intense feeling, detached from the biological reality of the fragility and tentativeness of early pregnancy.

Once the technology to make a home pregnancy test was well established, there was one last barrier to overcome: the stigma attached to pregnancy tests by their association with abortion. Some physicians preferred not to perform lab tests for pregnancy even in their offices because they wanted to withhold the information from women who may have sought an abortion. Many who opposed abortion did not want women to be able to circumvent their physicians with over-the-counter pregnancy tests. Given the strength of the anti-abortion movement in the 1970s, pharmaceutical companies were hesitant to market a home pregnancy test because they feared being accused of abetting abortions. Women were reluctant to demand the tests because of their association with the stigmatized practice of abortion. As a result, the introduction of the home pregnancy test was delayed in the United States until the late 1970s.22

The Pregnancy Test Comes Home

The over-the-counter pregnancy test was approved by the Food and Drug Administration in 1976 and was widely marketed beginning in 1978.23 Historian Sarah Leavitt has gathered several hundred oral histories for the National Institutes of Health about home pregnancy testing from women and their partners, revealing how Americans have experienced home pregnancy testing from the late 1970s until the mid-2000s.24 When the home pregnancy test first came on the market, it was quite literally a lab test wrapped in an over-the-counter package, resembling a home chemistry set. One respondent described her memory of a test she took in 1988. “I had to pee in a cup and use a dropper to add the urine to a vial along with some sort of reagent and my hands were shaking so violently that I almost dropped it.” Another recalled, “It was NOT easy to use. I remember buying the cheapest one, because we were just starting out and broke. You pretty much felt like a chemist when you did this particular test. There were droppers to put drops of urine into a tube, you had to shake it up and then put this stick with little white beads in the end into the tube and wait something like 10 or 15 mins. If it turned bluish or greenish, it was positive.” It might have been quicker and more private than going to a doctor, but it was still an elaborate process.

The fact that the test was offered over the counter meant that it could be advertised free of the pharmaceutical industry norms that reined in direct-to-consumer prescription drug advertising at the time. In widespread advertising, first in magazines and later on television, home pregnancy test manufacturers offered their vision of what home pregnancy tests could and should mean to the women who used them.

The first ads, arriving in 1978 at the height of the feminist movement, not surprisingly emphasized women’s empowerment. “The E.P.T. In-Home Early Pregnancy Test is a private little revolution any woman can easily buy at her drugstore. At last, early knowledge of pregnancy belongs easily and accurately to us all.”25 As Sarah Leavitt and anthropologist Linda Layne have pointed out, in retrospect it does not actually appear all that revolutionary. One way or another, a positive pregnancy test quickly led a woman to a doctor’s office. And yet, in the context of the women’s health movement, in which activist women learned to do self-examinations and demonstrated for reproductive rights, knowledge itself was widely viewed as empowering, even when it could not be acted upon.26

Advertisers also played up the importance of pregnancy testing to prenatal care. They pointed to new understandings of teratogens—drugs or other exposures that disrupt fetal development—and public health efforts to get women prenatal care as soon as possible. One of E.P.T.’s earliest ads explained, “The first 60 days are critical in fetal development. Improper nutrition, cigarettes, alcohol, even commonly used household medications can be harmful in these crucial first 60 days before most women even know for sure that they are pregnant. Now with E.P.T. you can know. Now, when you call your doctor, you have the results of your test to report. And time is on your side at last.”27

More evocative than the public health message was the emotional message. In television ads, manufacturers promoted the joy of the positive test. E.P.T. ran a series of commercials that showed couples finding out their pregnancy status on camera.28 That precious, intense moment of discovering a pregnancy, compacted into an instant and caught on film, recalled a movie marriage proposal or the birth of a baby. The commercials showed how confirmation of pregnancy could become one of those meaningful experiences that punctuate a person’s life course, rather than a series of maybe-could-be moments that coalesced blurrily into relative certainty.29

That moment of emotional intensity was not a theatrical conceit; it reflected a common experience of pregnancy testing. Journalists Susan Lapinksi and Michael deCourcy Hinds described their experience in their joint journal of the journey to parenthood. It was 1979, so the pregnancy test they used required “carefully mixing the potions and placing the test tube in its mirrored holder.” The two of them “sat back on the edge of the bed, cheering each reddish-brown speck that floated down and joined its circle of friends. A doughnut shape meant a baby, a smudge meant nothing, according to the directions. We were supposed to wait for two hours, but within half an hour, there was no doubt. We were pregnant! ‘We’re going to have a baby!’ we kept telling each other, but the thought didn’t sink in. It kept floating to the surface, like the bubbles in our champagne.”30 Another woman explained, “When I got married, then I wanted to be pregnant! The stick kind was so easy. My husband waited downstairs and when I saw the positive result I thought, ‘What have I done!?’ I was scared and excited at the same time. I went to tell him and he got sick. We were both scared and excited!” Another described how she “cried tears of joy when the test came up positive.” Yet another woman described an incredible cascade of emotions: “My initial reaction was utter disbelief followed by giddiness followed by regret and anxiety followed by excitement followed by more fear and ultimately resulting in what I might call happy resignation.”31

Commercials also illustrated cute and memorable ways a woman could announce the result to her spouse. In a 1987 commercial for EPT, actress Nancy Travis sang snippets of pop songs to her TV husband as they snuggled in bed: “Baby, I’m a want you, Baby, I’m a need you!” “Rock-a-bye baby!” until her husband got the picture. Her husband lit up, asking, “Are you serious?” They hugged gleefully, Travis singing a raucous “Hello my baby, hello my darling” until her husband rolled her over on the bed, suggestive of a celebratory romp. The voiceover concluded, “It’s the nicest way to find out if you’re having a baby, or not.”32

Memorable pregnancy announcements were treasured in real life, as well. One woman explained in her oral history, “I took the test alone right before I jumped in the shower to get ready for work—completely confident I was NOT pregnant! sure enough, once I popped out of the shower to check the pink strip it was a little pinker than I had imagined it would be! A blood test two hours later confirmed the test! I surprised my equally thrilled and excited husband with a stork bouquet!”33

The certainty of the emotional pregnancy announcement appeared, misleadingly, to be bolstered by the remarkable reliability of the test. In its early ads, E.P.T. claimed that in clinical tests (meaning that a doctor administered the test), it was 97 percent accurate for positive results. Women at home got similar results. The ad explained that it was less accurate for negative results; a substantial number of women who got negative results would re-test a week later and find that they were, indeed, pregnant. What was not well explained was the meaning of an “accurate result.” “Accurate” meant that it was the same result that would be obtained from a blood test. It did not mean that a woman had a 97 percent chance of carrying a baby to term. A competing brand, Predictor, claimed a 98.9 percent accuracy rate, with no qualifications. These statistics misleading conveyed that “positive for pregnancy” means “will have a baby in nine months.” The reality was that with either of these brands, if a woman tested as instructed, nine days after the beginning of her expected period, she would have a 12 to 15 percent chance of miscarrying a detected pregnancy.34

