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Chapter 1

Introduction

One bright Saturday morning in March 2013 I travelled to an affluent and attractive suburb of north London to meet with Hayley,1 a 38-year-old television and radio producer who, two-and-a-half years earlier, made the decision to freeze her eggs. Hayley, a warm and friendly woman dressed in an oversized grey woollen jumper welcomed me to her spacious and thoughtfully styled flat where we talked for several hours about her hopes and desires for motherhood, the difficulties she had encountered in finding the ‘right’ partner and her experience of drawing on what was at the time a very novel form of assisted reproductive technology. Hayley is in good company; between 2010 and 2016 the numbers of women undergoing egg freezing soared, with data from the UK Fertility Regulator, the Human Fertilisation and Embryology Authority (HFEA), reporting a 460% increase in the number of egg freezing cycles performed (HFEA, 2018a, 2018b). It appears that whilst growing numbers of women and couples may be choosing not to have children (Ashburn-Nardo, 2017), motherhood remains a life goal and expectation for many women, and some are willing to spend a significant amount of time and several thousand pounds on a technology that may increase their chance of being able to conceive, carry and give birth to a genetically related child in the future.

This introductory chapter seeks to situate the new technology of egg freezing within its specific social, economic and technological context. It examines how socio-cultural changes in the lives of women have reshaped the process, as well as experience, of relationship and family building and identifies how these changes have come into conflict with the immovable realities of women’s natural fertility. In exploring the possibilities offered by new reproductive technologies more widely, this chapter begins to examine the promissory potential of egg freezing and provides a discussion and justification for the precise nomenclature that is adopted throughout this book. In introducing the technology, this chapter also explores key issues related to egg freezing ‘success rates’, the subject of access and the cost of the procedure, and the risks associated with this form of reproductive technology. The chapter then concludes with a brief discussion of the research and scholarship which underpins this text and provides an overview of the book as a whole.


1.1. Socio-cultural Context

The last 40 years have seen a persistent shift towards later childbearing in many Western countries including the United Kingdom (Kreyenfeld, 2010; Ní Bhrolcháin & Toulemon, 2005). During the 1970s, women in England and Wales were on average 26 years of age at the birth of their first child; however, by 2016 this had increased to 28.8 years (ONS, 2018). As Graph 1.1 indicates, the number of women having children at a younger age (under 20, 20–24 and 25–29) has significantly declined since the 1970s, and in the same period the number of women having children at an older age (30–34, 35–39 and 40 and over) has increased. Indeed, prior to 2003 more babies were born to women aged 25–29 than any other age group; however, women aged 30–34 now have the highest rate of fertility (ONS, 2015).
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Graph 1.1:.Age-specific Fertility Rates (England and Wales, 1938–2017). Source: Office for National Statistics, 2018, used with permission.

When the total fertility rate fell in the United Kingdom for a fifth consecutive year in 2017, decreased fertility rates were observed across every age group except for women aged 40 and over where the rate increased by 1.3%, reaching the highest level since 1949. This increase is part of a general trend which has seen the fertility rate of women aged 40 and over more than treble since 19912 (ONS, 2014). Whilst this trend towards later motherhood has been most significantly observed in Western societies, a shift towards delayed and older motherhood has also been identified in new and developing economies such as India, China and Latin America (Allahbadia, 2016; Sobotka & Beaujouan, 2018).

Delayed motherhood and the shift to later childbearing have been attributed to a wide range of social, economic, personal and relational factors. These include the increased reliability of methods of contraception; changing social norms related to the timing of parenthood; women’s increased participation in higher education and the labour force; the normalisation of multiple partnerships prior to marriage; difficulties in finding a partner with whom to pursue parenting; perceptions of personal readiness; rising costs of living and childcare; as well as economic instability and market uncertainty (Chabé-Ferret & Gobbi, 2018; Daly, 2011; Daniluk & Koert, 2017; Mills, Rindfuss, McDonald, te Velde, & ESHRE Reproduction, & Society Task Force, 2011). Indeed, improvements in population health, advances in medical technology, and access to contraception and abortion have meant that many women and men in the global north now have an unprecedented level of control over their fertility. Furthermore, should they wish to have children, they can exert significant influence over the timing of parenthood (Lemoine & Ravitsky, 2015; Lowe, 2016). However, when the time comes to try and create their families, many women, men and couples find they have experienced only the illusion of reproductive control and are unable to conceive without medical intervention (Earle & Letherby, 2007).

Around one in six couples in the United Kingdom have difficulties in conceiving, and for many this is a highly stressful, emotionally difficult, isolating as well as stigmatising experience with the potential for long-term effects even if they do eventually become parents (Cox, Glazebrook, Sheard, Ndukwe, & Oates, 2006; Wirtberg, Möller, Hogström, Tronstad, & Lalos, 2006). Prior to the advent of assisted reproductive technologies the experience of infertility was something the sufferer was forced to live with which, whilst was disappointing for many, was ultimately unchangeable (Earle & Letherby, 2002). However, following the development of in vitro fertilisation (IVF) by UK scientists Robert Edwards, Patrick Steptoe and Jean Purdy, and the birth of the first IVF baby Louise Brown in 1978, there was a shift from the social problem of involuntary childlessness to the medical problem of infertility (Becker & Nachtigall, 1992). This shift, and the way that medicalised fertility treatment has become increasingly normalised and routinised, not only in the clinic but also among wider publics, reflects how the social and private lives of social actors have become increasingly dominated by biomedicine (Clarke, 2010).

It is estimated that over eight million babies have been born worldwide from IVF technologies. In the United Kingdom the National Institute for Health and Care Excellence (NICE) suggests that women should be offered up to three cycles of IVF funded by the National Health Service (NHS), subject to certain criteria. However, in England, Wales and Northern Ireland, access to NHS-funded fertility treatment is overseen by local clinical commissioning groups (CCGs), and as few as 12% of CCGs follow this national guidance with many offering patients only one cycle of IVF or in some cases none at all (Fertility Fairness, 2017). This approach to the rationing of IVF treatment means that depending on where a person lives, access to IVF and the conditions of this access varies considerably. In 2016, 41% of IVF treatment cycles were funded by the NHS, leaving the remaining 59% of treatments to be privately funded. The cost of a cycle of IVF varies across the country and by the needs of individual patients and couples but may cost upwards of £5,000 per cycle. Thus, medicalised fertility treatment is beyond the reach of many (Bell, 2009).

Despite the high financial as well as emotional costs of medicalised fertility treatment, almost three-quarters of IVF cycles do not result in a live birth (HFEA, 2016). The birth rate per embryo transfer (PET) for all fresh cycles of IVF in the United Kingdom in 2016 was 21%. However, when broken down by age, birth rates vary considerably, with women under 35 having the highest birth rate PET (29%) and women over the age of 44 having the lowest (below 15%) (HFEA, 2016). As such, it is worth noting that even in younger patients, IVF has only a modest success rate which sees less than one in three couples with a ‘take-home baby’ after one round of treatment. Nevertheless, stories of miracle IVF babies and IVF success continue to abound in all quarters of the media, leading many to overestimate the efficacy of the technology (Chan, Chan, Peterson, Lampic, & Tam, 2015; Lucas, Rosario, & Shelling, 2015). Furthermore, despite its seemingly ubiquitous nature, fertility treatment is not risk free (Kamphuis, Bhattacharya, Van Der Veen, Mol, & Templeton, 2014); yet there remains an expectation that individuals and couples who struggle to conceive will want, and will draw upon, new reproductive technologies in order to build their families (Bell, 2017; Sandelowski, 1991).

Since the birth of the first IVF baby over 40 years ago, the number of technologies, treatments and procedures to assist in the process of creating healthy human life has expanded significantly and the UK fertility industry is now estimated to be worth £320 million (Risebrow, 2018). This expansion of the fertility industry has not only enabled many heterosexual couples to overcome barriers to parenthood but, through technologies of reproductive donation as well as surrogacy, has seen the emergence and increased visibility of alternative family forms such as lesbian mother families, gay father families and families headed by single mothers by choice (Nordqvist & Smart, 2014; Norton, Hudson, & Culley, 2013; Zadeh, Ilioi, Jadva, & Golombok, 2018). Furthermore, new developments in genetic screening and mitochondrial donation have also enabled people with serious inherited diseases in their family to have children of their own, safe in the knowledge that they will not be passing on the disease to their offspring (Dimond & Stephens, 2018; Herbrand, 2017). Technologies of egg donation have also enabled some women of advanced maternal age, who have reached the end of their reproductive lives, to experience pregnancy, birth and motherhood (Osazee & Omozuwa, 2018). However, the age of a woman at the time of trying to conceive, either naturally or via medicalised fertility treatment, is universally recognised as one of the best predictors of a future live birth (Balasch, 2010; Dunson, Colombo, & Baird, 2002).




1.2. Age and Fertility

A female foetus at 20 weeks has between 6 and 7 million eggs; however, at the time of birth her egg reserve will have already decreased by several million and she will continue to ‘lose’ eggs throughout her life. This loss occurs not only via ovulation and menstruation but also through the process of atresia, which sees the degeneration of ovarian follicles that do not ovulate during the menstrual cycle. This means that by puberty a girl has 300,000–500,000 eggs remaining, dropping to 25,000 at age 37, and by the time she enters menopause she may have as few as 1,000 eggs left, the majority of which will be of very low quality. This process of fertility decline is believed to occur throughout a woman’s lifetime with a slight increase of the rate of decline beginning after she is 32, with a further pronounced and more accelerated loss of eggs occurring after 37 years (American College of Obstetricians & Gynecologists, 2014). As a woman ages, the quality and quantity of her eggs decline, which together has a significant effect on her ability to spontaneously conceive and carry a healthy pregnancy to full term (Utting & Bewley, 2011). Indeed, research has shown that as a woman gets older the chance of getting pregnant declines and the likelihood of a pregnancy ending in a miscarriage increases (Balasch & Gratacos, 2012; Heffner, 2004; Nybo Andersen, Wohlfahrt, Christens, Olsen, & Melbye, 2000) (see Graph 1.2), and by the time a woman is 40, some evidence has suggested that the risk of experiencing a miscarriage may overtake the chance of a live birth.
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Graph 1.2:.Fertility and Miscarriage with Advancing Maternal Age. Source: Reproduced with permission from Heffner (2004), © Massachusetts Medical Society.

Women who are pregnant at the age of 35 and older are routinely described in medical literature as ‘older mothers’ and are believed to be at an increased risk of many other complications throughout pregnancy and birth (see Tables 1.1 and 1.2), including gestational diabetes (Hemminki, 1996; Jolly, Sebire, Harris, Robinson, & Regan, 2000; Joseph et al., 2005), placenta praevia (Williams & Mittendorf, 1993), placenta abruption (Utting & Bewley, 2011), emergency caesarean section (Rosenthal & Paterson-Brown, 1998; Tough et al., 2002), chronic hypertension (Gosden & Rutherford, 1995), pre-eclampsia (Ziadeh & Yahaya, 2001) and post-partum haemorrhage (Jolly et al., 2000). Additional risks to children born from older mothers include an elevated risk of birth defects or genetic/chromosomal abnormalities (see Table 1.1), including trisomy 21, which results in Down’s syndrome. By comparison, whilst some research has shown a link between advanced paternal age and negative health outcomes seen in children, these risks are less pronounced and occur at a much older age (Balasch, 2010; Bray, Gunnell, & Davey Smith, 2006; Hook, 1981; Toriello, Meck, & Professional Practice, & Guidelines Committee, 2008).

Table 1.1:.Risk of Down’s Syndrome and Chromosomal Abnormalities at Live Birth according to Maternal Age.




	Maternal Age at Delivery

	Risk of Down’s Syndrome

	Risk of Any Chromosomal Abnormality






	20

	1/1,667

	1/526




	25

	1/1,200

	1/476




	30

	1/952

	1/385




	35

	1/378

	1/192




	40

	1/106

	1/66




	45

	1/30

	1/21






Source: From Heffner (2004).

Table 1.2:.Risks to Mothers in Pregnancy and Childbirth.
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The causes of infertility in women and men are multiple and largely known (see NICE, 2013 for further discussion); however, in up to 25% of cases no reason for infertility can be ascertained and the term ‘unexplained infertility’ is used (NICE, 2013). Although younger women can experience ‘unexplained infertility’, research has linked this to the age of women at the time of trying to conceive (Maheshwari, Porter, Shetty, & Bhattacharya, 2008). Whilst IVF technologies can help some women and couples experiencing unexplained infertility to conceive much wanted children, the success rates of IVF in older women remain low (see Table 1.3). Therefore, if a woman is unable to conceive via IVF using her own eggs due to problems with egg quality or quantity, she may be counselled to consider egg donation. This would see her attempt conception using eggs donated by another, sometimes younger woman.

Table 1.3:.Live Birth Rate Per Treatment Cycle (2014–2016).
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The use of donor eggs in IVF has been shown to increase the chance of a live birth in older women as the capacity to conceive and carry a pregnancy to term has been shown to be affected primarily by the age of a woman’s eggs, not the age of her womb (Navot et al., 1994).


1.2.1. Awareness of Age-related Fertility Decline

Whilst IVF and egg donation can enable some women to have children, these technologies cannot undo or redeem the fertility lost to the process of reproductive ageing (Alviggi, Humaidan, Howles, Tredway, & Hillier, 2009; Leridon, 2004). However, despite the significant consequences of age-related fertility decline (ARFD), scientific knowledge on this topic has been slow to develop and arguably even more slowly disseminated (Mac Dougall, Beyene, & Nachtigall, 2012). A substantial body of research has indicated that both men and women may lack a detailed understanding of the relationship between age and fertility, particularly as it relates to the fertility of women. Indeed, whilst a systematic review of 41 studies which quantitatively measured knowledge of ARFD identified a general awareness of fertility decline, as well as a good understanding of when fertility was at its peak, it found that the fertility knowledge of men and women was often insufficient particularly when it came to identify the time in the lifecourse when female fertility began to decrease more markedly (García, Brazal, Rodríguez, Prat, & Vassena, 2018). Similar research findings have been identified by Wyndham, Marin Figueira, and Patrizio (2012) who noted that whilst men and women most often have a general awareness that fertility declines with age, there is less understanding of the extent or rate of this decline or the time of its onset.

Whilst women and men with higher levels of education are more likely to delay childbearing, studies examining the awareness of ARFD in student populations in Sweden, (Lampic, Svanberg, Karlstrom, & Tyden, 2006; Tydén, Svanberg, Karlström, Lihoff, & Lampic, 2006), Israel (Hashiloni-Dolev, Kaplan, & Shkedi-Rafid, 2011), Denmark (Sørensen et al., 2016) and Canada (Bretherick, Fairbrother, Avila, Harbord, & Robinson, 2010) have found participants to significantly overestimate a woman’s capacity to become pregnant at an older age, as well overestimate the age at which a woman’s fertility most significantly declines and the probability of achieving a child from IVF treatment at an older age. Similar findings have also been identified in studies of midwifery students (Chelli, Riquet, Perrin, & Courbiere, 2015), obstetrics and gynaecology residents (Yu, Peterson, Inhorn, Boehm, & Patrizio, 2015), and other healthcare professionals, including general practitioners (GPs) and gynaecologists (Mortensen, Hegaard, Andersen, & Bentzen, 2012). Furthermore, some studies have also found men to be less aware of ARFD than their female counterparts (Daniluk, Koert, & Cheung, 2012; Hammarberg et al., 2013; Vassard, Lallemant, Nyboe Andersen, Macklon, & Schmidt, 2016; Virtala, Vilska, Huttunen, & Kunttu, 2011). This has led authors such as Daniluk and Koert (2013) to suggest that men as the other half of reproductive partnerships need to be more informed about the realities of female fertility decline.

As well as indicating some potential gaps in fertility knowledge, research has also indicated the presence of significant misunderstandings and ‘myths’ related to fertility amongst men and women. Mac Dougall et al. (2012) found that almost a third of the 61 women interviewed for their study expected their fertility to gradually decline until menopause at around 50 years of age and, as a result, anticipated being able to conceive at 40 with relative ease. Similar findings have been reported by García, Vassena, Trullenque, Rodríguez and Vernaeve (2015). Research by Bunting and Boivin (2008) also found that men and women believed negative health behaviours such as smoking, drinking alcohol and being overweight to have a more deleterious effect on a woman’s fertility than being aged over 35 when attempting conception. This underestimation of the effect of age on fertility, when compared with other behaviours, is significant. These authors also identified the presence of fertility myths such as the belief that fertility could be increased by moving to countryside, by using a specific coital technique or by eating more fruit and vegetables. Such a belief that fertility is closely linked to a woman’s general physical health has also been identified by other research (Hammarberg et al., 2013).

Forty years after the birth of the first IVF baby, there is now a common generalised belief that assisted reproductive technologies can overcome all barriers to pregnancy and birth, including advanced maternal age (Boivin, Bunting, & Gameiro, 2013; Chelli et al., 2015; Daniluk et al., 2012). However, as previously explained, IVF success rates are not particularly high and drop drastically past the age of 40 (Habbema, Eijkemans, Leridon, & te Velde, 2015). The overestimation of IVF success which has been observed in many previous studies (Benzies et al., 2006; Bretherick et al., 2010; Daniluk et al., 2012; Mac Dougall et al., 2012; Svanberg, Lampic, Karlström, & Tydén, 2006; Wyndham et al., 2012) may in part be attributed to the sometimes contradictory messages presented in the media about delayed childbearing and misleading stories about older motherhood.

Images and stories of celebrity older women who have become pregnant and had children at an advanced maternal age have become routine and almost unremarkable in glossy magazines and online. In their analysis of three commonly read women’s magazines, Willson and Goldman (2017) observed how the reporting of celebrity pregnancies and new births to women of advanced maternal age was seldom accompanied by any discussion of assisted reproductive technologies even when the woman was 44 years of age or older at the time of giving birth. They also noted how the magazine articles contained no mention of the potential use of donor gametes nor the pregnancy-related health risks of advanced maternal age. As such, the authors argued that widely consumed popular media have a key role in downplaying the impact of age on fertility whilst simultaneously contributing to inaccurate representations of women’s natural reproductive lifespan, which has the potential to be highly damaging to young women who may feel falsely reassured about attempting motherhood at an older age.

Due to the significant effect age has on women’s ability to conceive, researchers, as well as women themselves, have advocated for greater education on fertility, delayed childbearing and the associated risks and costs of older motherhood (Daniluk & Koert, 2013; Everywoman, 2013; Hewlett, 2004; Mac Dougall et al., 2012; Schytt & Bergström, 2014; Ter Keurst, Boivin, & Gameiro, 2015; Wyndham et al., 2012). However public campaigns of this kind, in the USA as well as the United Kingdom, have been met with hostility and received criticism for the way they have been seen to impose limits on women’s reproductive choices and result in unwelcome pressure on women to conceive at the ‘correct’ time (Cosslett, 2013; Soules, 2003). More recently, focus groups with women and men have suggested that the most effective way to communicate fertility information to people of reproductive age may be through primary healthcare providers such as GPs as well as via mass and social media utilising both printed and online tools and information (Hammarberg, Collins, Holden, Young, & McLachlan, 2017). However, whilst having more accurate information about ARFD may enable men and women to make a more informed choice about their reproductive decisions, research suggests this does not mean that they would necessarily have made their decisions any differently (Bunting & Boivin, 2008; Mac Dougall et al., 2012). Therefore, it seems likely that improved fertility education, while important, may not in itself necessarily reduce the number of women and couples experiencing age-related infertility. This is because despite being informed of the risks associated with delaying childbearing, men and women may still not feel ready for parenthood due to competing demands from their career, education, health and relationship status (Mac Dougall et al., 2012; Svanberg et al., 2006). These issues and how they shape the timing of motherhood are explored in more detail in Chapter 3. However, it is in this conflict between the biologically optimal time for motherhood and the right psycho-social time to have a child that new technologies of reproductive cryopreservation have emerged. And as will be explored, these technologies are often presented as enabling women to realign their reproductive lifecourse within their own personal timelines, allowing them to pursue biological motherhood at the time of their choosing.






1.3. Cryopreservation of Reproductive Tissue

Practices of cryopreservation have historically been deployed within the biosciences in the storage and transportation of non-human organic materials not only to assist in the process of animal breeding (Clarke, 2007) but also to support the preservation of animal and seed biodiversity (Kroløkke, 2018; Loring, 2016; Radin, 2015). Routine practices of human tissue cryopreservation include the freezing and storing of stem cells from cord blood banking, as well as the freezing of reproductive material such as embryos, eggs, sperm and even ovarian tissue (Donnez & Dolmans, 2015; Machin, Brown, & McLeod, 2012). The process of cryopreservation allows various kinds of tissue and cellular material to be frozen, stored, thawed and then used without any apparent loss of vitality. By arresting biological processes and development, reproductive materials such as gametes can be held in ‘suspended animation’ and taken out of chronological time, allowing storage and transit not only across geographical borders but also across temporal space for redeployment at the time of a person’s choosing.

Until recent years, women who were facing premature infertility as a result of a medical condition or treatment were encouraged to ‘preserve’ their fertility by freezing embryos either with a partner’s or donor sperm. This is because, in contrast to eggs, embryos are better able to withstand the processes of freezing and thawing (Rienzi et al., 2017). Embryo freezing has become a major and routine part of IVF treatment. However, whilst embryo freezing is a reliable way to maintain future reproductive potential, it is not suitable for young women who do not have a partner or are not yet ready to commit to potential motherhood with such a partner. Furthermore, embryo freezing can be rejected on religious or moral grounds (Robertson, 2014). As such, the alternative possibilities offered by ovarian tissue and egg freezing provide much hope to these groups for whom embryo freezing is not a viable option.

When it was first developed in the late 1980s, egg freezing was primarily intended as a strategy to enable women to preserve a number of healthy unfertilised eggs when faced with the threat of infertility due to a medical condition or medical treatment. However, the process of freezing eggs presented a more complex problem than the freezing of sperm or embryos not only due to the size of human eggs (which are so large that they can be seen with the naked eye) but also due to their large surface volume and the fact that they predominantly consist of cytoplasm which can be disrupted during the process of freezing. As such, initial efforts at egg freezing were marked by technical difficulties, including damage to the egg caused by the formation of ice crystals during freezing (Aman & Parks, 1994; Baka et al., 1995; Rienzi et al., 2004; Stoop et al., 2015; Vincent, Pickering, & Johnson, 1990). Further difficulties were encountered when seeking to achieve fertilisation, as the process of freezing was found to harden the zona pellucida (the ‘shell’ of the egg), making it difficult for a sperm to penetrate (Carroll, Depypere, & Matthews, 1990; Fabbri et al., 2001; Matson, Graefling, Junk, Yovich, & Edirisinghe, 1997; Paynter, Cooper, Gregory, Fuller, & Shaw, 1999). The development of intracytoplasmic sperm injection (ICSI) in the early 1990s was able to circumvent zona pellucida hardening; however, the process of slowly cooling eggs down to a final storing temperature of −196º remained problematic and saw many eggs lost through the process of freezing and thawing. It was not until the introduction of the vitrification or ‘fast-freezing’ method in the early 2000s, which substantially reduced the amount of damage done to the egg during freezing, that the procedure became more successful (Iussig et al., 2019).

As the clinical techniques of egg freezing have developed, the application of this technology has become increasingly diversified to include use by patients receiving gonadotoxic therapies for cancer and other illnesses (Rodriguez-Wallberg & Oktay, 2012), individuals with genetic conditions or illnesses which may result in premature infertility (Elizur et al., 2009) and individuals who object to the cryopreservation of embryos or who are undergoing gender-confirmation surgery (Armuand, Dhejne, Olofsson, & Rodriguez-Wallberg, 2017; Mitu, 2016). The increased use of egg freezing has also enabled the storage of eggs for use in donor IVF cycles as well as for research purposes (Kawwass et al., 2013) and has also enabled women not yet ready for motherhood to freeze their eggs for potential future use (Lockwood & Johnson, 2015; Petropanagos, Cattapan, Baylis, & Leader, 2015).




1.4. Describing and Conceptualising ‘Social’ Egg Freezing

The most appropriate terminology to describe egg freezing in an attempt to defer motherhood has been the subject of much discussion and dispute and remains largely unsettled (Daar et al., 2018). A variety of terms have been employed: for example, as the practice of self, or autologous, egg donation (Rybak & Lieman, 2009), ‘planned egg freezing’ (Daar et al., 2018), egg freezing for ‘lifestyle’ (Savulescu & Goold, 2008), ‘elective’ (Inhorn et al., 2018), ‘non-medical’, and ‘social’ reasons (Mertes & Pennings, 2011) as well as egg freezing for ‘anticipated gamete exhaustion’ (Stoop, van der Veen, Deneyer, Nekkebroeck, & Tournaye, 2014).

The term ‘social’ egg freezing has been criticised for minimising or trivialising the process of freezing eggs for potential future use (Pennings, 2013). Equally, the use of the phrase ‘elective’ egg freezing, or egg freezing for ‘lifestyle’ reasons, has been similarly critiqued for implying a deliberate desire on behalf of women to delay motherhood which may not wholly characterise the experiences of those using the technology. The process of egg freezing is also strictly speaking not ‘non-medical’ as it takes place in licenced medical clinics and is carried out by medical professionals. Whilst recognising how social changes have led to the postponement of motherhood, Stoop et al. (2014) have argued that it is the prevention of age-related infertility which motivates women to store gametes. As such, they advocate for the term ‘AGE banking’ or egg freezing for ‘Anticipated Gamete Exhaustion’. More recently, the American Society for Reproductive Medicine (ASRM) proposed the term ‘planned egg freezing’ which they suggested removed any value judgements associated with the technology (Daar et al., 2018). Such terminology as proposed by Stoop et al. (2014) and the ASRM are no doubt attempts at more neutral representations of this process. However, this technology is inherently bound up with a complex set of political, social, economic and relational conditions which are important to emphasise in any discussion of this technology. Thus, whilst the term ‘social’ egg freezing has been deployed in the past as a contraindication to egg freezing for medical reasons, I adopt this term in a slightly different way to insist on the socially constituted nature of this technology. As such, the precise nomenclature used throughout this book to describe the practice of egg freezing to support the deferment of motherhood will be that of ‘social egg freezing’. In describing women’s use of this technology in such a way I hope to draw attention to the social and political context within which this practice is situated and highlight how women’s reproductive choices, including their use of egg freezing, are inherently socially embedded. Furthermore, it is hoped that this phraseology will help challenge neoliberal discourse of individual choice which pervades much discussion of this technology and of women’s reproductive decisions more generally.

As well as being explicit about the ontological assumptions underpinning the phraseology that is adopted throughout this book, it is also important to consider and explain the way in which this book conceptualises and understands the practice of social egg freezing. In much medical as well as wider social discourse egg freezing has commonly been referred to as a ‘fertility preservation’ strategy, particularly when being used by individuals undergoing treatment for cancer or by those who have conditions which may result in premature menopause (Elizur et al., 2009; Rodriguez-Wallberg & Oktay, 2012). The term ‘fertility preservation’ has also been somewhat uncritically applied to the practice of social egg freezing, yet there has been little discussion about how useful such a descriptor is in adequately capturing the application of this technology in such a different context (Martin, 2010; Mayes, Williams, & Lipworth, 2018). I contend that describing social egg freezing as a form of fertility preservation misrepresents and poorly characterises the aims and potential effects of the technology. Instead, for reasons I will shortly outline, I argue that social egg freezing is better conceptualised and understood as a tool of ‘fertility extension’ and ‘genetic conservation’.

All women, whether they choose to freeze their eggs or not, will experience gradual fertility decline and eventually enter menopause with the associated physiological changes and effects. Therefore, whilst much of the advertising literature and discourses around social egg freezing draw on certain metaphors and tropes of ‘stopping’ or ‘rewinding’ the ‘biological clock’, of ‘putting fertility on ice’ or ‘stopping time’, the practice of social egg freezing does not in fact delay, stop or reverse the process of reproductive ageing. Indeed, it is likely that prior to turning to their frozen eggs in an attempt to have a child, heterosexual women will have tried to conceive naturally or by using assisted reproductive technologies such as inter uterine insemination and IVF with their remaining fresh eggs. Thus, at the point of drawing on their frozen reserve these women could be defined as no longer fertile as they are unable to conceive, carry and birth a child using their own genetic material. Whilst, as previously described, technologies of reproductive donation have long enabled women with a low ovarian reserve to experience pregnancy and birth, they have severed the genetic relationship between mother and child. However, egg freezing has the potential to enable users to maintain a genetic relationship with their future offspring by extending the amount of time it is possible to transmit genetic material along the maternal line, even going beyond that enabled by natural ovarian function (Martin, 2010; Mayes et al., 2018). As such, I argue that social egg freezing should be conceptualised and understood as a fertility extension technology which conserves genetic relatedness to potentially allow women to partake in the culturally valorised process of family building wherein the reproduction of genetic kinship relations is prioritised and maintained.




1.5. Key Issues in Social Egg Freezing

Egg freezing has been legal in the United Kingdom since 2000. However, the number of cycles performed in the United Kingdom has remained low until recent years. The HFEA, which registers the number of egg freezing treatment cycles undertaken each year, currently does not record the reasons given by women for accessing the technology. However, they have suggested that the recent increase in egg freezing cycles is likely to be due to larger numbers of women presenting for social reasons. As of 2016 around 62 fertility clinics across the United Kingdom offered egg freezing. However, data from HFEA show that most clinics are performing 10 or fewer egg freezing cycles a year with only 15% undertaking more than 20. Instead a large concentration of cycles are being undertaken by a small number of clinics,3 with 78% of egg freezing cycles taking place in London. The last eight years has seen a significant increase in the number of egg freezing cycles performed not only in the United Kingdom but also in much of Western Europe, most notably in Spain but also in Belgium (ESHRE Working Group on Oocyte Cryopreservation in Europe et al., 2017) as well as in other high-income countries such as the USA, Australia and Israel (Daar et al., 2018; Inhorn et al., 2018; Pritchard et al., 2017; Waldby, 2015). There also appears to be an increased appetite and provision of social egg freezing in emerging and new economies as well as low- and middle-income countries (Allahbadia, 2016; Kılıç & Göçmen, 2018; Santo et al., 2017).

Research examining social egg freezing has suggested that the typical user of the technology is on average between 37 and 38 years of age at time of freezing (Groot et al., 2016; HFEA, 2018b; Waldby, 2015). This is noteworthy because, similar to IVF treatment more generally, the age of the woman at the time of undergoing egg freezing has been shown to have a significant effect on the likelihood of the procedure resulting in a live birth.


1.5.1. Success Rates

Egg freezing is a novel technology and currently only small numbers of women have returned to use their eggs in fertility treatment (Cobo & García-Velasco, 2016; Hammarberg et al., 2013). As such, it is difficult to access detailed information about the likelihood of achieving a live birth with previously frozen eggs, particularly in a UK context. The data available both in the United Kingdom and overseas are complex and success rates can be, and often are, presented in several different ways. Egg freezing ‘success’ can constitute a successful egg retrieval where a sufficient number of mature eggs are frozen following egg collection; a successful thaw process where a large proportion of eggs survive the freezing and thawing procedures undamaged; a successful fertilisation in the laboratory following ICSI; the development of high-quality blastocysts; a successful implantation in the womb; the indication of a chemical pregnancy; an ongoing pregnancy; and a live birth. It is perhaps the likelihood of achieving a live birth from previously frozen eggs that many women considering the technology are most interested. Nevertheless, it is important to recognise and be aware of the multiple ways in which egg freezing ‘success’ can be characterised and represented, especially by those who are ‘selling’ this procedure. The chance of achieving a live birth from previously frozen eggs is shaped most significantly by three key factors: the age of a woman at the time of freezing her eggs, the number of eggs she has frozen and the level of experience and expertise of the clinic providing the technology. The effects of each of these on live birth rates are now explored in turn.


1.5.1.1.Age at Freezing

As previously noted, a woman is born with all the eggs she will ever have and her ovarian reserve declines throughout her life as does her egg quality (Utting & Bewley, 2011). As such, the likelihood of achieving a live birth either by natural conception or via IVF technologies is strongly associated with the age at which conception is attempted (Balasch & Gratacos, 2012). Data show a clear inverse correlation between age at freezing and live birth rates which see ‘older’ eggs produce fewer live births than those taken from younger women (Borini et al., 2010; Ubaldi et al., 2010). Freezing the eggs of a woman in her 20s may be beneficial in terms of maximising the egg quality and minimising the number of cycles required to collect a sufficient number of eggs for storing. However, the younger a woman is when she undergoes the procedure the less likely she is to need them in the future because there is more time for her life plan to unfold and for her to attempt natural conception (Daar et al., 2018; Doyle et al., 2016). As such, egg freezing may prove to be an unnecessary medical intervention for a woman in her 20s. Indeed, statistical modelling has suggested that the optimum time to undergo the procedure is likely to be between the ages of 32 and 37 years old (Daar et al., 2018; van Loendersloot et al., 2011; Mesen, Mersereau, Kane, & Steiner, 2015). The reasoning here is that by making use of the technology at such an age, the user is not yet likely to have experienced the most significant decline in their fertility but may still want to make use of their eggs in the future.

Whilst increasing numbers of women have been undergoing egg freezing in the United Kingdom in recent years, many of these women are doing so at what has been described as a biologically sub-optimal time. As Table 1.4 indicates, less than a third of the women who froze their eggs in the United Kingdom in 2016 underwent the procedure before they turned 35. Furthermore, in almost 20% of the cycles performed, the woman was aged 40 or over at the time of freezing. There may be some efficacy in freezing eggs at such an age; however, research and statistical modelling from Goldman et al. (2017) suggests that these women may need to store a significant number of eggs (40+ ) to have reasonable chance of achieving a live birth in the future.

