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			Epigraph

			‘I learned a long time ago the wisest thing I can do is be on my own side, be an advocate for myself and others like me.’

			Maya Angelou

		

		
			Introduction

			By opening this book you have committed an act of empowerment. I use the word ‘committed’ because it feels as if women are doing something wrong, almost criminal, when we fight for ourselves. Yet we often have to battle to be heard, which can be both exhausting and overwhelming.

			This book is going to be your backup, your silent partner, your person – whatever you need it to be to fight for your health.

			In 2021, the UK government asked the public to share experiences and opinions of the healthcare system, as well as views on female health issues. The purpose was to inform the first ever Women’s Health Strategy, which would focus on improving care.

			Are you, like me, asking why it took until 2021 for this to happen?

			Nearly 100,000 people got in touch to share their experiences and personal views, some on behalf of their loved ones. It would later emerge that 84 per cent of those respondents reported that, on more than one occasion, their concerns had been dismissed by healthcare professionals. According to the report: ‘Tens of thousands of examples were submitted. Based on our thematic analysis of this data, “not being listened to” appears to manifest at all stages of the healthcare pathway. Specifically, many women told us:

			
					Their symptoms were not taken seriously or dismissed upon first contact with GPs and other healthcare professionals.

					They had to persistently advocate for themselves to secure a diagnosis, often over multiple visits, months and years.

					If they did secure a diagnosis, there were limited opportunities to discuss or ask questions about treatment options and their preferences were often ignored.’1

			

			This book is for all these women. We know our bodies. We know when something isn’t right, and that knowledge needs to be respected. So many women have been ignored or felt gaslit,* made to feel as if it’s all in their head. The role of the medical profession is to help, to relieve pain and to cure it when possible. That will leave us to be as we are meant to be – brilliant. Able to contribute to and enhance society. The best versions of ourselves.

			The point of this book is to use the testimonies and experiences of women and men that I’ve interviewed to illustrate common problems with getting help, and to uncover what you need to know and ask for when advocating for yourself and your loved ones. Starting from puberty onwards, you’ll hear about how healthcare can and should support us through every stage of life. From personal experience and from talking to other women, I’ve realised that we often don’t take the time to prioritise our health because our lives are full, and we put others first. We are too busy and exhausted to go through the painstaking process of asking for help when we strongly suspect that we’ll be met with pushback from professionals.

			As a woman, I have become increasingly frustrated about the lack of respect given to women’s health, and this has been exacerbated by my personal experience. In fact, I’d go so far to say, find me a woman who has never had to fight to be heard, or been dismissed when she has expressed concerns about her wellbeing, and you’ll find it almost impossible. Too often women have been told that they are worrying about nothing, that the symptoms they describe are normal, that they should just accept that all women ‘go through it’ and that therefore the expectation for them is to endure poor health.

			The 2024 Women and Equalities Committee report into women’s reproductive health conditions concluded that: ‘Women are being told symptoms such as heavy, painful bleeding and incontinence are “normal”, that they are either too young to have a condition, or too old to expect treatment. As a result, women and girls are making repeat GP visits and ending up in A&E as their conditions worsen and become more complicated to treat.’

			I have heard heartbreaking stories from women who have been left in extremely debilitated conditions because of health problems and symptoms that have been dismissed or ignored. Capable, smart and strong women who have been left to feel helpless and in despair; left to live with pain, misery and fear and with conditions that have proven to be life-changing – for the worse.

			It’s time this stopped. Even something as simple as listening can make a world of difference. Just one example of this is a GP who noticed my smear test had blood in the sample. I already knew why, as the speculum being used was causing me a disproportionate amount of pain and discomfort. It was because she really listened that I was finally offered a child-sized speculum, meaning I no longer dread that check-up. One size really does not fit all.

			Dame Lesley Regan, a doctor and the UK government’s first women’s health ambassador for England, has made it her mission for women to have timely access to diagnoses and treatment, arguing that female health issues have been an ‘afterthought’ and sidelined for too long. Over the past few years, there have been more conversations about women’s health, which is welcome and very much needed. Campaigners such as Davina McCall have shouted from the rooftops about menopause awareness. The taboo of women talking about their bodies has been explored with empathy by Nighat Arif in her book The Knowledge. As a result, more women are talking openly about their health issues and concerns with each other and sharing information gleaned through their own experiences. It’s almost as if we need to help each other in this way when professionals aren’t listening to us. I want to empower women, and those who love women, to advocate better for themselves. We are all trying to do our best – and we should have the tools at hand to be empowered to do that.

			This book will arm you with clear, focused and targeted information from experts in their field and help you research your symptoms with trusted and credible information without disappearing down an internet rabbit hole. You need to know what your medical and non-medical options are, and, if necessary, educate your medical professional about those too. The aim is for you to be able to go to your GP and present the symptoms you are experiencing with clarity and confidence, even if you may have to push hard to receive meaningful help. All with the goal of being diagnosed and treated effectively and in a timely manner. Such is the state of women’s health, not just in the UK, but worldwide.

			This is not a book to bash GPs or undermine the medical profession – far from it. It speaks volumes that every GP I have spoken to when researching this book says that it is very much needed. When we can express our concerns knowledgeably and confidently, we are helping our GPs and specialists, as there is only so much that they can glean in a 10-minute consultation.