With its promise of a sweet, emotionally intense, definitive beginning to pregnancy, home pregnancy testing quickly became ubiquitous. By 1987, a third of American women in a large national survey had gotten over whatever hesitation they might have felt about setting up a chemistry set in their bathrooms and used a home pregnancy test. More than half of the most highly educated women had used one at some point.35 Usage would continue to rise. Home pregnancy tests were becoming big business.36

Ritual and Souvenir

In 1988, Unilever introduced a one-step test, allowing women to pee on a stick to get results.37 This version of the home pregnancy test was much easier to use, gave quicker results and, as a by-product, generated a souvenir. With the widespread adoption of the one-step test by the early 1990s, home pregnancy testing became entrenched as a key moment of pregnancy. Like ultrasound, it symbolized much more than a simple test. A positive result for a wanted, planned pregnancy took on the status of a happily-anticipated rite of passage.38

Once the test carried so much meaning, many women created unique ways to memorialize it. One woman described, “On Valentine’s Day 1999 I secretly took a home pregnancy test and got a big positive. I presented the test to my husband as a V. Day gift. We were so happy.” She found herself tempted to try to make her next pregnancy announcement as special as the previous one. “As I type this, a box of HPTs [home pregnancy tests] is menacing to me from my medicine cabinet upstairs. I am currently 8 days past ovulation and have been charting my BBT [basal body temperature]. My period is due Dec. 29. The test instructions state you can test four days before your expected period. That would be tomorrow—Christmas Day! I am unsure how to proceed. Test and have the most fantastic Christmas present or wait, lest a negative impact our day.”39 Beginning in the 2000s, bloggers, some of whom built successful advertising-supported “Mommy Blogs” dedicated to enhancing women’s experience of childbearing and rearing, posted lists of cute and inspiring ways for women to announce and memorialize their positive results.40

Anna Prushinskaya, who wrote about her pregnancy for The Atlantic, described joining several online communities to share her hopes and worries about pregnancy starting as soon as she was “trying to conceive.” One of the communities was dedicated to helping its members read pregnancy test results. “I joined this site because I wanted to ‘catch’ my pregnancy as soon as it happened. My cycles were irregular, and I didn’t want to miss it and keep drinking my daily couple glasses of wine. Really I was peeing on all these sticks because I am neurotic, and this Internet community was perfect for letting my anxiety about pregnancy, birth, and becoming a mother run wild. It was great to see that I was not alone.” Prushinskaya took pleasure in joining in as the women in the group announced their positive tests and congratulated each other. She was looking forward to her turn, but “I was in Northern Michigan without phone reception when I got my big fat positive (‘BFP’), and so I never got the chance to get the epic ‘up’ vote for it . . . I must admit, I was disappointed. I took a photo of the test anyway.”41 Prushinskaya was not just looking forward to having a baby; she was anticipating experiencing a specific celebratory moment in that journey with her online community.

The ritual pleasure of taking and sharing a home pregnancy test was not necessarily secondary to its medical results. It carried so much meaning, it could feel worth taking even when the pregnancy was already confirmed. Explained one oral history respondent,


In the spring of 2000 when I was 34, my husband and I had just finished our 2nd IVF cycle (in NYC). I had gone to the clinic in the morning for a blood pregnancy test and found out I was pregnant. For 3 years, every single month, we had found out that I wasn’t pregnant so we really couldn’t believe that it was different this time. After an evening of grinning at each other, my husband went across the street and bought a pregnancy test so that we could see this miracle for ourselves. . . . We cheered when we saw the lines appear and we hung up the little piece of cardboard on our bulletin board (where it still hangs).42



For this couple, there was no expectation or pretense that the test would actually provide information. Rather, they took the test so they could take part in the same rite of passage that Prushinskaya was celebrating with her online friends.

This couple was not alone in keeping the positive test or a representation of it. One respondent saved both of her positive pregnancy tests, the first from 1990, when she was twenty-nine years old. While she was not willing to completely rely on the home test until it was confirmed by a test at the doctor’s office, “The sticks became treasured items and are on the first page of each child’s baby book.” Another reflected as she wrote her home pregnancy test story, “I wish I had saved the wand, as my first memento of my son, announcing his future arrival.”43

For many people, the pregnancy test stick serves as a material representation of the child inside. In baby blogs and Facebook posts, couples sometimes announce their pregnancies by sharing photos in which the test wand stands in for the expected child in a family portrait. For example, one couple shared on their blog a photo of the positive home pregnancy test cupped jointly in both of their right hands, their wedding rings evident in the background. Another showed a couple embracing, with the home pregnancy test held up between them. On a Mothering.com pregnancy forum like the one Prushinskaya had joined, one woman urged another, “Are you planning on uploading a photo? I’d love to see your BFP [big fat positive]!!!” When the second woman posted a photo, she responded, “congrats! what a beautiful test!! [image: image] ”44 She added a winking emoji, perhaps acknowledging that these words were more appropriate for a photo of a newborn than a photo of a pregnancy test, and yet, the reference was clear. A couple of decades ago, observers exclaimed at how ultrasound images were becoming “baby’s first pictures.” Today, home pregnancy tests are beginning to take on a similar valence, even earlier in pregnancy. The genre of newborn family portraits has been extended, not only to maternity photos displaying a pregnant belly but to anticipatory family pictures with a positive home pregnancy test (compare Figure 8.1a, Figure 8.1b, and Figure 8.1c).45



[image: image]

Figure 8.1 Family portraits, with a new baby, a pregnant belly, and a home pregnancy test. Photo credits: 8.1a: John Freidenfelds (Lara Freidenfelds personal collection); 8.1b and 8.1c: iStock/RusianDashinsky.



So Sensitive

As the size of the market for home pregnancy tests became apparent, competitors challenged E.P.T’s dominance with more sensitive tests that gave results earlier and faster. E.P.T.’s first generation of tests from the late 1970s could begin to detect hCG and therefore generate positive results as early as nine days after the expected menstrual period. At that point, a woman would have definitively missed her period and was reasonably likely to have felt some other symptoms of pregnancy. She needed to do the test with her first morning urine, so that it would be relatively concentrated, and it took about two hours to get results. Even then, the package insert made it clear that a test would miss many pregnancies that would only be evident a week or two later, and she would likely need to re-test.46

By 1982, Ortho Pharmaceutical’s Daisy 2 test could produce results within an hour, a short enough time that a woman could test in the morning and get a result before she needed to leave for work.47 In 1985, Tambrand Inc.’s First Response test advertised that it was “the most sensitive ever perfected . . . based on breakthrough technology from the maker of Tampax tampons.” Three times more sensitive than its competitors, it could be used as early as the day after an expected period, it took only twenty minutes to show results, and it was easier to read than other tests. Rather than looking for doughnut-shaped sediment that could be disrupted by shaking hands, the user simply needed to observe whether the test liquid turned blue.48 The quest for ever-earlier and simpler tests continued in the one-step test era.