Table 1.4:.Age at Storage Treatment, Years 2014–2016.

[image: Image]

Whilst evidence shows that women are more likely to achieve a live birth if they freeze eggs at a younger age, current UK regulations state that women are only able to store their eggs for a period of up to 10 years. Several authors have identified how such regulations could effectively promote poor clinical practice by encouraging women to undergo egg freezing at an older age when their fertility may already be compromised and at a time where they may need to undergo multiple rounds of stimulation and retrieval (Jackson, 2016). It is possible to obtain successive 10-year extensions to storage but only if ‘a registered medical practitioner has given a written opinion that the person who provided the gamete […] is prematurely infertile or is likely to become prematurely infertile’ (HFE, 2009). However, a woman with normal fertility who froze eggs at 32 is unlikely to be considered prematurely infertile at 42 and so will have to see her eggs destroyed. If she then struggles to conceive five years later when she is 47, she may be advised to consider using donor eggs. However, third-party assisted conception raises many significant concerns for donor, recipient and offspring and is thus a less desired route to parenthood for many people (Allan, 2012). As a result, there is an ongoing campaigning to amend current legislation to allow women to obtain extensions to the storage period until a time when they either no longer need or want to keep their eggs for potential future use (Harper, Baldwin, van de Weil, & Boivin, 2018).




1.5.1.2.Number of Eggs Banked

The second factor which affects the likelihood of a future live birth is the number of eggs a woman is able to bank; the more eggs a woman freezes the greater the chance that one of her eggs will result in a live birth. Having a sufficient number of eggs banked is also important as eggs are likely to be ‘lost’ along the way through the process of attrition. Whilst a woman may bank 20 eggs, some of them may not survive the thawing process or may not fertilise, and others may not develop normally at the blastocyst stage and therefore may not be suitable for implantation. Once the chosen embryo is placed into the woman’s womb, this embryo may fail to implant, or the woman may miscarry. As a result, a sufficient number of eggs are needed to create enough embryos for use in the multiple attempts at IVF that a woman may need to undergo to achieve a live birth. Since egg quality declines as women age, older women often need to bank more eggs than their younger counterparts to increase their chance of a live birth in the future (Jackson, 2018). Indeed, research and statistical modelling provided by Goldman et al. (2017) (see Table 1.5) have suggested that if a woman undergoes egg freezing before her 35th birthday she may need around 20 frozen eggs to achieve almost an 80% chance of a future live birth.4 By contrast, a woman who undergoes the procedure when she is 39 will need 50 eggs to potentially achieve the same likelihood of success.

Table 1.5:.Likelihood (%) of At Least One Live Birth from Previously Frozen Eggs.
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1.5.1.3.Clinical Expertise

When egg freezing was first developed, the live birth rates using thawed eggs were very low. However, in recent years it has been suggested that cycles using embryos from previously vitrified eggs can achieve comparable fertilisation, implantation and clinical pregnancy rates as cycles using fresh eggs (Doyle et al., 2016). However, many of the studies achieving such success rates not only involve eggs taken from women who are younger than the current average user of social egg freezing, and as such are not generalisable to the typical user of the technology, but also come from highly specialised teams in fertility centres which have been using this technology for several years and are thus highly experienced in using thawed eggs (Saumet et al., 2018). Currently, the only indication of the success rates being achieved by UK clinics come from HFEA data published in 2018. These data show that women who froze their eggs before their 35th birthday experienced a live birth rate per transfer cycle of 27%. However, the success rate dropped to 13% for women who underwent the procedure after the age of 35 (HFEA, 2018b). The data provided by the HFEA are the only widely available indications of egg freezing success rates occurring within UK clinics; however, they are limited in their utility as not only are they drawn from a comparatively small sample5 but also include eggs which were ‘slow frozen’ prior to the wider adoption of egg vitrification which has been shown to be significantly more effective. As such, it will be some time until more reliable statistics about egg freezing success in the United Kingdom emerges.

Egg freezing success rates are known to vary widely between centres and according to the level of experience clinics have in freezing, thawing and attempting fertilisation with such eggs (Daar et al., 2018), and research suggests that it takes experience to become skilled at egg freezing (Potdar, Gelbaya, & Nardo, 2014). As such, it is unlikely that the success rates achieved in specialist centres such as those in the USA will be transferrable to all fertility clinics (von Wolff, Germeyer, & Nawroth, 2015). To ensure that egg freezing is not oversold as a way to ‘stop the biological clock’, the ASRM and other authors (Baldwin & Culley, 2018) have stressed the importance of women receiving as much individualised information as possible about egg freezing success rates which include clinic specific success rates (where available) stratified by the age at freezing. Furthermore, women considering using this technology need to be made aware of the limitations of current evidence. Indeed, ASRM guidelines recently suggest that potential users of the technology should be informed if the clinic they are attending has only recently started offering the procedure and should be told if no patients have yet returned to use their eggs to conceive (Daar et al., 2018).






1.5.2. Access and Cost

Egg freezing for social reasons is not available in the United Kingdom via the NHS. A review of UK clinic websites performed in May 2018 (see Figure 1.1) showed the cost of one cycle of egg freezing to range from £2,720 to £3,929, with the median cost being £3,350 (HFEA, 2018a). However, these figures do not include the hormonal stimulation medication required, which can vary from £500 to several thousand pounds per cycle. Most clinics offer one or two years’ storage inclusive of the initial egg freezing fee; however, beyond this time, women need to pay between £125 and £350 a year to keep their eggs frozen. As a result, the total cost of egg freezing can be quite considerable, especially if women need to undergo the procedure multiple times to bank a sufficient number of eggs. Should a woman want to use her eggs to try and conceive, IVF treatment using ICSI is estimated to cost between £1,650 and £4,000, with the average median cost being around £2,500 (HFEA, 2018a). Thus, two rounds of egg freezing, including five years of storage and one round of ICSI, to achieve a pregnancy may cost in excess of £11,600.6 However, it is likely that a woman may need to attempt more than one cycle of ICSI using their frozen eggs to secure a pregnancy with the associated cost and may also incur further treatment fees related to the use of donor sperm or other IVF add-ons.7 In the USA the cost of egg freezing is similar if not slightly higher and sees women generally pay upwards of US $10,000 for each cycle in addition to storage fees of as much as US $1,000. It is therefore not surprising that the users of this technology are most often middle class, highly educated and in professional occupations (Baldwin, Culley, Hudson, Mitchell, & Lavery, 2015; Inhorn et al., 2018; Stoop et al., 2015).
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Figure 1.1:.Average Costs of Elements for a Typical Egg Freezing and Thaw Cycle. Sources: HFEA (2018a), © HFEA, 2018a (reproduced with permission).

Whilst most women who freeze their eggs pay for the procedure themselves, a small number of women are able to access egg freezing through their employer, who ‘sponsors’ the procedure on their behalf. This issue of ‘employer-sponsored social egg freezing’ is explored in more detail in Chapter 2. A more common way, at least in the United Kingdom, in which women can access the technology free of charge is if they enter into an ‘egg sharing’ agreement (Blyth, 2002). The practice of egg sharing in ‘fresh’ IVF cycles has been the subject of much discussion with critics questioning the ethics and potential for exploitation for those involved in such schemes (Gürtin, Ahuja, & Golombok, 2012; Haimes, Taylor, & Turkmendag, 2012). Women who access egg freezing via a freeze share scheme can freeze their eggs for free if they donate or ‘share’ half of those eggs collected with another woman for use in fertility treatment. To undergo this process a woman most often needs to be 35 years of age or younger, as this is the maximum age at which women can donate eggs in the United Kingdom, and is required to have a certain hormone level indicating that she is likely to be able to produce a sufficient number of eggs for sharing. As the woman only keeps half of the eggs retrieved for herself, she may be counselled to undergo the procedure a number of times in order to collect a sufficient number for freezing (Donnez & Dolmans, 2013). Thus, unlike her fee-paying counterparts, she may need to undergo the process of ovarian stimulation and retrieval with the associated risks on two or more occasions. Furthermore, by entering into an egg sharing agreement the woman becomes an egg donor which has potentially significant long-term consequences, especially given that in the United Kingdom egg donors are identifiable to offspring when they reach the age of 18.




1.5.3. Risks of Fertility Treatment and Egg Freezing

Medicalised fertility treatment and procedures are well tested, used worldwide and are largely considered to be safe; however, they do carry some risks to the female user and potential offspring. The risks associated with egg freezing reflect those seen in ‘traditional’ IVF as several of the procedures are the same. One of the most common complications of IVF treatment is ovarian hyper stimulation syndrome (OHSS). OHSS is an iatrogenic consequence of the ovarian simulation process and in its mildest form, which results in abdominal discomfort and bloating, occurs in 20%–30% of women undergoing IVF (Saumet et al., 2018). Moderate OHSS is estimated to occur between 3% and 8% of cycles and includes moderate abdominal pain, nausea and vomiting (Delvigne & Rozenberg, 2002). In its most severe form, however, OHSS is associated with life-threatening complications such as renal failure, respiratory distress and haemorrhage from ovarian rupture (Binder et al., 2007; Saumet et al., 2018). However, severe OHSS is only estimated to occur in up to 0.2%–3% of all cycles (Binder et al., 2007; Vloeberghs, Peeraer, Pexsters, & D’Hooghe, 2009). Additional risks of the egg freezing process include bleeding and infection following injury to the intra-peritoneal structures during egg retrieval as well as bladder, bowel or vessel perforation, and in extremely rare circumstances, the risk of ovarian torsion from enlarged ovaries (Saumet et al., 2018). These risks, however, remain low at less than 1% (Maxwell, Cholst, & Rosenwaks, 2008). Some studies have identified a possible link between ovarian stimulation and ovarian or breast cancer, though this has been challenged in recent years and the evidence remains inconclusive (van den Belt-Dusebout, Alexandra, van Leeuwen, & Burger, 2016).

Should women want to use their eggs in an attempt to conceive in the future, they will need to undergo IVF treatment using ICSI which also poses further physical and emotional risks to the woman. Indeed, a significant body of evidence has shown that pregnant women aged 35 and older are at increased risk of pregnancy and birth-related complications compared to younger women, including an elevated risk of hypertension, gestational diabetes and preterm birth (Saumet et al., 2018). These risks are not eradicated or significantly reduced by attempting conception with genetic material from a younger ‘donor’ but are instead linked to the age of the woman carrying the pregnancy (Sauer, 2015). One of the most significant risks of fertility treatment more broadly, but which also applies to users of egg freezing, is the chance of a multiple pregnancy and birth in the future. Multiple pregnancies are associated with sometimes significant maternal and perinatal complications including gestational diabetes, foetal growth restrictions, pre-eclampsia and premature birth (Kamphuis et al., 2014). However, policies such as the ‘One at a time’ campaign in the United Kingdom has reduced the number of multiple embryo transfers taking place in UK fertility clinics, which have seen a substantial decrease in the number of multiple IVF births in the intervening years (HFEA, 2015). Nevertheless, the risk of multiple birth remains in all cycles of IVF.

Data on the long-term safety of egg freezing continue to be somewhat incomplete partly because egg vitrification was only adopted and used widely (at least in the United Kingdom) in the last 8–10 years. Furthermore, only small numbers of women have returned to use their eggs and their offspring are still growing up (Daar et al., 2018). However, early data indicate that the use of thawed eggs shows no increased risk of chromosomal abnormalities or developmental deficits in babies compared to other IVF or general population births (Cobo et al., 2015; Noyes, Porcu, & Borini, 2009). However, there remains some scientific unknowns concerning long-term or transgenerational offspring health linked not only to practices of cryopreservation but also the embryo culture medium used and the ICSI procedure adopted to fertilise thawed eggs (Belva et al., 2016; Bouillon et al., 2016).

A further, potentially significant, risk associated with the technology which is sometimes overlooked is that women may overestimate the chance of future success with their eggs which may not ultimately result in a live birth in the future (Saumet et al., 2018). Furthermore, it is important to bear in mind the substantial emotional toll that fertility treatment of any kind can have on an individual as well as couple relationship (Boivin & Takefnan, 1996; Van Der Merwe & Greeff, 2015). Thus, social egg freezing is a novel technology which is currently only seeing modest success rates in the United Kingdom; it is also a costly process which isn’t without risks. However, despite this, growing numbers of women are still considering putting their fertility ‘on ice’.






1.6. Overview of the Book

The phenomenon of social egg freezing has only recently emerged as a new social practice related to the timing of parenthood, and as such there remain many unanswered questions about women’s perceptions and use of this novel technology. This book is derived from an exploratory sociological research study which examined how 31 women, who were in many ways pioneering users of this technology, constructed, understood and experienced the phenomenon of social egg freezing in the context of debates surrounding reproductive choice and delayed motherhood. This research also explored how women made the decision to engage with social egg freezing, how they perceived the risks and benefits of the procedure, and how they experienced the ‘medical’ encounter in the clinic. As part of this investigation and analysis this research project also examined some of the broader sociological questions raised by this technology in relation to the (gendered) burden of appropriately timed parenthood, the medicalisation of women’s bodies in the reproductive domain, the further entrenchment of the geneticisation of society, and the way in which reproductive and parenting ideals, values and expectations can come into conflict with the biological and relational realities of women’s lives.

In drawing on this research and wider scholarship and investigation, this book joins a rich field of sociological research that applies qualitative methods to explore contemporary developments in assisted reproduction (Dimond & Stephens, 2018; Nash, 2014; Nordqvist & Smart, 2014; Wahlberg & Gammeltoft, 2018). This book aims to offer a nuanced, detailed and critical examination and analysis of social egg freezing by investigating the way in which users of this technology determine and negotiate their mothering desires which are mediated and constrained not only by wider socio-political and market contexts but also by their intimate encounters with (non)reproductive partners. It also aims to demonstrate the sometimes significant pressures and burdens new biomedical developments in reproductive technology can place upon women to draw upon and navigate these technologies in the pursuit of greater reproductive choice and control and in the process of family building. This text seeks to be the first of its kind to bring together rigorous academic research, detailed accounts from egg freezing users, and wider social science scholarship and theorising to explore the phenomenon of social egg freezing in qualitative depth. This book is therefore written not only for an academic audience but also for informed publics, users and potential users of social egg freezing, as well as those involved in the provision, delivery, management or regulation of assisted reproductive technologies. As such, I have sought for the tone and structure of this book to be sufficiently inclusive, accessible and engaging for specialist and non-specialist audiences alike.

Whilst remaining conscious of the way in which social egg freezing plays into and shapes broader debates and practices in a wider Western context, this research provides a uniquely British-American perspective on this technology.

This chapter has situated the practice of egg freezing within its specific social, economic and technological context. It has drawn on wider demographic and medical literature to help understand the emergence of this technology and has identified and explored a number of complex issues relating to the ‘success rates’ being achieved with this technology and the risks the procedure poses to potential users. This chapter has also provided a discussion of and rationale for the precise nomenclature that is adopted throughout this book. Chapter 2 of this book draws on wider scholarship across the social sciences but also bioethics and law to provide a considered analysis and discussion of several contemporary debates in social egg freezing. This chapter explores how, via a process of medicalisation, age-related fertility decline has become reconstructed not as a natural and inevitable process of ageing but as something pathological and in need of a technological fix. It furthermore observes how this pathologising of ovarian ageing has given rise to new anxieties and responsibilities on behalf of women to anticipate their own infertility and consider drawing on new biomedical interventions. This chapter also examines how egg freezing technology has become highly commercialised not only as a tool of fertility extension but as a key mechanism in the wider ‘tissue economy’ by enabling the storage and transportation of eggs across geographic as well as temporal borders with greater frequency and ease. It then concludes by exploring the highly contentious issue of company-sponsored egg freezing and asks important questions about whose reproductive and mothering horizons are being broadened by social egg freezing and whose are being left on the sideline. Drawing critically on concepts and tools from lifecourse theory and wider social scientific research, as well as on the findings of interviews with users of social egg freezing, Chapter 3 explores the complex issue of reproductive timing. In this chapter the socio-cultural context of delayed parenthood is unpacked in greater detail, including the factors shaping the timing of motherhood and perceptions of the ‘right time’ to have a child. This chapter also explores perceptions and representation of older motherhood and problematises the way in which women are often presented as ‘choosing’ to delay pregnancy. Chapter 4 of this book draws on theories and concepts from the sociology of the family and parenting culture studies, alongside a discussion of the accounts of the research participants to explore how ideologies of parenthood can shape women’s perceptions of their readiness to parent. It explores how intentions to mother ‘intensively’ can produce anxieties about the performance of parenthood and how as a result some women in this research disclosed some ambivalence about becoming a mother in the future. This chapter also explores the other ways in which women considered going about performing parenthood beyond the ‘traditional’ two-parent family and examines their attitudes towards single motherhood via sperm donation. The fifth chapter of this book explores in detail the factors motivating women to undergo social egg freezing and presents the findings of this research in context with other quantitative and qualitative data on this topic which has emerged in recent years. This chapter demonstrates how women’s use of the technology was shaped by a fear of running out of time to find a suitable partner, a fear of engaging in panic partnering, as well as a fear of future regret and blame. This chapter also shows how concerns about career advancement did not play a significant role in women’s use of this technology but demonstrates how workplace issues related to maternity leave and fears of discrimination shaped the timing of motherhood and thus women’s use of egg freezing technology. In the absence of any other in-depth and nuanced account of the egg freezing process which presents the experiences of multiple users of this technology, Chapter 6 provides a thorough and detailed examination of the experience of social egg freezing from the perspective of the user. Organised chronologically, this chapter prioritises the participants’ voices and accounts and explores their initial thoughts and opinions of the technology, their experience of the egg freezing process, and their reflections on the procedure and future reproductive intentions. This chapter may be of particular interest to users and potential users of social egg freezing who are looking for detailed unbiased accounts of what it is like to freeze eggs for social reasons. Chapter 7 explores how women’s reproductive intentions and actions are intimately entangled with the procreative consciousness and impulses of potential and actual male partners. In exploring the sexual politics of social egg freezing, this chapter highlights the unequal power relations at play in the process of relationship formation and progression in large cities where many of the participants were based and shows how this works to disadvantage women as they age. This chapter also explores how the participants managed the disclosure of egg freezing and shows how some women mobilised their frozen reserve as a tool to communicate enduring reproductive capacities to potential partners and thereby increase their value in the marketplace of marriage. In the final chapter of this book I draw together some of the discussion which has spanned several chapters of this book and lay bare how the decision to undergo social egg freezing and women’s experience of reproductive delay were shaped by powerful factors beyond women’s control as individuals. I also consider the new opportunities presented by social egg freezing but also the highly gendered burdens and responsibilities this technology generates, and close with some reflections and considerations about future research directions.




Notes

1. Pseudonyms are used throughout this text.

2. In 1991 there were 5.3 births per 1,000 women to mothers 40+  compared to 16.1 in 2018. An average of 32.1 women per every 1,000 had children between the ages 35 and 39 in 1991 compared to 65.1 in 2017.

3. Only three clinics performed more than 100 egg freezing cycles in 2016, with the highest performed being 186 (HFEA, 2018a).

4. Such a figure assumes multiple rounds of IVF.

5. Only 178 thaw cycles took place in UK clinics in 2016.

6. Estimates based on two rounds of egg freezing at £3,350 per cycle (£6,700) + hormone stimulation drugs at £800 per cycle (£1,600) + five years’ storage (one year covered by original treatment costs) £200 per year (£800) + one round of ICSI at £2,500 = £11,600.

7. These add-ons may include expensive treatments such as pre-implantation genetic screening or other procedures such as time lapse embryo monitoring which could add further significant cost.




Chapter 2

Contemporary Debates in Social Egg Freezing

The first chapter of this book sought to introduce social egg freezing by situating the technology within its specific social, economic and technological contexts. By drawing on social science literature and theorising, and in conjunction with work from legal scholars, feminist researchers and bioethicists, this chapter seeks to go a step further in examining the phenomenon of social egg freezing by exploring several contemporary debates which have emerged in recent years related to the practice of the technology. In particular, this chapter maps and explores key themes relevant to the practice of social egg freezing, including the medicalisation of reproductive ageing, issues of commercialisation and exploitation, the role of commercial interests in the regulation of fertility, and notions of reproductive choice and control. This chapter begins by exploring how reproductive ageing has become medicalised by new fertility monitoring and extension technologies and examines how these new technologies have reshaped the process of reproductive ageing into a pathology requiring fixing and repair. It then explores how egg freezing technology has produced a highly commercialised and lucrative form of revenue for fertility clinics which not only exploits women’s desires for a genetically related child but also creates and capitalises on new anxieties related to anticipated infertility. As part of this examination this chapter also considers how improvements in the technological processes of egg freezing may lead to greater exploitation of those involved in the selling or donation of eggs, particularly those who come from more marginalised and less economically stable groups. Following this discussion this chapter then turns to explore the highly contentious issue of company-sponsored egg freezing (CSEF) and maps the benefits of such a funding model, but also more critically examines the potentially negative implications of such an offer on the progression and well-being of women in the workplace. Finally, it concludes by considering to what extent social egg freezing enhances women’s reproductive choice and considers whose reproductive and mothering horizons are being broadened by the technology as well as whose are being left behind.


2.1. Medicalisation of Reproductive Ageing

Social egg freezing is part of a wider array of technologies, treatments and procedures organised around the medicalisation of infertility and of women’s bodies in the reproductive domain which are known to have gendered, classed and racialised dimensions and effects (Becker & Nachtigall, 1992; Spallone & Steinberg, 1987; Stanworth, 1987). However, unlike traditional IVF, social egg freezing and allied technologies of fertility testing such as ‘Fertility MOTs’1 go beyond the medicalisation of infertility and take as their target the natural and inevitable process of age-related fertility decline. Age-related fertility decline has historically proven difficult to predict, visualise or mitigate against. However, through the (pseudo)quantification of women’s reproductive potential via ovarian reserve tests and in the number of eggs ‘banked’ for future use, fertility monitoring and extension technologies are providing new ways to render fertility decline visible and thus open to monitoring and management. I suggest that by reconstructing reproductive ageing as something malleable, the process of ageing becomes reframed not as something natural, inevitable and thus beyond the control of social actors but as something pathological and in need of a techno-medical fix. By widening the scope of medicalisation to include reproductive ageing, the nature of in/fertility also becomes redefined; the normal stage of assumed fertility all but disappears and what is left behind are two pathologies of infertility, and what Martin (2010, p. 526) has termed ‘anticipated infertility’.

Martin (2010) describes anticipated infertility as the condition of believing or expecting that one may be infertile in the future and notes how this new reproductive pathology, like infertility, requires management and treatment in order to fulfil normative social expectations of motherhood. The pathologising of ovarian ageing engendered by technologies of fertility monitoring and extension and the way fertility decline is reconfigured as something to be monitored and managed also gives rise to new anxieties and responsibilities on behalf of women to not only anticipate their own infertility but also consider drawing on new biomedical interventions to secure the mothering futures that they may desire. This is significant as ‘anticipated infertility’ as a category is expansive and applicable to many if not most women who have not yet been diagnosed as infertile. Thus it is important to recognise how, unlike more traditional and established forms of assisted reproductive technologies, egg freezing and fertility testing are targeted at presumably healthy women and how women are incorporated into what has been referred to as the ‘fertility industrial complex’ (Campo-Engelstein et al., 2018) long before they know whether they will ‘need’ fertility treatment, or even before they have decided whether they want to become a mother. The expanded scope of medicalisation to include age-related fertility decline is highly congruent with a culture that constructs ageing of any kind as a defect or disease that can and should be monitored, slowed or ameliorated through biomedical intervention (Petersen, 2018). As such, the expectation placed on individuals to draw on new biotechnologies such as social egg freezing in the pursuit of parenthood is highly reflective of a social context which encourages social actors to engage with the mechanisms of the market in the construction of their biographical project as well as to transform themselves through the act of consumption.




2.2. Commercialisation and Exploitation

The fertility market is extensive and has been growing at a significant pace over the last four decades and offers those with the financial resources required the opportunity to transform their bodies and lives through the procurement of various fertility treatments and procedures to help achieve the goal of parenthood. The development and refinement of egg freezing technology is the latest reproductive tool to have been commercialised, and it is possible to identify multiple dimensions of this commercialisation. Social egg freezing has been commercialised firstly as a new reproductive practice of fertility extension and genetic conservation related to the management of anticipated infertility and fertility risk. However, the technology has also more generally become commercialised as a new tool in the practice of egg donation. These two dimensions of commercialisation and their potential effects are now examined in turn.

The notion of social egg freezing as a form of consumption is evident in the language used in its discussion, which is laden with market-based and economic references and metaphors (Romain, 2012). These metaphors and tools routinely present egg freezing as a form of ‘insurance’ and as an ‘investment’ and construct the female user as a ‘fertility banker’ who deposits her biogenetic resources with the possibility of returning to make a withdrawal at a later date (Carroll & Kroløkke, 2018, p. 993). The practice of social egg freezing sits within a wider ‘tissue economy’ wherein bodies and body parts such as organs, blood and reproductive cells have become reified and commercialised both as commodities for the self and as resources that can be ‘gifted’ to others (Waldby & Mitchell, 2006). Like other forms of autologous tissue banking, social egg freezing is inherently future oriented and sees the banking of reproductive biovalue which becomes more precious once it is frozen and stored than it would be left to age contained within the body. Thus, the egg freezing market is predicated on the banking of an object that declines in value prior to cryopreservation and which is not easily exchangeable in transactions due to its own unique and therefore priceless quality (Campo-Engelstein et al., 2018). The biocapital created via autologous egg banking for future use therefore emerges not from the reproductive material being used in the development of new therapies or treatments but in the way the eggs can be deployed in selling a vision of the future, in particular one where the possibility of genetic motherhood has remained intact (Petersen, 2018). As with many other technologies of assisted reproduction, the possibilities offered by social egg freezing remain tantalising for potential users due to the way it may enable access and participation in the social world of the family. However, it is perhaps this very quality of the technology which leaves women vulnerable to exploitation by the commercial profit-driven enterprise of the fertility industry.

The potentially commercially exploitative nature of social egg freezing has been critiqued by several authors who suggest that the technology may ultimately be selling women false hope for a future child (Harwood, 2015; Mohapatra, 2014). Deceptive marketing tactics and a lack of clarity and transparency about success rates have also been accused of making it difficult to distinguish hope from hype when it comes to the chance of a future live birth (Reis & Reis-Dennis, 2017). Indeed, Carroll and Kroløkke (2018) have suggested that egg freezing may be a technology of ‘cruel optimism’ which could result in significant disappointment for many of its users. Social egg freezing not only deals in discourses of hope by exploiting the desire for a genetically related child but also creates and capitalises on new anxieties related to anticipated infertility as well as socially produced expectations of responsible and active ageing (Brooks, 2017). These issues, and how women experience them, are explored in more detail in Chapter 4. Whilst the commercialisation of social egg freezing has no doubt had an impact on women who draw, and consider drawing, on the procedure in an attempt to extend their fertility, the increased viability of egg freezing is recognised more widely as one of the most significant recent developments in reproductive medicine which has far-reaching implications beyond the use of the technology as a form of fertility extension and genetic conservation. As such, the second way in which egg freezing technology has been commercialised is as a tool in the practice of egg donation.

Human eggs have long been commercially valuable due to their increasingly diverse use in reproductive services and research. The ability to freeze eggs and effectively take them out of time and space expand the scope and possible use of the material and thereby their clinical and commercial value (Waldby, 2015). Extracted egg cells are a highly prized commodity in the fertility market as they can not only be used to achieve pregnancies following reproductive donation but are essential to new developments in reproductive medicine, such as mitochondrial replacement therapy, and are crucial to several areas of stem cell research, including somatic cell nuclear transfer (Baylis & McLeod, 2007; Dickenson, 2013; Robertson, 2014). However, the value that human eggs hold within the fertility and medical research industry is in part due to their scarcity as a biological resource (Waldby, 2015). Numerous studies examining altruistic egg donation have identified a low willingness among egg donors to donate eggs for research purposes who instead prefer to donate to individuals for use in fertility treatment (Byrd, Sidebotham, & Lieberman, 2002; Murray & Golombok, 2000). However, it is possible that eggs originally collected and stored for fertility extension purposes may emerge over the next few years as a new source of donor eggs available to researchers and clinics for use in third-party reproduction as well as in research.

Unlike sperm, the procurement and storage of eggs are much more complex. IVF using donated fresh eggs requires the synchronisation of donor and recipient cycles allowing retrieval, fertilisation and embryo transfer to take place at the same time and place (Jackson, 2018). The development of egg freezing technology however has enabled the severing of this localised tie, which means that eggs can be retrieved from one individual, frozen and then transported in relative safety to a recipient who may be in an entirely different geographic location from the donor. These eggs may then be used in fertility treatment several days, weeks, months or even years after the initial retrieval took place. The development of viable frozen donor egg programmes has seen clinics in America and Spain, among other countries, import eggs from overseas as well as recruit egg donors not only from within their own borders but from other countries (First egg bank, n.d.; Heng, 2006). Indeed, research has shown that countries such as Spain routinely procure donor eggs from students and migrants from Eastern Europe (Bergmann, 2011). The development and refinement of egg freezing means that the transportation and storage of these eggs can be performed with greater ease, enabling in some cases for one yield of eggs from a single donor to be split amongst two or more recipients and thus increasing the revenue received from each donor (Robertson, 2014). As such, egg freezing technology is now playing a pivotal role in the thriving global bioeconomy of eggs (Waldby, 2019). However, the increasingly commercialised nature of egg donation engendered by practices of egg freezing has potentially significant implications for donors as the process of egg donation is not risk free. In countries such as the United States the selling or donation of eggs for use in third-party reproduction tends to privilege egg sellers with a ‘desirable’ phenotype which sees them disproportionately drawn from college-educated and middle-class groups who are often highly remunerated for their reproductive material (Johnston, 2006). By contrast, the procurement and use of eggs in stem cell research or in the process of mitochondrial donation most often only require eggs which will be enucleated. These eggs can therefore be drawn from a wider pool of egg donors or sellers regardless of their specific phenotype. Most often, however, these eggs will be procured at a cheaper rate from more marginalised, less economically stable egg sellers than those whose eggs go on to be used for reproductive donation (Dickenson, 2004, 2013). Thus, by enabling the storage and transport of eggs with greater frequency and ease, developments in egg freezing may have a significant effect on donation practices and may further expand the potential exploitation of egg sellers in other countries who, unlike those in the United Kingdom, do respond to payment incentives to sell their oocytes for research purposes (Bergmann, 2011). A further, but very different, way in which egg freezing technology has led corporate or private interests to intersect with the reproductive lives of women is via the offer of CSEF.




2.3. Company-sponsored Egg Freezing

Like many other forms of assisted reproductive technology social egg freezing is an expensive procedure costing in excess of £4,000 in the United Kingdom for cycle of stimulation and retrieval, with additional storage fees of as much as £350 per year. This cost is particularly significant if women need to undergo multiple cycles to retrieve a sufficient number of eggs for storage. As the cost of egg freezing can be so high, the technology is only accessible to a small number of women who not only have the economic resources required to afford the upfront costs of the procedure and the ongoing storage fees but are also able to afford further IVF treatment should they need to use their eggs in fertility treatment in the future (Cattapan, Hammond, Haw, & Tarasoff, 2014). It was, in part, this exclusionary price tag which led Silicon Valley employers, Facebook and Apple, to announce in 2014 that they would be adding funding for social egg freezing to their employee benefit package. This new ‘work perk’ would allow eligible staff and their partners or spouses to be reimbursed by up to US$20,000 for costs accrued during egg freezing as well as subsequent IVF treatment. Since their initial announcement, many other employers, including JP Morgan, Microsoft, Google, Intel, Uber and Netflix, have followed suit in adding the technology to the list of ‘perks’ that are available to their employees. Whilst the provision of employer-funded egg freezing was received positively by some quarters of the media, it is important to consider the potential implications of such an offer and the effect that CSEF may have on users, as well as on potential users of the technology both within and also beyond the Silicon Valley.

The offer of CSEF emerged in the context of a significant gender imbalance in the demographic of many Silicon Valley employees. Sixty-five to seventy per cent of the global workforce of Facebook, Apple, Twitter and Google are believed to be male, with women and people from ethnic minority backgrounds significantly underrepresented in these large companies (Datta, 2017; Grant, 2016). The gender imbalance identified in these organisations has been attributed, amongst other issues, to the male-oriented workplace environment which can be unfriendly to female employees, particularly those wishing to combine career and family plans (Geisser, 2018; Mertes, 2015). As such, the offer of CSEF is consistent with attempts by such corporations to further diversify their workforce as well as close their gender pay gap (Geisser, 2018). The architect of the Facebook egg freezing ‘perk’, Sheryl Sandberg described how the decision to include egg freezing in their benefit package was made not only to support the family building interests of women undergoing treatment for cancer but also to help attract talented staff members and to improve employee loyalty and retention (Datta, 2017; Grant, 2016; Mertes, 2015). Employee loyalty and staff retention are significant issues in Silicon Valley, which has a highly mobile talent base of professionals who routinely receive job opportunities from other employers (Harris & Alter, 2014). As such, a so-called perks arms race has erupted amongst many e-commerce, technology, finance and legal firms to recruit and maintain valuable staff members (Liu, 2017).