			A good quality of life is unfortunately not something most women are guaranteed. According to the charity Wellbeing of Women, the UK has the largest gender health gap2 among the world’s largest economies, with women in England spending nearly a quarter of their life in poor health, compared with a fifth for men.3 This, combined with my own history and experience, is why I wanted to write this book – I have struggled with menstruation issues from the day I started my period. If I said they were painful, I was told by my doctor on many occasions that it was normal, even though I was never asked about how heavy they were. It was just the start of my experience of being dismissed. Another example was an agonisingly painful IUD (coil) fitting in my 40s. I had been advised to take painkillers but was given no warning that some women can find it excruciating. I fainted twice on the table after the procedure and was left feeling violated, weak and angry.

			I have friends with very similar experiences to this, and of course friends who have had no problems at all. The point isn’t about the coil – which is generally safe and effective – but about how all women’s health and pain is perceived and treated.

			Some years later, I decided to share my experience of the coil fitting on BBC Radio 5 Live and was really heartened by the response from the women around me and listeners of my show. So many of them felt inspired to share their own, similar experiences after hearing my story. As a result of this discussion on my show, the NHS changed IUD insertion guidelines and the Faculty of Sexual and Reproductive Healthcare updated its guidance so that healthcare professionals now need to offer appropriate analgesia. If unable to do so, they must offer to refer patients to another service.4 It took a lot of noise, publicity and banging of drums for this to happen. Why weren’t women who had previously had similar or worse experiences listened to? Why was it so easy to dismiss them? Soon after, I received this note from a colleague:

			‘OMG – I just had a gynae procedure at a local hospital and they offered me a local anaesthetic AND gas and air!!!! Obviously I said YES! It was marvellous! I’ve actually had such a wonderful time having needles in my lady parts! I’ve had this same procedure before (an injection in the urethra) and it was absolutely awful. The doctor said that the policy was introduced just last week after feedback from patients and the new guidance. Isn’t this amazing?’

			I was delighted to hear that, but at the same time, I couldn’t help but ask why, until 2023, it was considered acceptable to endure invasive medical procedures without the offer of pain relief? The guidance change was a small step towards the recognition of women’s pain, and demonstrates why sharing knowledge and personal experience can be so important.

			I’m a journalist and like hearing other people’s stories, but talking about my own health experiences wasn’t something I ever intended to do. I realise now that if we want to see real change in women’s health, we all need to get used to speaking about issues that have traditionally been seen as ‘embarrassing’ – to raise awareness of the effect they can have on our lives.

			I had to do this myself in November 2022, when I began experiencing intense pain and bleeding, which continued for a total of 35 days. Concerned that I would be ‘bothering’ the doctor – something women are far too conscious of, and we need to stop doing – I waited far too long (10 days) before approaching my GP. I was told I needed a referral to a gynaecologist, but was advised to ‘go private’ if I could, because of long waiting times. I was grateful for this suggestion because I had the option of private medical care (a real privilege), which I decided to use.

			The gynaecologist I saw a week later diagnosed me with adenomyosis – where the lining of the uterus starts growing into the walls of the uterus – and advised me to have a hysterectomy to stop the bleeding. I resisted; I didn’t want to go through a major operation and potentially early menopause, especially as there was no guarantee it would stop my symptoms.

			Between gynaecology appointments, however, I had a flare-up. I started to feel faint and dizzy with slight abdominal cramping, but within 20 minutes this developed into extreme pain, which left me doubled over. I had to be carried to bed and once there, I had to be physically turned over by my partner, who was trying to help me find a position that would alleviate some of the pain – although it turned out there wasn’t one. There was no relief; instead, I lay screaming, drenched in sweat, fighting the urge to pass out. My partner got me painkillers and a hot water bottle, but as the agony continued I eventually agreed to him calling for an ambulance with just one condition: that if for any reason I was unable to advocate for myself, he must not let the hospital perform a hysterectomy. I knew it wasn’t for me at that time.

			The ambulance never came: it was a Saturday evening, and I wasn’t considered a priority, even though I would have been heard moaning, crying and shrieking in the background when the emergency service call was made. Six hours later, when the pain had subsided from relentless stabbing, nausea and cramping in my abdomen to a more bearable level, a paramedic called on the phone. I was now able to speak and explain my symptoms and recent diagnosis of adenomyosis, but was simply told to take two paracetamol tablets. I fought the urge to tell the paramedic what I thought of that advice and instead said ‘thank you’ as the call ended.

			I still live with adenomyosis. Two ultrasounds and an MRI later, there is still no solution. The combined mini-pill has greatly improved but not eliminated my symptoms, which are not significantly impacting my life as they previously did. Despite affecting an estimated 1 in 10 women (many experts believe that to be much higher), adenomyosis is still a little-known condition. Only after broadcasting my own experience and those of numerous other women was it finally given a full page on the NHS England website. Before that, there had been one mention, with a link to ‘hysterectomy’. After I highlighted my experience and those of many other women, that page was changed. Now there are details of what it is and its symptoms. What is also there, however, is that ‘it’s not clear what causes adenomyosis.’ Within four months, more than 80,000 people had viewed the page, which demonstrates a desire for knowledge and empowerment. We just don’t (yet) have the tools readily at hand.

			Adenomyosis is just one female health condition which has been neglected through lack of knowledge, interest, research and application. There are numerous others.

			I gave evidence to the Women and Equalities Committee in 2023, which contributed to a report published in December 2024. It found: ‘For some conditions, accessing diagnosis and treatment can take years, leaving women and girls to “suck it up” and endure pain that interferes with every aspect of their daily lives, while their conditions worsen. Women and girls are missing out on their education, career opportunities, relationships, social lives and are having their fertility impacted because of neglected reproductive health conditions. Many are resorting to expensive private healthcare.’