For two decades obstetric textbook authors resisted incorporating these tests that would displace obstetricians’ specialized diagnostic skills. By 1999, Danforth’s Obstetrics and Gynecology finally admitted that the hCG test outperformed the doctor. “Evaluation of the signs and symptoms associated with the presumptive diagnosis of pregnancy, while a useful adjunct, has largely been superseded by the widely available urine pregnancy test.”49 The hCG tests could confirm pregnancies before any other signs or symptoms could be detected. They were cheap, reliable, and ubiquitous, routinely used as part of lab work and hospital screening for women of childbearing age. No one saw any reason to look for or trust traditional signs of pregnancy anymore.

By the mid-2000s, home pregnancy tests could detect hCG at such miniscule concentrations that testing had nearly reached its biological limit. Tests could detect more than half of pregnancies five days before an expected menstrual period and most of the rest by the day after the expected period. The most basic traditional sign of pregnancy, the missed menstrual period, was no longer a woman’s first inkling that she might be pregnant.

This super-sensitivity carried a number of consequences. Marketers saw that women would buy a lot more tests if they used them every month while they were “trying,” not just when they had actually missed a period. They had done market research showing that those who wanted a positive result bought more tests than those hoping for a negative.50 If it took on average three months for a sexually active woman to become pregnant, manufacturers could triple their sales if they could convince women to take the tests early and sell even more if they could persuade women to test repeatedly until they got their periods or got a positive test. Test manufacturers heavily promoted the sensitivity of the tests and reiterated their longtime argument that the earlier a woman knew about her pregnancy, the better she could take care of herself and her baby.

Women cooperated with marketers’ urging to buy lots of pregnancy tests, but manufacturers did not profit as much as they might have anticipated because women learned to buy them on the cheap. By 2010, cut-rate pregnancy tests were available on line in bulk, at dollar stores, and in affordable drug store generics. Anyone could buy a no-frills pregnancy test for less than a cup of coffee. In earlier years, the typical $10 price tag might have kept a woman from throwing away money on tests before she had missed a period and suspected a pregnancy, but once she could pick up a pack of two for a dollar, there was no financial reason to hold off.

Over-the-counter ovulation kits, which copied the pee-on-a-stick format in a test that pinpoints the day of ovulation, gave women more certainty as to which day they could start testing for pregnancy. Because ovulation is hormonally linked to the menstrual period following it rather than the one preceding it, a woman who does not have absolutely regular periods cannot be sure which day ovulation has happened, and therefore at what point a pregnancy test might yield a positive result. With the knowledge from the ovulation kit, she can start testing exactly nine days after she has ovulated (five days before the expected period), which is the first day she might be able to register a positive test.

Ovulation kits were originally understood to be a technology for addressing infertility; a woman would not have thought to use one unless she had been having trouble getting pregnant and needed to confirm that she was ovulating and having intercourse at the appropriate time. In recent years, ovulation kits have also become popular among women who do not have a history of infertility but who are simply eager to get pregnant as soon as possible and inclined to monitor their fertility. They are stocked in drug stores next to the home pregnancy tests and cost about $10 for a month’s supply, even less on line and in bulk. Women who use ovulation kits learn about their pregnancies earlier than anyone could have imagined just a few decades ago.

With all of this early testing came the frequent problem of faint results that were hard to interpret. While tests are not meant to be eyeballed for estimates of hCG levels, a greater concentration of hCG does produce a darker and clearer result. It takes several days after the embryo implants in the uterus for hCG levels to rise enough to get a robust reading. Some women, like Prushinskaya, consulted websites dedicated to puzzling over faint lines, “tweaking” them with filters to discern the lightest positives. Like ovulation kits, these online communities originally served women struggling with infertility but now have a wider audience.

As Prushinskaya explains,


How this site works is one person posts a photo of a pregnancy test, and the other users on the site vote on whether it looks positive, negative, or not clear. Pregnancy test results seem like they should be obvious. But in fact, there is a window of time, before the concentration of the hormone human chorionic gonadotropin (HCG) surpasses a pregnancy test’s sensitivity, when one can get the coveted second line, but that line is very faint.



The woman on the Mothering.com forum who received congratulations on her “beautiful” test had, earlier in the day, fretted, “I know there are a million threads like this. I know, because I have read back on most of them! But I am 12 dpo [days past ovulation], I took a test this morning (FRER [First Response Early Result]) and there is only a faint pink line. With my first it was dark so fast there was never a doubt. I can’t stand this definite maybe. I guess I just have to be patient and wait a few days? What do you think? Just some support would help! [image: image] ”51

Web forums of like-minded women were, indeed, a good source of support. Prushinskaya found that she “couldn’t ask my husband his opinion; he’d say, ‘Well, clearly that’s negative,’ instead of staring at the strips like I did, looking for that ghost of a line. Other women on the site found their husbands similarly stoic. These women understood me.” It was hard to be patient and wait a few days to re-test, even if that was the obvious solution. It was too tempting to pour time and energy into puzzling out a result.

Fellow web forum participants “used high-contrast and black-and-white filters (built into the site’s interface) to get a better read on the tests.”52 Some of the women who ran these web forums or regularly volunteered to read results gave detailed instructions for how to take apart the test and photograph the inner test strip. When these sites began several years ago, they were very much do-it-yourself efforts, but recently a number of tweaking apps for smartphones have become available. A user uploads a photo of her test, and the app automatically applies filters to give her a likely positive or likely negative result.53

Alternatively, beginning in the mid-2000s some women turned to digital tests, which display a textual readout of “pregnant” or “not pregnant,” to get a definitive answer. As one advocate of digital tests joked, “You know a man designed the line kind. No woman in her right mind would have decided to purposely torture all women by searching for that second line every cycle!”54 The digital readout was not an innovation in the test chemistry, just in the display; a chromometer makes the test determination and translates color depth beyond a certain threshold as a positive result, eliminating pale lines that unsettle test users.