The benefits of egg freezing have been commonly couched in much discussion as providing women greater reproductive choice over the timing of motherhood as well as enabling them more time to find a partner, become established in their career and accrue a degree of financial stability prior to pursuing parenthood (Goold & Savulescu, 2009). However, fertility clinics have been accused of misrepresenting the costs and benefits of the technology and have been criticised for offering an expensive procedure which in some instances has a very low level of success (Reis & Reis-Dennis, 2017). As Mertes (2015) has previously noted, one of the potential benefits of CSEF may therefore be that women who access the technology via their employer will not risk financial exploitation as they will not be paying for the procedure themselves. Equally she notes that by being able to access the procedure essentially free of charge, women who are considering freezing their eggs may make use of the technology at an earlier age when the chance of a future live birth may be higher. By drawing on the technology when they are younger women may also require fewer cycles of the procedure to bank a sufficient number of high-quality eggs for potential future use. Whilst the likelihood of achieving a live birth with frozen eggs may not be significantly high at any age, Mertes notes how the procedure may provide women an additional chance at genetic motherhood and therefore could be valuable to many women who would have delayed motherhood regardless of whether the CSEF was available to them or not.

Since egg freezing has only relatively recently been included as an employee benefit little is known about women’s perception of such a ‘work perk’ and how, if at all, it has shaped their intentions towards the technology. Similarly, the consequences of offering social egg freezing as a benefit remain yet unseen. However, the move by employers such as the Department of Defence, Yahoo and Facebook to offer CSEF has prompted significant debate and discussion amongst social commentators as well as academic feminists, bioethicists, social scientists and legal scholars alike (Baldwin, 2014; Baylis, 2015; Bricknell, 2016; Geisser, 2018; Mertes, 2015; Moore, 2017). These authors and others raise several concerns about the message that CSEF conveys about the possibility of combining a family with a career and identify further potentially negative implications of such perks on the progression and well-being of women in the workplace.

The male-dominated tech industry has been repeatedly accused of gender discrimination, sexual harassment, pay disparities, racial bias and ageism (Fowler, 2017; Huddleston, 2015; Levin, 2017). As such, the offer of CSEF has been received with much scepticism by many authors, who have accused employers offering the technology of providing only a piecemeal and even lazy response to the persistent inequalities in the workplace which instead require more thoughtful and concerted policy and cultural change (Geisser, 2018). Indeed, as François Baylis has argued, CSEF may not only be counterproductive in securing better workplace environments for women but could be considered ‘offensive’ and ‘disempowering’ due to the way it entrenches the otherwise subtle message that motherhood is incompatible with a career and that women who have children are not concerned with career advancement (2015, p. 65). Bricknell (2016) and Grant (2016) have similarly suggested that CSEF merely perpetuates a culture where a successful career and motherhood are deemed to be mutually exclusive and argue that the offer of such a ‘perk’ actually misrepresents employer discrimination as a fertility ‘choice’. A further significant concern I raised when Facebook and Apple first announced their intentions with regard to the technology was that the availability of egg freezing, and its normalisation as a method of fertility management, could lead employers to expect women to engage with technology and, by extension, doubt the work ethic and career commitment of those who resisted its use (Baldwin, 2014; Mohapatra, 2014). Several other authors have similarly noted how women may feel implicit pressure to draw on the technology or face the hazard of being considered a maternity risk by their employer and may feel under further pressure to delay motherhood potentially past the time they would ideally choose (Baylis, 2015; Harwood, 2015; Mertes, 2015). These authors note how such an adverse outcome for women would be in part dependent upon whether employers knew who had, and who hadn’t, drawn on the technology. However, as Geisser (2018) has noted, even if employers were unaware of these details, users of egg freezing could nevertheless feel indebted to their employer in a highly personal way. Further complex issues also arise when considering, for example, what would happen to a woman’s frozen eggs if she left the company. Would she be required to pay back the cost of egg freezing in a similar fashion to when an employer pays for the acquisition of a higher degree? What if the woman’s contract was terminated? Furthermore, could the use of egg freezing come subject to terms and conditions detailing how long the user may need to wait to access their eggs, or a minimum term of employment the user needs to complete prior to having children? As Bricknell (2016) has previously articulated, an employer could argue that after paying for an expensive procedure it is not unjustifiable to require the employee to commit to working for the company for a certain period of time prior to having children to ensure the investment would be recouped. Such a circumstance whether explicit in the terms or conditions of access, or implicit as a tacit expectation of use, CSEF has the potential to be significant in constraining and not enhancing women’s reproductive choices.

As Mohapatra (2014) has previously observed, if professional workplaces were more hospitable to working parents and supported women to have children at an earlier age, then it is unlikely that CSEF would hold such an appeal. Indeed, CSEF has been accused of being a short-term ‘band-aid’ or sticky-plaster which does little to challenge or disrupt the norms of male-oriented workplaces, but which may in fact further entrench their dogma (Geisser, 2018). Furthermore, by co-opting a rhetoric of reproductive choice through egg freezing the male-oriented workplace may not only be reinforced but more difficult conversations about workplace restructuring may be quietened (Datta, 2017). Thus, the deployment of egg freezing to address gendered inequalities in the workplace may be highly problematic if CSEF is implemented at the expense of, or not alongside, other more family friendly policies which support having children as well as delaying childbirth (Mertes, 2015).Whilst being one of the first companies to provide funding for social egg freezing, Facebook is known to offer a generous shared parental leave package which includes four months of paid leave, designated breastfeeding rooms, as well as US $4,000 towards the cost of providing for the child. The company also provides paid leave to assist in the care of ageing or unwell family members, a role which disproportionally falls on women rather than men (Papastavrou, Kalokerinou, Papacostas, Tsangari, & Sourtzi, 2007). If egg freezing is not accompanied by such policies but is delivered at their expense, then a clear message is conveyed to staff members that their employers prefer them to delay childbearing or even remain childless (Mertes, 2015). Such an environment is clearly alienating to women who wish to combine career building and success with motherhood.

As Heidi Mertes (2015) has argued, for CSEF to be a truly empowering and liberating experience women need to be fully cognisant of the benefits and risks of the procedure with a clear sense of how likely the technology may be in enabling them to become a mother in the future. She further notes that potential users should feel under no pressure to take up the offer of CSEF and that their use, or non-use, of the technology should have no influence on their career opportunities. Finally, she states how funding for social egg freezing should have no negative effect on other family friendly policies which should in fact accompany any offer of the technology. In such a situation, Mertes argues that CSEF may serve the interests of the small number of women for whom egg freezing is their best available option for achieving their parenting desires. However, she, like many others, remains sceptical about the feasibility of such requirements and instead suggests that all ‘sincerely feminist companies’ (2015, p. 1209) should not include egg freezing in their benefit packages. Instead she and other authors argued that companies should invest in enabling women (and men) to balance professional and parental obligations through family friendly policies and initiatives. This could include shared parental leave, flexible working hours, homeworking, on site or subsidised childcare, part-time working and job shares, as well as allowing parents to undertake a compressed working week (Datta, 2017; Geisser, 2018; Mertes, 2015). These policies and initiatives would have far more reaching benefits for a greater number of individuals than social egg freezing and would contribute to a significant step change by restructuring the male-oriented workplace into a space where those with caring responsibilities of all kinds could best thrive.




2.4. Extending Fertility and Enhancing Reproductive Choice

In recent years social egg freezing has been the focus of growing academic enquiry and exploration and the technology has captured public imagination and initiated widespread debate in a way perhaps not seen since the initial development of IVF in the 1970s. Part of this enthusiasm and interest in the procedure no doubt stems from how the technology has the potential to further expand (some) women’s reproductive options, enabling greater reproductive choice about the timing and practice of parenthood. Indeed, since taking centre stage in the social zeitgeist, the technology has been heralded as marking the start of a new ‘reproductive revolution’ (Inhorn, 2017) and has been referred to as the twenty-first-century equivalent of the contraceptive pill which could be women’s ‘emancipation set in stone’ (Homberg et al., 2009, p. 1319). Whilst such proclamations may be somewhat hyperbolic, they nevertheless reflect the optimistic expectation that the technology may expand the reproductive options of its users in diverse and hopeful ways by extending the period of time in which women have to pursue biogenetic motherhood. This chapter will now conclude by considering not only how social egg freezing may enhance the reproductive choices available to its users but also whose reproductive choices are being overlooked and marginalised by this technology.

As Dondorp and De Wert have previously noted, women are often ‘caught between many demands calling for simultaneous realisation in a short period of their lives’ (2009, p. 1781). This may include the completion of education, the pursuit of higher degrees, the establishing of a career and the development of an intimate relationship in which they may wish to pursue childbearing. However, unlike men who are able to go on producing children with relative ease as late as their 70s, women’s reproductive capacities begin to falter as soon as their late 30s. As such, the development and possibilities offered by social egg freezing may be of significant value to women as it may allow them more time to become ready for motherhood (Goold & Savulescu, 2009; Harwood, 2015; Rybak & Lieman, 2009). Similarly, it has been noted that by being able to more safely delay attempts to conceive women may be able to take their time in choosing the right partner and father for their child and, as Petropanagos (2010) has observed, this may help them avoid rushing into relationships with the wrong partner, such as those who may be emotionally or physically abusive.

Unlike most other assisted reproductive technologies, egg freezing extends the amount of time women have to attempt motherhood using their own genetic material by conserving their reproductive potential which can then be deployed at a time of their choosing. The possibility of keeping open such a reproductive choice is significant given the way that genetic motherhood continues to be prioritised and held above all other forms of kinship relations (Carroll & Kroløkke, 2018; Mertes & Pennings, 2011). As well as conserving a genetic relationship between mother and child, the technology also maintains the possibility that women may able to pursue parenthood with a chosen partner who will also importantly share a genetic relationship with the child. In doing so the technology provides some women with an additional reproductive option prior to pursuing single motherhood via sperm donation and enables them to maintain the possibility of pursuing the particular construction of motherhood which they most desire.

As well as avoiding or at the very least delaying the use of donor sperm, egg freezing also allows women the possibility of effectively becoming their own egg donor, thereby side-stepping the need to use eggs donated by another woman in future IVF treatment. Whilst the use of donor eggs has been shown to increase the success rate of IVF in older women (Navot et al., 1994), and despite the widespread acceptability and ethical sanction of their use, many women may feel uneasy about relying on the reproductive labour of a third party not just because the use of donor eggs severs the genetic relationship between mother and child but also due to concerns about the physical and psychological welfare of the donor (Rybak & Lieman, 2009). The use of donor eggs in reproduction also adds a further layer of complexity with regard to informing the child of their genetic origin which has the potential to cause emotional distress and confusion as they age (Allan, 2012). As such, the use of autologous self-donation enabled by egg freezing circumvents these concerns and problems by preserving the possibility of genetic motherhood even as women age.

As early as 2000, Gosden, Tan, and Oktay (2000) identified how social egg freezing could provide additional reproductive options to women who they described as ‘late starters’ (2000, p. 1057) and who were, for whatever reason, not yet ready or able to pursue motherhood but were nevertheless advancing towards the end of their fertile years. Indeed, social egg freezing has since been identified by many authors as offering some women the possibility of postponing motherhood whilst focusing on other pursuits such as the completion of higher education and acquisition of professional qualifications or by providing more time to secure and progress in their careers (Goold & Savulescu, 2009; Harwood, 2015). In doing so the technology has the potential to alleviate some of the stresses, guilt and anxieties experienced by women when having to choose between higher education and career development versus starting a family (Petropanagos, 2010). There are also obvious benefits inherent in allowing women more time to become financially, emotionally and psychologically ready for motherhood, and such benefits will most likely be shared by their offspring. However, whilst social egg freezing has the potential to expand and enhance the reproductive choices available to some women, as Mertes and Pennings (2011) have previously argued, egg freezing may only deliver on these possibilities for some of its users. As such, they suggest that for social egg freezing to be ‘for better and not for worse’ (2011, p. 824), the technology needs to be drawn upon by women before their fertility significantly declines, such as in their early 30s.

Whilst egg freezing may expand the reproductive options of some of its users, it is important to consider and recognise whose reproductive and mothering horizons are being broadened by this technology as well as whose are being left on the sideline. Egg freezing has previously been described as having the potential to ‘level the playing field’ between women and men, allowing women ‘time unlimited control’ over their fertility and enabling reproductive parity with potential male partners (Dondorp & De Wert, 2009; Rybak & Lieman, 2009). Indeed, as Jackson (2018) has previously identified, the technology has the potential to make the lives of affluent, well-educated women more like those of affluent well-educated men. However, the high cost of the procedure means that the technology remains out of reach even for some middle-class groups, with women from poorer communities excluded from accessing the technology all together (Inhorn, 2017). Even if CSEF is considered a social good due to the way it enables greater access to the technology, it is nevertheless important to note that that this ‘benefit’ is unlikely to ever be extended to women in insecure employment or in low-wage, low-status jobs (Jackson, 2018). Instead many authors suggest that employer coverage and widespread use of the technology would be likely to further re-entrench and aggravate racial and class inequalities, exacerbating the chasm between highly educated and privileged groups and those with less economic and social power (Carbone & Cahn, 2012; Geisser, 2018; Inhorn, 2017). Thus, whilst egg freezing technology grants some of its user’s greater reproductive choice and control, it is important to remember that it remains beyond the reach of most women and, as explored above, even further serves to commoditise the bodies of the most marginalised (Carroll & Kroløkke, 2018).

Whilst social egg freezing may enhance the reproductive choices and opportunities of the small number of women who actually draw on the technology, the offer of the procedure and its technological availability can be seen to affect women in much larger numbers. This is because women with ‘anticipated infertility’ are not only provided additional reproductive choices and options through the availability of social egg freezing but are also confronted with new responsibilities to consider the technology in the management of their fertility. Indeed, whilst the option of additional reproductive choices may seem self-evidently desirable, there are often costs associated with having such additional choices. These costs may include greater pressure to consider and engage with these technologies in the pursuit of parenthood as well as a fear of future regret and recrimination for failing, or being unable, to take advantage of them. Indeed, as Jackson has asked, ‘if a woman’s future infertility becomes something over which she could exercise some control, does it also thereby become her responsibility?’ (2018, p. 8549). This dual issue of responsibility and fear of regret are unpacked and explored in more detail in the context of participant accounts in Chapter 5 of this book. Thus, whilst social egg freezing may offer some women a chance to wield greater control over the timing and circumstances in which they pursue motherhood, it is nevertheless important to recognise how the offer of the technology is predicated on a highly individualistic orientation towards reproductive timing which obscures how multiple systems of power and inequality constrain the choice-making abilities of many women. Furthermore, it is important to note how the mere presence of additional reproduction options does not necessarily translate into greater empowerment and control since these new opportunities may also create new social pressures and obligations to act in a particular way (Harwood, 2015).

This chapter has explored several key debates related to the practice and experience of egg freezing and has identified themes of medicalisation, commercialisation, risk, reproductive control and reproductive choice which permeate throughout this text. The next chapter of this book turns to explore the complex issue of reproductive timing and examines how decisions about the timing of parenthood are highly interconnected and contingent on many different factors often beyond the control of women as individuals.




Notes

1. Ovarian reserve tests are sold by some private clinics as a part of ‘fertility assessments’, ‘fertility check-ups’ or ‘fertility MOTs’ costing around £200–£300. An ovarian reserve test seeks to assess the quantity of a woman’s remaining egg supply in an attempt to predict reproductive potential. Ovarian reserve assessments are undertaken through blood tests to measure the presence and amount of follicle-stimulating hormone (FSH) and anti-Müllerian hormone (AMH). An antral follicle count can also be undertaken using transvaginal ultrasonography to identify the number of visible ovarian follicles.




Chapter 3

Timing Motherhood

As was explored in some detail in Chapter 1 of this book, recent decades have seen significant changes in the fertility patterns and behaviour of men and women in the United Kingdom as well as much of the Western world (Kreyenfeld, 2010; Ní Bhrolcháin & Toulemon, 2005). This shift towards delayed childbearing has been attributed to a variety of factors such as women’s greater participation in higher education and in the labour force (Daly, 2011; Penfold & Foxton, 2015); a change in gender roles brought about by the increased reliability of methods of contraception (Tough et al., 2002); the normalisation of multiple partnerships prior to marriage and the more frequent breakdown of marriages and relationships (Beaujouan & Ní Bhrolcháin, 2011; Mills et al., 2011); as well as economic uncertainty and market instability (Adsera, 2011; Chabé-Ferret & Gobbi, 2018; Del Bono, Weber, & Winter-Ebmer, 2011). Such social changes and conditions not only have seen greater numbers of women pursue motherhood later in life but have also seen an increasing number of women and couples reach the end of their childbearing years without having children1 (ONS, 2018). A key focus of UK health policy in recent decades has been on reducing the number of conceptions and births to teenagers, which now rests at the lowest levels since records began (Arai, 2009; McDermott & Graham, 2005). However, what has since emerged as a new ‘social problem’ are the growing numbers of women both in the United Kingdom and across many parts of the Western world who are beginning their childbearing at later ages and who, in some cases, are unable to complete their desired family size as a result (Habbema et al., 2015).

Drawing critically on concepts and tools from lifecourse theory and wider social scientific research, as well as on the findings of interviews with users of social egg freezing, this chapter explores the complex issue of reproductive timing. Specifically, this chapter examines how the ‘right time’ for motherhood is commonly constructed and discussed in academic as well as lay and media discourse and explores women’s attitudes towards and experiences of reproductive timing and the difficulties they encountered in planning for motherhood. This chapter also critically explores key concepts of delayed and older motherhood and problematises the way in which women are often presented as ‘choosing’ to delay pregnancy.


3.1. The Right Time for Motherhood

Reproductive timing and women’s entry into motherhood have been the subject of much research and discussion by demographers and social scientists alike (Earle & Letherby, 2007; Meyers, 2001; Perrier, 2013; Sevón, 2005; Smajdor, 2009; Woollett & Boyle, 2000), many of whom have drawn on lifecourse theory and concepts such as age norms, the timing of lives and lifecourse transitions as part of this discussion (Daly, 2011; Henwood, Shirani, & nee Procter, 2011; McQuillan, Greil, Shreffler, & Bedrous, 2015). The concept of a normative lifecourse and the anticipation of particular lifecourse milestones, transitions and events are thus central to any discussion of reproductive delay and women’s use of egg freezing technology.

Whilst it has been argued by some that the modern lifecourse has become increasingly differentiated and non-standardised (Macmillan, 2005; Neale & Flowerdew, 2003) with greater emphasis on individual choice (Beck-Gernsheim & Beck, 1995), research indicates that individuals continue to frame their lives, and associated lifecourse transitions, not solely as the outcome of individual agency but as the result of assumed lifecourse expectations which reflect traditional and expected norms of behaviour (Webb & Daniluk, 1999). The transition to parenthood is one such life event which is still anticipated by most men and women (Daly, 2011; Henwood et al., 2011; Lampic et al., 2006; Loftus & Andriot, 2012) and is an example of one of a significant number of commonalities which can be observed across the lifecourse of different individuals (Exley & Letherby, 2001). Other transitional events may include leaving home, entering into a long-term committed co-resident relationship or getting married. Like becoming a parent, these transitions are often expected to take place in a particular sequence or at certain times or ages within the lifecourse (Hagestad & Neugarten, 1985; Neugarten, 1973; Settersten Jr, 2003). These ‘age norms’ are often contingent on and shaped by shared social values and mediated by factors such as socio-economic status, level of education, and religious or cultural beliefs. As a result, these norms and the timing of certain transitions may vary between different social groups. The timing of these transitions, as Settersten and Hägestad (1996) have previously argued, is also shaped by social clocks which operate as ‘prods and brakes’ on certain behaviours which are often perceived, as well as experienced, as proscriptions for or against taking on certain roles at particular stages in the lifecourse (1996, p. 179). As such, it is possible for certain life events, such as the transition to parenthood, to be described or experienced by social actors as occurring either ‘on time’ or ‘off time’, be it ‘early’ or ‘late’.

Research conducted by Daly (2011), which examined the perception of the ‘right time’ for motherhood amongst 32 middle-class women, found that women’s feelings about being unmarried or non-mothers were mediated by the relational and reproductive behaviour of those around them. Thus, whilst open for renegotiation and individualisation, Daly noted how consensual perceptions about the ideal timing of lifecourse milestones such as marriage and parenthood continue to endure. However, Daly also crucially noted that when describing the ‘right time’ for motherhood, her participants did not refer to a particular age or age bracket but instead framed the right time as occurring when one ‘felt ready’ to take on the role of mother (2011, p. 270). Thus, whilst retaining some significance, norms in relation to the timing of parenthood have become untethered from specific ages or times in the lifecourse and instead, in part facilitated by developments in assisted reproductive technologies, have become linked to subjective perceptions of ‘being ready’ for parenthood (Daly & Bewley, 2013).

Other studies examining reproductive intentions have also reported how men and women commonly frame their ‘readiness’ for childbearing in terms of how prepared they perceive themselves to be to take on the role of a parent (Bergnéhr, 2007, 2009; Birch Petersen et al., 2016; Lampic et al., 2006; Sol Olafsdottir, Wikland, & Möller, 2011). Perceptions of such preparedness are often linked to whether individuals feel they have accumulated specific ‘preconditions’ for parenthood. These preconditions include material, cultural and relational resources which are seen as key to ensuring that both parents’ and future children’s needs can be met. Research examining reproductive timing has identified how factors such as having completed tertiary education or being employed in a stable job with secure income and thus being in a financially secure position to afford parenthood are seen as key preconditions for parenthood (Marsiglio, Amato, Day, & Lamb, 2000; Tough, Benzies, Fraser-Lee, & Newburn-Cook, 2007; Wiebe, Chalmers, & Yager, 2012). Other significant factors identified include being entitled to the full scope of parental leave and sharing or owning a home suitable for childrearing (Bergnéhr, 2007, 2009; Birch Petersen et al., 2015; Lampic et al., 2006; Sol Olafsdottir et al., 2011).

Similar to findings from Daly (2011), many of the women I interviewed had assumed that they would have already become a mother by their current stage in the lifecourse. They also believed that the ‘right time’ for motherhood was not linked to a particular age but instead associated it with feeling ‘ready’ to have a child. Thus, the ‘right time’ for motherhood was not linked to notions of chronological age but was linked to many situational, social or personal factors which shaped their perception of their ‘readiness’ to parent. This included factors such as whether they had completed higher education, had attained a degree of stability through job and financial security, and whether they become emotionally prepared to commit to the role of parent. As Catrine described:

I have done a lot with my life. I have lived in a lot of places, most places in the world. I have travelled, studied, I have had interesting jobs, I have had a very full social life as well. I know I am at a point where I am ready to take it to the next level and I think, from what I hear, kids seem very rewarding but very tiring. But I am at a place where I am stable with personal finances and career is good and stable for now, so everything seems to be in order.

– Catrine (34 years)

Like Catrine, many of the participants in this research identified the achievement of financial security as important when considering motherhood and believed that this was best secured through the acquisition of qualifications and by establishing themselves within their chosen career prior to parenting. It was also often suggested that by preparing for motherhood in such a way they were best able to provide their child a secure and stable home.

I always knew that I never wanted to be in a position where I knew I would have to rely solely on a man for financial security and so, being career driven in that I always wanted to finish my education, I finished law school when I was 31 […] I knew I wanted my education out of the way before I ever even considered getting married or having children.– Rae (39 years)

In addition to preparing for motherhood through the acquisition of material and cultural resources such as a university degree and a stable income, many of the participants also identified how it was important to enjoy a period of life as a child-free adult before pursuing parenthood. This included engaging in international travel and other fulfilling life experiences that they believed motherhood may otherwise inhibit.

I was just so busy doing other things just having a great time, I wasn’t ready for it [motherhood]. I wanted to live more, become more sure of my partner and experience other things […] I am not saying when you have children your life is over, but when you have children your life changes a lot and I wanted to get that out of my system first.

– Catrine (34 years)

For me personally, I was ready [to become a mother] at 35 because I had travelled to most of the placed I had wanted to go, I felt like I had experienced enough about life to have a kid. And even if I stayed home with a kid and had to work my ass of at some mundane job just to raise a kid I wouldn’t have felt that I would be missing out. I think you need to get to a place where you are not going to resent the kid and some women have not done that […] whereas I wanted to see the world, I wanted to do everything, I didn’t want to have a kid and sort of think oh I am chained to this thing.

– Shu (39 years)

The importance of accruing life experiences such as travel, relationship building and personal growth prior to childbearing evident in the participants’ accounts reflects cultural notions of individuals’, but most notably women’s, lives changing irreparably following the transition to parenthood (Sevón, 2012). This common assumption, indeed social expectation, that before pursuing parenthood individuals should engage in a period of self-fulfilment and exploration has previously been explored by Bergnéhr (2007, 2009). Bergnehr has noted how such a period of little responsibility prior to parenthood is perceived as important not just to enable time for self-development but also to prevent resentment and regret about missed experiences after taking on the role of parent. Nevertheless, the desire to engage in particular pursuits prior to parenting, particularly those related to professional employment and home ownership, reflects a highly individualised approach to the lifecourse. However, these desires and values are also significantly mediated by socio-economic and educational status. For the participants, motherhood at the wrong time, particularly too early, was seen as something which would have disrupted or curtailed the opportunities, experiences and freedoms they had experienced as young middle-class, and in some cases privileged, adults. By contrast, early motherhood for women from less economically and educationally empowered groups can be understood as a rational and positive decision (Sharpe, 2015). This is because, as Edin and Kefalas (2011) have previously observed, earlier childbearing is highly selective of girls whose family background, mental health status and school performance have already diminished their opportunities for middle-class ideals such as home ownership and professional employment to such an extent that an earlier transition to motherhood does little to further reduce their opportunities. Furthermore, for some such women the expectations of higher education, professional employment and international travel that remain so implicit to middle-class young women are little more than ‘pipe dreams’, whereas motherhood can offer a more tangible source of meaning and personal satisfaction (2011, p. 205).

Prior to embarking on parenting, it was important for the participants to accumulate specific material, cultural and relational resources, and the absence of one or more of these resources was sometimes seen to indicate that it was not yet the right time to pursue motherhood. However, preconditions such as home ownership, a secure job and economic stability can be increasingly difficult, as well as time consuming, to obtain in contemporary Britain. Recent decades have seen a decline in the ‘job for life’ model alongside a growth in precarious careers in a knowledge economy which increasingly requires individuals to spend longer periods of time in education prior to securing professional employment (Berrington, Stone, & Falkingham, 2009; Brown & Baker, 2012; Mills et al., 2011). Furthermore, recent years have also witnessed a growing gap between capital costs and incomes, and the possibility of home ownership now requires a dual-earning household to build large-enough deposits which are often unachievable until a person’s mid-30s, if at all (Berrington et al., 2009; Daly & Bewley, 2013; Mills et al., 2011; Waldby, 2015). As a result, the social expectation that women should first invest in education, career building and financial stability prior to childbearing is significant especially given that the pursuit of such resources may span several decades of a woman’s life and may therefore only be achieved after her fertility has begun to decline. Consequently, when it comes to planning for motherhood, for some women a clear asynchrony can be identified between the right biological time for motherhood, which might be in a woman’s 20s, and the right psycho-social time, which might be in her third or even fourth decade of life (Daly & Bewley, 2013; Perrier, 2013; Sevón, 2005).

Whilst many of the participants in this research identified the completion of education, attainment of stable careers and incomes and the acquisition of their own home as important to achieve prior to motherhood, this research found that they prioritised the establishment of a committed relationship with a male partner who was equally as invested in parenthood as themselves above all other preconditions. However, whilst the women had achieved some success and security in their professional lives and were often financially stable, had travelled and become emotionally ready to commit to motherhood, what they reported as ‘absent’ from their lives was a suitable partner with whom they could pursue parenthood. The importance of pursuing parenthood with a partner was reflected across all the participant accounts and the notion of the ‘right’ partner was particularly significant and appeared integral to the performing of parenthood in the way the women had envisaged or had hoped, which was as part of a traditional, two-parent family. As Lindie and Hayley articulated:

For me it’s not about children, it’s about having a family. It’s about, what does children mean? It’s the result of love, not the result of a sexual act, and for me it was very important to choose the right partner […] You can go and have sex with anyone tomorrow, but for me it was being able to take my time to choose the right person rather than, just find somebody to have sex with and have a child.

– Lindie (34 years)

I believe in having, if at all possible, in having a nuclear family and having two parents, even if you are not married just having two parents in a stable loving household to bring them [children] up in.

– Hayley (38 years)

Thus, for many participants, the right time to become a mother was when they had achieved the preconditions as described above, but most importantly when they were part of a strong, permanent heterosexual relationship with a male partner who was also ‘ready’ and eager to pursue parenthood. The significance of being in a stable relationship with the right partner prior to childbearing has been identified in previous research as the most important precondition men and women consider when planning for parenthood (Benzies et al., 2006; Bergnéhr, 2007, 2009; Eriksson, Larsson, & Tydén, 2012; Sol Olafsdottir et al., 2011; Tough et al., 2007; Tydén et al., 2006; Wiebe et al., 2012). Furthermore, research has also indicated that the belief that their partner would be a good parent, and was equally committed to childrearing, is also an important factor when considering having children (Benzies et al., 2006; Bergnéhr, 2007, 2009; Eriksson et al., 2012; Hammarberg et al., 2017; Sol Olafsdottir et al., 2011; Tough et al., 2007; Tydén et al., 2006; Wiebe et al., 2012). However, despite the shared desires of the participants to pursue motherhood as part of a secure, committed relationship, at the time of freezing their eggs as well as at the time of the interview, the majority of the participants had not found such a partnership. This led some of the women to suggest that they had come ‘off course’ from their lifecourse expectations and were now living a ‘life unexpected’.


3.1.1. Living a ‘Life Unexpected’

All the women in this research wanted to be part of a secure and committed relationship with a male partner, and many had assumed that by their current stage in the lifecourse they would have found such a partner, married and begun to have children. However, despite often being in long-term relationships in the past, the participants reported difficulties forming a lasting partnership leading to motherhood. For many of the women, their lack of a committed partner and difficulties finding such a relationship was a source of significant sadness and distress. As Charlotte and Leona described:

I always lived a really moral life. I’ve been, you know, [voice quivers] to me I think I’m a catch you know, low baggage, a lot of good things going for me, good family values and that stuff […].You know the feeling when you yearn for love, and you go through that, that feeling you know, and it’s hard, and this is a really hard age for me to feel like that.

– Charlotte (42 years)

I’ve found not being in a relationship really difficult to adjust to. […] just for years and years I got really frustrated […] I was boring my friends, wanting to have the ‘why isn’t this happening’ conversation all the time […] I just couldn’t understand why it was happening for everybody else and not me.

– Leona (39 years)

The distress caused by the participants’ lack of such a relationship was often because the expectation of meeting a partner and having the opportunity to pursue motherhood had formed a central part of their anticipated lifecourse. As Rachel and Kanta explained:

You just assume that, you know, you get married, have babies and that’s the end of it. But you don’t really think about how it actually works and what may be the potential barriers to that happening.

– Rachel (34 years)

I just assumed when growing up that I would easily find somebody who wanted to marry me, and we would have as many children as we wanted, and you know that was just the complete assumption I made. So, it was a real shock and a real adjustment which took years of adjusting.

– Kanta (41 years)

Yet, for many of the participants these firmly held expectations did not reflect the path their own lives had taken, and instead the participants found themselves ‘off course’ from their own anticipated trajectory. As Aleen described:

I had my ideal person, my ideal job, the age I was going to be having a baby I had it worked out but none of it had actually come to fruition.

– Aleen (35 years)

The suggestion that participants’ lives had not ‘worked out’ the way they had planned was a common theme in the women’s accounts, with many of them remarking that they never expected to be without a partner at their current stage in life.

I think in my 20s I was really excited for what was coming but unfortunately it didn’t happen […] I never even thought about this issue at 25, I thought life would work out.

– Charlotte (42 years)

This led several of the participants, such as Leona and Johanna, to express confusion about how they came to occupy such a position and question how they had ‘come off course’ with regard to the path they had expected their lives to take.

You start wondering why you are in this position, how this happened. Because, I don’t consider myself to be the person who is at the bottom of the tree […] I am attractive, fit, fairly intelligent person, cultured person. How is it possible I don’t have a partner? How has that happened?

– Johanna (42 years)

As well as the anticipation of forming a stable and secure partnership, several participants also expressed how becoming a mother had been both an implicit expectation they held for themselves and also an expectation that others expected them to live up to. This led a small number of the participants to suggest that their non-adherence to these normative expectations led to stigma and social pressure as well as the sense of being ‘behind’ compared to their peers – many of whom had met a partner, married and had children.

With a lot of my older friends I have found it difficult to remain friends with them as they have gone on to have children, and so like I say I am not being ostracised but I guess I am distancing myself from people who have [had children], because firstly it’s too painful and secondly it reinforces that feeling of you are not normal because everyone else is having kids and you can’t be part of that.

– Kanta (41 years)

The time that I was freezing my eggs the norm in my friendship group was to at least have started having children, if not finished by then!– Olivia (37 years)

The pressure to achieve the ‘ideals’ of marriage and motherhood was felt more acutely by Kanta and Preeti whose religious and family backgrounds meant their non-adherence to such normative lifecourse expectations was highly visible and contrary to the expectations of their extended family and communities. They explained:

I am from an Indian background and the traditional thing to do is to get married when you are younger […] there is a biological and a social imperative as well where you feel like you haven’t done the normal thing if you don’t have kids.