			There are many women suffering with countless conditions that are poorly researched and treated, and being left frustrated, in pain and feeling alone. Here is just a small selection of quotes from some of those I spoke to for this book.

			
			Jen: ‘I was basically made to feel that I was just being overdramatic and attention seeking. “Shut up … go home … every woman in the world has a period so why do you think you’re special?” I was told by a male surgeon [who was recommending a hysterectomy]: “Well, I have three children so maybe you not having any children balances out the environmental impact.”’

			Jehane: ‘I am completely worn out. I feel like a third-rate citizen. I so want to get on and live my full life. I can’t imagine what a life would be like not revolving around bleeding and pain, backache and migraines and the constant worry of having to fight just to be believed that this pain is real.’

			Sukhi: ‘It’s taken me 20 years to get my endometriosis and adenomyosis diagnosis. I was flooding. I couldn’t leave the house. I was having to use incontinence nappies just to get to work and back.’

			Kate: ‘This is a family issue for me and, like a lot of people, something that we didn’t actually talk about growing up. I started my period and it was very painful. I was put on the contraceptive pill as a means of managing that but we certainly never discussed anything – like a lot of people – about the volume of blood. I had no idea what normal looked like. Heavy periods affect one in three women at some point in their life. You would assume that we would talk about it more.’

			

			The Women and Equalities Committee found that ‘many women and girls, and the medical community, do not understand what a healthy period and good reproductive health look like,’ and points out that the ‘lack of understanding can lead to individuals normalising painful symptoms, such as long, heavy and painful periods, while others may find them normalised for them, by friends and family – who may have experienced similar symptoms in their lifetime – and by healthcare professionals who are often ill-equipped to provide adequate support.’

			Doctor Jackie Maybin, a consultant gynaecologist, says that, ‘in society there’s a taboo about talking about menstruation, particularly heavy periods, and I think that means there’s a general lack of awareness in society. Teachers, coaches and employers don’t really understand the significant impacts.’ This lack of discussion can lead us down time-consuming internet rabbit holes in the pursuit of information. There’s got to be an easier way.

			I am someone who can, does and will continue to advocate for myself, yet I have also been put through a drawn-out and traumatic medical process, which has still not been resolved. Even now I continue to ask questions but come away frustrated, without answers. I live with the fear of that excruciating pain occurring again, not knowing if I will get the pain relief I need.

			I don’t want to be angry any more. I want to be heard without having to cry, beg or be made to feel weak. I want to be listened to. So many women before us have fought to be heard. So many continue to do so. We don’t choose to fight. We’d rather not fight.

			When I gave evidence to the UK Parliament’s Women and Equalities Committee,5 I spoke about being fobbed off for years by doctors. When I told the Chair that my adenomyosis wasn’t diagnosed until I was 47, she asked me: ‘How much of that time were you told that this was just a period, this was normal?’ My answer was 32 years. I was providing evidence alongside TV personality Vicky Pattison, who shared her experience of finally being diagnosed with the condition premenstrual dysphoric disorder (PMDD), which is thought to affect 5.5 per cent of women. PMDD can create extreme mood swings and lead to suicidal thoughts. I’ve never experienced PMS, PMT or PMDD and for that I am grateful. How on earth are women (and their partners) expected to function, succeed and exceed expectations with a condition like this? Especially if it is dismissed and left undiagnosed in the first place?

			Vicky told the MPs, who were asking about her experience: ‘Women’s health, be it reproductive, sexual, everything, is given less gravity because we are just expected to get on with it, to suffer it, to be brave. It’s got to change.’

			We were at that time invited by the Women’s Health select committee to speak because of having public profiles and being able to use that platform to speak and be heard. We were fortunate – obviously most women will not have that opportunity, but we all deserve to be listened to. Failure to listen can have serious consequences. British Heart Foundation-funded research has shown that women having a heart attack are up to 50 per cent more likely than men to receive the wrong initial diagnosis and are less likely to get a pre-hospital ECG.6 Alongside this, differences in heart care for women are estimated to have contributed to at least 8,200 avoidable deaths in England and Wales in the last decade.7

			NAME: ANNA*
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			Age: 61

			Three months after being treated for endometrial cancer Anna suffered severe chest pains. ‘I knew I was having a heart attack. I was holding my chest and I knew I had to get to the other room to get my husband to call 999.’

			She was taken in an ambulance to a heart and chest hospital by paramedics, who told A&E that she had indications of a heart attack and was a woman who doesn’t smoke or drink and is not overweight. A CT scan showed no blockage in Anna’s arteries and she was told she wasn’t having a heart attack, but was admitted to hospital for three days. On the second day Anna walked to the ward reception desk to say that she was having chest pains again, but was told to return to bed and that someone would check on her.

			Anna says that when a cleaner saw that she was in pain, he started shouting for help saying, ‘Oh my God, we need doctors here. Come now, come now, come now!’ Anna says she then thought, ‘Oh God, that’s what I should have done.’

			‘I was telling them that I had pains in my chest. The doctor sitting next to me said, “If you’re calm, that would be better – panic will make the pain in your chest hurt more.” It was as if he thought I was having a panic attack. I knew I wasn’t. I was told it wasn’t a heart attack.’