Digital tests also put the diagnosis into words. The test itself provides the translation from visual lab result into clinical meaning rather than requiring the test taker to make that translation. It removes one source of human error or uncertainty, making the test seem more definitive. As Jennifer, one oral history respondent, described, “I had several positives over a few days, and I got the digital because a recent Miscarriage had me scared I would miscarry this time as well. My friends suggested I get the digital because seeing the word might make it feel ‘real.’ ” Jennifer’s friends were right, in a way. The words did heighten the impact of the test, though not in the direction she expected. “Sadly I saw Not Pregnant, and started to miscarry the next day.”55 Jennifer wanted to believe that a definitive-sounding diagnosis would mean that she had a definite pregnancy, but her concern about the precariousness of early pregnancy was well founded. A positive test one day does not guarantee another positive test the next day.

Jennifer was far from alone in registering a pregnancy that soon miscarried. Books and websites about pregnancy estimate that between 12 percent and 20 percent of recognized pregnancies miscarry. These are underestimates. They are generally based on what are called “clinically recognized pregnancies,” meaning that a woman has been diagnosed by her doctor. Most doctors are unwilling to test for pregnancy until a woman is at least two weeks overdue for her period, so they do not count any miscarriages that happen before six weeks’ gestation. A woman who uses a home pregnancy test at the earliest possible moment actually has about a 30 percent chance of discovering later that she has lost the pregnancy.56 Current home pregnancy tests are so sensitive that they are highly misleading. It is true that they are “99 percent accurate” in detecting hCG. Yet they are only 70 percent accurate in predicting the chance of having a baby in nine months.

Pregnancies Known by Pregnancy Tests Alone

Pregnancy tests are often the only indicator of pregnancies destined to miscarry early. These pregnancies generally do not produce as much hCG, so they are less likely to produce noticeable pregnancy symptoms such as tender breasts and nausea, even if they last past the expected menstrual period. A clinical study has shown that “late periods” that are actually early pregnancy losses, if they arrive by six weeks after the previous period (i.e., six weeks’ gestation), are indistinguishable from normal periods.57 When pregnancies miscarry by the time of the expected menstrual period, even the most basic symptom of a late period is missing.

Given the availability of pregnancy tests so sensitive that they can register a pregnancy even before a missed period, it is easy for a woman to discover a pregnancy and then a miscarriage before she has any sign of pregnancy aside from the test result. For example, one woman, responding to a posting on Babycenter.com asking for advice about how early one could start trying to get pregnant again after a miscarriage, wrote,


wow. . . I also had a miscarriage on Aug. 16, 2007. I just got chills realizing how many of us were going through the same thing that day. Honestly, I don’t know if this is good advice but I’m not going to wait. If I hadn’t taken a pregnancy test 4 days before I would have never known I was pregnant and would have kept trying the next month as usual. I never imagined that I would be so absolutely devastated. I hope it happens for both of us soon. Good luck!!58



As this woman found, even a miscarriage that she knew would have been unrecognizable without a test could come with profound emotional consequences.

Lots of testing can turn a typical healthy woman’s childbearing experience into one that appears fraught with difficulties. Andee’s oral history narrated her test experiences, starting in 1996, through six pregnancies, three of them ending in miscarriage and one in partial miscarriage of a twin.


My best friend bought it for me, I believe it was an EPT early pregnancy test. A double pack. I was 17 and lived in Washington and tested at her house. I was about 6 weeks pregnant and the line showed up within seconds. This was my second pregnancy. I didn’t test with my first one, which ended in miscarriage. . . . We wanted it to be positive. My finacee and I were elated. . . . With my third pregnancy . . . I took one test. It came up positive within seconds. It took us two months to get pregnant. With my fourth pregnancy. . . I took about two tests. I got very faint lines each time. . . and I miscarried at 5 weeks. With my fifith [sic] pregnancy I took 8, yes . . . . 8 tests. The lines seemed to get fainter and [sic] the days went on and this pregnancy again ended in miscarriage at 5 1/2 weeks. With my sixth pregnancy I got a positive pregnancy test at 11 dpo [days past ovulation]. . . . it showed up within seconds. When I had a blood test done at the dr’s it showed my hcg numbers very very high. I started bleeding and thinking I was miscarrying again. . . .but my numbers stayed high. Turns out I miscarried a twin early. But I was still very pregnant. Baby boy was born in May 02.59



Through Andee’s reproductive life, she monitored her fertility more and more closely, though not because she had any difficulty getting pregnant. Over the years, as tests grew more sensitive, she moved the time of first testing earlier and earlier. With her first pregnancy, she did not test at all; with the second one, she tested about two weeks after her missed menstrual period. The testing time is unclear with her third pregnancy. With her fourth pregnancy, she was aware of a miscarriage at five weeks, which is approximately one week after the beginning of her missed menstrual period, and she had already taken two pregnancy tests. With her fifth pregnancy, she had already taken eight tests by the time she miscarried a week and a half after her missed period, which means that she probably began testing within a day or two of her missed period. With her sixth pregnancy she was monitoring her ovulation and tested at the first possible moment recommended at that point by the test manufacturers, three days before her expected menstrual period.

Without pregnancy tests, Andee would almost certainly have believed that she had had four pregnancies, one of which miscarried. With pregnancy tests, she experienced six pregnancies. From her narrative, she appears to have experienced two miscarriages solely through the reading of the tests, and one from the tests plus other medical technology. The loss of a twin in her sixth pregnancy was inferred via a range of technology, starting from her early home pregnancy test, and including hCG levels monitored at her doctor’s office starting early in pregnancy and most likely an ultrasound. Early pregnancy testing can create complicated and distressing reproductive histories from experiences that, as recently as a few decades ago, would have looked like relatively smooth and easy childbearing.

Chemical Pregnancy

Physicians, who know just how frequently early pregnancies miscarry, have come up with a label to distinguish very early losses: the “chemical pregnancy.” By “chemical,” they mean that the pregnancy registers on an hCG test but does not show up on an ultrasound. This label is meant to help women see the pregnancy as not altogether “real,” a label many women find reassuring.60 The label also has clinical meaning, since pregnancies that end before a gestational sac can be visualized on an ultrasound do not “count” for medical purposes, for example in IVF clinic statistics.

Online advice givers, though, often undermine physicians’ efforts to distinguish chemical pregnancy from clinical pregnancy and therefore from miscarriage. For example, on one health information website, a woman posed the question, “Does a chemical pregnancy mean I had a false positive pregnancy test?” The expert answered, “Although the term sounds like it was a false pregnancy, a chemical pregnancy is actually a very early form of miscarriage. In a chemical pregnancy, a conception did actually occur, but the loss happened before the pregnancy had developed far enough to be confirmed clinically (such as by ultrasound).”61

The language and concepts for talking about very early pregnancy, and early pregnancy loss, are still developing. Medical and popular advice givers will undoubtedly continue to negotiate the terms used to describe reproductive processes that were invisible until very recently. Many women might, in practical terms, want to consider a chemical pregnancy to be a type of “false positive.”