– Kanta (41 years)

I think there is a stigma attached to it isn’t there? Especially in the Asian background, it’s like ‘well your daughter is not married why is that?’ kind of thing. Even though I am not the only one, but there is that stigma attached to that.

– Preeti (37 years)

Despite often being aware and proud of their own achievements in work and other aspects of their personal lives, the participants’ lack of a partner led several to express how they felt like a ‘failure’. As Aleen and Olivia explained:

I feel a lot like I am a failure, but I am not because I have a really good job. I have got lots of friends. I have kind of travelled the world. But on another level, I am, like I don’t have a partner, I don’t have children, so you are a failure.

– Aleen (35 years)

You feel guilty anyway, or that you have failed anyway, because you haven’t met your life partner and had children. Even if it’s not explicit, and my family never made me feel like ‘what are you messing about at?’; you know you’re not settling down like your friends, but masses of unspoken social pressure all the time […] well, I felt there was anyway.

– Olivia (37 years)

The participants’ sense of being a failure for not adhering to a life script which included marriage and motherhood is highly reflective of a cultural context which still presents motherhood not only as a signifier of adulthood (Dykstra & Hagestad, 2007) but as the cornerstone of adult femininity and what it means to be a woman (Gillespie, 2003; Russo, 1976; Sevón, 2005). As such, the participants’ lack of a partner with whom they could pursue parenthood was experienced by some as a failed lifecourse transition which presented a disruption to their lifecourse expectations. However, by drawing on egg freezing these women were hoping to manage not only the disruption that their lack of a partner currently posed to their reproductive intentions but also the disruption that age-related fertility decline may pose to their parenting ambitions in the future. Thus, for these women egg freezing had the potential to maintain the possibility of making the transition to motherhood with a chosen partner in the future, thereby enabling women to still adhere to the lifecourse expectation they had held for themselves. Instead of continuing to live the ‘life unexpected’ (Day, 2016) the participants hoped that they would instead have the opportunity to experience motherhood as part of their newly extended reproductive timeline.






3.2. Perceptions and Representations of Older Motherhood

It is highly likely that should any 35+ -year-old first-time mother-to-be spend any significant amount of time inspecting her maternity notes, she will notice the term ‘elderly-primigravida’ on her file. This term denotes the fact that she is considered to be of ‘advanced maternal age’ and thus may have an increased risk of complications during her pregnancy and when giving birth. These women, as well as ‘elderly multigravida’ (women experiencing their second or subsequent pregnancy at the age of 35 + ), are more commonly referred to, once they give birth, as ‘older mothers’. Older motherhood is not a new social practice; indeed, it was common between the 1920s and 1940s for women to have children well into their 40s with the average age of motherhood at this point in history bearing similarities to what has been observed in recent cohorts of women (ONS, 2015, 2018; Thompson, Hawkins, Dar, & Taylor, 2012).2 However, what is particular to the current socio-historic moment is the increasing numbers of women seemingly ‘electing’ to begin to pursue motherhood later in life enabled not only by technologies of contraception but also by technologies of assisted reproduction (Friese, Becker, & Nachtigall, 2008). A relatively recent social construction in Euro-American culture, older motherhood entered medical discourse during the twentieth century due to the risks advanced maternal age was seen to pose to a foetus (Hanson, 2003; Nwandison & Bewley, 2006). It is perhaps in part of the risks associated with older motherhood that this practice has often been discussed and viewed in negative terms (Budds, Locke, & Burr, 2013). However, the negative framing of older motherhood no doubt also stems from the way in which older mothers are represented as challenging dominant ideologies of good mothering. This is particularly the case with much older mothers (women in their 50s and 60s) or postmenopausal women using assisted reproductive technologies (ARTs) to conceive (Cutas, 2007; Smajdor, 2008). These women, like other ‘undesirable mothers’ such as single or teenage mothers (Elliott, Powell, & Brenton, 2015; Tyler, 2008), have been framed in social policy and discourse as ‘bad mothers’ who are positioned outside of mothering ideals due to the way they violate the notion of the ‘good mother’ as one who is selfless and able to put the needs of her child above her own.

At the time of data collection, most participants in this research were 35 years of age or older and as such would be regarded as an older mother should they become a parent in the future. Despite media portrayals of older mothers as deviant and undesirable due to the way they are positioned as unable to engage fully in the demanding practices of mothering (Budds et al., 2013; Shaw & Giles, 2009), very few of the participants perceived ‘older motherhood’ as problematic. Indeed, all the participants expressed a belief that motherhood at an older age would be beneficial to both themselves and their future offspring often referencing the increased amount of resources they felt they were likely to have at their disposal compared to a younger woman.

From a personal standpoint do I think I have got the ability now to care and financially look after a child and to give it the best start in life with all the things I would want it to have […] Could I have done that in my 20s?

– Aleen (35 years)

I know for me, just to be honest with you, just from a financial standpoint […]. I feel like where I’m at financially, it gives me the ability and the freedom to have a lot more options when having a child.

– Charlotte (42 years)

Furthermore, whilst recognising that their older age may mean that they could have less energy than their younger counterparts, they argued that their maturity meant that they were better emotionally equipped for the commitment that motherhood required and suggest that they would not be missing out on other life experiences as a result of becoming a mother. Being older had given them not only a good financial standing but more wisdom and patience, which they saw as important characteristics for mothers.

I think I am probably emotionally in a better state to raise kids at this age than what I would have been if I was younger. I think I have more financial stability now finally and I don’t have that feeling like, if I have a baby and I can’t go to a party for two years, who cares?!– Claudia (41 years)

I earn substantially more money than I did when I was 31, I have got a lot more patience that I had when I was younger, and I feel I have gone out enough, been to parties. I am really quite ready to change my lifestyle to have a child rather than feel any resentment about that.

– Patricia (41 years)

Thus, many of the participants suggested that having children at an older age actually conferred many advantages and was preferable to younger motherhood. They also pointed to how first-time motherhood at or after the age of 35 or older was often considered ‘normal’ in their particular social circles.

Most of my friends had kids when they were older than 35 so it doesn’t really bother me.

– Holly (38 years)

Living in an area like this you see so many yummy mummies in their forties walking around. [Local area name] is the total yummy mummy area. If you walk down towards the park the place is just dogs and yummy mummies. And you see so many women who look much older than me as parents, so you feel the norms have changed a bit. And while medically I might be considered an older mother I wouldn’t consider myself to be an ‘old-old mother’, I am just an average mother.

– Hayley (38 years)

However, as the quote above from Hayley indicates, whilst the participants saw benefits in becoming a mother at an older age, they equally didn’t want to become an ‘old-old mother’ and thus perceived there to be a ‘social deadline’ by which to have a child. This deadline was one marked not by the medical risks of age-related fertility decline but by the perception that parenting would be harder to perform effectively after a certain age as well as the suggestion that it was important to, as Johanna put it, ‘be around for a significant part of my child’s life’.

I had decided that I perhaps wouldn’t want to be a mother older than 45 […] I just sort of think well 45, you know, the child would be 20 when I am 65. I would like to be around for a significant part of my child’s life. I think it would be perhaps cruel to start out knowing that you are not going to be around for them for that long.

– Johanna (42 years)

I don’t really want to be 10 years on from now and still trying to conceive. I don’t think it’s wrong, and I don’t judge anyone who is doing it, but I just think it’s better to get it done when you are a bit younger because of your energy and how long you live.

– Patricia (41 years)

The benefits the participants identified as associated with older motherhood were often linked to how it allowed them to more closely identify with dominant ideologies of good mothering and align themselves with those within the charmed circle of heterosexual, appropriately aged, economically stable, married mothers (Bock, 2000). However, whilst it was common for the participants to justify their claim to be able to engage in ‘good mothering’ by emphasising their access to different forms of capital, they were aware that as they aged their purchase on such claims waned. This led some of the women to comment on what they perceived to be a ‘double standard’ in the way in which older motherhood and older fatherhood were discussed in media discourse, as Amber stated:

I find it really sexist. It makes me really angry actually, because you can be a man and be 80 and what is it Michael Douglas with his children, that’s perfectly acceptable but the press can be almost quite venomous actually in terms of older mums.

– Amber (39 years)

Also, men right, they can have kids when they are 70, and it’s also interesting how they get almost applauded when they […] ohhh you buy them a drink at the bar right. If a woman had a kid at 40/45, it’s like ‘oh she is so old how is she going to do that’. I think that that is very discriminatory.

– Catrine (34 years)

The double standard the participants perceived between the way older fathers, compared to older mothers, were discussed in public discourse may be partly explained by the biological variance between women’s and men’s fertility which sees women become peri-menopausal as early as their mid-30s with men suffering little to no decline in the quantity or quality of their sperm until they reach their fifth decade of life. However, it is also possible that older fatherhood provokes less of a reaction due to (unequal) gendered expectations about the burden of care. Indeed, even though men are increasingly expected to perform the role of ‘hands on father’ (Hinton & Miller, 2013), the burden of childrearing continues to fall disproportionately on women. This renders the age of the father relatively unproblematic as it is not he who is expected to engage the most significantly in the emotionally and physically intensive process of childrearing and thus he does not pose a ‘threat’ to the practice of parenting.




3.3. Problematising the ‘Choice’ to Delay Pregnancy

The concept of ‘delayed’ motherhood is often found alongside the discussion of older motherhood, and the two terms are often homogenised in news or lay discussion of reproductive timing. Despite greater understanding in academic literature of the nuances affecting the timing of parenthood, wider discourse around delayed motherhood commonly suggests that, bolstered by contraceptive technologies, women are able to simply choose when to become a mother (Lowe, 2016). This idea that women can pursue pregnancy at a time of their choosing has given rise to the notion that older mothers have actively elected to ‘delay’, ‘put off’ or ‘defer’ motherhood until later in the lifecourse. The implications of this being that older mothers are perceived to have chosen to have children later in life and have thus also elected to attempt pregnancy outside of the biologically optimum time, with the associated risks to themselves and their babies (Budds et al., 2013). However, research examining women’s accounts of reproductive timing and older motherhood has demonstrated that motherhood later on in life is often not the outcome of deliberative choice and planning but is a result of various factors often outside of an individual woman’s control (Cooke, Mills, & Lavender, 2010, 2012; Jarvie, Letherby, & Stenhouse, 2015). Such a finding was certainly reflected in the accounts of women interviewed for this research who commonly described how the transition to motherhood was not something that they had deliberately ‘put off’ or ‘avoided’, but rather they had yet to be in a position where they felt able to pursue motherhood, often due to the lack of a suitable partner. As Livvy explained:

I mean for me it’s important to say it’s not a selfish thing about putting off motherhood. If I had been in the right place and the right time in my mid-20s I would have got pregnant. But you know life doesn’t work like that and, you know, I think it would have been more selfish to have a baby when you are not with the person you wanna raise that child with.

– Livvy (37 years)

For some of the participants, such as Aleen, delayed motherhood was more meaningfully understood as deciding not to become a parent in circumstances where parenthood ‘was’ an option, where the right situation and right time for motherhood had come together. She told me:

I think I would think more ‘delaying it’ if I was with a partner and we thought for socio-economic reasons or whatever we are going to go travelling go and live somewhere else and thought right ok we don’t want children yet so we will freeze our eggs and have a go in maybe two years’ time. To me that would be delaying it, as I could do it now in the way that I want but I am choosing not to. But the way I look at it, for me, I can’t do it now although that I want to, therefore I am just, it’s not delaying it.

– Aleen (35 years)

Many of the participants thus believed they had not prioritised other parts of their lives over motherhood, but instead stated that they had never been in the situation where they felt motherhood was a viable option. As Johanna explained:

I don’t think it’s a choice that I have made […] well, ok devil’s advocate, ok it’s a choice I have made because I have chosen not to be with certain people. I have made the choice of wanting to be with someone that I want to be with, or that I see as someone I can have that relationship with. I have chosen to create this idea of my perfect relationship to do that. But it’s not like I have been in a situation where I have been in a great relationship where everything has been comfortable, and I have gone oh actually no this year I want to have a holiday, I want to buy another house, I want to do something more with my career.

– Johanna (42 years)

Even though many of the participants felt a strong desire to become a mother, many had not yet attempted conception because the way in which the participants wanted to perform motherhood, which was under the right circumstances and with the right person, was not possible. Thus, what had prevented women becoming mothers in many cases was, as Johanna described, the inability to:

Marry up the idea of what that situation should be like, to actually form that relationship, that basis, that foundation.

– Johanna (42 years)

Aleen made a similar point in the quote above, when she talked about doing motherhood in ‘the way that I want’. However, Johanna, as well as several other of the participants in this research, noted how their desire to ‘do motherhood’ in a particular way was perhaps problematic. She noted:

I think maybe through one wanting to do it properly you actually make it so difficult and you can’t actually do it.

– Johanna (42 years)

A similar observation was also made by Hayley who explained:

I suppose I think to myself that’s the best way to be a mother, to be in a stable relationship and be financially secure and be able to provide for your child. But I do sometimes look around me on a bus or whatever and think oh my god everyone has got children and they haven’t bothered getting a career or trying to earn enough money or have a nice flat, they are just getting on with it.

– Hayley (38 years)

It was apparent that many of the participants felt their current childlessness would be perceived by others as an outcome of personal choice. Several of them also discussed the way the media represented women such as themselves as choosing to delay motherhood for career reasons. As a result, a large number of the women were keen to convey that their working life or career had not influenced their decision-making regarding motherhood. As Patricia and Helena explained:

I think the media really misrepresent women who have children later. I don’t know a single woman who has put off having babies because of her career, not a single woman I have ever met has that been true for. The women that I know that don’t have kids is because they have not got the right partner.

– Patricia (41 years)

I wouldn’t say it was my career which kept me from it [motherhood]. I would say there was never a moment, from say the moment I turned 30, where I have been in a relationship that have been strong enough to say ok let us consider that.

– Helena (37 years)

Sofia offered an alternative explanation for the suggestion that ‘career women’ delayed motherhood. She proposed that career success or development was not a cause of delayed motherhood but rather an outcome of not being in a relationship or having a family. She explained:

I think a lot of women have succeeded in their careers because they haven’t found a partner and they haven’t had children, and therefore they have all the time in their hands to focus on their careers. So that’s more a consequence than a cause. I think that that is at least what happened to me.

– Sofia (39 years)

As Petropanagos has previously noted, the suggestion that women can simply choose when to have children ‘boasts ignorance of the social structures that shape, confine and influence the choices women make’ (2010, p. 57). However, despite research identifying the social, structural and relational constraints on women’s reproductive decision-making, dominant discourses about women’s ability to ‘choose’ when to have children have nevertheless meant that those who become mothers at the ‘wrong’ time, be that too early or too late, endure criticism for their ‘inappropriate’ reproductive choices (Budds et al., 2013; Smajdor, 2009). This can be seen, as discussed above, in media discourses which commonly construct older mothers, particularly those who use ARTs to conceive, as ‘selfish’, ‘risky’ and ‘unnatural’ (Budds et al., 2013; Campbell, 2011; Hadfield, Rudoe, & Sanderson-Mann, 2007; Shaw & Giles, 2009). This has led some feminist authors to suggest that there is an ‘illusion of choice’ in relation to motherhood, as whilst women are said to have freedom of choice about when, or if, to pursue motherhood; in reality this choice is shaped and constrained not only by ‘biological clocks’ linked to women’s fertility but by ‘social clocks’ about the appropriate timing of ‘good motherhood’ – the performance of which is often linked to the ability to engage in practices of intensive mothering (Budds et al., 2013; Earle & Letherby, 2002).

As this chapter has demonstrated, for many of the participants, marriage and motherhood had been eventual lifecourse expectations which they had not only held for themselves but which they believed others had expected them to achieve. As such, their non-mother and single status was often the source of much sadness, but also confusion and shame.

Women described being surprised to have found themselves ‘off course’ from their own expectations about how they had anticipated their lives would unfold and explained how they were now living a ‘life unexpected’. However, it remained important for these women to maintain the possibility of genetic motherhood with a chosen partner in the future who also shared a genetic relationship with their child. As such, the participants drew on egg freezing to not only conserve their genetic relationship to their potential future child but enable them to pursue motherhood as part of a newly extended reproductive timeline with a chosen partner. In doing so they hoped that social egg freezing would allow them to partake in culturally valorised processes of family building at a time in their lives when natural fertility decline would have otherwise precluded such an option. Drawing on participant accounts of reproductive timing, this chapter has challenged the notion that women simply choose to delay motherhood enabled by technologies of contraception and has instead highlighted how the timing of motherhood was often shaped by factors beyond the control of women as individuals. Finally, this chapter has demonstrated how for some women, older motherhood was seen to confer multiple advantages. Indeed, participants articulated that by becoming a mother at an older age their emotional maturity and financial stability would mean they would be more patient and committed to the mothering process which they believed would ultimately make them better mothers.




Notes

1. Eighteen per cent of women born in 1971 have remained ‘childfree’ compared to 11% of women born in 1944.

2. The average age of motherhood in 1944 was 29.3 years compared to 30.5 years in 2017 (ONS, 2015, 2018). The fertility rate among women aged 40–44 was at its highest in 1947, long before the development of assisted reproductive technologies, when it peaked at 19 births per thousand women (Thompson, Hawkins, Dar, & Taylor, 2012). By comparison, in 2017 there were 16.1 births per thousand to women aged between 40 and 44 (ONS, 2018).




Chapter 4

Performing Parenthood

Drawing on theories and concepts from the sociology of the family and parenting culture studies, alongside a discussion of the accounts of women who have undergone social egg freezing, this chapter examines how ideologies of parenthood, in particular the expectation of engaging in practices of ‘intensive motherhood’, shaped women’s perception of motherhood and thus whether they felt prepared to perform the parenthood role. This chapter also examines the reproductive intentions and hopes of the research participants and explores their attitudes towards alternative modes of family building, including the use of donor sperm to pursue so-called ‘single motherhood by choice’. Here I explore how the possibility of pursuing such a route to parenthood was shaped by women’s wider kinship relations and networks but how for some the potential use of donor sperm was the source of much sadness and disappointment.


4.1. Intensive Motherhood and Mothering Practices

The parenting practices of men and women have been of much interest to researchers, practitioners and policy makers in recent decades, with considerable attention paid to how the actions of parents, but most often mothers, shape the lives of their offspring (Clarke & Younas, 2017; O’Connor & Scott, 2007; Wastell & White, 2012; Wastell & White, 2017). Such a widespread and sustained interest in the practices of parents is relatively novel as are the contemporary expectations about how one is expected to go about parenting. Compared to the parenting activities of contemporary parents, the practices of childrearing promulgated in the 1920s and 1930s are understood as being typified by formality, emotional distance and authoritarianism no doubt spurred on by the behaviourist approach which dominated psychology at the time. Self-appointed experts, including the infamous American psychologist John Watson, advised parents in the early years of the twentieth century to eschew physical affection in favour of detached ‘objective’ parenting. In his book Psychological Care of Infant and Child published in 1928 Watson directed parents to:

Never hug and kiss [children], never let them sit in your lap. If you must, kiss them once on the forehead when they say good night […] in a week’s time you will find how easy it is to be perfectly objective with your child. (1928, p. 81)

However, and perhaps fortunately, parenting advice and parenting styles shifted dramatically in the 1950s and 1960s with the rise of psychological, cognitive and popular conceptualisations that stressed the importance of maternal care and attention which centred on the emotional development of the child (Bowlby, 1953; Bowlby, Robertson, & Rosenbluth, 1952). In contrast to the work of Watson, which argued a mother’s love to be a ‘dangerous instrument’ (1928, p. 87), authors such as John Bowlby (1951) emphasised love and care as central to a child’s development, likening a mother’s love to essential vitamins for good mental well-being. Bowlby, like many others, argued mothers to be central to a child’s development, with fathers and extended family members providing only a supporting role – a view which remained unchallenged for some time and which perhaps even endures today. The role of the mother as the guardian of her child’s emotional well-being has been further entrenched by the growing ‘scientisation of parenting’ which has transformed the need for a secure maternal bond to ‘optimise’ emotional and psychological health to something seen as crucial to the development of the physical architecture of a child’s brain (Gerhardt, 2004; Wall, 2018; Wastell & White, 2017). The pressures of scientific articulations such as these are a growing part of modern-day parenting culture, which in recent decades has seen an intensification in the role of the mother.

‘Intensive motherhood’ was first described by Sharon Hayes in the late 1990s in her book The Cultural Contradictions of Motherhood (1998). Hays described intensive mothering as child-focused and expert-driven and noted how it was often a labour-intensive, emotionally absorbing and financially expensive ideology which required women to place their child’s needs and well-being ahead of their own. Whilst there are several competing ideologies surrounding contemporary motherhood, the intensification of mothering has been identified as the most pervasive (Miller & Tina, 2005), with its hallmarks observable in parenting magazines (Wall, 2013), blogs, websites as well as on social media platforms such as Instagram and Pinterest (Lakämper, 2015). Commonly seen as indicative of good parenting, intensive motherhood is often reified and normalised as something all mothers should aspire to (Caputo, 2007). However, as Vincent (2010) has noted, mothering practices are not simply a shared experience common to all women with children but are instead shaped by class and educational status. Indeed, the practice of intensive motherhood in particular often requires women to be well educated, willing and able to engage with expert advice, and have economic resources available which they are able to devote to mothering. The practice of intensive mothering is therefore significantly gendered and privileges the role of mothers over that of fathers, thereby perpetuating a situation of unequal parenting wherein men’s responsibilities lie in providing financial support, with the adoption of the role of an ‘involved father’ being one which is virtuous but ultimately optional (Vincent, 2010). This has led authors such as Dermott (2014) to describe contemporary fatherhood, or ‘new fatherhood’, as intimate rather than intensive. The unequal distribution of labour in parenting, whilst not new, has perhaps been deepened with the additional mental and emotional load mothers carry in order to meet the demands of intensive motherhood and the maternal sacrifice this often entails (Lowe, 2016). Given the increased opportunities for women to experience fulfilment outside of mothering, it is important to consider the ways in which the pressures and burdens of intensive motherhood may be shaping women’s thoughts and decision-making about the pursuit and timing of parenthood.


4.1.1. Ambivalence and the Intention to Mother Intensively

The transition to motherhood had been a lifecourse expectation for many of the participants in this research, some of whom, as described in Chapter 3, felt they had come off course from the expectations they had for themselves about how they had anticipated their lives would unfold. These women often had a strong desire to become a mother, which in many cases had been felt for several years, even prior to their engagement with egg freezing. For these participants the possibility of imagining a future where they did not become a mother was highly distressing and disappointing. As Jen and Hayley told me:

I always wanted to be a mother; I mean always, my whole life! I’ve spent my entire life just hanging out with kids.

– Jen (39 years)

I would be devastated if I couldn’t be a mother, and I don’t know how, yes, I definitely need to deal with those sentiments because I haven’t dealt with the idea of not being a mother. I would be absolutely devastated.

– Hayley (38 years)

However, whilst most of the participants reported being firmly committed to becoming a mother, around a fifth (n = 6) of the interviewees disclosed more ambivalent feelings towards motherhood and some questioned whether it was something that they were sure they wanted to pursue. These participants were less convinced about the role motherhood would play in their lives and instead questioned whether their feelings with regard to motherhood stemmed from their own personal desires or from societal expectations. As Johanna and Katie asked:

I have even thought recently; do I actually even want to have kids anymore? Am I just, are we just intellectualising this and leaving doors open because they are there?

– Johanna (42 years)

I really had to think about, well is this something that I just think I want to do because that’s what I think I’m supposed to want to do, or do I actually want to do this?

– Katie (38 years)

This uncertainty may have stemmed from the fact that, despite increasing numbers of women and couples choosing to live childfree (Berrington, 2017), hegemonic notions of femininity remain inextricably linked to biological motherhood which valorises a successful family life as central to the normative female lifecourse (Letherby, 2002). This motherhood imperative or mandate for motherhood (Russo, 1976) was something which was experienced more acutely by women such as Preeti and Kanta whose family backgrounds meant that their non-motherhood status was perceived as particularly unusual for women of their age. However, even though some participants reported not feeling under any pressure by friends or family to become a mother, some nevertheless sought to freeze their eggs to keep the option of motherhood open should they ever change their mind. Thus, what egg freezing appeared to offer these women was the possibility to retain the potential option of motherhood in the future should their ambivalent feelings change. Keeping the possibility of motherhood open in the future was also important for women such as Johanna, who explained that whilst motherhood was not something she currently felt a strong desire for, it was something that she thought she might want in the future, particularly should she meet a partner who wanted to become a parent.

I came to the conclusion that I am actually going to know if I really, really, how much I want it when I meet that person.

– Johanna (42 years)

I think ultimately again I kind of fall down on the side of with the right partner I think this is probably an experience that I still think I want to have, but that’s not to say that I don’t have a lot of fears about it.

– Katie (38 years)

Compared to the women who reported a significant desire to pursue motherhood, the possibility of a living childfree was less daunting for many of these participants who hoped and anticipated that, should they remain childless, they could achieve fulfilment in their lives through other means. Instead, what was most important was retaining the possibility of motherhood should their feelings or circumstances change.

So, I am in no hurry and if things didn’t work and if I didn’t have a kid it wouldn’t be the be-all and end-all of life.

– Shu (39 years)

I’m ok if I meet a person that has children and they do not want children. I would be ok with that, but I am not ok with giving up my option of choice.

– Charlotte (42 years)

Thus, for these women, motherhood and their feelings about becoming a mother appeared contingent on future relationships with male partners, and it was important for some of the women to be able to ‘offer’ the possibility of genetic parenthood to a potential partner in the future. As Johanna put it, she did not want to: ‘turn up to that party and not have anything to offer’. Thus, by freezing their eggs women such as Johanna were hoping to retain a degree of reproductive ‘value’ which could be drawn upon in future relationships.1 As such, this research found that despite the high cost of the technology, the low rates of success being observed and the risks and pains of the procedure (which are explored in more detail in Chapter 6), egg freezing is being used not only by women who feel a strong commitment towards becoming a mother but also by those who hold more ambivalent feelings towards motherhood.

The ambivalence which a fifth of the participants expressed about motherhood appeared to be linked in part to their perceptions of how they expected they would want, or need, to go about ‘mothering’. This was because despite not yet being mothers, being ready, or even being sure they wanted to become a mother, the majority of the research participants had very clear ideas about how they would want to ‘do motherhood’, under what circumstances, with whom and when, and were committed to ‘doing motherhood properly’, as they saw it. ‘Proper motherhood’ was perceived as with a committed partner who wanted to become a father and who would be engaged and active in both the woman’s pregnancy and the upbringing of children. Such desires mirror normative expectations around motherhood and heteronormative ideals of the family. However, the participants’ accounts also reflected the ascription to certain cultural, but also gendered, values around parenthood, specifically the expectation or desire to engage in ‘intensive mothering’ practices (Hays, 1998).

The participants’ expectation to mother ‘intensively’ was reflected in the way they described motherhood as necessitating a complete reorientation and reorganisation of their lives. Many also suggested how they believed motherhood to be an all-encompassing emotional and physical investment often associated with personal sacrifice and altruism. However, the expectation to engage ‘intensively’ in motherhood with the associated requirements and sacrifices led women such as Holly and Olivia to question whether they were ready to become a parent.

It [motherhood] inevitably it impacts your life massively, so today we got up at 9.30 am and then we sat around in our dressing gowns for two hours and then booked a weekend away for next weekend and then we went to play tennis and so we couldn’t have done those things with a baby.

– Olivia (37 years)

I moved around a lot in my life and I have really done whatever I have wanted to do, pretty much, and so in that way, not in a bad way, I have been quite selfish. I have only had to think about myself and I had never wanted to have children because I didn’t feel like I could give enough of myself to them.

– Holly (38 years)

However, other women like Aleen described how they felt ready for motherhood in part because they believed they ‘were’ willing and ready to leave behind their own desires and make what they saw as the necessary sacrifices motherhood required. Furthermore, they described being willing to make these sacrifices knowing, or at least believing, that they would not resent such decisions in the future.

I have travelled a lot. In the work I have done a lot of stuff, been to a lot of places, seen a lot of things. I feel like I have experienced a lot of life, so it doesn’t bother me that I won’t be out every Saturday night down the pub, so in that respect I kind of feel I am ready.

– Aleen (35 years)

I don’t have that feeling, like if I have a baby and I can’t go to a party for two years – who cares? I am partied out! I have visited 40 countries; I am not going to feel like I am sacrificing by having a child.

– Claudia (41 years)

I am 41, I have travelled enough, I would be happy if I didn’t have a foreign holiday for the next 10 years. I earn substantially more money than I did when I was 31, I have got a lot more patience than I had when I was younger, and I feel I have gone out enough been to parties; I am really quite ready to change my lifestyle to have a child rather than feel any resentment about that.

– Patricia (41 years)

The participants’ expectation to engage in intensive mothering was heavily mediated by their socio-economic status, their high levels of education and the fact that many had come from privileged middle-class backgrounds. Furthermore, as the participants themselves noted, their older age had also brought them greater financial and professional security which would enable them to perform parenthood in a way that would not have been available to them earlier in their lives. However, to achieve the ideals of intensive mothering, to have the time, energy and resources to invest in motherhood, the participants also required a committed partner equally engaged in fatherhood (Fox, 2009). Having a partner fully committed to parenthood and for parenthood to be a mutual desire and joint endeavour was therefore very important to all the participants. However, whilst by freezing their eggs the participants hoped to keep the option of genetic motherhood with a partner open in the future, many had considered alternative means by which they could, and may one day need to, pursue motherhood.






4.2. Women’s Attitudes Towards Single Motherhood via Sperm Donation

Many of the participants described spending a significant amount of time, often months or even years, considering whether to undergo social egg freezing. Aware of their advancing age many of the participants also investigated and considered other routes to motherhood before as well as after engaging with the technology. These alternative routes to motherhood included co-parenting, fostering and adoption, and single motherhood via sperm donation. The use of sperm donation to achieve solo motherhood is often referred to as ‘single motherhood by choice’ (SMC) which compared to ‘single motherhood by circumstance’ is when the woman knows that she will, at least initially, parent a child without a partner (Graham & Braverman, 2012). There are several routes a woman may take to achieve SMC: she could pursue pregnancy through natural conception, via donor insemination at a clinic, self-insemination with a known or anonymous donor, as well as through adoption or fostering (Hertz, 2006; Pakizegi, 2012). Whilst the latter options are sometimes perceived as the morally superior routes to single motherhood (Morrissette, 2008), research indicates that the most common method is via sperm donation (Jadva, Badger, Morrissette, & Golombok, 2009). Indeed, since the UK Human Fertilisation and Embryology Act Association 2008 relaxed the rules enabling clinics to more easily treat single women with donor sperm, the number of SMC has risen sharply (Golombok, Zadeh, Imrie, Smith, & Freeman, 2016; Graham, 2012).

Single mothers by choice often share a very similar demographic profile to users of social egg freezing. They are most often heterosexual, in their late 30s and 40s, highly educated and financially independent (Graham & Braverman, 2012). Furthermore, like users of social egg freezing, single mothers by choice often only turn to IVF technologies (in their case, sperm donation) to conceive when they believe that they have very limited prospects of finding a partner with whom to have a child before the end of their fertility (Graham, Braverman, 2012). Indeed, research shows that most single mothers by choice would have preferred to have had a child in the context of a secure, loving relationship (Bock, 2000; Hertz, 2006; Jadva et al., 2009). As such, whilst the terminology ‘single mothers by choice’ infers that women have chosen to pursue motherhood by donated sperm, many only attempt this route to motherhood as a last resort due to their lack of a suitable partner (Murray & Golombok, 2005). Several participants in the present research stated that prior to undergoing social egg freezing they had considered pursuing single motherhood through a variety of routes, including sperm donation and adoption. Yet at the time of freezing their eggs these women were not willing to relinquish the possibility of sharing genetic parenthood with a partner and thus rejected such options in favour of egg freezing. For many of them, social egg freezing was a means by which they could delay making any decisions about how to go about pursuing motherhood in the present, instead hoping that they would become a mother in the future with a partner.

The women who participated in this research had engaged with egg freezing as recently as a few weeks prior to the interview taking place and as much as seven years earlier and as such held a broad spectrum of experiences in relation to the technology. Twenty-six of the participants were single at the time of freezing their eggs; however, several of them had since entered into new relationships and had begun to pursue motherhood with these new partners. Despite the shared desire of all the participants to find a partner and potentially pursue motherhood, over two-thirds of the sample (n = 20) were still single. When asked, seven of these participants stated they were considering pursuing single motherhood via sperm donation; four of these women stated they were actively pursuing the procedure currently or would be doing so in the very near future; and one additional woman (Leona) had already had a daughter using donor sperm. Of the remaining participants, five stated that they might consider single motherhood in the future, five said they would not and two participants stated that they were unsure of whether they would want to become a single mother. The most common reason provided by the women as to why they would not want to use donor sperm to conceive was because they still wanted to have a child with a partner as part of a committed relationship, and believed they still had time to do so.

I don’t think I’d be a single parent by choice, raising a family is very much something that I would want to do with somebody.

– Effsie (40 years)

I come from quite a traditional background. I had always thought I would raise a child with somebody else, with a male partner, and that whole conception of what life would be like; having a child by myself without a partner was just too big a question.

– Ellen (45 years)

Other factors which led the participants to reject the possibility of single motherhood included the perceived emotional, physical and financial challenges of bringing up a child alone. This led some of the participants to suggest that to become a mother via sperm donation they would first need to move closer to their own families or close friends in order to access the support they believed they would require once the child was born. As a result, for several of these women their proximity to their own mothers and extended family, and whether they were able to (or wanted to) move, was integral to whether they felt they would be able to become a single mother.