			Anna’s blood tests showed high levels of troponin, which is a protein found in heart muscle cells. When the heart is damaged, troponin leaks into the bloodstream. She was discharged from the hospital the next day and given anti-inflammatory drugs. An MRI scan wasn’t considered urgent and was scheduled for 11 days later, during which Anna still suffered with chest pain. ‘When I had the MRI scan, the consultant immediately said, “We’re really sorry, you’ve had a heart attack.”’

			Anna was told that she would need to take six different medications for the rest of her life. ‘He told me that I had a 7.7mm clot in one of my arteries and that it probably should have been treated when I was previously in hospital.’ It was at that point that she decided to pay for a private consultant cardiologist at the same hospital, who told her that part of her heart was dead, and also explained how women’s heart attacks present differently to men. ‘I had been at a heart and chest hospital. If they didn’t know, where would you know?’

			Anna fears having another heart attack and it again not being diagnosed quickly enough. ‘They just tell me that I shouldn’t worry because I have none of the risk factors. But it’s already happened once.’

			Women are more likely than men to be misdiagnosed and discharged while having a heart attack, something that could potentially be fatal. Medical research – or the lack of it – has real-life consequences. We are not just men minus a penis and with a few female ‘bits’ added on.

			Doctor Ghada Mikhail, a consultant interventional cardiologist, has campaigned to raise awareness around heart disease in women, so that women don’t delay being seen by a doctor: ‘Time is muscle. The longer you wait, the more muscle is going to die. If the muscle dies, you lose function of the heart as it will simply not contract. To preserve the function of your heart, present early and get that artery opened up early.’

			I’m a massive fan of the long-running US television series Grey’s Anatomy – it’s filled with badass, intelligent and powerful female characters, one of whom is Miranda Bailey, a highly qualified black female surgeon. In one episode she believes she is having a heart attack, but is dismissed as a hysterical woman doctor with a history of mental illness. When she insists on a second opinion, she is referred for a psychiatric consultation and only when she is seen by her own cardiology specialist is she successfully treated. This episode illustrates both the misogyny and racism that black women can face, and highlights the message I am trying to get across in this book: very often, women with medical issues are not being taken seriously.

			The brilliant Chandra Wilson, who plays Miranda Bailey, said: ‘What we really wanted to talk about in this episode, especially for women, is heart disease – how it manifests, how much of a killer of women it is, and how to be taken seriously when you walk into an emergency room situation so that you can be properly diagnosed and properly treated.’8

			My point? Well, firstly, watch Grey’s Anatomy as it’s brilliant and it is encouraging to see high-profile programmes use facts to raise awareness of women’s health issues with major storylines. Secondly, if a major television series recognises that this is an issue that needs addressing, and uses its influence to get out that message, doesn’t that show how common a situation it is? If the writers of that series can see it, why is the medical profession not tackling it better when countless women have had similar experiences?

			We need to trust our own instincts on health and have the confidence to keep pushing for answers.

			NAME: GIOVANNA
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			Age: 62

			Giovanna got in touch with me after reading an online article I’d written about my health experiences. When she was in her 50s, Giovanna had gone to her GP with unusual bowel symptoms but was sent instead to a gynaecologist. Another year passed before she was referred to a bowel specialist, who found cancer. Luckily, Giovanna said it was ‘successfully removed, incredibly quickly’. She told me: ‘The female condition can be difficult to navigate, and experience recommends that you follow your instincts and fight where a fight is needed. GPs need to listen to their female patients; we know our bodies and we quite often know what needs to be done, saving them a lot of time, resources and cost.’

			In pursuing this fight for our health, this book is also for all the partners out there who are scared, worried and feel helpless when it comes to supporting their loved ones. Halting a cycle of misdiagnosis and being ignored can potentially stop women like Fiona having the heartbreaking experience that she shared with me in December 2023.

			NAME: FIONA
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			Age: 61

			‘Today is the 18th anniversary of the death of my wonderful sister, Andrea Forbes, who died from a rare form of uterine cancer, which went undiagnosed for many years, despite repeated visits to the GP. Eventually, she was misdiagnosed with fibroids and basically told that there was nothing that could be done about her debilitating symptoms as she was too young to have a hysterectomy (she was in her late 20s and had not given birth to any children). By the time the real cause was discovered, the cancer had spread to her bowel and lungs and she was given a terminal diagnosis. Much of her final five years was spent undergoing gruelling treatment to give herself more time.’

			Doctor Anita Mitra, a gynaecologist, is one of many who encourages patients to question the ‘experts’. ‘It’s OK to ask for an explanation. Just because a doctor tells you something, it doesn’t mean you have to accept it … We need to listen more, but patients need to not feel afraid to tell us things. You are the person who has to look after your health, so you have to take responsibility.’9

			It’s not uncommon for women to end up doubting themselves, ending with more feelings of regret and concern about being judged for daring to complain or make a fuss. We compromise ourselves enough in society, and shouldn’t have to do this when it comes to our health. We are the owners of our bodies. We should be able to choose how to utilise them. Instead, our choices are often limited by others and we are not trusted to know our bodies when we try to explain how we feel.

			So, what makes a difference to whether you are listened to? Is it being the right age, race, class, or having a respectable salary or social standing? Is there a combination from this list that makes us more believable?

			Being believed matters, because our problems may already have impacted other parts of our wellbeing, yet we often don’t connect the dots. Think urinary problems, bowel discomfort, sexual intercourse issues and other physical pain, all of which can massively impact mental health. Think about how those problems might impact women’s lives – problems they have been told are normal.