Even Earlier?

While a positive hCG test is currently the first viable indicator of pregnancy, hCG is not in fact the first substance a woman’s body produces in response to fertilization. Within a couple of days after fertilization, and before implantation, a protein called “early pregnancy factor” can be detected in the blood of a woman who has conceived.62 Right now, there is no practical way to measure early pregnancy factor. The test for it is involved and expensive, only usable in scientific studies.63 Based on current knowledge about fertilization and early pregnancy, a test for early pregnancy factor would reveal many more pregnancies destined to miscarry than to become babies. Only about 30 percent of fertilized eggs successfully implant and develop into term pregnancies and live births. The other 70 percent perish, about half before implantation, and many more during the first weeks after implantation. It is hard to imagine how this information would be useful to us, outside of diagnostic testing related to fertility treatment. Perhaps this is why no one has yet pursued a commercial version of the test. If a test for early pregnancy factor did become available, we would need to re-think, yet again, how we understand a “positive” result for pregnancy. Does a test make a pregnancy “real?”

***

Since their introduction on the American market in 1978, home pregnancy tests have become ubiquitous and increasingly sensitive. They promise the opportunity to start caring for a pregnancy and bonding with a baby soon after conception. Their material form can seem to concretely represent the baby inside. They appear to give greater assurances of early certainty about pregnancy, with their promises of “99 percent accuracy.” But paradoxically, the more sensitive they get the less accurately they predict the birth of a baby in nine months, and the more likely they are to create the experience of a miscarriage.


 Conclusion

At the end of October 2017, a year and a half after she and her husband decided to “try” for their third child, blogger Emily Malone announced with joy and relief that she was several months pregnant. It had been a rough road. She had already shared the details of two early miscarriages in a blog post in April and suffered one more early pregnancy loss after that. “All of the emotional ups and down[s] put a huge stress on our family and my marriage.”1

It was not only the miscarriages themselves that were difficult; it was also the stress of what “felt like years of limbo and lack of any long term planning in our lives.”2 The stress was worst when they were “actively trying for another pregnancy,” to the point that “there were a few stretches where we decided to take a break from trying in order to focus [o]n physical and emotional healing.”

The successful pregnancy came shortly after Malone and her husband had made their peace with remaining a family of four and stopped actively trying. “I had a third miscarriage in June, and at that point we said enough. We had an awesome summer. We healed as a family. We felt more grateful than ever for our two amazing boys and all the fun they bring to our lives.” And that was when “we were both surprised and excited when I realized I was pregnant yet again in late August.”3

While Malone had given up on “trying,” she had not yet given up her habits from over a year of monitoring her pregnancy status. “I think because we’ve been through this so many times, I’ve gotten used to just taking those early test strips whenever it was even a remote possibility. Casey didn’t believe me this time until I went out and bought one of those digital ones that said ‘pregnant!’ ” As a result, “We have known for a while now—from as early as one can possibly know!” That made for a long and difficult wait before she felt confident that the pregnancy was viable and was comfortable sharing the news with her blog readers.

If it weren’t for the home pregnancy tests she had taken, and the follow-up blood work and ultrasounds triggered by those tests, Malone might have interpreted her experiences during her year of trying to have a third child quite differently. Miscarriages at six weeks are often indistinguishable from menstrual periods, and Malone did not have pronounced pregnancy symptoms with the pregnancies she miscarried.4 She had previously experienced a frustrating year of extra-long menstrual cycles and infertility before her first pregnancy; without the home pregnancy tests, she might have interpreted this year of irregular, heavy cycles in the same light. It still would not have been an easy year. She would have been through the physical challenges and hormonal ups and downs, and she would still be disappointed not to be expecting a baby. But the technology, along with the expectations of modern pregnancy, made the year into one of repeated, emotionally exhausting grief.

In the moments when Malone stopped “trying” and planning, she was much more able to enjoy her life and appreciate her family. And in the end, the successful pregnancy came when it was going to come, with or without her hyper-conscious efforts. Once it arrived, it felt like the right and destined path all along. The history that has shaped modern childbearing has made it difficult to imagine or accept this more relaxed and fatalistic attitude toward pregnancy. But it might do us good. Knowing the history, how might we envision a happier future? How might we tweak our metaphors and reshape our culture so that we can appreciate our blessings while we accept the inevitable imperfections of childbearing?

Rethink Our Metaphors for Childbearing: From “Planned” to “Prepared”

Emily Malone reflected that part of her distress over her miscarriages was that she was unable to plan her family life when her fertility was unpredictable. The metaphors of birth “control” and family “planning” have a long history, beginning with the nineteenth-century impulse to limit family size and growing into the twentieth-century development and adoption of effective and legal contraception. Progressive era and mid-century reformers chose modern metaphors of “planning” and “control” to describe their intentions.

But what if we chose a different metaphor to describe our use of contraception? What if we talked about “Prepared Parenthood” rather than “Planned Parenthood”? What if we asked whether a pregnancy was “welcomed” rather than whether it was “intended”? The “prepared childbirth” movement of the mid- and late-twentieth century was based on an explicit acknowledgment that birth is not predictable, especially if the doctor and hospital do not intervene to force it into a specified pattern. It empowered women and families, not by assuring them that they had control and could plan the birth, but by helping them to be ready for what might happen. We could call on a notion of “Prepared Parenthood” to describe using contraception until a woman and her partner are ready to care for children, and then being open and ready to receive children when they arrive. We could maintain the benefits of modern contraception, while leaving room for the exigencies of unpredictable human reproductive processes.5

Rethink Our Metaphors for Childbearing: From “Bonding” to “Nurturing”

As most of the purposes and meanings women and their families once attached to childbearing—obedience to God, financial security in old age, continuity of a patriarchal family line—have fallen away over the centuries, the emotional relationship with a child has remained the one culturally agreed-upon reason to have a baby. “Attachment” and “bonding” have become the central metaphors for the loving relationship that has been at the heart of modern parenting since the mid-twentieth century. Simultaneously, expectations for building a parenting relationship moved earlier and earlier into pregnancy, to almost the moment of conception.