Financially it would be quite hard, and I would probably have to move back to New Zealand and my whole lifestyle would have to change […] I would move back probably to be closer to my mum and dad. Where they live in New Zealand is quite a small town and to be closer to my sister […] I think you need someone who you can just leave the baby with, that you can really rely on, and that really is a mother, sister or partner.

– Claire (41 years)

I wanted to move somewhere where I could create a more of an environment where it would be more feasible for me to do it on my own rather than in (home city). I would rather be somewhere which is more community focused and I would have more support.

– Lacey (40 years)

However, for some women, particularly those who had ageing parents, the possibility of single motherhood seemed less viable.

I thought about having a child alone, but I don’t really have much support from my parents [as] they are too old to take the baby for a while and so I probably wouldn’t be able to do it on my own without an au pair or a nanny.

– Mary (49 years)

I do think that maybe if I had a different family setting, like if I had a family that was really, really supportive of what I was doing then who knows, maybe I would decide maybe I would be a single parent […] but yeah, I just don’t have that relationship with my mum.

– Effsie (40 years)

Thus, the participants appeared to highly value the support that they believed wider kinship and familial networks could provide, and without access to such networks did not perceive single motherhood via sperm donation to be possible. Other concerns the participants raised included whether they had the financial resources they believed they would require to pursue SMC, particularly if they may need to buy-in the support of a third party such as nanny or au pair to help in the care of the child.

In addition to considering the practicalities of SMC, several of the participants also suggested that it was in the best interests of a child to grow up with both a mother and a father who were committed to one another, and as such, by using donor sperm to conceive they may be being ‘selfish’ by depriving their child of a father.

I also wondered whether it was, it’s maybe a selfish thing to do, to want to have a child of just me.

– Preeti (37 years)

I personally I grew up in a very dysfunctional family and I don’t ever want to bring a child into just a single-parent household and that’s just my decision. I mean we don’t know, people get divorced all the time, but I would want for it to start knowing I was in a committed relationship with the child’s father first you know.

– Charlotte (42 years)

I know people have single-parent families, and maybe I will end up doing that, but my ideal would be to have both sets of parents looking after the child as a unit.

– Aleen (35 years)

However, as Charlotte and several other participants noted, they could be in a relationship with a male partner and have a child and that partnership could still result in an acrimonious separation or divorce with the resulting negative effects on the child. This led Rachel and Claire to note the potential benefits of using donor sperm to conceive, including how it could enable them to meet a partner in the future who could one day take on the role of stepfather to a child by filling the vacuum left by the donor.

With donor sperm, if you do meet someone after (having the child), then that child doesn’t really have a father, which could be easier for a male coming in to your life.

– Claire (41 years)

To be honest, it’s much better to use donor sperm and then meet your partner later on in life than it is to, sorry, with the risk of not wanting to sound really graphic, but getting knocked up on a Saturday night by a stranger who you’ve got no information about […] or you have a failed relationship with someone and you end up being with him for two years and then you break up because it was never really right between you. To be honest I think it’s actually more sensible and more fair to the child and to yourself to not risk it. I wouldn’t want to be divorced, I mean that would be even worse […] because (with a donor) there’s no ex-husband around, there’s nobody that you have to share that child with, there’s nobody that every other weekend you’ve got to manage that, or you’ve got to have potentially a difficult relationship with them, or things go wrong or legal fights or anything like that. And for the potential man who takes on a child, it must be a lot easier because that child doesn’t have a father. So, therefore, if they’re able to step into that role then fabulous, you know?

– Rachel (34 years)

Such comments from the participants reflect the findings of previous research which have shown that whilst women may enter into solo motherhood knowing that they are going to parent without a partner, for many women single motherhood is regarded as a temporary status, with many solo mothers anticipating or hoping to form relationships with male partners in the future (Murray & Golombok, 2005). Nevertheless, women using donor sperm to conceive at least initially embark on parenthood alone, and the participants in this research shared the concerns of other single mothers by choice about the effect of such a decision on their potential child.

There are a lot of decisions to be made about that (use of donor sperm) and is it the right thing to do? Particularly when I see my little niece and nephew with their dad I just know how important that for them it is to have a female and male (role model) but then you know you start thinking that well if you’ve got good, like if you have got good men in your life that could be more like father figures.

– Claire (41 years)

Thus, contrary to the view that the decision to pursue single motherhood via sperm donation is a selfish and reckless choice, this research like others (Graham & Braverman, 2012; Jadva et al., 2009) found that the women who pursued or were considering pursuing this option often spent a great deal of time considering the implications of such a choice for both themselves and their potential offspring.

Research has suggested that children born and raised within single-mother households may show higher levels of aggression, anxiety and depression than children who live with stable married parents (Osborne & McLanahan, 2007). However, research indicates that these negative outcomes are most often linked to higher levels of financial instability and stress experienced by such families (McLanahan & Beck, 2010). By contrast, research examining the outcomes of children born to single mothers by choice have found them to have no greater risk of emotional, behavioural or psychological problems than those born into two-parent families (Chan, Raboy, & Patterson, 1998; Murray & Golombok, 2005; Weissenberg, Landau, & Madgar, 2007). Indeed, research by Golombok et al. (2016) identified similar levels of parenting quality in solo mothers as married or cohabiting mothers and identified lower levels of conflict between mother and child in solo-mother families. This led Golombok to conclude that family process and dynamics were more important than family structure on children’s adjustment. In the light of such evidence, it is possible to see how the pursuit of single motherhood may be preferable for some women compared to searching for a partner in the face of dwindling fertility.

Research by Graham (2012) examining the experiences of SMC identified how the dual pressure of finding a partner whilst facing advancing age-related fertility decline led some of her research participants to report that they had found ‘dating’ difficult as their desire to pursue motherhood meant that they judged men not as potential partners but as potential fathers, sometimes forcing the discussion of parenthood very early in relationships. This led some women to deem the search for a partner incompatible with the realities of dwindling fertility. Graham described how some of her participants perceived their ‘dating lives’ to be longer than their reproductive lives and therefore chose to pursue motherhood alone hopeful that they may find a partner in the future without the pressure of declining fertility interfering with the process of relationship building. Similar parallels between the findings of Graham (2012) and this study are unpacked and explored in more detail in Chapter 7.

Despite the perceived benefits of single motherhood via sperm donation, solo mothers and women considering this route to motherhood have reported the decision to become a single mother by choice to be characterised by much ambivalence and uncertainty (Graham, 2012; Graham, 2018). Like these women, the participants in this research were not only ambivalent about engaging with social egg freezing (see Chapter 6 where this is discussed further) but also found the possibility of single motherhood via sperm donation difficult to consider. One participant, Leona, underwent a round of intrauterine insemination (IUI) with donor sperm shortly after freezing her eggs. She described the decision to pursue SMC as a ‘battle’ which was emotionally challenging not only due to the potential ramifications for herself and her child but also because she described there being a degree of ‘stigma’ associated with ‘having to have a child’ through sperm donation. She told me:

I really battled with that yeah, it’s the whole stigma of I can’t believe this has happened to me […] the fact that I was single for so long, number one, and then this issue of, are you actually telling me that I have to have a child this way? It seemed so just really weird to have to say that the way I conceived my child was through using sperm which got couriered across America.

– Leona (39 years)

The emotional strain and disappointment associated with the possible use of donor sperm were present in the accounts of other participants such as Aleen and Amber who commented that they too would find conceiving with donor sperm hard to ‘accept’ as it would make them feel like a ‘failure’.

It would be hard for me to accept that I am going to have to get and use a sperm donor or do it with a friend or something like that. I would feel like such a failure if I had to do something like that.

– Aleen (35 years)

It was really like, because there is a real, oh I’m getting all emotional talking about it, there is a real quite sense I feel of failure about using donated sperm personally.

– Amber (39 years)

This sense of failure appeared to be linked to the sadness brought on by closing down the possibility of pursuing genetic parenthood with a partner which was a particular construction of parenthood which the participants had long desired. Furthermore, participants reported feeling a sense of loss, of grief, as well as ‘shame’, as Melanie described it, for departing in such a way from heteronormative lifecourse expectations of marriage and motherhood.

I feel a little bit of shame about the whole thing and I was thinking about that, and I was like why do I feel this way, and it’s really, I think it’s a societal issue. When you are in your mid-30s and you are not married everyone’s like: what’s wrong with you?

– Melanie (36 years)

I think everybody goes through a bit of a grieving process if they go forward with that (donor conception) and it’s certainly not the sort of thing I would have dreamed about when I was a little girl.

– Rachel (34 years)

Whilst, as Rachel notes, motherhood via donor sperm was not something she ‘would have dreamed about’ as a child, SMC does nevertheless offer some women the possibility of salvaging at least some of the nuclear family ideal they imagined for themselves, especially if they meet a partner in the future (Graham, 2012). Furthermore, the often highly planned and considered nature of their child’s conception, as well as the class and financial privilege of many solo mothers, means that these women are often able to align themselves as much as possible with the nuclear family ideal and engage in intensive mothering practices often seen as indicative of good parenting.

This chapter has explored how the participants’ expectations of engaging in practices of intensive motherhood led them to perceive parenting as an all-consuming pursuit requiring high levels of personal sacrifice and altruism. It has noted how such a perception of parenting led some women to suggest that they were not ready to become a mother but how for others a willingness to make such sacrifices was seen as indicative of their suitability for motherhood. Whilst a small number of the participants disclosed ambivalent attitudes towards becoming a mother, this research has identified how it was most often the women’s lack of a partner with whom they could pursue parenthood which had prevented them from yet having children. In addition to exploring women’s attitudes and intentions with regard to motherhood, this chapter has also examined the alternative models of family building women considered drawing on in their pursuit of parenthood. In particular, this chapter has examined women’s attitudes towards single motherhood via sperm donation, noting how for some such a route to motherhood was characterised by much ambivalence and uncertainty, with others describing sadness, disappointment and even shame associated with the use of donor sperm.

It appeared that women drew on egg freezing not only to have more time to find a partner but also to allow them to put off pursuing motherhood in circumstances which they perceived as less than ideal, such as via the use of donor sperm.

Thus, women’s use of the technology was not just about enabling genetic motherhood in the future but appeared to be employed by women almost as a temporary measure to prevent them from needing to use sperm donation to conceive in the present. Thus, egg freezing as a form of fertility extension was about maintaining the possibility of pursuing the particular construction of motherhood and kin making that they most desired: genetic motherhood with a chosen partner who is also genetically related to the child. It is important to therefore note how technologies of egg freezing which ‘conserves’ genetic relatedness work to valorise heteronormative ideals of the ‘traditional’ family to the exclusion of other ‘non-traditional’ family forms such as single parenthood or co-parenting arrangements. Furthermore, like its parent technology IVF before it, fertility extension technologies such as egg freezing which have the potential to enable self-donation also reify the gold standard of genetic parenthood over and above other forms of parenthood such as via reproductive donation, adoption or step-parenting and as seen in this research curb the enthusiasm of women considering these alternative routes to motherhood.




Notes

1. This issue and the role of men as intimate (non)reproductive partners is explored in greater detail in Chapter 7.




Chapter 5

Motivations for Social Egg Freezing

Egg freezing technology has been available to women experiencing illnesses or undergoing treatments likely to render them prematurely infertile for some time; however, the use of this technology as a tool of fertility extension and genetic conservation in ‘healthy’ populations is comparatively new. As is often the case with new technological developments in assisted reproduction, there has been much media speculation about the factors motivating women’s engagement with this technology, and news articles on the topic of egg freezing can be found dating back as early as the late 1990s (Todd, 1999). However, it has only been in the last few years that research has begun to provide insights into motivations of the women engaging with this form of assisted reproductive technology. By drawing together the currently limited literature which has examined women’s motivations for social egg freezing with the findings of this research, this chapter provides a detailed and nuanced discussion of the multiple, and often complex, factors and issues which shaped the motivations of female users of this technology. In particular, this chapter will discuss how the participants’ sense of ‘running out of time’, their lack of a suitable partner, a fear of engaging in ‘panic partnering’ and a fear of future regret shaped their decision to pursue egg freezing. This chapter will also explore how the presence of additional fertility or health problems, certain practical issues and critical events also influenced women’s decision-making and will end by examining the comparatively insignificant role career ambition played in users’ engagement with this procedure.


5.1. ‘Running Out of Time’

A common motif observable in the marketing and advertising material of social egg freezing is the idea that the technology has the potential to allow women to ‘put motherhood on hold’ by ‘freezing’ or ‘pausing’ their biological clock often accompanied by imagery of analogue clocks, egg timers and hourglasses indicating the passing of time. For the participants, time itself, the passage of it, the perceived lack of it, the desire to not run out of it and the wish to ‘preserve’, ‘freeze’ or ‘extend’ time were central to their use of egg freezing. Aware that their fertility declined as they aged, the participants saw as well as experienced their reproductive potential as a precious and limited resource imbued with socio-cultural value which was put at risk by the passage of time. However, it was not only the participants’ ability to transmit their genetic material to future generations which was jeopardised by the process of age-related fertility decline but also their ability to pursue particular idealised forms of parenting.

Central to the participants’ accounts was the desire to keep open the possibility of pursuing parenthood with a partner who also shared a genetic relationship with their child. However, the participants commonly described feeling that they were ‘running out of time’ to find a partner and pursue motherhood in this particular configuration due to the process of ovarian ageing. As Helena and Melanie explained:

I was just thinking, time is running out; what do I do now?

– Helena (37 years)

The reason I was doing it was because I felt like I was running out of time.

– Melanie (36 years)

When discussing their concerns about running out of time to find a partner and attempt motherhood, the participants would often describe how they felt that their lives had become ‘out of sync’ with many of their contemporaries, who had often already formed relationships, married and had children. Many of the participants also described how they had expected to have already become mothers and that their non-mother status, and subsequent use of egg freezing, was not something they had anticipated encountering at their current stage in their lives. As Melanie explained:

I had just come out of a three-year relationship and so it was like I was starting over, and that’s not where I was expecting where my life was going to be at that time. And even if I met someone at, like that second, you need to get to know them, to date them and it felt like I was, I was running out of time and I didn’t want to choose to be with someone just because I wanted to have a family. So, I figured that that made the most sense to just freeze my eggs.

– Melanie (36 years)

Strong cultural constructions of an ordered and sequential lifecourse remain highly pervasive in many Western contexts and as a result a feeling of ‘time-panic’ can set in when an ‘individual or group senses it is coming to an end of a track without having completed the activities or having gained the benefits associated’ (Lyman & Scott, 1989, p. 46). As was explored earlier in Chapter 3, many of the participants described feeling ‘out of sync’ with some of those around them as well as with their own expectations about how they anticipated their lives would unfold. For many of the participants, the period in their lives in which they had anticipated pursuing motherhood had either already passed or was currently passing. As a result, these women sought to draw on egg freezing in an attempt to re-order their reproductive trajectory and re-synchronise their biological clock alongside their own personal timeline.

Despite often spending upwards of £5,000 on the procedure, not all the participants reported feeling a strong desire to become a mother; in fact, a small number of the participants disclosed that they were ambivalent about the role motherhood may play in their lives. However, all the participants shared a desire to be part of a secure, committed relationship; yet, at the time of freezing their eggs the majority (n = 26) were single. The establishment of a secure partnership was therefore an ongoing concern for all the women, many who described a desire to find a partner who was open to the possibility of fatherhood in the future. However, aware that their fertility was declining, the participants commonly remarked that they felt under considerable pressure to find such a partner as soon as possible. The feeling of ‘running out of time’ reported by the participants was often particularly acute because they not only described a desire to find a partner but also sought to become ‘ready’ for parenthood with that partner prior to trying to conceive. Furthermore, the process of becoming ‘ready’ to have a child as part of a relationship was seen to involve, if not necessitate, a period of ‘dating’, getting to know and becoming sure of their partner, as well as enjoying a period of time child-free before committing to parenthood. Participants also described other practical issues or milestones to achieve before trying to conceive, such as moving in together, getting engaged or getting married. This process of becoming ready for parenthood was very important to the participants to ensure that they were having a child with the ‘right’ partner, but it was also recognised as intensely time consuming. It was the time-consuming nature of this process which led several of the participants to note how, even if they met a partner in the very near future, it could still be a long time before they could consider trying to conceive. As Holly and Emily articulated:

It’s very hard when you are at an age when you really should be with someone, or meeting someone, and realising how long it would be, even if you met someone tomorrow, before you would actually settle down and get to the point of being able to agree to have children. And then there is the trying to have children on top of that! That takes an awful long time. So, unless you are just going to take the next man you meet, there is a lot of pressure on to try and find that person and it’s not that easy a thing to do.

– Holly (38 years)

I think you just need to have been with the person long enough, you need to live together, ideally you are going to be with this person for you know the next 20 years if not the rest of your life, you can’t always know that in the first six months.

– Emily (44 years)

Some of the participants also remarked how it was not only important for them to become ready to have a child prior to pursuing motherhood but how their partner also needed to be ready for parenthood prior to trying to conceive. However, as one participant, Claire, noted, this could mean waiting for an even longer period before attempting conception.

My brother-in-law and I had a talk about a month ago and he was good about it, you know that male perspective […] He said even if you do meet someone, they may not be ready to have a child. And you may meet someone, even after six months, a year, they may not be at that stage either.

– Claire (41 years)

For these women egg freezing was therefore a means by which they could try to secure extra reproductive time in which to pursue parenthood and which would enable both parties to become sufficiently ready for parenthood prior to trying to conceive.




5.2. The Lack of a ‘Suitable’ Partner

Like the fear of running out of time, the lack of a suitable partner with whom to have a child was central to all the participants’ accounts and has been identified by several other non-UK studies as a significant factor motivating women’s engagement with egg freezing (Brown & Patrick, 2018; Göçmen & Kılıç, 2018; Groot et al., 2016; Inhorn et al., 2018; Pritchard et al., 2017; Stoop et al., 2015). As previously explained, at the time of undergoing the procedure most of the participants were single and were thus still looking for the right partner with whom to have a child. However, five women were in a relationship at the time of freezing their eggs but still described themselves as not yet ready to pursue motherhood. This was because they were in relationships with men who did not want to have children (n = 2), were in a new relationship which they believed needed more time to develop before considering having a child (n = 2) or were unsure about the potential longevity of their current partnership (n = 1).1 However, all the participants, those who were single as well as those in relationships, lacked what they saw as a ‘suitable’ partner – this was one with whom they were sure they wanted to pursue motherhood and who was also equally committed to fatherhood. All the women had been in intimate relationships with male partners in the past; however, many reported difficulties in finding a suitable partner who shared their parenting ambitions. Instead, women described how they had encountered negative attitudes from men with regard to settling down and pursuing parenthood, as Charlotte and Mary told me:

Most people down here, they don’t want to commit. It’s very difficult to find someone, you know, that actually wants the same things as you want, and I think that is part of the struggle.

– Charlotte (42 years)

I have found men to be real commitment-phobics, they are happy to wine and dine but as soon as a year or so has passed into the relationship […] they are all like it, and I have heard it from so many women.

– Mary (49 years)

In addition to experiencing difficulties in establishing a secure long-term partnership, some of the participants also described being in relationships, sometimes for several years, only to find that they and their partner held differing, and sometimes conflicting, views about parenthood, which in several cases led to the dissolution of the relationship. As Jen told me:

On the night of my thirtieth birthday […] my husband and I went to a fancy dinner and I said at the dinner table, I was like ‘ok, I’m ready to have a family’. He just completely freaked out and he was like, ‘oh my god, I’m so not ready’ […] And I said ‘well, when are you going to be ready, you know, give me a sense, like is this two years from now or something like that?’ He said ‘I don’t know, and the more you ask me the less willing I’m going to be to talk about it’. And that was kind of the beginning of the end of our marriage.

– Jen (39 years)

The perceived disparity between men and women’s attitudes towards commitment and parenthood was sometimes attributed by the participants to a double standard in reproductive ageing that allowed men a greater window of time in which to reproduce compared to women, and therefore afforded men more time to ‘play the field’ prior to settling down in a long-term relationship. This issue of men as (non)reproductive partners is explored in more detail in Chapter 7.

Commentators on social egg freezing have often assumed that women’s use of the technology is driven by their desire to maintain a genetic relationship with their future offspring which alternatives such as egg donation or adoption do not permit (Goold & Savulescu, 2009). Whilst this research identified a desire on behalf of the participants to bear genetically related children, what appeared equally as important, and which is often omitted from other research on this topic, was the significance these women placed on their child also sharing a genetic relationship with their chosen partner. This helps explain why women seek to make use of egg freezing rather than the more effective technology of embryo freezing using donor sperm: because they are seeking a genetic relationship, not just between themselves and their child, but instead are seeking to create a family where the genes are shared between both parents.




5.3. Fear of ‘Panic Partnering’

In addition to sharing a concern that their declining fertility could prevent them from pursuing motherhood with a partner in the future, the participants also held more immediate concerns about how their fear of age-related infertility could influence their behaviour in the present. Specifically, many of the women were concerned that the pressure they were under to find a partner could lead them to compromise on their own expectations and desires when entering into new relationships. This fear of what I have described as ‘panic partnering’ (Baldwin et al., 2018, p. 1) was also identified by Brown and Patrick (2018), who described how the women in their research drew on egg freezing as a means to avoid ‘settling’ with a partner who was not right for them and to prevent them from ‘sacrificing their selectivity’ in the search for such a partner (2018, p. 11). This shared fear of entering into a relationship with the wrong partner to prevent unwanted childlessness appeared to intensify for both sets of participants as they aged, with both groups of women remarking that they had seen friends or family members ‘panicked’ into relationships with men by their ‘biological clock’. As Aleen described:

I have friends who hit 30 and I absolutely know they just got together with a guy just to have kids because they had a drive, because all they wanted to do was have children, and with their last boyfriend it didn’t work out, so they were just looking for anyone.

– Aleen (35 years)

The participants in this research also explained how they had seen women pursue relationships with men to avoid unwanted childlessness, only to regret entering into such relationships later when they ultimately broke down. It appeared that they were keen not to make the same mistakes.

I have spoken to women that told me that they went ahead with a relationship despite knowing that they didn’t really love the person that they were with, but they wanted to have children, and yes, they have the children but that relationship resulted in divorce.

– Ellen (45 years)

I don’t believe in having pressure and I think probably people put a lot of pressure on themselves when people are getting to that stage in their lives, where they think well I might only have a few years left, and I just didn’t want to do that. I didn’t want to end up with the wrong person for that reason.

– Effsie (40 years)

However, the time pressure that these women were exposed to meant that it was becoming increasingly difficult for them to avoid ‘panic partnering’ themselves. By engaging in egg freezing the participants hoped they would have more time to find the ‘right’ partner and prevent themselves from entering unwise relationships. Thus, for these women, egg freezing was not only about keeping the option of parenting with the right partner open for the future but was also about ensuring they did not compromise on their expectations and chose the wrong partner in the present.

If I didn’t have my eggs frozen I would be putting loads of pressure on myself to just settle down with someone just do it (have children) because I would feel like I need to do it. I know I want to be a mum, but I eradicate that as an issue by having the eggs.

– Aleen (35 years)

As Brown and Patrick (2018) have previously described, by freezing their eggs many of these women hoped to extend their reproductive timeline which would allow them to disentangle their partnership and parenthood projects. In doing so, they hoped they could continue their search for a romantic partner without evaluating prospective partners as potential fathers. By freezing their eggs, they hoped to enjoy the process of relationship building with the potential option of pursuing their end goal of a family when the time was right.

I would have made some much worse choices in my life if I hadn’t have done it (egg freezing) […] I was starting to think differently, and make panicked decisions about the next sort of person I would meet and I was thinking in terms of the father of my baby, that was literally it, and becoming quite desperate […] Having that in place means I’ve been able to relax a little […] it gave me the freedom to find my own little bit of independence and my own little bit of self-esteem and be able to sort of not run crackers in to the next relationship and cause an epic fail.

– Amber (39 years)

Whilst all the participants ultimately decided to freeze their eggs in an attempt to retain their reproductive options in the future, alternatives to this technology included embryo freezing using donor sperm or, as discussed in Chapter 4, single parenthood via sperm donation. However, despite these alternatives being more likely to result in a live birth in the future, the participants rejected these options in favour of pursuing parenthood with a committed partner. This was often because the participants believed they did not have the economic resources, or social support, they would require to raise a child alone or because they did not think it would be in the best interests of their child to be born ‘without a father’. As such, it is clear how women’s use of egg freezing is shaped by their desire to live up to heteronormative lifecourse expectations which, to the exclusion of other forms of parenting such as single parenting, valorises the nuclear family as the ideal family form in which to raise children.




5.4. Regret and Blame: The Responsible Reproductive Citizen

When the participants spoke about their decision to undergo egg freezing, it was common for them to remark that rather than passively accepting the inevitable decline in their fertility, and relinquishing their desires for shared genetic parenting, they were taking action to preserve their reproductive options and were therefore taking responsibility for themselves and their reproductive futures.

As Mabel and Katie put it:

I felt like I had done something responsible, cutting edge and proactive.

– Mabel (42 years)

I’m taking responsibility for my own goals, for my own dreams, for my future, and making decisions that better enable me to continue to pursue that goal in the future.

– Katie (38 years)

Other participants such as Sofia also remarked how she believed that users of the technology took an active role in planning and managing their lives and were, as she described, ‘go getters’ who would not ‘lead their lives as witnesses’. The notion of taking action against age-related fertility decline through the use of egg freezing was reflected across many of the participant accounts, where they described themselves as ‘taking matters into my own hands’ (Anne), making an ‘active decision’ (Helena) or as Johanna noted ‘taking control of the situation rather than just let it ride’ by doing ‘something constructive […] something proactive’. This desire to take action in the face of age-related fertility decline led over a third of the women in the sample to suggest that they sought to engage with the technology so to provide themselves the extra reassurance that they had done ‘everything possible’ to ensure they could one day experience biogenetic motherhood. As Aleen described:

I would rather get to 38, 39 and feel I have done everything that I can in my power […] I don’t want to get to a certain age and think I have not done as much as I think I can.

– Aleen (35 years)

This desire to ‘do everything possible’ to maximise the chance of motherhood also extended beyond the decision to engage in egg freezing and was reflected in the participants’ accounts of the treatment process itself which saw women describe drawing on multiple tools, medicines and treatments in order to boost the possibility of a successful egg retrieval. In narrating their use of these treatments, the participants described how they felt they had taken as many steps as possible to try to ensure a good number of high-quality eggs were retrieved. Furthermore, they also appeared to derive a benefit from feeling that they had done ‘all they could’ to try and ensure a live birth in the future.

Many of the participants had spent a significant amount of time, money and effort in the process of freezing their eggs but were often aware that they could not guarantee a live birth in the future. However, several of the women commented that even if their eggs did fail to provide them a child in the future, they would be more at ease with their resulting childlessness than they would have done if they had not frozen their eggs. Thus, it appeared that for some women, egg freezing was about trying to ensure they had done ‘everything possible’ to make motherhood a possibility and therefore not blame themselves for not doing ‘enough’ to protect themselves against unwanted childlessness in the future. As Aleen and Charlotte described:

If it comes about that actually I can’t [have children], I would be devastated, absolutely devastated but I have to think that I did what I felt I could do at the time. It’s not like I didn’t take measures to try and achieve what I know I want to achieve.

– Aleen (35 years)

I think it is very exciting but if it doesn’t work I know in my heart that I have done everything possible to try to make that work. So, you never know how you would react at that moment, but I know I’ve done everything to ensure that.

– Charlotte (42 years)

The notion that (in)fertile individuals should take personal responsibility for their fertility and make decisions that maximise their chances of pregnancy is highly reflective of a neoliberal ideology which prioritises and rewards individual action and agency over that of inaction and passivity (Kroløkke & Pant, 2012). As indicated previously, the accounts of the research participants strongly reflected a subscription to neoliberal values of individual accountability, self-actualisation and self-determined action and saw women prioritise individual responsibility and action when faced with the risk of unwanted childlessness as a result of age-related fertility decline. In order to demonstrate how reproduction, alongside neoliberal ideologies, draws on such entrepreneurial qualities and discourses, Kroløkke and Pant (2012, p. 233) developed the concept of the reproductive entrepreneur or ‘repropreneur’. I suggest that the notion of the female user of egg freezing as a repropreneur reflects the neoliberal values of responsible self-determined action present in the participants’ accounts and helps explain why women sought to undergo this procedure despite the low levels of success which were being observed with the technology at the time.

Often associated with the politics of Margaret Thatcher in the United Kingdom and Ronald Reagan in the USA, neoliberal rationality is premised on the notion that individual actors must render their lives meaningful through their actions in the pursuit of self-realisation (Rose, 1999). Drawing on seemingly neutral values of choice, autonomy and self-realisation, which are in actuality entangled in discourses of individualism and consumption, social actors are cast as responsible for managing their individual biographical projects (Wilkes, 2015). As a result, the consequences of an individual’s actions, or inactions, are understood as solely their own, regardless of the constraints on their behaviour or choices (Gill, 2007; Rose, 1990). Thus, social actors are called to understand and experience their lives as not as the outcome of a series of happenings or turns of fate but as reflective of their own personal desires and actions. As such, the neoliberal individual can be seen to be regulated and governed through the foregrounding of an individual’s capacity for freedom and self-government, whilst compelling action, or inaction, through a process of responsibilisation (Rose, 1990). Many authors have suggested that egg freezing reflects the further medicalisation of women’s bodies (Martin, 2010; Mertes, 2013; Shkedi-Rafid & Hashiloni-Dolev, 2011); however, I suggest that the specific dimensions of this technology, particularly its transformative possibilities, technoscientific nature and the way it has the potential to incite action on behalf of the potential user, also reflect an intensified process of medicalisation which Clarke et al. have referred to as biomedicalisation (2003; 2010).

Whilst medicalisation is co-constitutive of modernity with the desire for enhanced control over external nature (the world around us), biomedicalisation is co-constitutive of postmodernity with the desire to extend this control by harnessing and transforming internal nature: ‘life itself’ (Rose, 2007). Thus, whilst the concern of medicalisation was the reinstating of normal reproductive ability via IVF, biomedicalisation takes as its focus the transformation of bodies and lives through technologies which go beyond restoring ‘normal functioning’, such as egg donation, womb donation and egg freezing, and thereby provide new ‘customised’, ‘individualised bodies’ (Clarke, Shim, Mamo, Fosket, & Fishman, 2003, p. 169). A further significant shift between medicalisation and biomedicalisation concerns the way in which the latter focuses not on illness, disability and disease as matters of fate but instead conceives health as the ongoing management and treatment of risks to health through screening, classifications, risk assessments and the commodification of health as a lifestyle ideal (Clarke et al., 2003). Thus, the scope of biomedicalisation is broader than that of medicalisation through its expansion to include risk surveillance and management. As part of this process of biomedicalisation, the responsible neoliberal citizen is required to engage in positive health practices, be aware of threats or risk to health, and listen to and act upon the recommendations of experts to address any such risks (Bunton & Burrows, 1995). As Carroll and Kroløkke (2018) have previously argued, social egg freezing can therefore be read as a means of individual self-optimisation and form of risk management which is exercised by users when faced with the risks and realities of age-related fertility decline. However, I suggest that users of egg freezing not only seek to guard against the risks of age-related fertility decline but also draw on the technology to mitigate against a variety of other risks. These include the risks associated with unwanted singledom and the possibility of engaging in panic partnering, as well as the risk of future regret.

Over a third of the participants in this research identified the fear of future regret and blame as a significant factor that led them to undergo egg freezing. Specifically, these women feared that if they did not make use of the technology whilst it was available to them, but then went on to struggle to conceive, they would blame themselves, and potentially be blamed by others, for their resulting infertility and unwanted childlessness. As Emily and Holly told me:

If I had not had any eggs frozen but I had thought about doing it I would have absolutely kicked myself, I would probably never of [sic] forgiven myself. And that was one of the motivating factors of doing it.

– Emily (44 years)

So many people said you have got to do it because you don’t want to be sitting there in a couple of years’ time really regretting that you didn’t do it, and that’s the thing that was driving me as well and that’s the thing that now as I look back I think I am really glad I did it. So, I do feel that, and if I hadn’t have done it you know I think I would be kicking myself.

– Holly (38 years)

Some of the participants also explained how they sought to freeze their eggs even though they believed that the likelihood of them resulting in a live birth was very low. As a result, I suggest that for some women, the act of freezing their eggs was something of an ‘end in itself’, by not only providing them with more ‘breathing time’, and taking the pressure off the search for a suitable partner, but also insuring them against feelings of future regret. As Livvy told me:

I knew was it was a very low, low chance. I was probably throwing away my money but again it’s that thing, I didn’t want to regret it. I didn’t want to look back and think ‘oh why did I do that?’ because I would never had known whether it would have been successful or not had I not done it.