			NAME: NATASHA
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			Age: 48

			Natasha has adenomyosis, and for 20 years has experienced flooding and pain, with periods that often last much longer than the average five days.10 She says that her husband has been incredibly supportive, but that their relationship has suffered because of her ongoing symptoms.

			‘The impact on my life has been huge – I feel as though I am existing and not living! I am unable to make plans as I cannot leave the house when I have the first week of my period as it is so heavy and I have to deal with flooding and changing period pads several times through the night as I bleed through them. On those days, I have to work from home and this leads to feelings of isolation from my team at work. The days that I haven’t had a period, I’m just relieved and want to get to bed, go to sleep.’

			And another:

			NAME: AMY
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			Age: 37

			Amy spent years in severe pain from undiagnosed adenomyosis and despite multiple visits to the doctor, no one had any answers or suggested treatment for her. She was so affected that her daughter had stopped asking her to join in with games on the floor, as she knew it would be too painful for her mum. Instead, she asked her dad, Richard, to play, leaving Amy feeling like a failure as a mother.

			Amy also felt like a failure as a wife. ‘I couldn’t tolerate having sex without being in pain. It hurt. I would freak Richard out at times. He would say, “Oh, my God, I’ve hurt you.” But it was my body hurting me.’

			If Amy’s intimate life had been considered as important as treating her symptoms, her medical diagnosis may have been swifter and more satisfactory. Instead, she spent years with crippling pain, anxiety, financial insecurity and mental distress. At one point she told Richard to leave her and find someone who could fulfil his natural sexual needs – he refused and instead learned to advocate for her at medical appointments.

			Amy says, ‘He made sure that I’d go to my appointments. He’d listen to what the doctors were saying and make sure I didn’t give up on myself, because that’s what I kept on doing. I was giving up. I had just got to the point where I thought, “I’m in pain. This is just who I’m going to be for the rest of my life.” He just kept saying, “They’ll get to the bottom of it. They’ll find the answer, they’ll find out what it is. They will help you. They’ll get there.” And he was right. Never give up on getting answers. Because if it hadn’t been for my partner, I would still be trying to find out what was wrong.’

			Never underestimate the power of good support and someone who can hold your hand, even when you have given up. Even if they don’t understand what you are experiencing, the fact that they know and see you suffering means that they can bear witness to the necessity of you receiving treatment. The lack of knowledge about conditions like adenomyosis and endometriosis is perhaps not surprising. Less than 2.5 per cent of publicly funded research is dedicated solely to reproductive health, despite the fact that one in three women in the UK will suffer from a reproductive or gynaecological health problem.11

			The 2024 Women and Equalities Committee report into women’s reproductive health conditions was told by the Royal College of Obstetricians and Gynaecologists that ‘the lack of research into reproductive health conditions has contributed to long diagnosis times and poorer treatment options, leaving women struggling with challenging symptoms that impact their health and quality of life.’ It also heard from those giving evidence that: ‘a lack of large-scale clinical trial data is holding back potential treatment options that may be viable. An overwhelming theme in the evidence we received was that research is required into the root causes of conditions, not just how to diagnose and treat them.’12,13

			During interviews I often heard women say that their health issues only received attention when they were pregnant, or trying for a baby. To steal a phrase from one medical professional I spoke to: ‘The vagina is commonly seen as having two functions – the first to accommodate a penis, the second to expel a baby.’ If that is really how it is viewed then we need to know our bodies even better, in order to fight for them.

			Experts I interviewed have voiced their frustration about the fact that they were having to carry out research to answer basic questions that they felt should have been dealt with years earlier. As Doctor Jackie explains, ‘Historically, I think perhaps women in society have not been given the same importance and the track record of funding in women’s health … there’s always been a bit lacking there, which means we have to start at a lower level and work up to the, sort of, “sexy” science that perhaps is seen in the other aspects of medical research.’

			Sexual wellbeing is another area of the female experience that has been traditionally overlooked in healthcare. I like sex, I’m not embarrassed to say it and nor should I be. We all deserve to have a healthy sex life if we want one, yet a woman is still seen as having a shelf life, despite the fact that we don’t lose our vaginas or desires when we get older.

			We should be able to enjoy ourselves for as long as we want to, but there is five times more research into erectile dysfunction, which affects 19 per cent of men, than into premenstrual syndrome, which affects 90 per cent of women.14 I’m pretty sure that PMS can kill a sex life as much as a flaccid penis can, and this is just one of the many reasons why there should be equanimity when considering the health and wellbeing of half the UK population. Women are entitled to fight for a satisfactory sex life and to not be ashamed of desiring sex (and good sex). If we feel confident and healthy, then it goes a long way towards being able to enjoy sex as and when we want to.

			I hope that this book is not just a guide but will feel like a friend that has got your back when you are navigating your precious health. Although we all try to manage without a fuss, sometimes we need to make a fuss to be heard. Think of this book as that extra voice, the one that tells you to not accept that your life-impacting symptoms are ‘normal’ and ‘probably nothing’. This is the voice that will amplify yours in order that you are heard, even when you are exhausted from fighting for your health. Don’t give up, because as more of us are armed with information and confidence, the more likely others will be forced to sit up and listen.

			Knowledge is power. That’s not a cliché, it’s a fact. I want this book to give you that knowledge, that power, which hopefully means you can avoid a lot of frustration and negative experiences. We need to embrace our inner warriors. This is also the book I wish I had when I was younger – and that I’ll be glad to have as I get older. I hope it’s a book that will help you and the people you care about too.