Given this trajectory, what if we talked about “nurture” instead of “bonding,” at least at the beginning of the parenting journey? During pregnancy especially, the “bonding” can only flow in one direction, from parent to child, in any case. Emily Malone found this to be a helpful way to think about the early, tentative stages of her final pregnancy, explaining that “other than obviously trying to take care of myself as best as possible, I refused to allow myself to go down any emotional paths, for fear of what could potentially happen.”6 While some might see this as a lack of bonding, Malone was, in fact, nurturing her potential baby. Her way of showing and experiencing love is appropriate for this stage of pregnancy, and no less worthy than a relationship we might call “bonding.” Emphasizing “nurture” could also be a helpful precedent for parenting babies and older children: there are times when children are difficult and parents do not feel loving and “bonded” with them, and yet they can be good and loving parents by acting in nurturing ways toward their offspring.

Push Back on Everyone with Ulterior Motives

Besides revising our central childbearing metaphors, it would also be helpful to identify the ways in which the various “experts” who have congregated around childbearing women over the past century or so may not always have had women’s best interests at heart when they encouraged deep attachments to newly formed pregnancies. Over the course of the twentieth and twenty-first centuries, marketers, public health advocates, anti-abortion activists, parenting gurus, and pharmaceutical companies have increasingly jumped on the early pregnancy bonding bandwagon, with various goals in mind. To the degree that they are misleading women about the likelihood and normalcy of miscarriage in order to persuade women to behave according to their wishes, they are acting unethically. Each of these groups ought to consider how they might craft new messages that are sensitive to the possibility of miscarriage. Women and their partners can push back on each of these groups with skepticism toward unrealistic claims and assumptions about pregnancy, and redirect their attention and spending toward those who discuss pregnancy and miscarriage honestly.

Push Back on Marketers and Advertisers

As Americans became avid consumers, advertisers and marketers developed sophisticated methods for reaching their audiences and delivering emotionally compelling appeals. New and expecting parents were prime targets, and marketers learned to deliver their appealing and sentimental messages to potential customers earlier and earlier in their pregnancies. In recent decades, marketers have figured out how to reach women so early that many of the women in their target audience will miscarry.

Newly pregnant customers need to understand that they are being groomed into enthusiastic parent-consumers through baby gear advertisements and baby name lists, when marketers sell their names and due dates. As consumers, we would be wise to exercise caution about sharing our due dates until we are confident we want to unleash an unstoppable advertising torrent. Marketers have spent the past half-century learning to out-compete each other by making their pitches ever earlier in pregnancy, with increasingly sentimental messages meant to encourage our investment in our pregnancies. Their goal is that we get attached to their brands; their method is to encourage us to get attached to our pregnancies.

Push Back on Public Health Messages

Over the last century, Americans increasingly went to doctors for regular, preventive care during pregnancy, and physicians and public health nurses and activists alike promised that medical care would keep women and their growing pregnancies safe and healthy. Widely distributed developmental timelines seemed to imply that pregnancy would inevitably progress to the birth of a healthy child, so long as the pregnant woman followed doctor’s orders. The timelines were intended to bolster a woman’s emotional connection to her expected child so as to inspire her to follow prenatal care guidelines, as least as much as to teach her about the science of development.

Public health advocates have not given women enough credit for their desire to have healthy pregnancies. At my talks for medical and public health professionals, some have suggested that telling women the truth about the commonness of early pregnancy loss would lead them to be less careful about taking care of their pregnancies. Better, they say, to encourage women to bond with their early pregnancies so that the pregnancies that do succeed will be healthier. This approach is emotionally coercive and demeaning to women, while unlikely to have any great positive impact. Women who are dealing with addiction or abusive living situations cannot simply turn their lives around no matter how much they love their children or form attachments with their pregnancies; they need social support so that they are able to take care of their pregnancies. Women who have the resources to take care of themselves will put information on pregnancy self-care to good use even if they understand that miscarriages are common; there is no need for misleading public health messages. Falsely encouraging women to believe they have more control over outcomes than they actually do leaves women who miscarry with undeserved feelings of guilt and anxiety that affect them and their future parenting.

Push Back on Anti-Abortion Rhetoric

Over the centuries abortion has gone from an occasional and largely unremarked upon practice for protecting a woman’s health, to a frequent and eventually criminalized method of reducing family size, to a legal, if highly contested, way for women to end unwanted pregnancies. Public debates about abortion shape how we think about early pregnancy, and pro-life and pro-choice arguments alike give a misleading picture of how much control anyone has over early pregnancy. Pro-life depictions of early pregnancy have tended to inform the pregnancy loss support literature, as counselors look for ways to acknowledge many women’s feelings of deep loss even very early in pregnancy.

Like public health advocates, anti-abortion activists ought to be honest about the biological reality of pregnancy loss when they craft their messages. Around 70 percent of conceptions cannot become babies, no matter how much we wish it. Biologists describe human reproduction as “inefficient”; our species is sustained by a reproductive process in which the majority of conceptions are not viable.7 We may decide that those conceptions nonetheless deserve special spiritual recognition and inherently have a unique dignity as the inception point of human life. We may not in good conscience suggest to women and their partners that each conception is already a fully formed, viable baby. Some will become babies; many more will not. Messages from those who take a theological, moral, or legal stance against abortion by encouraging women and their partners to love blastocysts just like they love their babies inflict great suffering on those who are destined to miscarry.

Push Back on Parenting Advice

Parenting gurus who have developed the philosophy of “attachment parenting,” and more recently “attachment pregnancy,” also need to inform their philosophical stance with a dose of biological reality.8 If early pregnancy loss is so common, maybe women aren’t meant to bond with their pregnancies in the first eight weeks. There is no evidence that very early attachment results in better birth or parenting outcomes. It clearly backfires in cases where women become attached early, miscarry, and then are anxious and fearful during subsequent pregnancies. Worse, those same gurus heap on the guilt when women who are anxious and fearful of another loss find themselves unable to attach early to the next pregnancy. A less absolutist philosophy of bonding and attachment would clearly make for more humane pregnancy advice and might lay the groundwork for more realistic and forgiving parenting advice as well.

Push Back on Pharmaceutical Companies and Their Pregnancy Tests

As women established greater control over their fertility and pregnancies, home pregnancy testing became a ritual of pregnancy, confirming the implantation of an embryo even before a missed period. Yet, a large portion of the pregnancies detected so soon do not, in fact, result in the birth of a baby.