– Livvy (37 years)

Several authors have previously discussed the role of anticipated decision regret with regard to the use of assisted reproductive technologies and have noted how the fear of future regret can serve as a major factor motivating couples, but particularly women, to undergo, and persist with, treatments such as IVF (Franklin, 1997; Sandelowski, 1991; Throsby, 2004; Tymstra, 1989, 2007). Furthermore, other research has highlighted the role of fear and regret in the decision to undergo social egg freezing (Göçmen & Kılıç, 2018; Groot et al., 2016; Witkin et al., 2013). The availability of technologies like egg freezing and the way they have become utilised for self and lifestyle improvement purposes reflect a biomedical governmentality which calls for individuals to ‘know thyself’ and can be seen as being (re)produced by neoliberal discourses which promote self-action and taking charge of one’s health. Furthermore, I suggest that what makes technologies of egg freezing so compelling is the fact that as a sign of responsible citizenship the neoliberal consumer not only is required to account for risk but is expected to take action to mitigate against this risk and be responsible for any inaction as well as bear any related penalties (Adams, Murphy, & Clarke, 2009). This expectation of the responsible neoliberal citizen to respond to risk knowledge and draw on biomedical resources, for example in the pursuit of parenthood, led Margarete Sandelowski to assert in the early 1990s how IVF technology had rendered infertility treatable and thus unwanted childlessness ‘less tolerable and even more regrettable’ (1991, p. 33). More recently, authors such as Throsby (2004) and Britt (2014) have noted how the advent of assisted reproductive technologies and the normalisation of IVF has meant there is the greater hope and expectation that infertility can, and should, be overcome – that a couple who are unable to conceive would or should turn to new biomedical developments and technologies in order to create a family. This is because under neoliberal rationality responsibility for health is located within the individual, and being healthy or being ‘well’ becomes a moral obligation, a responsibility and an individual project requiring self-investment and performance (Crawford, 1977; Williams, 1998). In such a context it is easy to see how the process of ovarian ageing can now be perceived as something undesirable which a responsible neoliberal citizen, or ‘reproductive entrepreneur’ (Kroløkke & Pant, 2012), should experience as a moral injunction, if not imperative, to anticipate and mitigate against.

The imperative to engage in positive ageing practices more generally, such as in the maintenance of active healthy bodies through diet and exercise, has indeed become extended with other new technologies such as anti-ageing surgeries (Brooks, 2010). Furthermore, it is possible to see how egg freezing and allied forms of fertility monitoring are now beginning to form part of this ‘anti-ageing’ industry. In her book, the American researcher and author Abigail Brooks has shown how the availability of new anti-ageing surgeries and treatments has begun to reshape women’s perceptions of normal and acceptable ageing (Brooks, 2017). In particular, Brooks noted how for the participants in her research ‘what had been felt and perceived to be a natural, normal, and even universal process (ageing) was increasingly experienced as pathological, as a problem in need of fixing and repair’ (2010, p. 247). I suggest a clear parallel can be drawn here with egg freezing; what has previously been seen as a natural part of ageing has, via the availability of these technologies, become reframed as a medical problem in need of a medical solution. As discussed in Chapter 2, the reframing of reproductive ageing engendered by this technology has seen the normal stage in a woman’s life of assumed fertility to disappear and be replaced with two pathologies of anticipated infertility and infertility, both of which require management and treatment in order to fulfil normative social expectations of motherhood. As a category, anticipated infertility is expansive and applicable to many if not most women who have not been diagnosed as infertile. However, the high cost of the technology means that it most often continues to be the preserve of women with the financial means to pay for the procedure. As such, I suggest that women with ‘privileged access’ (Sandelowski, 1991, p. 32), those who can afford elective procedures of this kind, are beginning to bear new obligations to consider these new technologies as part of their neoliberal reproductive citizenship. Thus, as Faircloth and Gurtin (2017) have recently noted, whilst developments in assisted reproductive technologies aim to assist individuals in their pursuit of parenthood, by offering new choices and opportunities they also introduce ‘new burdens, responsibilities and accountabilities’ on behalf of the user (2017, p. 13).

In her research which examined the ‘victim-blaming’ of individuals with chronic illness, Rose Galvin (2002) identified how discourses of risk in neoliberalism converge to produce specific outcomes. She noted how in neoliberalism, risks shift from the external to the internal as social problems are transformed into individual concerns and identified how the individual (a person’s body) can be seen as the site of social problems rather than the wider social context. She further noted how the avoidance of risk is often equated with empowerment. Such a sentiment is clearly reflected in much of the marketing of egg freezing technology seen in the United Kingdom and the USA. Galvin also identified how by not taking action to avoid risk, and by failing to draw on specialist knowledge, an individual can be blamed for his or her illness. Thus, whilst the participants in this research framed their decision to freeze eggs as a personal ‘choice’, they simultaneously reported feeling that the possibilities offered by egg freezing were difficult to resist. Therefore, it appeared that for some of the participants egg freezing took on an imperative character, as something which needed to be engaged with to quell the fear of the future and to manage what Chandler (2011, 2012) has referred to as ‘the tyranny of the possible’ (2011, p. 908). It appeared that the imperative character of egg freezing came both from what the technology could offer women – the opportunity to partake in idealised heteronormative family practices – and also from the consequences of resisting its use. This is because under neoliberal rationality, the rejection of egg freezing leaves the female non-user accountable for the risks posed by their non-engagement or ‘refusal’ and, as seen in IVF, open to criticism for not doing enough or falling short in demonstrating their commitment to motherhood (Throsby, 2004). As such, it is possible to see how the technology of egg freezing renders the assumedly fertile body docile and in need of active monitoring, control and management, but also presents it as a resource which can, and crucially should, be customised to enable the adherence to heteronormative ideals of hegemonic femininity.




5.5. Social or Medical: Blurred Boundaries

While the issues described above were suggested by women as key motivating factors for seeking social egg freezing, a smaller subset of women also discussed an existing issue with their health or fertility as playing a role in their decision-making. Whilst the concept of ‘social’ egg freezing is routinely interpreted as the decision to freeze eggs for non-medical reasons, seven of the participants in this research (over 20%) disclosed an underlying fertility or health issue as affecting their decision to freeze their eggs. This included endometriosis, polycystic ovary syndrome, blocked fallopian tubes and the loss of an ovary from a previous illness. Additionally, other women were diagnosed as being at a high risk of premature menopause or other serious illness such as cancer.2 A similar observation about women’s motivations for egg freezing was noted by Pritchard et al. (2017), who found that 13% of women they surveyed reported having a medical condition that they believed would affect their current or future fertility. Thus, whilst both groups of women had self-identified as freezing their eggs for social reasons, underlying this decision was the knowledge that their fertility or general health may already be compromised. It is possible that without this added risk factor these women might have not undergone the procedure or might have waited longer before doing so. Either way, the presence of additional fertility problems was a highly influential factor predisposing these women to consider freezing their eggs. As a result, the distinction between egg freezing for medical and for social reasons may be more blurred than first anticipated. This demonstrates how, for some of the women, the decision to pursue egg freezing for solely social, that is, non-medical reasons, does not adequately reflect their accounts or characterise their experiences.




5.6. ‘Critical Experiences’

For all the participants, the decision to undergo egg freezing meant the commitment to a somewhat lengthy process of tests, consultations, medications and regular trips to their clinic, all of which had to be fitted into their already busy lives. The practicalities of being able to afford the time and money to undergo the procedure and its convenience were often key when it came to make the decision to freeze eggs. This included whether the participants lived or worked near a suitable fertility clinic, had time to undergo the process or could financially afford the procedure. Whilst these issues did not act as motivational factors that led them to seek out egg freezing, they were nonetheless important facilitators which structured the participants’ decisions when it came to decide whether or not to undergo the procedure. It is possible that such facilitators could act as crucial tipping points that lead some women to undergo the process, particularly if they have the time and money and easy access to a clinic. However, these factors could equally lead other women to decide against the procedure, for example if they lived or worked far away from a fertility clinic or could not afford associated costs of freezing eggs.

Further key factors which also acted in some cases as crucial tipping points leading the participants to undergo egg freezing were ‘critical experiences’ or happenings which occurred in the participants’ lives. This study identified that for a significant proportion of the participants (84%), a critical event or happening had prompted them to take the step of banking their eggs. These critical experiences included the breakdown of a relationship, a recent significant birthday, a health or fertility-related diagnosis or scare, or even becoming aware for the first time about the efficacy of egg freezing in older women. For some of the participants, particularly those who had been considering the procedure for some time, these critical experiences acted as a prompt for the participants to undergo the procedure. As Kanta told me:

I had been with somebody and then split up with them and that, kind of at the age of 36 going on 37, that kind of triggered something in me which made me think am I going to meet anyone? And at that stage I thought I am going to look in to it and so I contacted the institution that my GP had told me about and just started that process.

– Kanta (41 years)




5.7. Not ‘Leaning-in’

As was discussed in Chapter 3, much of the media representation of social egg freezing has commonly constructed women’s use of this technology within a neoliberal discourse of ‘choice’, whereby women are positioned as choosing to ‘delay motherhood’, often for reasons relating to their careers. However, several women explicitly rejected this representation of their motives. Reflecting the finding of several other studies (Brown & Patrick, 2018; Inhorn et al., 2018), this research found that women’s use of egg freezing wasn’t about leaning-in to corporate careers (Sandberg, 2013), but was instead about putting motherhood on hold until the ‘right’ time and often until they had met the ‘right’ partner. As Anne explained:

I have a good career and all, but I am not that type of person that has been like working, working, working and putting off being a mum or putting off being married. I just have not met the right person to marry yet and I don’t wanna just be with anybody you know.

– Anne (36 years)

Similar to findings from other qualitative research studies (Brown & Patrick, 2018; Inhorn et al., 2018), this study found that factors related to employment were only issues of any significance for three women in the sample. Furthermore, for these women it was not perceived as a ‘choice’ of career first, motherhood later, but a calculation that they would not be able to make motherhood work in the way they desired in their current employment context. One of the participants, Olivia, was completing a six-month probationary period at a new job and feared that should she become pregnant her contract could be terminated with relative ease, leaving her unemployed. She told me:

People think that that stuff doesn’t happen anymore, but it happens all the time, definitely in small companies.

– Olivia (37 years)

Recent research from the Department for Business Innovation and Skills (BIS) and the Equality and Human Rights Commission (EHRC) has reported that the rate of pregnancy and maternity discrimination has worsened over the last decade (HM Government, 2016). In their survey of 3,254 women, 77% reported a negative or possibly discriminatory experience during pregnancy or maternity leave, with a further 11% of women stating that they were dismissed. This report also noted how women who worked for smaller employers were more likely to describe being forced to leave their job. As such, Olivia’s concerns were perhaps unfortunately quite warranted.

The second participant (Lacey), who reported employment issues as affecting her use of egg freezing, had recently been made redundant and had joined a new company which required a year’s service before qualifying for enhanced maternity leave. Lacey was single and was considering pursuing single motherhood using donor sperm; however, as she was going to be pursuing motherhood alone she could not afford to take a significant cut to her salary and as such needed to wait until she qualified for enhanced maternity leave. The third participant who cited work concerns as shaping her use of egg freezing was Melanie, who suggested that whilst she had frozen eggs she may wait several more years before trying to conceive so she could make the most of the employment opportunities currently available to her, which she anticipated might be fewer in number after she had a child. She told me:

Being an actor, you work for so many years and for women, their age is such an issue as there aren’t that many parts for women in their 40s, there just aren’t. Never mind minority women getting close to their 40s.

– Melanie (36 years)

Therefore, whilst these three women cited employment concerns as shaping their use of social egg freezing, it was not that they sought to climb further up the career ladder prior to motherhood, but that they felt unable to bring the timing of motherhood forward due to the structural concerns and inequalities they faced in the workplace. As such, this research presents a significant challenge to the suggestion often seen in non-academic commentary on this phenomenon that women are engaging with egg freezing to deliberately put off motherhood in order to pursue career advancement.

This chapter has sought to provide a detailed and nuanced account of the factors and issues which shape women’s use of egg freezing. In doing so, it has sought to challenge and debunk the way in which women’s use of this technology has been presented within a neoliberal discourse of ‘individual’ choice which characterises women’s motivations as driven by the desire to strategically delay motherhood in order to secure career advancement. Instead, this chapter has shown how women actively contested such a representation of their motives and has demonstrated how their use of the technology was instead shaped by the lack of a suitable partner with whom to pursue parenthood, as well as a fear of running out of time to find such a partner and pursue a conventional form of family building. In identifying the significance of these issues, this research confirms the findings of other social science (Inhorn, 2017; Pritchard et al., 2017; Waldby, 2015; Brown & Patrick, 2018) as well as clinic-based research on this topic (Hodes-Wertz, Druckenmiller, Smith, & Noyes, 2013; Stoop et al., 2015). However, the research presented here has also shown how women’s use of this technology was shaped by the attitudes men and intimate male partners held towards parenthood. In particular, this chapter has shown how the disjuncture between women’s expectations or hopes of men in the procreative realm (Marsiglio, Lohan, & Culley, 2013) and the men with whom they met and formed relationships led women to seek out egg freezing in order to avoid making a poor choice of partner in a time-limited context, what I have termed ‘panic partnering’.

While this research explored the accounts of women who self-identified as freezing eggs for ‘social’ reasons, as this chapter has reported, 20% of the participants disclosed an underlying fertility or health issue as shaping their decision to freeze their eggs. Such a finding suggests that the distinction between freezing for medical and for social reasons is more porous than many people realise. In addition to identifying how medical issues played a role in women’s use of this technology, this chapter also showed how the practicalities of being able to afford the time and money required to undergo the procedure were often key to women’s use of egg freezing. Finally, this chapter has also highlighted the role of fear and regret in the decision to freeze eggs, noting how women reported the avoidance of guilt and blame as a reason for undergoing the procedure. This finding also demonstrates how participants’ decision to freeze eggs was strongly linked to the desire to avoid self-blame or recrimination in the face of unwanted childlessness, as well as the belief that undergoing egg freezing was more responsible than doing nothing to protect their fertility. As I have argued, this desire to take action against the effects of age-related fertility decline and to avoid future regrets reflects neoliberal values of individual responsibility and self-actualisation, wherein social actors are cast as responsible for managing their own lives regardless of the constraints on their behaviour or choices (Gill, 2007; Rose, 1990). As such, I suggest that it is possible to understand female users of social egg freezing as reproductive entrepreneurs or ‘repropreneurs’ whose privileged financial position means they can access and afford elective treatments and deploy them in their pursuit of their individual life goals.




Notes

1. See Appendix 2 for interview quotations which illustrate how the participants’ relationship status shaped their use of egg freezing.

2. The researcher did not directly ask the participants about the presence of any other health or fertility problems; as such, it is possible that more participants had these concerns which shaped their decision to use egg freezing but did not disclose them to the interviewer.




Chapter 6

The Experience of Freezing Eggs for Social Reasons

Almost since their very inception social scientists have critically examined the social, legal and political ramifications of assisted reproductive technologies, exploring the ways in which they have given rise to new family forms and generated new questions and ethical debates in relation to the shifting boundaries of human reproduction (Almeling, 2015; Franklin, 2013). Research has also explored the practice and delivery of assisted reproductive technologies within and beyond the walls of the fertility clinic (Nordqvist, 2011; Thompson, 2005; Wahlberg, 2018) and has examined the experiences of a variety of actors in the realm of assisted reproduction, including patients undergoing IVF (Barnes, 2014; Franklin, 1997; Inhorn, 2012; Sandelowski, Holditch-Davis, & Harris, 1990; Throsby, 2004), donors providing genetic material for third-party use (Jadva, Freeman, Kramer, & Golombok, 2009; Mohr, 2018; Nordqvist & Smart, 2014) as well as the accounts and experiences of those conceived via assisted reproduction and their families (Blake, Zadeh, Statham, & Freeman, 2014; Golombok, 2013). However, due to the relative novelty of social egg freezing, there are currently very few detailed accounts which explore how women report the experience of undergoing social egg freezing or their attitudes towards their frozen reserve of eggs (Baldwin & Culley, 2018; Lehmann-Haupt, 2009; Richards, 2013). As such, this chapter seeks to begin to address this current gap in knowledge by providing a rich, nuanced and detailed discussion of the experience of egg freezing as described by the women in this research.

This chapter is organised in chronological order exploring women’s accounts of egg freezing from their initial perceptions of the technology right through to their reflections on the procedure which was, in some cases, several years after they had frozen their eggs. It explores how women described, understood and balanced the risks and costs of the technology with what they saw as the potential benefits of the procedure, as well as how they experienced the embodied process of egg freezing. In particular, this chapter explores how women reported the physical and emotional effects of undergoing egg freezing and how they described the support structures they drew upon or needed throughout this process. The chapter then closes by exploring the participants’ attitudes and intentions towards their frozen reserve of eggs as well as their future hopes and expectations regarding motherhood.


6.1. ‘Choosing’ Social Egg Freezing: Ambivalence, Risk and the Chance of ‘Success’


6.1.1. Ambivalence and Anxiety

As explored in the previous chapter, the decision to undergo social egg freezing was a multi-layered and complex process shaped by a variety of factors in the participant’s lives. As such, the decision to engage with the technology was often not simple, or quickly made, but was often the result of much deliberation and thought. Indeed, this research found that several of the participants had been aware of, and had been considering, egg freezing for a number of months, or even years, prior to undergoing the procedure but had felt ambivalent about making use of the technology themselves. This ambivalence was in part linked to the participants’ perception that egg freezing was unreliable and unlikely to work.

The women in this research underwent the process of freezing their eggs between 2006 and 2013 and as such were among some of the first women to draw on this technology for fertility extension purposes whose detailed accounts still remain as yet unheard. At the time that these women were considering the technology, very little information was available about the success rates being achieved with frozen eggs, but research showed that in some cases many eggs which were frozen did not survive the initial thaw. This was because many UK and US clinics were still using the traditional slow freeze method of cryopreservation. As a result, many women initially rejected egg freezing as a potential option due to the low levels of success being achieved with this technology. In some cases, it wasn’t until they later heard about the technological improvements made to the egg freezing process via vitrification that they reconsidered their use of the procedure believing it to be more likely to result in a live birth. As Charlotte and Ellen explained:

So, I just never thought the procedure was good enough. I did read about it like when I was younger, but everything was like so many of the eggs get damaged in the process of thawing and they didn’t have the same techniques, so it really wasn’t until like I said almost a year ago that I looked into it again.

– Charlotte (42 years)

I found out that the technology was such that although some women were having this done that the technology for freezing would not be likely to yield good results so I kind of let it go for a bit […] When I was around 39/40 I thought, oh I will have a look into this again, and I read that in Japan they had developed a new technology around egg freezing [vitrification].

– Ellen (45 years)

Whilst new developments in the process of freezing and thawing eggs were seen by some women as signalling that the technology may be worth investing in, for others the high cost of the procedure, and the fact that the technology still offered no guarantee of a future live birth, continued to leave many of the participants ambivalent about undergoing the procedure themselves, as Johanna noted:

I was aware of the technology, but it appeared that in terms of the amount of money you have to put in to it, you were better off freezing an embryo than freezing your eggs […] I went through thinking about, you know, how much money it was going to cost, did some investigations, weighed it up […] it just didn’t seem to warrant spending that amount of money for the results you would get back out of it.

– Johanna (42 years)

As well as sharing concerns about the high costs of the technology and the low rates of success being achieved with frozen eggs, many other women also commented that they had not undergone the procedure at an earlier age as they had hoped that they would have enough time to find a partner and conceive without needing medical intervention. As Patricia explained:

I looked into egg freezing when I was 36 as it is the sort of thing that people talk about, but I hadn’t known anyone that I had done it, and when I looked into it I sort of thought that it seems like a lot of money and I am still quite young, and I have still got a chance to meet someone so I sort of just let it go.

– Patricia (41 years)

In some cases, it wasn’t until the participants were coming closer to the end of their fertile years that they decided to freeze their eggs, when the likelihood of finding a partner and conceiving naturally had begun to become more remote. As Katie told me:

I think I just wasn’t motivated enough given that there was still plenty of time at that point to have it happen more naturally, I just wasn’t motivated enough to invest the time and put my body through that when I was that young. It wasn’t really until I turned 37 and, you know, I felt the door a little bit closer to closing […] [that she reconsidered egg freezing].

– Katie (38 years)

For many of the women in this research, the possibility of undergoing social egg freezing was a difficult prospect to consider and was the cause of much anxiety and distress. This was often because many of these women would have rather been actively pursuing motherhood naturally with a partner than ‘having’ to freeze their eggs. As Amber explained:

It really was that I was hopeful that I would meet somebody actually, so it’s not, this having a child on my own, or using my frozen eggs […] it’s not where I saw my life going.

– Amber (39 years)

Thus, for some women, their engagement in egg freezing was experienced as an unwanted recognition that their life had not gone the way they had anticipated and that they were, as a result, having to plan for an alternative lifecourse. Such a trajectory could be one which may not include motherhood but, if it did, would almost certainly involve older and perhaps even single motherhood. Therefore, whilst some of the participants hoped that undergoing egg freezing would mean that they would not have to make immediate compromises about how, and with whom, they wanted to ‘do motherhood’, their use of the technology was nevertheless an indicator that they still might have to pursue motherhood in currently unforeseen and undesirable ways. As such, some women experienced something akin to a period of mourning both before and during the process of freezing their eggs that they had (as yet) been unable to pursue the normative construction of motherhood which they had in some cases always envisaged.






6.2. Awareness and Understanding of Egg Freezing ‘Success Rates’

After deciding that social egg freezing may be something that they wanted or needed to consider, the women in this research described trying to find a clinic which could provide them information about how likely their frozen eggs may be in providing them a live birth in the future. However, nearly all the participants reported difficulties in accessing accurate and reliable information from the clinics they attended. This was because at the time they were undergoing egg freezing, as well as at the time of writing, very few clinics (particularly in the United Kingdom) have had large numbers of women return to use their eggs in an attempt to conceive. As such, the clinics that the participants attended did not yet have their own ‘in house’ data on which to base their predictors of success and instead had to rely on limited published data from other centres or clinics. This lack of information and clarity about the chance of having a baby from previously frozen eggs was often frustrating for the women who were trying to decide whether or not to undergo the procedure. As Livvy and Anne explained:

It’s just frustrating with something like this you know, they never give you complete straight answers to your questions […] You want to know precise answers to your questions but it’s all very vague, every individual is different […] So, it was really hard really for me to gauge what my chances were.

– Livvy (37 years)

You know it’s hard for them to give you really good statistics on egg freezing as there is not that many women that have actually unfrozen their eggs.

– Anne (36 years)

The success rates of IVF using fresh eggs are known to vary considerably by age; indeed, the recent HFEA data have shown that 23% of women undergoing IVF aged 35–37 experienced a live birth compared with 15% of women aged 40–42 (HFEA, 2018a). Similarly, the age of a woman at the time of freezing her eggs has a significant impact on the likelihood of those eggs one day resulting in a child. Recent figures from the USA (Goldman et al., 2017) estimate that if a 35-year-old woman freezes 10 eggs she may have up to a 50% chance of having a child using those eggs in the future. However, the chance of a live birth falls to 26% for women who froze the same number of eggs when aged 39 and stands at 11% for those who underwent the procedure at the age of 44. As such, women presenting for egg freezing should be provided age-specific success rates to help them estimate how likely the procedure may be in providing them with a child in the future (Baldwin & Culley, 2018; Saumet et al., 2018). Despite the utility of such information, the participants in this research reported being unable to access this data from their clinics; instead, they quoted a variety of different success rates which they had most often gathered from reading online sources such as fertility clinic websites, news stories and published academic research. Whilst these alternative sources helped some women contextualise their decision-making, much of the published research and data on social egg freezing comes from highly specialised and experienced treatment centres sometimes using eggs taken from women in their 20s. Thus, the results being achieved in such centres should not be considered directly comparable to the average fertility clinic where the typical user of egg freezing is more likely to be in their late 30s (von Wolff et al., 2015).

Most of the participants stated that they had been made aware by their clinic that egg freezing was an experimental technology and described a clear understanding that they would require further fertility treatment in the form of intracytoplasmic sperm injection (ICSI) should they wish to make use of their frozen reserve in the future. The participants also explained that they knew the viability of their eggs would only be ‘proven’ once they were thawed and used in fertility treatment and that, as live birth could not be guaranteed, they should not view their eggs as an ‘insurance policy’ against future infertility.

She (clinician) told me very candidly there is no guarantee that you will have a child, there is no guarantee that any of these eggs will work.

– Rae (39 years)

The chances aren’t brilliant but also, I suppose in a way it’s a little bit disheartening as it like a less than 50% chance of it working but they were very upfront and honest about it really. There is no magic wand and you shouldn’t use it as an insurance policy really.

– Holly (38 years)

However, as they were unable to access accurate information about how likely their eggs may be in providing them a live birth, and despite being advised to not rely on their eggs or treat them as an ‘insurance policy’, some women nevertheless disregarded these warnings and appeared to overestimate the efficacy of the technology.

He did point out that it is all very experimental, and you can’t bank on it, it’s not an insurance policy, but I tend to ignore all that because I think it is. And I know I shouldn’t think like that, I shouldn’t, but I do think of it like that.

– Aleen (35 years)

Despite having little information about the likelihood of achieving a live birth with their frozen eggs, several participants perceived IVF and egg freezing technology to be constantly improving and suggested that in the time between freezing their eggs and using them to conceive, their likelihood of achieving a live birth would most likely increase.

It’s getting better every year as it goes on like when I first had it done [clinic name] were the only clinic in the country to have a child to my knowledge and now they’ve come on leaps and bounds.

– Amber (39 years)

Technology is ever changing, and it has come on leaps and bounds […] so who knows even if it’s not 100% now, then by the time they get defrosted they will be able to improve the system by then.

– Shu (39 years)

Thus, the participants sometimes had significant faith in technological progress which they hoped would enable them to pursue motherhood in the future. Nevertheless, it is important to note that whilst the introduction of egg vitrification has resulted in a larger proportion of eggs surviving the initial thaw, egg freezing as a form of fertility extension is likely to only ever be as successful as its ‘parent technology’, IVF, which isn’t particularly efficacious. As such, even if the same results can be achieved with frozen eggs as are currently observed with fresh, it is still likely that only one out of every four IVF treatment cycles will result in a live birth.

Whilst many participants struggled to access clear data on the likelihood of their eggs providing them with a child in the future, some did suggest that they believed their chances to be quite slim. However, it was very common for them to nevertheless suggest that it was better for them to undergo the procedure, and bank some eggs for potential future use, than to not engage with the technology at all.

So, it’s not 100% safe, it’s not 100% certain, but I’m in a better position that I could possibly have been before.

– Amber (39 years)

I am a big ‘Googler’, by the time I got the doctor I had read journal papers and I was just going on and on. I thought they (success rates) were really bad, but better than nothing.

– Claudia (41 years)

I think I came up with a statistic of maybe 25% based on different books and different things that people have told me […] so I thought that’s better odds that sitting around not doing anything.

– Effsie (40 years)

All the participants shared a concern and interest in the likelihood of the technology resulting in a live birth in the future, yet few discussed at length the procedures they might encounter when coming to use their stored eggs. Rather, many women described how they hoped to never need to use their eggs and instead expressed a desire to conceive naturally with a future partner. It appeared that the likelihood of achieving a live birth with their eggs in the future was one type of success which women considered, but a successful egg retrieval and having a sufficient number of eggs frozen was also a marker of egg freezing ‘success’, which had significant implications for women in the present. This was because egg freezing was not just about enabling reproductive options for the participants in the future but was also about ensuring they made the right choices, such as in their choice of a partner, in the present.




6.3. Cost and Issues of Access

During the interviews, the participants sometimes articulated an awareness that they were part of only a small group of women who were sufficiently economically empowered to access and afford, what was at the time, a very new technology. The amount of money the participants paid to access the technology varied significantly depending on the country where the women froze their eggs. Of the 31 participants, 20 froze or attempted to freeze their eggs in the United Kingdom, seven underwent the procedure in the USA and four underwent the procedure in other countries.1 The cost of the technology varied the most for the American participants with some of the women undergoing the procedure with cost covered in part or wholly by their health insurance and others having to pay for the procedure themselves, costing them up to US $10,000 a cycle. By comparison, the women who underwent the procedure in the United Kingdom paid between £4,000 and £5,000 a cycle and all but one participant, who funded the process through a freeze and share scheme, paid for the treatment out of pocket. Similar to results described by De Groot et al. (2016), this research found that whilst all the women in this research were in full-time employment, often in highly professionalised fields of work such as medicine, law, media and higher education, 40% of them reported receiving financial support when paying for the procedure. This included financial contributions from their parents, as prospective future grandparents, (n = 8) or through making use of money from family inheritance (n = 4). The remaining participants without access to such funding reported paying for the procedure themselves using their own savings, bank loans or credit cards. This led several participants to note how the cost of egg freezing was quite exclusionary and only available to those who were either financially secure or who had families who were able to pay for the procedure. As Sofia remarked:

I have this girlfriend now who is 33 and she wished, she is in such a craving to find someone, and she contacted me as she wanted to freeze her eggs […] but she hasn’t got the money to actually do a cycle, so I wish it was cheaper and more accessible for those women.

– Sofia (39 years)

Egg freezing technology can sometimes be accessed free of charge in the United Kingdom through the NHS; however, funding is only provided for medical reasons and applications for such funding are often managed on a case-by-case basis. As a result, the only means by which women can access subsidised egg freezing in the United Kingdom for social reasons is through a freeze and share scheme2 whereby a woman receives treatment free of charge if she donates half of her eggs to another woman. One participant, Rachel, froze her eggs through such a scheme. However, as she was required to donate half her eggs to another woman, Rachel needed to undergo two cycles of the procedure to bank enough eggs for future use, with the concomitant risks. She explained:

I would love to tell you that it was completely altruistic, but the reality is that it was a financial decision, that I was able to freeze my eggs with absolutely no cost to myself and at the same time help somebody else. I wouldn’t have chosen to do that if the financial incentive wasn’t there […] But that was definitely the reason for doing it because I couldn’t have afforded to do it otherwise, without taking out a bank loan or something.

– Rachel (34 years)




6.4. Awareness and Perception of ‘Risk’

All the participants reported being informed by clinics about the potential physical risks of the procedure such as ovarian hyper-stimulation syndrome (OHSS), bloating, nausea and tiredness, and many also reported spending sometimes a significant amount of time researching the process of egg freezing online. The physical risks that the participants most often identified and were concerned about were the risks of overstimulation and the likelihood of negative side effects from stimulation drugs, as well as the risk of the stimulation cycle failing, or not yielding what they believed to be a sufficient number of eggs for freezing. In discussing these risks, it was common for the participants to suggest that egg freezing was simply ‘half’ an IVF cycle and therefore lower in risk or bearing the same risk as those undergoing IVF, which they believed to be safe. As Livvy told me:

Essentially, it’s just IVF isn’t it, it’s just one half of IVF […] the actual harvesting process which has been done loads, so it can’t be that dangerous.

– Livvy (37 years)

Participants also explained how they believed IVF, and therefore egg freezing, to be safe or at least ‘low risk’ due to its widespread practice.

It’s become more of a norm, as I said at the beginning, to do IVF is now something that most women will, maybe not most, but a lot of women would consider if they had fertility problems. They would assume it was fairly safe because it’s been around for a long time […] it is really quite a mainstream kind of thing.

– Emily (44 years)

I wasn’t worried, I read around it […] It’s the same as doing IVF. If it was super dangerous then people wouldn’t be doing it.

– Sofia (39 years)

A smaller number of women also suggested that the lack of available data proving ovarian stimulation to be dangerous led them to feel more confident about considering using the technology because they believed this was further evidence that the procedure was likely to be of low risk.

I suppose I just decided to do it even though there are unknowns because there wasn’t evidence to say don’t do it. I think I probably did as much research as I could, but you know there wasn’t enough information about that and I am sure there won’t be for maybe another 20 years.

– Emily (44 years)

I think if there was anything huge I probably wouldn’t have done it and then obviously, like some of the literature said there may be a slightly higher risk of ovarian cancer, but then there was other literature which says that they haven’t really proved it.

– Effsie (40 years)

A further factor which helped normalise the procedure for some of the participants was their awareness of other people who had undergone medicalised fertility treatment. Twenty per cent of the participants disclosed knowledge of a close friend or family member who had undergone some form of fertility treatment, which led some women to also comment that their decision to undergo egg freezing was thus not unusual or out of the ordinary.

I knew lots of people who had done IVF, because egg freezing is just the first part of the IVF process, so that did influence me and make it sound pretty mainstream in a way […] [egg freezing] obviously wasn’t standard, you know, when I did it seven years ago. But I am sure it’s becoming more and more popular […] because it’s the same as IVF in a sense, it is really quite a mainstream kind of thing.

– Emily (44 years)

When discussing their decision to make use of the technology, two participants (Effsie and Helena) explained how they decided to only undergo one round of egg stimulation and retrieval to manage or minimise the risks they believed they were exposed to. They suggested that one round of egg freezing was much less risky than the practices of others who underwent repeated rounds of IVF treatment when trying to conceive a child. Effsie explained:

I don’t like the idea of putting a lot of things into my body that aren’t particularly natural for it, so I thought I’d do it once and that is enough. I’ve heard of people who have 15 rounds of IVF, for me I would just, I wouldn’t want to.

– Effsie (40 years)

Thus, for Effsie, such a measured and cautionary approach to egg freezing was seen as a proportionate response to the risks posed by age-related fertility decline. However, it is worth noting that should she seek to use her eggs in the future, she may need to undergo multiple rounds of IVF using ICSI before she secures a live birth.

Even though most participants believed that they were exposing themselves to some physical risk by freezing their eggs, similar to the findings of De Groot et al. (2016), several of the participants suggested that any of the physical risks to which they were exposed were offset by the potential gains they would experience if the procedure was successful and they were able to use the eggs to conceive a child in the future. As Emily and Helena explained:

With any invasive procedure there is a risk of infection, but the risks are very low, so it wasn’t something that worried me, and I thought the benefits far outweighed the risks.

– Emily (44 years)

Well I suppose I felt that these risks, that the benefit that I would have from this treatment outweighed the fear of the risks really, as simple as that.