			Women are exquisite puzzles; our bodies can be frustrating conundrums, but we are not unfathomable. If we can eliminate the possibility of being dismissed as such, helped by our ability to confidently articulate our physical or emotional issues to someone who is willing to listen, then we are more likely to be understood, and we are more likely to be treated properly.

			Dame Lesley Regan has said that the health service was ‘designed by men, for men. Women have been an afterthought.’15 How can we ensure that this changes, so that we don’t have to put up with a second-rate experience? We need to be armed with the information already out there and demand more of it, so when something doesn’t feel right, we can make ourselves heard.

			Let that begin now.

				
					* When someone uses psychological methods to make you question your own sanity or powers of reasoning.

				

		

		
			CHAPTER 1

			The History of Women’s Health and the Current State of Affairs

			HOW HISTORY AFFECTS OUR HEALTH TODAY

			Today, women’s inherent value to society, the economy and the future is recognised in the UK – even if it’s not always fully valued – but it has taken a long time to get here. We need to know why we so often face challenges to being heard and treated well. To understand where we are now, it’s helpful to understand how we got here and how medicine got here; how it has traditionally treated women, and how that has influenced the way medical practitioners treat women today. Looking back at history will help us understand why we are where we are today. When we understand and are armed with that knowledge, we are better equipped to advocate for ourselves and our loved ones.

			Medicine is founded on principles and theories created, firmly established and guarded by men. Some might say it was natural for those men to see their bodies, the male form, as the natural anatomical default – it seemed reasonable to them for it to form the foundation for study and medical exploration. However, when the male body was determined as the baseline, women’s bodies were relegated to a mere afterthought.

			The first thing to bear in mind is that, historically, women have not been medically treated as people with female bodies, but as second-class men. Doctor Marieke Bigg wrote the brilliant book, This Won’t Hurt, which explores how this historical bias affects women’s experiences with doctors and beyond, even today. ‘It’s not just about healthcare. It’s not just about medicine. It’s really about how women experience themselves and how there’s just this kind of acceptance of being seen as subhuman. It’s so difficult to expose all of the intricate ways in which those ideas are reinforced. I feel it in so many aspects of my life – at the doctors’ surgery. I feel it wherever I go. It is helpful to realise how sexism happens. This is a societal issue.’

			I’m not going to criticise men who were pioneers of medicine, or for dedicating their lives to the voyage of medical discovery. Let’s not forget that any quest for knowledge and learning is often a slow and arduous task. We need to be aware that for a very long time, men could forge ahead with their theories about women, because women were barred from being part of this world of discovery. Men were left to perpetuate their theories about women’s bodies without having to consider women and their experiences as valid. This dominance of male practitioners and the view of women as secondary to men has formed the foundations of medical theory, belief and practice over centuries.

			Theories about ‘women’s conditions’ have been (understandably) wide-ranging as they have been explored over the centuries. I accept that it is easy for me in the 21st century, in a world with advanced medical research and technology, to scoff and roll my eyes at the many seemingly outrageous ones. Unsurprisingly, perhaps, the more I discover about the history of medicine from a woman’s point of view, the more I think it could be called the history of nonsense.

			THE ROLE OF THE WOMB

			It goes without saying that women are so much more than ‘wombs on legs’, but for centuries our wombs have been considered a source of mystery and annoyance, a burden for us to bear. The womb was at the centre of what prominent male medics in history based their theories, examinations and treatments of women upon; it was believed to be at at the core of a woman’s being, her essence.

			In the 3rd century BC, Plato described the womb as a living creature that became ‘vexed and aggrieved’ if its desires for childbearing were not met. He and Hippocrates believed the ‘wandering’ womb, in Greek the hystera, tended to ‘wander’ around the female body, suffocating or strangling other organs and causing an array of physical and mental conditions, including convulsions and delirious visions. There were many other misconceptions about women’s bodies, with some of the first sketches of skeletons and anatomy by male artists depicting female hips as disproportionately wider and their brains as smaller. Educated women were viewed as a risk: their heads were too small for thinking much, and so ‘too much’ thinking could lead to infertility.1

			I do wonder how men presenting with similar conditions, at that time, were treated, and how their illnesses were explained. Imagine the impact that this misconception of women’s bodies as so utterly different to men’s must have had on their treatment – or rather, mistreatment.

			Let me take you to the 13th and 14th centuries, when a book, written in Latin, described women as ‘monstrous’, with ‘infirmities’ (for which read ‘menstruation’) that led them to do sinful things. De Secretis Mulierum (translated as The Secrets of Women) has been studied by Elinor Cleghorn, who says that nothing in the book comes from the author’s experience of women or their bodies. Writing in Unwell Women, she explains that all the author’s ‘secrets’ were drawn from the writings of the classical fathers of medicine, principally Aristotle and Hippocrates, and extrapolated through Catholic theology and astronomical ideas. De Secretis Mulierum was written by a man for an audience of men; men who had vowed to never have intimate contact with a woman’s body, much less learn about what it was like to live inside one.’2

			Elinor says it was notionally written to educate fellow monks on the diseases of women, and on the facts of life, so they could help their female congregants, but also so that they could dish out suitable penance. ‘It’s the most misogynistic thing I’ve ever read. He goes through all the ways in which you could reveal these secrets – the shameful, dark, depraved stuff that goes on in women’s sexual anatomy.’ The book blamed women for having the bodies they were born with and warned men that women were troublesome, and to beware the depravity of female organs and the evil they brought.