Pharmaceutical companies that sell home pregnancy tests and ovulation kits need to recognize that their products can create distressing side effects and adjust their marketing accordingly. Seeking to sell more tests, they encourage women to test for pregnancy before they even miss menstrual periods, effectively turning the home pregnancy test into something to be used every month rather than only when a pregnancy is suspected. The increasingly elaborate tests created by pharmaceutical companies to encourage ever-more heightened monitoring of pregnancy status can be welcome tools for confirming a woman’s ability to conceive, but it is important to recognize that these companies are in the business for profit, not to promote women’s health. Many women would do better with less testing. A woman who waits until she is a week or two overdue for her period will spend less money on tests and is less likely to be diagnosed with a chemical pregnancy.9

Create New Narratives for Pregnancy That Include Miscarriage

Changing how we think about early pregnancy is not just a matter of removing or ignoring damaging advice and aggressive sales pitches; we need to substitute alternate ways to think and talk about conception and early pregnancy that take early pregnancy losses into account. There are a number of opportunities for sharing a re-crafted narrative: in developmental timelines, in home pregnancy test inserts, on websites and in apps, in the general media, and at doctors’ offices.

In textbooks and pregnancy guides, development is illustrated on a timeline, as if there is a single and universal story for how every pregnancy unfolds. We need a new picture of pregnancy that includes the 70 percent of conceptions that do not make it to nine months. Pregnancy manuals could include a pregnancy timeline that shows how only a minority of pregnancies complete the whole trajectory. In their daily and weekly updates, pregnancy apps could add a filter that shows early embryos as translucent—not all “there”—and gradually becoming more opaque as the days and weeks progress. If this new and more accurate representation of human development is incorporated into sex education and biology textbooks, pregnancy manuals, and pregnancy websites and apps, many more people will go into pregnancy with a realistic expectation of how it is likely to unfold.10

Home pregnancy test inserts offer another opportunity for better explaining how pregnancy really works. Inserts should clarify that the test is a very accurate measure of the presence of hCG but that the presence of hCG is not an accurate indicator of a viable pregnancy until well past a missed menstrual period. Inserts can present this information in an encouraging light, explaining that hCG detection followed by a menstrual period indicates a chemical pregnancy, which means that the test taker should be reassured that she is ovulating and able to get pregnant. Insert text can suggest a follow-up test at eight to ten weeks to provide a more certain confirmation of pregnancy, if the test taker has not yet consulted her physician.

Websites and apps can adjust their narratives about early pregnancy so as to help and not hurt when someone is destined to miscarry. Apps commonly encourage women to take weekly “baby bump” pictures starting from the beginning of pregnancy to create a time lapse video of the pregnancy as a cute memento. They ask women to fill out a profile page when they first download the app, which includes information such as the expected baby’s nickname, which may really be more appropriate for a later stage of pregnancy. Since the apps ask for a woman’s last menstrual period date or due date up front, they could easily be programmed to wait until eight or ten weeks before they cue these sentimental investments in pregnancies that are not yet secure. They could offer realistic versions of the developmental timeline and refrain from encouraging women to establish daily bonding rituals until the second trimester. Most of them have a pre-pregnancy section, where readers can be advised that early miscarriages are a common and expected part of the process of getting pregnant and having a baby.

Women’s magazines and general newspapers publish frequent articles about fertility and childbearing; reporters who cover these topics could more regularly note that for many women, part of the process of having children includes having an early miscarriage or two along the way. If this expectation were built into the timeline that people take for granted when they prepare for their pregnancies, it could inform how women approach apps, websites, baby gear stores, and the rest.

Doctors and midwives, like Emily Malone’s practitioners, can also be part of the solution, though they often do not get a chance to offer their perspective very early in the process. They can be an important source, though, when miscarriages happen. First, it is important for practitioners to be cautious about how they decide to reassure their patients when the situation is not entirely clear. Emily Malone’s midwife gave her an upbeat, “congratulations, Mom!” shortly before Malone had her second miscarriage following some bleeding. Optimism is fine, but practitioners need to choose their words carefully.

Second, when a doctor finds bad news on an ultrasound, she should describe the situation first and ask the patient if she wishes to see it, rather than making assumptions. Over the last few decades we have developed the ultrasound exam into an elaborate ritual of “seeing the baby,” but not every ultrasound needs to follow this script. Malone may have preferred not to see and hear the slowing heartbeat when she miscarried. On the other hand, if the ultrasound shows an empty gestational sac, a woman may feel comforted to see that her body has already reabsorbed the embryo and that it does not look like the more-developed embryo on that day’s developmental update on her pregnancy app.11 If physicians set expectations for first trimester ultrasounds differently from later ones, it would help differentiate early scans from the later ritual of meeting the baby.

Third, health care providers have a particularly important role in reassuring women that early miscarriages are common and normal, that they are generally unpreventable and not the woman’s fault, and that they do not mean that a woman has any greater chance of miscarrying her next pregnancy. Health-care providers can reach women with this message at preconception appointments, during early prenatal care appointments, and in pregnancy guides.12

None of this is an argument for trying to educate women about everything that can go wrong in pregnancy. It is important to distinguish between bad things that are likely to happen and those that are relatively rare. Something like early miscarriage, which happens in about a fifth of confirmed pregnancies, is something we need to anticipate and prepare for accordingly. The long list of much rarer childbearing complications that tend to be lumped in with miscarriage, on the other hand, does not need to be given the same treatment. Trying to learn about and anticipate all of the various possibilities leads to much worry relative to the potential benefit. It is enough to learn a short list of warning signs that indicate a call to the doctor, without delving into the details. We can be realistic and still decide not to borrow trouble, a good lesson for years of child-rearing to come.13

Create Alternative Narratives for Miscarriage

Whether we are health care practitioners, on-line advice-givers, or well-meaning family and friends, we need to offer a range of ways for women to understand their miscarriages and respect different ways of thinking about them. Some miscarriages represent a woman’s last chance to have a child, while others are brief and temporary setbacks in a family’s formation. Circumstances matter. So do individuals’ philosophical and religious beliefs. It can be insensitive for people to assume that “it was early” and “you can always have another one;” likewise, it can also be insensitive for friends, neighbors, and advice writers to assume, as the Nurture app does, that for every pregnancy loss “it really doesn’t matter how far along the pregnancy was when the miscarriage occurred, you and your partner are still going to feel upset, and the woman, especially, will have to go through the stages of grief before feeling more balanced again.”14 If advice writers and counselors prescribe this kind of grief, more women will suffer than might otherwise, and those who do not grieve in this way may feel guilty for not feeling the “right” amount of motherly love.

The most recent edition of What to Expect When You’re Expecting helpfully acknowledges that there are a range of possible and legitimate responses to early pregnancy loss. Previous editions had told women that “losing a baby, even this early, is tragic and traumatic . . . allow yourself to grieve, a necessary step in the healing process. Expect to be sad, even depressed, for a while.”15 An explanation of miscarriage published on the WhatToExpect.com website between book editions insisted that “no matter how early in pregnancy you lost your baby, you’ll feel that loss deeply. Even if you never saw your baby, you knew that he or she was growing inside of you, and you formed a bond; however abstract the attachment, you felt it. . . . You may have trouble sleeping and eating—and accepting. And you may cry. A lot. These are all natural, healthy responses to the death of a loved one (and you loved your baby, even if you never had a chance to know your baby), something you’re enduring right now.” The 2016 print edition, modified from the website, describes this kind of grieving first, but it also recognizes that “[s]ome couples approach an early pregnancy loss matter-of-factly, easily accepting that this pregnancy wasn’t meant to be, ready to move on, and eager to try again.”16 These edits, which identify a range of legitimate responses to early pregnancy loss, are an important course correction.