– Helena (37 years)

When deciding whether to undergo egg freezing the participants sought to balance concerns related to the risks of the procedure, the cost, as well as likelihood of success. For many of the participants, the risks associated with egg freezing were perceived to be sufficiently low enough to warrant their engagement; egg freezing was normalised as half an IVF cycle and as something routine which would be unlikely to cause them any harm. Equally whilst they were aware that the technology did not guarantee a live birth, the potential benefits of the technology were perceived to outweigh the high cost of the procedure with women suggesting that by engaging with the technology they would always be increasing their chances of a future live birth, even if it was only by a marginal amount. The problem with such an articulation, however, is that many women who drew on this technology at this early stage of its availability were not provided and could not access, accurate information about the extent to which the technology may increase their chances of a live birth and as such had to make the decision about whether to engage with the technology in the absence of such key information.

A further factor which also appeared significantly important for the participants to consider when deciding whether to pursue egg freezing was the risks associated with not engaging with the technology. The risks the participants identified as posed by their non-engagement included the physical and emotional risks associated with having to attempt conception at an older age such as an increased chance of experiencing a miscarriage or conceiving a child with genetic abnormalities. However, the main risk the participants identified as shaping their decision was the social or emotional risk that they could one day experience involuntary childlessness and that, should they choose to not undergo social egg freezing, they could one day blame themselves or be blamed by others for not making use of the technology when it was available to them. As Livvy and Katie explained:

I kind of thought that if I was still in the same position as I was in a year later then I would do it because even though there was a very small chance of success, in the whole scheme of things I think it was going to be a couple of thousand pounds you know which isn’t a massive amount of money […] I just didn’t want to finally meet perfect man a couple of years down the line and then realise that I’d missed the boat and thought oh my god if only I had done that when I had the chance […] I didn’t want to in five years’ time to look back and regret not doing it.

– Livvy (37 years)

That’s another reason I pursued this, it’s just like ultimately no matter what happens I was just trying to minimise the amount of regrets I might have […] I just thought that if 5 or 10 years down the line, if I totally pass my fertility window and was really sad that I didn’t have a child, and then I could look back and think why didn’t I do that, that that was not a place I wanted to be.

– Katie (38 years)

For these women, the act of freezing eggs appeared to be a valuable undertaking in and of itself, possibly even if it failed to provide them a birth in the future as it guarded against the risk of future regret and blame of any future unwanted childlessness. The role the fear of future regret played in women’s use of this technology was explored in the previous chapter as was the other ‘risk’ the participants identified of not using the technology: the risk of ‘panic partnering’. Thus, the risks of not engaging with egg freezing appeared to form a significant part of the participants decision-making process, and for many women, the risks posed by non-engagement were seen to outweigh the risks of undergoing the procedure, even if the technology failed to provide with a child in the future.




6.5. Experiencing Egg Freezing

As the above discussion has indicated, the decision to pursue social egg freezing was for many women a complex and difficult choice not only due to the highly emotive nature of such decision-making but also because the participants had to make such a decision in the absence of critical data about the likelihood of achieving a live birth with their frozen eggs in the future. This chapter will now turn to examine how the participants reported their experience of social egg freezing, paying particular attention to the physical and emotional impact that the procedure had on them and the support they drew upon or needed throughout this process.


6.5.1. Physical Effects

Most (68%) of the participants in this research underwent, or attempted, just one cycle of egg freezing (n = 21), almost a fifth of participants also underwent a second cycle (n = 6) and a smaller number underwent three (n = 3) or four (n = 1) rounds of stimulation. Following egg collection and freezing, women had between zero (due to a failed cycle of stimulation) and 62 eggs stored, the average number being 16.3 Most of the participants who underwent egg collection, and thus completed a full cycle of egg freezing, reported experiencing some kind of side effects of the stimulation process, such as water retention and stomach bloating. As Charlotte and Lacey described:

Your body bloats out almost like at a pregnancy level and I’m not talking like normal period bloat, I’m talking like a whole chunk of your body, from like your chest down it was crazy […] it’s really an uncomfortable feeling like think of having your period but for weeks straight.

– Charlotte (42 years)

I really massively bloated you do feel like you are pregnant, your ovaries feel like a dead weight.

– Lacey (40 years)

A quarter of the participants reported experiencing bloating that was so severe they believed that they looked pregnant, with one participant, Mary, even describing how this led to strangers repeatedly offering her seats on public transport. She told me:

There were five or six occasions where men offered me a seat on the train and I thought well I better go along with this pretence. The first week not a lot happened but then the last week it just shot out it really went out and expanding and it was like the most perfect little bump.

– Mary (49 years)

The participants also reported other perceived side effects, including tiredness and weight gain.

It made me incredibly tired […] I was physically wrecked for about two or three weeks it just really conked me out. I would get up in the morning, go out to work, come home and go to bed at 7 o’ clock I was so tired.

– Aleen (35 years)

I am super lean. I know what my body fat is because I had it monitored recently, I am 18% body fat now, but I don’t fit in my clothes. I still can’t fit in my jeans properly from how I was before I started this regimen […] so you know the whole process has caused me quite a lot of changes in my body

– Johanna (42 years)

Several (n = 5) of the participants reported either being diagnosed with ovarian hyper-stimulation syndrome (OHSS) or experiencing several of the symptoms such as significant nausea, stomach pain and weight gain during the stimulation process or shortly after the egg retrieval took place. For some of the participants, this experience was highly distressing.

I had OHSS, I delivered too many eggs and after they took them out […] I was super swollen, constipated and in a lot of pain.

– Lindie (34 years)

I really don’t like being nauseous so when I was really nauseated and being totally irrational, I remember at one-point crying to my dad that I thought I was dying.

– Katie (38 years)

Three of the participants also experienced further serious side effects and complications; this included Anne who experienced a severe form of OHSS which ultimately required hospitalisation after she gaining 10 lbs of fluid during the stimulation process. She explained:

I ended up getting ovarian hyper stimulation, I got it on the 5th day. I basically woke up and I had gained 4 lbs and I was in so much pain I went to the doctor. They looked at the fluid in my stomach and they said there was a lot there and the next day I woke up and had gained another 4 lbs and so I went back to the doctor […] then the next day I gained like another 2 lbs which was now like 10 lbs all just in your stomach, like hard big stomach, like you are pregnant and I am like a thinner girl so it was unbelievable how big my stomach looked I mean I literally looked pregnant

– Ann (36 years)

A further participant, Rae, was also diagnosed with ‘kissing ovaries’4 half way through the stimulation process, and Ellen described a life-threatening experience caused by internal bleeding, which she felt was the result of a mistake during a routine ovarian cyst removal. They told me:

After the first retrieval I was ok probably for the first two days, I was fine then all of a sudden, I was like gaining all this weight like I gained 5lbs in a seven-day span and if I looked down I could visibly see that my left side was much more swollen than my right side by a lot, like a noticeable bit, and it felt like somebody was squeezing my ovary or kicking me or something. I didn’t know what was going on or why, I just knew there was a problem. So, I went back to the doctor, and even allowing them to do a vaginal ultrasound was excruciating as there was so much fluid, and that’s when they told me that I have kissing ovaries; so fluid builds behind one causes it to smack into the other so that was what the pain was about.

– Rae (39 years)

My brother picked me up from the public clinic and we went home together on the tube and then I got inside the front door and I fainted in the hall way and my brother put me on my bed and I felt very cold and shaking all over […] I was just feeling really cold as the night went on I had this excruciating pain down all one side and I couldn’t move I literally could not move […] I had suffered an injury and I was bleeding internally and the blood was flowing in to an area which was affecting my nervous system which is why I couldn’t move so what actually happened was that I was bleeding internally and if I had not stopped naturally I would be dead, I am not exaggerating that is what happened.

– Ellen (45 years)

The experience of such significant side effects of the ovarian stimulation process was quite a shock for these women, many who had previously perceived the procedure to be low risk due to its widespread use. However, whilst these side effects were unpleasant, they were often perceived by the participants as a short-term sacrifice in the pursuit of a longer-term goal should the procedure provide them the opportunity to pursue motherhood in the future.




6.5.2. Emotional Effects

In addition to experiencing several uncomfortable, painful and sometimes serious side effects of the stimulation and retrieval, many of the participants also described several emotional ‘side effects’ of undergoing the procedure. Participants described feeling a heightened emotional state throughout the hormonal stimulation process which they reported left them more prone to crying and feelings of general anxiety. As Jen described:

You just feel kind of, you know, easily upset, easy to cry, just a short fuse, and just a little emotional.

– Jen (39 years)

In addition to feeling emotional because of the effect of the stimulation drugs on their body, nearly all the participants also reported finding the egg freezing process emotionally and psychologically challenging. This was often because, like many women in the research undertaken by De Groot et al. (2016), the participants in this research fundamentally didn’t want to freeze their eggs but felt they were ‘having’ to make use of the technology due to their lack of a partner. As Ellen and Charlotte emotionally explained:

By the third round [of egg freezing] I had got resentful about it, I felt why can’t life be simple? Why can I just meet somebody like everybody else? Why do I have to go through this process of injecting myself every day?

– Ellen (45 years)

Starting this process is extremely emotional and extremely scary and it is an overwhelming thing and you start thinking things like, how did I end up here? How did a woman like me end up in this position where I’m actually doing this you know? […] I just broke down and I started crying and I said I just can’t do this, you know I can’t, I was like how, how am I going to do this I don’t know and that was a really hard part of it you know for me.

– Charlotte (42 years)

The emotional challenge posed by egg freezing was therefore often much more demanding and difficult for the participants than the physical side effects of the stimulation procedure. This was because the emotions they experienced were not simply the result of the hormone drugs they were taking but were often linked to their single status and sometimes to the dissatisfaction they felt about the current direction of their lives. As Lacey and Jen explained:

I just felt really low, and really like it was, I just felt depressed basically. I just felt like what am I doing? It wasn’t actually that I was questioning what I was doing, I just felt really miserable so and it’s quite hard.

– Lacey (40 years)

I was feeling like so bummed that this is the point I’m at in my life, that I’m 37 and single and I really want to have kids and, you know, all my friends are on their second kids already and I don’t even have a partner in sight and just a lot of sadness and a lot of self-judgement around that, like what happened to me and where did I go wrong?

– Jen (39 years)

As a result, it was common for the participants to be highly critical of themselves, their decisions and their current position in life when they were undergoing the process of egg freezing which, as Jen articulated, functioned sometimes as a reminder that they were not where they wanted to be in life.

I would just come home from every single one of those appointments and just sob. I’d just cry, just ball my eyes out because it was such a reminder of the fact that I’m not, you know, I wasn’t where I wanted to be in my life. So, it was hard in that regard.

– Jen (39 years)

I can fall into patterns of thinking like why have you found yourself here? Did I do something wrong? Is there something wrong with me? Did I make bad decisions? Is this my fault? Like am I not going to get what I want now because I made decisions in the past I shouldn’t have? Should I just have married that guy?

– Katie (38 years)

Thus, whilst egg freezing was a tool the participants drew upon to keep open imagined futures of marriage and motherhood, for many women the lack of an intimate partner in the present was a source of much distress and sadness. Their use of the technology was also bound up with feelings of guilt and shame for not yet achieving the life goals and expectations that they had held for themselves and which they perceived had come so easily to other people around them. As a result, the process of undergoing egg freezing was often very challenging and emotionally isolating for many of the participants. To manage these challenging emotions, periods of self-doubt and anxiety, some of the participants articulated how they became very goal oriented and determined to see the process of egg freezing through. Interestingly, Hayley shared how she dealt with the process by likening the egg freezing procedure to a form of treatment which would make her ‘better’ once it was completed.

I had to mentally tell myself that pretend that you have gone to the GP and the GP said right you need to do this to get better, you are going to have to take this medicine, and it’s going to be horrible for a few weeks and then it will be over and then you will be fine. And I treated it like that as a way to mentally deal with the fact that I was going to have to do this horrible thing to myself.

– Hayley (38 years)

The process of egg freezing is very similar to IVF with regard to the ovarian stimulation and egg retrieval procedure; this similarity was observed by several of the participants, such as Aleen, who likened the process of egg freezing to undergoing IVF without a partner. This comparison was drawn by several of the women who stated that undergoing the procedure without the support of a partner was often the most challenging and upsetting part of the egg freezing process. This was because, whilst some women stated they had a strong network of support, they were ultimately alone at home when they had to go through the daily process of injecting themselves with the stimulation drugs. As Anne and Jen described:

I was doing this on my own whereas couples do IVF, they have their husband with them, so just being on my own and doing the shots on my own […] I always knew I had friends and my mum was there for me, but really at the end of the day it was just me by myself at home.

– Anne (36 years)

I lived alone at the time, so I was truly going to be doing it by myself in my house. And so, I just found that really upsetting.

– Jen (39 years)

In some ways the participants perceived women undergoing IVF to conceive to be in an enviable position; after all they had a partner committed to parenthood and were actively trying to have a child which was something many of the participants wished they could be doing. Due to their lack of such a partner, and the fact that it may be several years before they may be able to try and conceive, the participants also described a sense of loneliness when undergoing the procedure.

I can remember just being on this gurney thing waiting to go into the operation and having that cannula thing put in and just crying my eyes out just thinking, why am I here on my own, why do I have to go through this sort of thing on my own?!– Claudia (41 years)

I was feeling like oh god, why am I here? Why am I at this point in my life? I’m so upset, I’m lonely, I’m doing this all by myself.

– Jen (39 years)

Some women also reported a degree of stigma and embarrassment about making use of the technology and for ‘still being single’ at their stage in the lifecourse. As Preeti explained:

I think there is a stigma attached to it. Well why do you need to freeze your eggs, or why are you bothering, why don’t you just get out there and find a man and get pregnant […] some people said that.

– Preeti (37 years)

A significant amount of research has shown the immense emotional and psychological burden that medicalised fertility treatment has on those who make use of assisted reproductive technologies (Bouwmans et al., 2008; Hammarberg, Astbury, & Baker, 2001; Hanna & Gough, 2017). This research equally found that the process of egg freezing could be intensely emotional and upsetting for the women who underwent the procedure who were often highly distressed about ‘needing’ to make use of the technology and often very disappointed about their lack of an intimate partner. Indeed, for many of these women the process of egg freezing was made more difficult due the fact that they were undergoing the process of medicalised fertility treatment alone.




6.5.3. ‘Going It Alone’ and Need for Further Support

Most of the participants had disclosed their decision to freeze their eggs to a small number of people, usually close friends and family to enable them to discuss the procedure and receive their support which was seen as valuable to the women throughout the process. As Lacey and Livvy described:

I was quite lucky as I had friends and family around and I was really open about it all, you know told everybody. Well I didn’t tell everybody, I didn’t tell my work actually, but I told most people, and everyone was really supportive.

– Lacey (40 years)

Well it’s a very personal thing, it’s not the type of thing I am going to advertise on Facebook, obviously I wanted to tell a few people to get their feedback, so I told people who I thought would be the most supportive and that was like half a dozen people and I didn’t see why anybody else needed to know really.

– Livvy (37 years)

Most of the participants reported receiving support from their friends and family, particularly from their own mothers and friends who had experience of undergoing fertility treatment. This support was often emotional but also practical, such as offering to attend clinic appointments and being present when the participant was first getting used to injecting herself with the stimulation drugs.

I would say the injections were scary and intimidating. I’d never given myself a shot and yet the first, the very first day I did it my girlfriend Nicky came over to my house and she had frozen embryos, so she’d been through the process alone and she kind of coached me through the first night, which was so great.

– Jen (39 years)

The first time I did it [the hormone injections] I was so scared that I made sure my mum was there with me because I was just freaking out. And in the end mum had to actually push it in because I just couldn’t do it. I just sat there like oh I can’t do it. And once she pushed it in I realised that once you have pierced the skin, after that it isn’t actually too awful.

– Hayley (38 years)

In addition to looking for and receiving support from family and friends, several of the women also reported having sought support and guidance from online fertility forums. It appeared that the support provided by women who had experience of, or who were currently undergoing, fertility treatment was particularly useful, especially for women such as Rachel who did not know anyone who had undergone IVF and thus had very limited knowledge of ARTs prior to engaging with egg freezing.

I spoke to people a lot on Fertility Friends, to be honest they are the best resource that I found.

– Rachel (34 years)

That fertility friends site massively helped and I just think god why didn’t I just crack on with that earlier.

– Amber (39 years)

Previous research examining women and men’s use of online fertility forums have reported how these sites enable users to provide mutual support and empathy to one another and allow users, often anonymously, to share their personal experiences of infertility and medicalised fertility treatment (Hanna & Gough, 2016; Malik & Coulson, 2008). These studies have also found how online support groups can help users make sense of their experience, have their thoughts and feelings validated by others and reduce the sense of isolation which can accompany fertility problems and treatment. Similarly, this research found that for some of the participants who drew on online networks for support, their use of the forums appeared to help reduce their fears and anxieties about the procedure. For others, having such support normalised the process and validated any concerns or feelings they had during the procedure.

It was so comforting that I had someone there who had been through it and who knew what she was doing and could just kind of talk me through it, just be moral support.

– Jen (39 years)

I’m very thankful that I had that one friend who had gone through it two years before because she was like my touch stone. I would just email her every day and be like ok, this is how I’m feeling now, I’m feeling really bloated today, and she would just kind of normalise and validate all that for me.

– Katie (38 years)

In addition to making use of online spaces to talk about the procedure, a smaller number of participants reported that they were able to make contact online, and then sometimes meet in person, with other women who had frozen their eggs. The support, understanding and guidance such women were able to provide was often seen as superior to the support able to be offered by women who had undergone IVF. This was because typical IVF users had more often pursued the technology with a partner and therefore the participants believed they experienced different challenges to those undergoing social egg freezing. The networks and relationships these online forums and face-to-face meetings provided enabled women to access and draw upon the tacit knowledge and experiences of other women who had undergone egg freezing and, through peer-to-peer contact and support, created a ‘community of practice’ (Paechter, 2003). This community was of significant value to many women, as at the time these participants were undergoing social egg freezing, as well as at the time of writing, there were limited detailed resources available about the process and experience of egg freezing. As such, these online forums and personal relationships were a highly useful means by which women were able to access information and support which was not easily available elsewhere (Colineau & Paris, 2010).

Whilst most of the participants told their close family about their use of egg freezing and thus received support from them, a small number of women, including Preeti, Kanta and Effsie, reported receiving little support and encouragement from their families. Preeti and Kanta suggested that this lack of support was in part due to the specific ethnic and cultural backgrounds of their families (South Asian) which made it difficult to discuss issues such as using ARTs.

I didn’t really know what to do and I didn’t really have any support around me because whilst my parents are great they are not used to this sort of thing because I am from an Indian background and the traditional thing to do is to get married when you are younger but I never followed that route. So yeah, I was a bit paralysed about it.

– Kanta (41 years)

This led Preeti to comment that, whilst she would recommend egg freezing to most women, she believed it was important for them to have a strong support network in place as the lack of such a network for her was particularly challenging.

I just kind of think looking back on it, if someone came to me and asked me you know should they do it, I would say whole heartedly yes if you can afford to do it, and if you have got a support network. If you haven’t got a support network then no because it’s too hard, for me it seemed too hard without a support network.

– Preeti (37 years)

Whilst most of the participants reported friends and family to be supportive of their use of egg freezing, a small number stated that they had encountered people who were less understanding of their decision. These individuals, the participants described, often believed the women would be better off pursuing motherhood immediately or spending more time and effort searching for a potential partner. However, such comments were often easily dismissed by the participants.

I remember one of my married friends she said that she thought I would be better off investing the time and effort in dating but I kind of expected her to say something like that […] I just think she thought I was going down the wrong avenue.

– Effsie (40 years)

My sister was like, ‘What? Why are you doing that?’ and I thought that was strange because I would expect her of all people to understand as she went through all these treatments so I am not sure if that is jealousy or she wishes she did it herself […] but I wasn’t expecting to get that so much of a not understanding reaction from her.

– Catrine (34 years)

Whilst the participants reported being generally happy with the treatment they received from the clinic, they believed that the clinics could better improve their handling of women undergoing egg freezing. More than one participant described having to repeatedly correct staff who assumed they were attending the clinic for IVF, not egg freezing. This was experienced as embarrassing for these women who as a result suggested that clinic staff needed to be more aware that women might be at the clinic to freeze eggs and not to attempt conception.

Everyone assumes you are going through IVF, like even the hospital staff who do your blood tests, the people who do your scans […] people assume you are there to have children now and this woman started talking to me and I started telling her that I wasn’t actually having a baby now or was trying to, I was freezing my eggs and she looked at me like I was completely off the planet you know it was really tough.

– Aleen (35 years)

Other participants noted how they felt visibly different to the patients at the clinics who were attending with partners and suggested that the clinics could offer single women classes on injecting the stimulation drugs or offer single women only clinic days or afternoons.

At first when I went in I felt so self-conscious of being by myself. There were other women that were by themselves in the waiting room, but they were wearing wedding rings and at first it just felt like oh my gosh it felt a little bit mortifying.

– Melanie (36 years)

It was really depressing just going to the injection meeting. Everyone was a couple, it was just so upsetting to kind of be there with five couples and then there’s me by myself. And everything that they’re talking about, you know, here’s how you do the injection and your partner can do this, and you sit while your partner does that, and I was like I don’t have a partner, I’m going to be doing this alone […] And I just got so frustrated because I felt like they ought to have a separate class for single women who are doing this.

– Jen (39 years)

Some of the participants did not respond well to stimulation, had cancelled cycles, yielded only a very small number of eggs or were diagnosed with premature ovarian failure. Several of these women reported feeling overwhelmed with the difficult information they were provided by clinic staff as they were attending the clinic alone and reported feeling ‘panicked’ by clinicians when informed of negative outcomes. As a result, the participants suggested that providers of egg freezing needed to be more sensitive when delivering bad news and should do so in an environment where women are able to calmly receive the information and have time to ask questions. As Kanta explained:

I had gone on my own, I didn’t have anyone with me, and I just remember him talking about how I had so little time left and how time was running out and basically, I felt panicked by him. He started talking about donor eggs, and I had never even heard about donor eggs before and I didn’t even know you could do that, it was pretty devastating the whole experience.

– Kanta (41 years)

Further practicalities and difficulties of undergoing egg freezing alone were also noted by others such as Aleen, who described how going through the process alone meant that she had to take sole responsibility to remember everything the clinicians told her and had to devise and ask relevant questions herself. Hayley made a similar observation which led her to suggest that the clinics should offer further support to single women when they were undergoing the procedure.

Most of the time people are at consultations with their partner so if they miss something then their partner might pick it up. I kind of felt a bit actually that they could have gone through it a bit more with me.

– Aleen (35 years)

I think they really need to be much more proactively supporting women doing it on their own, we have different feelings about it and we have a greater need for support.

– Hayley (38 years)

It appeared that the expectation of reproduction being a dyadic process left women without a partner marginalised by a setting which most often presumes coupledom and thus ‘others’ those whose experiences fall outside this norm. This led the participants to identify several ways in which they believe clinics could better support single women pursuing egg freezing. This included having specific clinic times for those undergoing egg freezing as opposed to IVF, providing more time in consultations for women attending appointments alone, and ensuring greater sensitivity from clinic staff regarding why women may seek to make use of egg freezing technology. Similar to the research by Read et al. (2014), who examined the psychosocial needs of couples undergoing infertility treatment, the participants suggested that it was, or would have been, beneficial for them to speak to women who had undergone, or were currently undergoing, the process of egg freezing and who could act as a ‘buddy’ or mentor throughout the process. These mentors could provide the women not only practical information and guidance but also peer support and understanding afforded by their experience of undergoing the procedure themselves.






6.6. Life after Egg Freezing

This chapter will now conclude by exploring how the participants reported feeling once they had completed the process of social egg freezing. It will examine whether the women described feeling more reassured or at ease about their reproductive futures as well as their attitudes and intentions towards their frozen reserve of eggs, including their disposal intentions should they not require them all in fertility treatment.


6.6.1. Emotions Following the Procedure

The most common and overriding emotion reported by the participants after completing the process of freezing their eggs was one of relief. The participants described relief that the procedure was completed, that it was successful, in so far as they were able to bank a number of mature eggs, and that it was ‘out of the way’ allowing them to ‘get on’ with the rest of their lives.

[I felt] relived I had got it out the way, relaxed it was nice to make the decision to do it and go through with it.

– Catrine (34 years)

I think there is a sense of relief that this is over, I feel like this is a book I want to close and put on the shelf for now.

– Charlotte (42 years)

Several participants also talked about how they felt empowered by the procedure and how by completing it they felt they had been able to take some control back over their hopes and desires for the future with regard to motherhood.

I just had this enormous sense of freedom and empowerment I was really kind of happy that I did it.

– Aleen (35 years)

I felt really empowered, I felt really proud of myself, I felt like this was something scary and I’m still moving forward and doing it, and I just felt very like in control and empowered and happy, honestly, and really proud.

– Katie (38 years)

For these participants the feeling of empowerment and control was linked to the hope and expectation that by having their eggs frozen they would be better able to, as Jen stated, ‘enjoy the ride’ and have more time to find the right partner and become ready for motherhood prior to trying to conceive.

It was an immediate overwhelming sense of relief; I mean it was just like wow, this is so great. I really do get to relax a little bit on this and just enjoy the ride. And it really affected me like that, and the six months that I had dating him, I had a tonne of fun. We were super compatible, we had a great time and I wasn’t this super hard-core stress ball about oh my god, I need to have kids, I need to have kids!

– Jen (39 years)

This sense of empowerment and control also appeared to come from the participants’ sense that they had been able to take back a degree of control over their reproductive trajectory. They believed that by undergoing egg freezing they had drawn on the best option available to them to try and secure the future they desired and had not had their goals of motherhood taken away by the actions of others or by the passage of time.

I feel it sounds like an advertisement for the treatment, but I feel frankly empowered about the whole situation I feel like I did something I was not just sitting back and letting fate get the better of me. I took an active decision and whether that will be successful I don’t know.

– Helena (37 years)

Before I think I probably felt just very disempowered or not empowered anyway […] afterwards you feel empowered partly because you have given yourself statistically a better chance even if it’s not necessarily going to solve your problem you are empowered because of that and because you have done something about it, you haven’t just sat there and thought oh I just have to let things happen to me.

– Olivia (37 years)

Similarly, some women described how freezing their eggs enabled them to feel slightly more relaxed and at ease about the possibility and process of finding a partner. It seemed that egg freezing had not only allowed them more time to potentially pursue motherhood but had also helped them in the pursuit of finding the right partner, a life goal which in itself was hugely valuable even if they did not go on to have a child. As Rae told me:

It takes a loaded gun off your temple to have a baby […] Honestly, [without egg freezing] I think I would be one of those scary Manhattan women running around and looking under every rock for a man […] If I had not done this I would be one of these women that was overly anxious about the person I was dating, whether or not that was the right person for me. This is different in the sense that there is a little bit of time a little bit of a window.

– Rae (39 years)

Whilst most of the participants felt that by freezing their eggs they were able to have more time to become ready for motherhood, several commented that they were still keen to not over-rely on their eggs to provide them a child in the future, particularly as they were unsure of the likelihood of their eggs resulting in a live birth.

I feel a sense of urgency; I just don’t believe that having my eggs frozen is much of insurance. People who don’t know about it think it might be insurance, but it’s not a very good insurance if it is insurance at all.

– Preeti (37 years)

It did feel good, it was a sort of a sense of relief, but I don’t know if I feel like that now. You think, or maybe I have realised, just because they are there it doesn’t mean that they are going to get used.

– Claire (41 years)

This led several women to suggest that whilst they may have initially felt a sense of elation after completing the procedure they still felt a sense of urgency to find a partner and prepare for motherhood.

I feel rested with the eggs banked. And in some ways, I feel that that is an arrogant attitude to have. Like I feel I have the luxury of time, but I don’t have five years to really think about having a baby. But do I have a year, or even two, which I can spend dating and getting to know someone because who knows what will happen with my eggs if that doesn’t work out. It could not work out, so does it give me a little more time, sure. But it doesn’t give me forever, but it gives me a little bit more than I had before.

– Rae (39 years)




6.6.2. Women’s Attitudes and Perceptions of Their Frozen Eggs and Future Reproductive Intentions

The sense of urgency some of the participants still reported feeling about finding a partner was often because whilst they were pleased to have frozen their eggs, they were aware that their eggs may still not be successful in future fertility treatment. Indeed, many of the participants were aware of the attrition rate at each stage of the process of egg freezing and thawing, which meant they felt they could not rely on their eggs to guarantee them motherhood in the future.

I know that, out of those 13 eggs I will be lucky if maybe eight of them defrosted, six or seven fertilised and then you have got implantation.

– Preeti (37 years)

Let’s assume I lose half in the freezing and that leaves me with 6, and let’s say only a few will fertilise, so that could leave three embryos and only one of them could take and that’s it!

– Aleen (35 years)

The participants held varying beliefs and hopes about how effective they thought their frozen reserve of eggs would be if they sought to use them in fertility treatment. A small number of the participants expressed a degree of confidence when thinking about the possibility of using their eggs in future fertility treatment. As Lindie and Katie told me:

I am optimistic about it […] so yeah, I would say I am more on the hopeful side the optimistic side that things will work out.

– Lindie (34 years)

It’s one of those things I try to caution myself. In one sense I feel like that’s a lot, there’s a lot of eggs [26], and they all looked good enough to freeze so they’re all, at least I think, relatively stable and healthy. So, I think probably my chances of getting at least one baby are pretty good, but there are absolutely no guarantees, who knows […] I would say [I am] cautiously optimistic but I try not to let myself go to the place where I feel like it’s something definitive because it’s not.

– Katie (38 years)

It seemed that for participants such as Aleen, the confidence and hope she had in her eggs came from the fact that if she didn’t invest a degree of trust in her frozen reserve, then she would feel panicked into trying to become a mother as soon as possible, which would defeat the point of her freezing her eggs in the first place. She explained:

He did point out that it is all very experimental, and you can’t bank on it, it’s not an insurance policy but I tend to ignore all that because I think it is. And I know I shouldn’t think like that, I shouldn’t, but I do think of it like that because if I didn’t I would be like my friend and be trying to get knocked up tomorrow and I don’t want to do that.

– Aleen (35 years)

However, many more women had much lower expectations when considering using their eggs in fertility treatment and were often pessimistic about the possibility of them resulting in the birth of a healthy child and thus still felt a sense of urgency with regard to finding a partner.

I think it’s a really bad insurance policy, it’s better than having not done it at all, but it doesn’t take away the proactive nature of finding the father of my children, my future life partner. It doesn’t take that away at all. I think maybe for some people if they’ve frozen a large number of eggs then they might feel a little bit more stable about it, I feel happy that I did some freezing to date, but I am also aware that it’s not a good insurance policy.

– Rachel (34 years)

I definitely don’t have confidence in them because of the success rate wasn’t that good anyway: 20% per cycle. So, they estimated I might be able to do two cycles with them, so I was like ok I have got a 20% chance twice some point in the future, so definitely nothing to rely on but at least I have done something, and I thought maybe the technology will improve in the future.

– Claudia (41 years)

The extent to which the participants believed that their eggs may result in live birth in the future did not appear to be consistently shaped by the age of the woman at the time of undergoing the procedure or by the number of eggs banked for future use. However, the tentative way that many participants regarded their eggs and how unwilling many of them were to rely on them to produce a live birth in the future should perhaps begin to reassure critics who have raised concerns that users of this technology may be lulled into a false sense of security about the efficacy of their frozen reserve (Goold & Savulescu, 2009).

Indeed, for one participant, who was at risk of premature menopause and only retrieved four eggs for freezing, the possibility of conceiving using her frozen eggs appeared to her to be so remote that she decided to conceive immediately using donor sperm and later gave birth to a daughter. She told me:

My consultant was really stressing that the chances of them [the frozen eggs] working were so small that they were not something you should rely on or have to fall back on with any certainty at all. And I was just thinking oh my god, and that’s why I was thinking I have got to do something else because if I go through the menopause and I meet the man of my dreams and then use these four eggs then that is it for me and that wasn’t an option for me […] so that’s why I stopped the egg freezing side of things.

– Leona (39 years)

For many of the women in this research, several years had passed since freezing their eggs,5 as a result, several of the women who were single at the time of freezing their eggs had since entered into new relationships and some had begun to pursue motherhood with these new partners. At the time of the interview taking place, the majority of the women (n = 27) had not yet used their eggs in further fertility treatment, although four women had used them with varying results. One participant (Emily) had successfully conceived and given birth to a healthy girl and had frozen remaining embryos for use in the near future; a second participant (Mabel) was currently pregnant with twins conceived from two frozen eggs (this pregnancy resulted in two live births); the third participant had started the process of using her eggs with a partner only for them to all be destroyed accidentally during transit to another clinic (Jen). The final participant (Sofia) had used all her frozen eggs in treatment with her partner but had not been able to successfully conceive and was now considering using donor eggs.

At the time of the interview, two of the participants were pregnant after conceiving naturally with their current partner, a further two were currently trying to conceive with their partner and another two were intending on doing the same in the near future. Two women who were still single at the time of the interview were at the beginning of the process of trying to conceive through a fresh round of IVF using donor sperm, and one further woman had already had a child through donor sperm which she conceived via intrauterine insemination (IUI) shortly after freezing her eggs (Leona). One participant, Livvy, who was unable to freeze her eggs after responding poorly to the stimulation drugs, fell pregnant naturally shortly afterwards and gave birth to twins, and one participant was about to complete the process of freezing her eggs (Shu). Fourteen of the participants who were still single were still looking for a partner with whom they could have a child and a further two women were considering using donor sperm to conceive in the near future.