			In fact, the foundation of much of Western medical science was based on religious beliefs, the example of Eve being cursed with amplified pain in childbirth as a result of original sin (Adam and Eve eating the forbidden apple) providing much of the basis of the belief that women deserved pain. These beliefs even led to physicians taking a moral stance on whether a woman ‘deserved’ to receive treatment for pain. Was she genteel enough, demure enough? Did she seem to enjoy sexual activity too much or was she driven by untoward or unnecessary sexual desires? Women had to deserve to be treated for their pain, it wasn’t their basic human right – and it was down to a male medical practitioner to approve and determine.

			These nonsense theories went on to be developed in another influential medieval book, the Malleus Maleficarum. Written by two German monks, it is described by Elinor as a ‘witch-hunting guide which promoted ideas about women being capable, by virtue of menstruation, of having a uterus and a hunger to procreate, of becoming possessed and doing the devil’s bidding. It essentially declares that their organs, their inherent femaleness, is what drives them towards destructive behaviour. It’s a very strange little episode in medicine’s history – but it was where ignorance and fear coalesced into propaganda, about the inherent evils of women.’ An example the book gives of the innate deficiency of women also refers to first woman, Eve: made from Adam’s rib, who, according to the authors, as ‘an unfinished animal, she is always being deceptive.’3

			The Malleus Maleficarum text is clear about the fact that female biology can drive women towards witchcraft (unlike men). Women were rarely believed over any man who was determined to deem her a witch. Irrational though it was, at that time it could be a crime to menstruate or not, to survive or endure extreme pain, or even die from it. Any condition women found themselves in could be punishable and this threat aimed to make women, ‘discreet, docile, and submissive,’ says Mona Chollet in In Defence of Witches.4 Beyond that, many women were convinced that they were evil too, persuaded by society, and men specifically, of their guilt and wickedness.

			In 1651, the influential anatomist and royal physician, William Harvey, wrote about ‘unnatural states of the uterus’,5 meaning one that was empty, unused, neither carrying a child nor preparing to carry a child. Childbearing was the only acceptable reason to engage in sexual activity.

			As a woman who has chosen not to have children and who has never been pregnant or tried to become pregnant, it’s interesting reading his words. I’ve only ever regarded my uterus as little more than a source of irritation and often one of great pain. Harvey actually referred to the risk of an ‘unnatural’ womb causing ‘mental symptoms of the most grievous kind,’ except I’m certain that he wasn’t referring to the impact that chronic period pain and adenomyosis can have on mental health and on women’s lives.

			Until I began writing this book, I hadn’t thought about the impact of witch-hunts on women today: being forced into submission, your own testimony being ignored despite the glaringly obvious. To be persuaded that despite all rational arguments, you are in the wrong. To not fight back for fear of creating more harm. Sadly, history does repeat itself. Once ideas are planted and repeated, however ridiculous they may be, they are difficult to shake off despite being disproved time and time again. These ‘crazy’ and nonsensical ideas can become embedded in the framework of knowledge and create future bias: in the West, it took until the 18th century for the theory of the ‘wandering womb’ to finally fade from medical texts.

			IT’S ALL IN YOUR HEAD

			Historical theories about women’s bodies have also had an impact on how seriously their pain is taken. Elinor Cleghorn, author of Unwell Women, writes that pain and fatigue have been continuously associated with ‘women being hysterical, making a fuss’, the assumption being that women are too emotional, and far more so than the more ‘stable’ man who is ‘sans uterus’.

			Just think about how the word hystera (Greek for ‘womb’) has been weaponised by the medical world – hysteria. Have you ever wondered how much easier it is to describe a woman as ‘hysterical’ than it is to ascribe that attribute to a man? Thomas Sydenham, who was considered to be the ‘English Hippocrates’, claimed in 1681 that a woman’s hysteria could manifest as illness in any part of the body, a theory that became widely accepted among medical experts and led to the use of ‘hysteria’ as a blanket term for any illness a woman suffered.6 While women were labelled as ‘hysterical’, men were considered to have a ‘lowness of mood’ or ‘despair’. It wasn’t until Sigmund Freud delved into the idea of ‘hysteria’ that it stopped being considered an exclusively female affliction. Unfortunately, it’s work like Sydenham’s that has embedded itself in the psyche of society, and inevitably in medicine that resulted in many women having to fight to be listened to and taken seriously.

			How many times have you been made to feel as if you are making too much of a fuss about your health? As if you’ve overblown symptoms which other people live with without complaint? Many women have told me of when they felt that they needed to tone things down or to not be overdramatic. When this happens, it is a form of gaslighting. I’ve heard from women from all around the UK who have been gaslit when seeking appropriate care.

			NAME: TANYA

			[image: decorative illustration of a document folder]

			Age: 39

			Tanya lives with adenomyosis and campaigns for greater awareness of the condition. She has spent years not being believed, despite reading research papers and educating herself on her condition. With every doctor’s appointment, she felt repeatedly dismissed.

			‘It makes me feel like shit if I’m honest, like I’ve been trodden on. It makes me feel like what I’m saying is not worth it. That I’m a hypochondriac. That I don’t know my own pain. It makes you second-guess yourself and I started to think maybe it’s all in my head. I feel like I’m not listened to because I’m a woman, because I’m black, because I’m young … Like I’m just another woman with period pain, so fuck off. It’s hurtful.’