During pregnancy, the baby becomes “real” not only through biological development, but also through all the ways in which we give it social and cultural recognition. Anthropologist Linda Layne has argued that this is the kind of “realness” that matters, and this is what needs to be recognized and honored when a woman miscarries. In the miscarriage support groups Layne studied, women and their partners found comfort in acknowledgment by family, friends, and each other that they had really lost babies and that their grief was therefore warranted.17

Other women may come to terms with their miscarriages differently. Some women deliberately delay announcing their pregnancies until after the first trimester, partly because they realize that saying this news out loud will make it more “real.” Well-wishers will offer congratulations and send baby gifts. Consciously or unconsciously, women may prefer to postpone social recognition of their pregnancies because they know that if they lose a pregnancy, they would rather it not seem as “real” in the first place.18

Still other women may handle early pregnancy losses by retrospectively reconsidering what the positive pregnancy test really meant. Layne describes the process by which pregnancies become socially “real,” but she does not address the possibility that this process could be reversed. In fact, people have considerable capacity for reconsidering their feelings, reinterpreting past events, and coming to new understandings of what has happened to them. No one should be made to feel guilty for deciding retrospectively that a pregnancy that was lost in its early stages was not “real” in the same way as a full-term pregnancy.

A miscarriage may be seen in a different light after a successful pregnancy. Once blogger Emily Malone felt secure enough to share the news of her final pregnancy, she reflected on her winding journey. “A sweet baby girl to complete our family next May. We truly cannot believe it. Our hearts are so full and it feels like the long road that led us here brought us to where we were meant to end up all along.” That spring, Malone joyfully announced her little girl’s arrival. Commenting on Malone’s pregnancy announcement, Haley shared a similar story. “Once you have this baby you will be amazed at how she really was meant to be. It still makes me so emotional when I remember that if I had not had my miscarriages, I wouldn’t have ended up with the baby I did.”19 Miscarriages are rightly seen as a part of the journey to building a family.

Support Childbearing and Treat Infertility

An important part of the reason we continue to seek more precise control of childbearing is that in contemporary American society, families’ financial security and long-term prospects often depend on couples being able to have children exactly when they intend. This is too much pressure to put on a biological process that simply isn’t that precise or predictable. Even without any specific fertility issues, it takes anywhere from nine months to two years to make a baby. A woman might get pregnant immediately and have a baby in nine months, or she might “try” for six months, get pregnant, miscarry, recover, “try” again for six months, and then have a baby. Both of these scenarios are typical and healthy. Even beyond this range, plenty of people need more time, and perhaps some medical assistance, to have their children. And yet they can have the families they desire if they have the social support it takes to be open to children whenever they arrive.

When couples face unresolved infertility, we should recognize the profundity of that problem for many people’s lives. It should not require a miscarriage for them to be permitted to mourn the unattainability of the family they so desire. While advice on popular websites, in prominent pregnancy advice books, and on pregnancy apps tends to treat every miscarriage as the same kind and degree of problem, for many couples, it is not a miscarriage per se that is devastating, but the loss of what may be a last chance to have a child. As a society, we need to recognize the gravity of permanent infertility to people’s aspirations for their lives and consider providing public support to those who need treatment for infertility, whether or not that infertility takes the form of early miscarriages.

Expect and Accept Childbearing and Parenting Imperfection

The history that reshaped pregnancy and miscarriage experiences in fact reconfigured childbearing and parenting more broadly. Parents increasingly strive for perfect control, not just over the spacing of pregnancies but over the entire process of childbearing and over the education and development of their children as well.20 The increasingly emotional focus of the parent-child relationship has intensified every pleasure and every disappointment in that relationship, from pregnancy onward. Parents have found themselves with ever-increasing caretaking responsibilities, between the consumer culture that swirls around families and encourages the purchase of childhood-enhancing goods, and the increasing influence of medical practitioners who urge precise and demanding caretaking responsibilities upon parents. New knowledge and new technologies seem to hold out the guarantee of safety and happiness for our children, if only parents apply them meticulously enough. And, as with early pregnancy, parents feel anxious and guilty when they inevitably fall short of perfection.

One of the most critical historical lessons of this book is that we need to give ourselves reasonable leeway for imperfection across the entire enterprise of bearing and raising children. Our history of ever-increasing success in controlling reproduction has led us to mistakenly assume that this trajectory can culminate in perfect control. In fact, assuming most of us continue to reproduce the old-fashioned way, we are bumping up against natural limits on our ability to have children exactly when we want them. Once children arrive, parents continue to have less control over their children’s development than they might wish.

Our history has set us up to feel like we should try to control everything about childbearing out of an intense love for our children and a desire to protect them. But this is often counterproductive. When our standards for ourselves as parents are perfectionist, we inevitably fail. If failures make us anxious and even more determined to prevent them, we set up a vicious cycle. If we respond to the possibility, or the reality, of an early pregnancy loss by trying even harder to control something that we cannot in fact control, we are setting ourselves up for a parenting experience that will be, at best, a paradox of “all joy and no fun,” as journalist Jennifer Senior has cogently observed—and one in which anxiety may frequently overshadow joy.21

With an understanding of the history, we can reset our expectations to serve us better—to help us anticipate and tolerate the inevitable imperfections of childbearing and childrearing. This, in turn, can allow us to appreciate and enjoy the blessings of modern childbearing culture, including a remarkable level of control over birth control and family planning, a high regard for the emotional relationship between parents and children, effective medical care, and a bountiful consumer culture that has provided tremendous parenting resources. If we approach childbearing with the assumption that there will be an abundance of unexpected and unavoidable bumps and byways in our parenting journey, we give ourselves a chance to relax and appreciate the good parts, set aside undeserved guilt and regret in the moments when fate is less kind, and cultivate compassion for ourselves and our fellow parents.22 In understanding and even accepting miscarriages as part of childbearing, we can more fully embrace this most human of endeavors.
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At three and one-half months, he looks like a baby. The
eyes are still closed. He has a flat nose, an over-sized head,
short arms and legs. Hands and feet have webbed fingers
and toes. Muscles are developing under the skin and his
“baby" teeth are already formed. See Picture 5.
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