			For a long time, hysteria remained a broad umbrella term that included numerous and widely different symptoms. It was little more than a way to describe and pathologise everything that couldn’t be managed by existing medicine. The aim was to put women in their place, to stop the fuss when they said they were in pain or experiencing discomfort. Back in your box you go. There was also a common belief that a woman’s state of mind and management of her senses would be a direct influence on any physical ailments. Think of it like this: women who didn’t make a fuss would be less ill and ill less frequently because they didn’t work themselves up into a frenzy of sickness. Women just needed to calm down.

			The word ‘hysteria’ may not be used today in a medical context, but many women know it’s still being implied when they talk about their pain. The idea that women are not reliable sources of information when it comes to their own health can manifest in poor medical assessment and treatment.7

			NAME: SUSAN

			[image: decorative illustration of a document folder]

			Age: 45

			Susan suffered recurring UTIs for years. The problem resulted in painful sex, a sensation she described as like someone stabbing her in her vagina, leaving her in complete agony. She also had undiagnosed perimenopausal symptoms. Her GP and gynaecologist both suggested psychosexual counselling. ‘They thought it was in my head.’ Rather than further investigating her UTIs, they suggested lubricant and foreplay, which she’d already tried, and then suggested she try drinking alcohol to relax.

			Historically, medics couldn’t accept that psychology and uterine problems were not intrinsically linked. Some even used that link to justify performing hysterectomies to ‘cure’ mental illness. Scottish surgeon, John Rodman, argued that female sensibilities and emotions were so heightened, so ‘sharpened by sympathy’, that they could induce breast cancer tumours. Interpretation: Women could wind themselves up so much with hysterical emotions that they could induce their own breast cancer. Read: It’s their own fault.8

			These theories and experiments by men, for men, and used only by men, have laid the foundations for medicine’s approach to women’s health.

			While I’m sure that medical professionals these days do not intend to hold bias against women’s testimonies, or consciously decide to not listen to them fully, it does happen, and that is partly because of this history. These foundations are proving difficult to break and rebuild. Therefore we must be prepared and willing to recognise that inherent bias and, if necessary, be able to call it out. When you are dismissed or told it is all in your head, basically told in not so many words that you are being hysterical, I know that it is hard to push back, especially against a professional you are relying upon for help. I hope that this book will help you to be able to call out any dismissal more easily.

			Be brave: none of this is easy to point out, even if we witness it often.

			PAIN AND CHILDBIRTH

			Pain relief was not common in childbirth in the UK until the mid-19th century, because of theories that it was immoral not to experience every element of a ‘natural’ childbirth. This changed when Queen Victoria used chloroform to give birth to her eighth child, which made it acceptable for other women to be given the drug for pain relief.9 By other women, I mean middle- and upper-class white women. Common, working-class women were considered able to withstand labour with ease. Meanwhile, genteel women could afford to pay for pain relief (assuming their male physicians deemed them worthy of receiving it).10 To this day, women in the poorest socioeconomic group are 16 per cent less likely to receive epidural pain relief during labour than those in the richest group.11 During interviews for this book, I have heard from many women who felt that their descriptions of pain during birth and requests for relief were not taken seriously.

			WOMEN AND SEX

			The sex lives of women have been negatively affected by historical ignorance about the female body and by what now seem bizarre historical views among doctors about what it is ‘for’.

			The clitoris has been a source of mystery for centuries (some may say it still is), with various theories about the reason for its existence and function. The ‘discovery’ of the clitoris was credited to Italian surgeon Realdo Colombo in 1559,12 but that was disputed by Andreas Vesalius,13 an anatomist and physician who was referred to as the ‘founder of modern human anatomy’ and who was the first to illustrate the organs and systems of dissected corpses. He declared the vagina to have the structural equivalence of a penis, and also argued against the existence of the clitoris in ‘normal’ women.14 Suspicion of the clitoris was also a theme among witchfinders. One test involved stimulating the clitoris of a suspected witch; if it became engorged when stimulated away from the marital bed (yes, a man took it upon himself to stimulate a woman’s clitoris), it was considered unequivocal proof of guilt.

			Things have thankfully improved: over the last few decades various research projects have helped us to learn more about our bodies. In 1981, the first anatomically correct images of the clitoris were created.15 In 2008 it was revealed that the clitoris is much more than the nub of flesh seen on the outside of the body and, in fact, extends into the tissue of the vulva.16 This illustration recreates a 2016 image of a 3D model of a clitoris.

			[image: An illustration recreating an image of a 3D model of a clitoris resting in the palm of a hand.]

			Minna Salami, author of Sensuous Knowledge and the founder of the MsAfropolitan blog, says the model upended the traditional perception of the clitoris as being the size of a pea. Instead, it is ‘actually made up of two shafts, called the crura, which are around 10 centimetres long and encircle the vagina, making penetrative sex potentially orgasmic’. She says that the new research ‘debunks myths that have repressed female sexuality for centuries … and means that a demystified discussion about the female orgasm is possible at long last.’17

			This is about more than anatomical correctness; it is about busting myths, which is key to ensuring women get the care they need. Today, technology is being used to bust even more myths. Helping us to understand that the bundle of nerve endings we refer to as the clitoris (all 10,000 of them) is, literally, just the tip of it. It takes time and most importantly willingness to solve the mysteries of female health, but doing so improves care for women.

			THE EMERGENCE OF FEMALE DOCTORS

			For centuries it was thought that women were biologically unable to cope with the stresses and strains of work and higher education. The dearth of women in medicine, however, wasn’t for a lack of
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