All the participants stated that when they were ready to try to conceive, if possible, they would first try to do so naturally, ideally with a partner. Should this not be possible many of the participants suggested they would next try a round of IVF or ICSI using their fresh eggs should they be suitable for use in fertility treatment. Should such an approach fail to provide them with a live birth, it was at this juncture that the majority of the participants said they would turn to their frozen eggs for use in treatment. The participants were thus often hopeful that they may be able to conceive without having to draw on their frozen reserve and only make use of their eggs when conceiving a second child or as a last resort should they be unable to conceive using ‘fresh’ eggs.

I think I would do it naturally first, I don’t think there is any reason to not do it naturally first I wouldn’t like to go straight to the frozen eggs they are fairly precious to be honest with you. The way I would like for it to work would be perhaps if I got pregnant naturally the first time then if I had another child, being that much older that’s where the frozen eggs would come in useful.

– Holly (38 years)

Such an expectation on behalf of the participants demonstrates how for many of them it was not the fear of chromosomal abnormalities or concerns about the risks of pregnancies at an older age which led women to use egg freezing but the fear that they may experience involuntary childlessness. Many of the participants hoped that they would never have to use their frozen eggs to conceive and hoped they would conceive naturally or via fresh IVF. A small number of women suggested they would consider using donor eggs to conceive if their frozen reserve failed, and a smaller number suggested they would consider adoption.

As the practice of social egg freezing is still so new, little is known about what users of the technology intend to do with their eggs should they not require them all in fertility treatment. The overwhelming majority (87%) of women asked in this research stated that they would donate their unwanted eggs to research or to other women. Consistent with other studies (McMahon & Saunders, 2009; Paul, Berger, Blyth, & Frith, 2010) examining the disposal or donation of reproductive material, several women in this research indicated that they would find the process of relinquishing their eggs, and therefore possibly any further chances of having a child, quite difficult and wouldn’t necessarily know when they would feel ready to do so. As Katie described:

It definitely would be a process to really think through and come to terms with, yes. I’m finally letting go of that last opportunity to reproduce something biological. I’m not saying I wouldn’t do it, but it wouldn’t just be something that I decided in a second, like oh yes, get rid of them. I think it’s something I would probably have to work through and think about.

– Katie (38 years)

If I had two kids I would be like yeah, I don’t need these eggs anymore. I think it would be hard to trash them or something but if I was donating them to research I would feel that that was like a useful place.

– Anne (36 years)

As the quote above from Anne indicates, the wish felt by the participants to donate their eggs was often linked to their desire to be helpful and see their eggs go to good use.

I can if I want, apparently, I think, bequeath my eggs to someone else and I like that idea. I like the idea that I might be able to do something positive with those eggs, whether it’s for research or whether it’s for someone who knows me. I like the idea of that, I don’t know why but I do.

– Johanna (42 years)

I would like to use them to help women find out more about fertility I would give them to the clinic and say can you do something to help them find out more about their function.

– Mary (49 years)

Whilst most participants wished for their unwanted eggs to be used by others in research or treatment, a small number of women (n = 3) stated that they would want their eggs disposed of should they never require them. This was because the idea of an unknown stranger raising what they felt would be their child was something they felt unable to consider.

Thought that someone ‘half me’ is being brought up by someone else and I wouldn’t know anything about it oh, I would find that really tough!– Livvy (37 years)

If I answer the question honestly […] I don’t think I could have a person running around that was part of me and feel ok with that.

– Rae (39 years)

The high proportion of participants in this research who wanted their eggs to be donated to assist in the treatment of others may be partially explained by the fact that almost half of the participants disclosed an awareness of friends and or family who had encountered difficulties conceiving. It may therefore be possible that this, coupled with their own experience of egg freezing, sensitised these women to the emotional pain and suffering of unwanted childlessness and thus made them more inclined to donate their eggs to research or in the treatment others. Whilst this finding is interesting, it is, of course, important to remember that these are only the current intentions of these women and not their actions which may ultimately differ. Furthermore, currently, UK guidelines suggest that eggs are only eligible for reproductive donation if they are retrieved from women aged 35 or under. As such, only eggs from four of the participants would be eligible for such donation. However, as greater numbers of women come forward for egg freezing, especially if clinics can encourage women to do so at an earlier age, then it is possible, as discussed in Chapter 2, that unwanted eggs from egg freezers could enter the donor egg pool for use in the treatment of other women.

This chapter has sought to provide a detailed and nuanced discussion of the experience of social egg freezing as described by the participants in this research. It has shown how this technology, and its use by women, is often characterised by much ambivalence and uncertainty with the women in this research reporting being reticent to engage with the procedure as well unsure about how likely the technology may be in providing them a live birth in the future. This chapter has explored key themes of risk, responsibility and reproductive control and has examined the embodied and affective experience of social egg freezing, noting how for many women the most challenging aspect of drawing on this technology was doing so alone and without the support of a partner. The next chapter of this book turns its focus to explore this key issue of intimate relationships and examines the processes of reproductive negotiation and bargaining that women sometimes enter into in the pursuit of parenthood.






Notes

1. These participants underwent the procedure in Spain, Thailand and Argentina.

2. Freeze and share programmes currently only accept women below the age of 35 with an AMH of seven or higher, which indicates their fertility is still likely to be high enough to warrant the procedure.

3. If the participant who had 62 eggs stored is excluded from the sample as an outlier (the second highest number of eggs stored was 34), then the average number of eggs frozen drops from 16 to 15.

4. Kissing ovaries is the commonly used term to describe when a woman’s ovaries are pulled and stuck together; this can be caused by ovarian hyper-stimulation syndrome as well as endometriosis.

5. However, one participant took part in the research interview a few days prior to beginning stimulation and another had undergone the process to freeze her eggs seven years earlier.




Chapter 7

Negotiating Parenthood: Men, Intimate Relationships and Childbearing

As scholars of reproduction have previously articulated (Becker, 2000; Rothman, 2000) even in the case of male factor infertility, the processes involved in undergoing IVF, such as internal ultrasounds, blood work, the injection of stimulation drugs, egg retrieval, all the way through to the much wished for positive pregnancy test and birth, revolve round the female body as the site of intervention and management (Barnes, 2014). In this regard, egg freezing is no different; however, despite women’s bodies being the focus of this effort, this research found that men and the relationships women have, or want to have, with men are central to their use and experience of this technology. This chapter will explore how women utilised egg freezing in an effort to make up for lost reproductive time and to better enable them to find the right partner for their child. It will show how their search for such a partner was inhibited at times by what they perceived as negative attitudes towards fatherhood held by metropolitan men. I will suggest that some men’s ambivalent attitudes towards becoming a parent may be shaped by the increasingly individualised nature of the lifecourse and the pressures of performing ‘intimate fatherhood’ and will show how this reticence to commit to fatherhood acted as a drag on women’s fertility, leading them to ‘delay’ motherhood, in some cases longer than they desired. This chapter will also examine how the unequal power relations at play in the process of relationship formation and progression worked to disadvantage women as they aged, and thus how some women found themselves engaged in a process of reproductive negotiation and bargaining with their partner in an attempt to secure motherhood. Finally, this chapter will close by examining how women mobilised egg freezing as a tool to communicate their enduring reproductive capacities in an effort to increase their value in the marketplace of marriage, but also how they managed the disclosure of egg freezing as a tool to identify suitable as well as unsuitable potential partners.


7.1. Lost Time and The ‘Right’ Type of Father

Unlike many users of IVF technologies, at the time of freezing their eggs, most of the women in this research had not spent time trying to conceive nor had they experienced miscarriages and failed IVF cycles. In fact, on the surface, they were reproductively healthy, had often long assumed that motherhood would be part of their lives and had every potential chance of becoming a parent. However, these women’s quest for motherhood had been thwarted by their experience of what has been described as ‘social infertility’ (Lombardi, 2015; Weston & Vollenhoven, 2002). Specifically, these women had lacked, and often still lacked, a partner who they believed would be the right father for their children and who also wanted to become a parent. Many of the participants described how they had spent sometimes significant periods of their 20s and 30s in relationships with men with whom they thought they would have children, only for the relationships to break down sometimes due to conflict between themselves and their partner about becoming parents. One participant, Amber, told me how she had ‘wasted’ what she believed was her ‘best childbearing years’ in her previous relationship which had broken down when she was 34, leaving her single and childless at a time in her life when she had expected to be enjoying motherhood. Charlotte similarly described how a sudden and painful break up of an 18-month-long relationship, which had included what she believed was serious discussions about trying to conceive, had left her feeling like she had also wasted precious time on a partnership which she had anticipated would lead to motherhood. She told me:

He basically left for work in the morning; said ‘I love you, I adore you’, and he was talking about buying a house with me the day before, but then he came home and basically said ‘I have to let you go, I can’t move forward’. We weren’t fighting there were no problems, no nothing, he walked out the door and never called me again after a year and a half of dating […] and when you are that age, you are like oh my god this person just wasted a year and a half of my life when they knew that I might possibly want this [motherhood] in my life.

– Charlotte (42 years)

For women such as Amber and Charlotte, the time spent in these failed relationships as well as the time they were spending as single women looking for a partner was time that they felt had been, and was potentially still being, wasted. This sense of waste came from their understanding of their fertility (as well as their time) as a finite resource which had not yet been deployed or used effectively in the pursuit of a committed long-term relationship which would eventually lead to motherhood. For these women, and others, social egg freezing appeared to be a tool to help redeem the time they spent as single women and as a way to ensure they did not engage in ‘panic-partnering’1 and thus waste further ‘fertile time’ in the wrong relationship. Egg freezing also offered them a more hopeful orientation towards the future where their desires for motherhood could be fulfilled. As Charlotte went on to emotionally explain:

I do feel empowered in a way. I think there was this sense, and this feeling I had before I did this [egg freezing], that ‘oh my god I just gave up my last chance to have a baby’ [but] I feel […] my last relationship definitely got the best of me, but he didn’t get all of me; he didn’t take away that last thing that I preserved.

– Charlotte (42 years)

When discussing the options available to them at the time of considering freezing their eggs, many of the women remarked that they could simply stop taking the contraceptive pill without informing their sexual partner, and several women explained that they had known women who had done this in order to get pregnant. Claudia told me: ‘I think if you go back to my mum’s generation or my grandmothers, a lot of it was the guy wants to delay, so they stopped taking the pill and that was that.’ However, Livvy suggested that whilst she believed that many men entered into fatherhood without a conscious choice or effort, she did not want to ‘trick’ her partner into fatherhood. This sentiment was echoed by many of the other participants. This rejection of pursuing pregnancy ‘covertly’ was because these women did not simply want to have a baby but wanted to create a family ‘unit’ or ‘set-up’ wherein the responsibility for raising a child through to adulthood, with the associated pains and pleasures, was shared by themselves and a partner who was as equally invested in parenting. As Olivia explained, for her it was ‘not just wanting the kids, it’s wanting the family unit’. Melanie similarly described how she could have conceived via casual sex but instead wanted to create a family. She told me:

Really, if I want to have a baby I can go out and do that anytime [but] that’s not for me, it was really more about having a family and having a partner there to share that with.

– Melanie (36 years)

Emily also extolled how she believed parenting to be a ‘two-person job’ which necessitated the commitment of an engaged partner who had equally chosen parenthood. This led her to suggest that pursuing parenthood without a partner’s ‘buy-in’ would, in her view, be unlikely to produce the family unit she had desired. She told me:

I think it would be a strange thing to do, to get pregnant without really your partner’s buy in; it would be foolish in my view to do that. There are women who stop taking the pill and don’t tell their partner, or you know other devices to get pregnant without their partner quite realising that that’s what was happening. I just think that’s foolish. It’s a real two-person job bringing up a child. Myself and my partner have been at home together for the first three months, he has been off work as well, and with two people together it’s been fantastic, but I can’t imagine having to do it on my own. I mean it’s hard-enough work when there are two of you, it must be virtually impossible when there is just you.

– Emily (44 years)

As discussed previously in Chapter 4, despite not yet becoming a mother, it was not uncommon for the participants to have clear ideas about how they would want to go about mothering. These intentions often indicated a desire to engage in practices of intensive motherhood. However, to have the time, energy and financial resources to approach motherhood in such a way the participants also needed the right type of father, one who was actively engaged in the raising and caring of children. I suggest that in addition to being committed to mothering ‘intensively’, the participants also sought to find a male partner who they believed did, or could, exhibit characteristics associated with what has been referred to as ‘new’ or ‘intimate’ fatherhood (Dermott, 2014).

Recent decades have seen a significant shift in what is expected of men in the parenting realm (Schmitz, 2016). This shift has seen men’s roles as fathers move away from the model of the detached authoritarian towards a greater commitment to engaging in the emotional practices of fathering (Dermott, 2014; Featherstone, 2009; Henwood & Procter, 2003). This shift has also seen men’s role concerned less with breadwinning and providing instrumentally for the family, to one more focused on the provision of care, emotional support and greater familial engagement (Lupton & Barclay, 1997; Stevens, 2015; Summers, Boller, Schiffman, & Raikes, 2006). As part of this, men are now more often expected to be actively engaged in the practices around preparing for parenthood, such as attending ultrasound scans and antenatal classes (Smith, 1999) as well as being a ‘hands on father’ more equally sharing in the parenting of children once they are born (Hinton & Miller, 2013). This shift in the social expectation of fathers has led authors such as Fairlough (2014) to suggest that the ideology of intensive mothering is now being extended to men and the ‘ideal father’ is increasingly seen to be one which reflects or embraces this model of ‘intensive parenting’. This image of ‘new’ or ‘intimate’ fatherhood (Dermott, 2014) is now well established not only in parenting studies literature and in public but also in policy discourse (Dermott, 2001; Rush, 2013; Tanaka & Waldfogel, 2007). Such an image of fatherhood was also highly regarded by the participants and reflected their own desires when seeking a partner. However, in discussing their search for a suitable partner, participants told me time and time again about the difficulties they encountered in finding a man who embodied such ideals and instead reported that the men they met were often unwilling to settle down and were often even more reticent to commit to fatherhood. I suggest that this perceived lack of enthusiasm may have been shaped, at least in part, by the growing individualisation of the lifecourse as well as the pressures and associated expectations of intensive fathering.




7.2. Individualism and the Gendered Pressures of Parenthood

Research shows that partnering and parenthood continue to be a lifecourse expectation for most men and women (Hammarberg et al., 2017; Jamieson, Milburn, Simpson, & Wasoff, 2010). However, despite this, census data indicate that the rate of solo-living, particularly at the time most conventionally associated with living with a partner and child, has risen noticeably over the last four decades, especially with men (Jamieson, Wasoff, & Simpson, 2009). Concurrent to this trend, and perhaps more well known, is the rising age of parenthood, lower rates of fertility, higher rates of marital breakdown and longer periods of time spent by adults outside of committed relationships (Mills et al., 2011). These social changes have been attributed by many social theorists to the detraditionalisation of the modern lifecourse which has seen the lives of social actors become more disembedded and increasingly self-reflexive (Bauman, 2005; Beck-Gernsheim & Beck, 1995; Giddens, 1991). I suggest that the growing individualisation and self-reflexivity characteristic of the modern lifecourse, which remains inherently gendered, may help us understand some of the challenges women encountered when seeking a partner with whom to embark on parenthood.

The direction of a person’s life was once shaped by the deep ties, loyalties and expectations that were shared with their family and wider community and which would restrict the choices they would make throughout their lives. However, detraditionalisation and the rise of individualism saw the loosening or severing of these ties and gave rise to a political subject who was less a social citizen with powers and obligations towards a collective body, and instead an individual whose citizenship was manifested through the construction and management of their own individual biographical project (Rose, 1999). In such a context, social actors are required to be ‘free’, lead their own lives and manage their biographical projects through the exercise of personal choice, among a variety of marketed options (Beck-Gernsheim & Beck, 1995; Rose, 1999). However, whilst restricting in its embrace, the traditional lifecourse offered not only a degree of familiarity but also security which was seen to be eroded in the transition to individualism. Thus, whilst the shift to the ‘choice biography’ of contemporary culture obliges individuals to be free and lead their own lives without constraints of the past, authors such as Beck-Gernsheim and Beck (1995) have noted how this has resulted in the increasing fragility of the family and personal life.

Contemporary adults have an abundance of opportunities for education, employment, travel and intimate relationships that were much less available to previous generations (Sassler, 2004), and as noted in Chapter 3 there is a shared sense among (some) young adults that it is important to spend time accumulating life experiences and goals prior to settling down and starting a family (Bergnéhr, 2009). Unlike previous generations who entered into lifelong intimate relationships and marriages at a comparatively earlier age,2 the ‘digital revolution’ of the modern day has enabled individuals to connect with multiple potential intimate partners via the Internet and mobile devices with increased frequency and ease (Hobbs, Owen, & Gerber, 2017). Furthermore, whilst dating websites and apps such as Tinder and Bumble are recognised as an appropriate and realistic way to meet a life partner and have a long-term relationship (Smith & Anderson, 2016; Sumter, Vandenbosch, & Ligtenberg, 2017), these tools have also facilitated the high turnover or short-term ‘disposable’ relationships, particularly in large metropolitan centres densely populated by unpartnered adults (Laumann, Ellingson, Mahay, Paik, & Youm, 2004). Thus, it appears that the emergence of what Bauman (2003) described as ‘computer dating’ has not only created an oversupply of options (Beck-Gernsheim & Beck, 1995), particularly for those with social, economic and sexual capital, but has also contributed to the increased fragmentation and impersonalisation of intimate relationships. This, Bauman has argued, has seen lifelong partnerships eroded by the veritable smorgasboard of romantic options available to individuals who can date ‘secure in the knowledge that they can always return to the marketplace for another bout of shopping’ (2003, p. 65). As Birger (2015) has noted, online dating can often work in particular to the benefit of men by creating a seemingly limitless marketplace of options which enable them to keep their options open by playing the field without the need to settle into a long-term partnership. Whilst there does not yet appear to have been a wholesale retreat from marriage which theorists of individualisation feared, the quick turnover of relationships in cities such as London, New York and Chicago, where many of the research participants were based, and the ubiquity of internet dating have nonetheless had a significant impact on the lives of the women in this research.

As Kinneret Lahad (2017) has previously argued, the time spent being single, meeting partners and dating is seen as a valuable and positive use of time by many young women. However, this period of normative singlehood can give way to a more pathologised state of ‘late-singlehood’ when a woman is in her 30s, at which point her single status is no longer read as a sign of choosing a partner wisely but is instead seen as an indicator of her ‘choosy’ or ‘over-selectiveness’. Thus, the trend towards relationship churning, marital delay and high divorce rates, which has meant that the amount of time individuals spend in search of romantic unions has extended, has gendered implications for women. This is because whilst men and women are afforded greater autonomy to plan and execute their intimate and reproductive lives, social conditions continue to privilege heterosexual marriage and family life as a goal and mark of success in the lives of women more than men. Furthermore, unlike women men have a longer reproductive lifespan in which to pursue parenthood. Research examining the partnering intentions of young men and women has indicated that women are less committed to spending time outside of a committed partnership than men who are more likely to celebrate singledom and associate it with sexual freedom (Jamieson et al., 2002). By comparison, long-term singlehood is not a status which most women choose but is instead one characterised by much uncertainty (Sharp & Ganong, 2011). This state of unwanted singlehood was evident in the experience of many of the women taking part in this research, several of whom were currently in or had recently come out of relationships where their partner had either been unwilling to commit to the relationship long term or where there had been disagreements about the couples’ future regarding children. It was not unusual for the participants to have been part of these ‘precarious intimacies’ for several months or even years before turning to egg freezing, with some women commenting that they wished they had exited these relationships sooner, having realised they would be unlikely to provide them the family unit they desired. The problem these women encountered spending time in relationships with men unwilling to commit to the relationship or have children was typified by the story I heard from Melanie as well as Claudia, which is explored in more detail below.

Melanie had been dating Gavin for little over a year when, both aged 31 at this point, in a casual conversation he remarked that he didn’t think he wanted to have children. Shocked at this admission Melanie reluctantly pressed him on the matter. She told me:

I looked at him, and was like, ‘What do you mean you don’t want to have kids?!’ […] So we kinda got in to this discussion, and he was like ‘well you know, we have been dating for like a year do we need to discuss this now?’ I said ‘no’, but on the inside, I was like ‘yeah’ [we do]! We had only been dating a year and everything was good, but you don’t want to date someone for another year and they still say they don’t want to have kids and that’s basically what was happening throughout our relationship […] he was like ‘no I don’t want to have kids’, ‘yeah I want to’, ‘no I don’t’.

A little under two years later but with the issue about becoming parents still unresolved, Gavin and Melanie moved in together, but she described how within three weeks of living together she knew the relationship was not going to work.

You could tell by his actions that he wanted to be a bachelor. For instance, three weeks after moved in I was out shopping for an ironing board and he calls me and says, ‘where are you?’ And I was like ‘getting an ironing board’ as we had just moved in and we didn’t have one […] he was like ‘can you do me a favour and go home and get my cheque book? I just bought a condo at an auction’ […] I was like, ‘so you made this huge purchase without discussing it with me?’ And it wasn’t just a condo, it was a one-bedroom condo so it’s like, when you have been dating someone for almost three years and they buy a one-bedroom condo […] So that was the first thing he did and I already had the feeling like this was not going to work just because I felt his actions were really selfish […] So, then I stayed a whole year trying to make it work […] I was like I need to try everything and then I thought, you know what, you just need to tell him that you want to have a family […] so I just sat him down and said like look this is what I want and I don’t think you want that, and he started sobbing and so I knew that that I was right and so I packed up and left, and you know he never asked me to stay.

Melanie therefore left this relationship around the age of 34 and, fearful that she would not meet a partner and be able to pursue motherhood in the near future, froze her eggs when she was 36. I heard similar stories to Melanie’s from many women who described how they had been in both short- and long-term relationships with men who were often ambivalent about committing to fatherhood or even outright rejected the suggestion. When Claudia was 32 she had been in a relationship for a year, but she told me: ‘the very first time I mentioned kids he never called me back ever again!’. Several women attributed men’s perceived lack of interest in pursuing fatherhood to the longer period of time in which men had to become parents compared to women, as well as men’s interests in attaining satisfaction in life without becoming a father. For example, Mary described how her new partner did not yet want to become a father and instead sought to pursue an international sporting career despite the fact that they were both approaching the age of 50.

It is possible that in the past, men’s transition to fatherhood was an expected part of the lifecourse which men entered into with little thought or opinion, especially given that gender role expectations would have seen women as primarily, if not solely, responsible for the delivery of care for the infant and in the maintenance of the home. As previously noted, contemporary parenting ideologies now require more from men following the transition to fatherhood and include an expectation for them to be actively involved not only in providing financially for the child, increasingly alongside a partner who also remains in employment, but to also contribute to the emotional care and well-being of their offspring and engage in practices associated with intensive parenting. It is possible, similar to how the demands of intensive motherhood left some women feel ambivalent about becoming mothers (see Chapter 4 where this is discussed in more detail), that the demands and expectations placed on men to perform ‘new’ or ‘intimate’ fatherhood may contribute towards or compound men’s ambivalence towards fathering. Despite this, it was common for the research participants to explain how they wanted their partner to choose fatherhood ideally on his own terms; as Livvy explained, she ‘didn’t want to pressure anyone in to it’. However, whilst the notion of motherhood as an eventual lifecourse experience continues to reflect the way women are socialised to assume maternal futures, men are currently not subject to the same pressures and expectations (Hinton & Miller, 2013). Thus, it is further possible to understand men’s ambivalence towards fatherhood as the outcome of an individualistic culture where choices (such as the decision to become a father) are made based upon a relative assessment of costs and benefits. The men the women met were, similar to themselves, most often in their mid-30s to early 50s, highly educated, financially secure and in well-paid professional jobs and had often lived alone or independently for many years. As such, the opportunity costs associated with entering fatherhood could potentially be quite substantial for these men. However, unlike their female counterparts, these men were not only under less social pressure to adhere to normative expectations of parenthood but were more able to ‘put off’ such a transition to later in the lifecourse. As Leona commented:

If men want to delay things and have a great time in their 20s and go out to clubs and not necessarily worry about finding someone to settle down with, and they can have loads of fun for a decade, why would they rush to settle down.

– Leona (39 years)

However, this lack of urgency on behalf of men to commit to fatherhood ultimately appeared to result in them acting as a drag on the fertility of the women they met and formed relationships.




7.3. Men as a Drag on Fertility

Previous research by Jamieson et al. (2010) examining men’s attitudes towards partnering and parenthood has suggested that the lower level of interest some men display towards pursuing parenthood, such as that exhibited by the partners and potential partners of some of the research participants, can be attributed, in part, to the fact that much higher proportions of men compared to women inhabit relatively child-free social worlds. Jamieson et al. (2010) suggest that this lack of interaction with children helps keep fatherhood out of mind and prevents men from thinking about the potential joys of intimate parenthood or any consideration of when they might like to try and become a father. They further note how as a result men can act as a drag on women’s fertility by slowing the process not only of forming a co-resident committed relationship but also of pursuing parenthood. The idea of men as ‘drags on fertility’ characterised the experiences of a large number of the women in this research and is captured well in the following two accounts from Claudia and Livvy.

Claudia (41 years) was divorced and had been in multiple relationships in search of the right partner with whom she could have a child. When I interviewed her, she was in the early stages of pregnancy after conceiving unexpectedly with her partner (aged 31). She told me how before she got pregnant she wanted to try to conceive via fresh IVF with her partner (her frozen eggs were no longer available) but explained how her partner was not yet ready to have a child. She told me:

My partner said, ‘we can talk about it in six months but not before then; I am not ready’. And then when I got pregnant, I was like ‘why are you so upset? You knew we had a small chance of conceiving and you had agreed to talk about doing a fresh cycle in six months’, and he was like ‘no, I agreed to discuss it again in six months and what I was planning to do when we got to six months was to tell you I needed another six months’.

At the time of freezing her eggs, Claudia had long wanted to have children. She had been in multiple relationships during her 20s and 30s with men whom she described as unwilling to commit to fatherhood and had found it difficult to meet a partner who shared her parenting ambitions. She explained how, for her and many of the women she knew, delayed motherhood was at least in part shaped by men’s attitudes to fatherhood. She explained:

I have been so considerate to men, taking contraception, allowing them years of my life saying they are not ready […] the women that I know that don’t have kids, it is because they have not got the right partner […] I think we have raised a nation of perpetual adolescent men.

– Claudia (41 years)

Livvy also experienced discord in her relationship following an unexpected pregnancy. Shortly after unsuccessfully attempting to freeze her eggs when she was 35 due to her partner’s reticence to commit to fatherhood, Livvy fell pregnant with twins. Shocked that she has fallen pregnant after being told she had a low ovarian reserve, she described how her partner did not want her to continue with the pregnancy. She told me:

We were so unprepared I mean we hadn’t even lived together before. So, in one year we had to, well first establish that we did still want to be together, and secondly move in together […] and then you know having twins and doing all that, it’s been so many changes in one year!– Livvy (38 years)

Happily, however, Livvy went on to tell me how her partner was really enjoying being a father and had even suggested having more children. As a result, she commented that accidentally falling pregnant was probably the ‘best thing that could have happened’, because otherwise she may not have ever had children.

As both accounts from Claudia and Livvy demonstrate, it was not that these women had delayed becoming a mother due to their desire to travel, pursue advanced degrees or even to enjoy life as a child-free adult. Instead, the delay was due to the attitudes towards fatherhood and parenting held by their current or previous partners who had thus acted as a drag on their fertility by pushing them to attempt conception at a later stage in the lifecourse, despite the associated risks. Whilst both Claudia and Livvy had explained to their current partners the risks of age-related fertility decline in women, their partners either did not take the information seriously3 or were still unwilling to try to conceive and instead favouring the use of donor eggs. Such a finding reflects previous research which has shown that men are less informed about age-related fertility decline than women (Vassard et al., 2016) and that both men and women consistently overestimate women’s ability to conceive at an older age and the efficacy of assisted reproductive technologies in overcoming fertility problems caused by age-related fertility decline (Daniluk et al., 2012; Eriksson, Larsson, Skoog Svanberg, & Tydén, 2013; Tough et al., 2007; Wyndham et al., 2012).




7.4. Negotiating Partnering and Parenthood in the Face of Age-related Fertility Decline

In addition to perceiving previous and current male partners as unwilling to settle down and commit to having a family, a small number of participants also articulated how they believed that women held less power in romantic relationships than men, particularly in relation to progressing the relationship beyond a merely casual setting. As Leona commented:

I think a lot of the time my perception is that if two people are in a relationship, it’s normally the guy that is slower to commit and it’s kind of all done at his pace. When he is ready to settle down then he will propose, and then when he is ready to have children. So, I think that that is I part of it and that because they kind of call the shots.

– Leona (39 years)

Leona’s comment reflects other research which has indicated that both women and men believe there can be an unequal distribution of power in intimate relationships and which sees men having more control than women (Abowitz, Knox, Zusman, & McNeely, 2009; Felmlee, 1994; Sprecher & Felmlee, 1997). For example, whilst strict gender norms related to family life have been subverted in recent decades, such as the increase in the number of stay-at-home fathers (Locke, 2016) and maternal breadwinners (Cory & Stirling, 2015), the long-held tradition that only men should propose marriage (in heterosexual relationships) has remained stubbornly persistent and women who propose are sometimes perceived as desperate or emasculating (Strauss, 2016). Such power imbalances in progressing intimate relationships, however, have potentially detrimental implications for women as they age. As such, Charlotte, who had also experienced numerous romantic disappointments, explained how she believed older women should not spend time in relationships which do not appear to have a future. She told me:

For a woman their first mistake is like, once you are over the age of 35 – come on – if the guy is not proposing to you or moving things forward after a certain amount of time, as a woman you have got to have your boundaries.

– Charlotte (42 years)

Negotiations involving the progression of intimate relationships towards commitment, cohabitation, marriage or motherhood often see women (who wish to have a genetically related child) have more at stake than their male partners. This may be for two reasons: firstly, because the sexist double standard of ageing sees men’s sexual value increase as they age whereas the inverse is often the case for women; and secondly because the window of time in which women can pursue parenthood is significantly shorter than men. As such, men can often hold greater reproductive capital than women which can not only be deployed in their current relationship but also be transferred with relative ease in the future into new partnerships. By contrast, women in their late 30s or early 40s who are coming towards the final years of their fertile lives may have less of a chance of conceiving with a new partner. Such an inequitable situation can therefore be quite disempowering for women who are part of these ‘precarious intimacies’ and who are sometimes forced to engage in a process of reproductive negotiation and bargaining with their partner in an attempt to secure motherhood, such as that experienced by Claudia. Several other women in this research also described how they were faced with the decision to either remain in their current relationship and wait for their partner to either change their mind about, or become ready to pursue, fatherhood or leave their partner and try to find a new relationship in which to pursue motherhood. However, as Livvy described, leaving her ‘perfectly good’ relationship on the ‘off chance’ that she found someone ‘better’ and who did want children was potentially a high-risk strategy. This was in part because the participants believed that men may wish to avoid dating a woman in her late 30s imagining she would be desperate for a child. Therefore, to put off making decisions about fathering, women suggested that men would instead prefer to enter into relationships with younger women. As Oliva explained:

Women complain at the moment that they have this fertility barrier that men don’t, and so in the context of internet dating you have a load of women in their late 30s and the guys their age want to meet women who are five or 10 years younger and the women feel very resentful […] If someone is scrolling through a load of profiles they will look at 38-year-old woman that doesn’t have children and think ‘she will want kids, NEXT!’ […] So you feel like you’re fairly disadvantaged with an advert over your head saying: ‘in final years of reproduction’.

– Olivia (37 years)

Lacey and Johanna also remarked that cities such as London, where they believed there was a high number of single and unmarried adults, created less of a sense of urgency among men in particular to settle down in a long-term relationship. They explained:

I do find in terms of like dating that a lot of men I meet around the same age as me are eternal bachelors basically, and even those that say that they want children I think they like the idea of having them but they don’t actually want to change their lifestyle, whereas I think there are a lot of 40-year-old women that would happily give everything else up just to be able to have a child.

– Lacey (40 years)

I think certainly there have been a few guys who fall into this bracket of being commitment-phobic, and they are still in their late thirties early forties and they are still going out with their male friends and have no intention of ever wanting that to change […] and if a guy has got a big social group of male friends to support them in their single life they are not going to marry until they start to see their friends drop away, until their friends get off the bus. And the problem in London is a lot of them don’t get off the bus!– Johanna (42 years)

In addition to these difficulties with dating at an older reproductive age, Aleen also described how the high population density of single adults in large cities meant that online dating in a person’s 30s could be a particularly ‘brutal’ experience. She told me:

It [dating] is pretty brutal […] you will be talking to someone online and then they will just disappear into thin air. I don’t think people think about the fact that they are talking to people because they are hidden behind a computer screen […] So this would be typical that you get a message saying do you want to go out on Saturday night and I would get back to them and say yeah fine where shall we go and you hear nothing further from them. I am like so where did that person go? I think it’s really rude and it annoys the fuck out of me […] probably he asked that question to 10 people and I was number four on the list and maybe number two or number three came in first and therefore he went with them. It’s that callousness that’s really there. You have to be emotionally strong for that shit.

– Aleen (35 years)

The dual difficulties of finding a partner at an older reproductive age, and dating in a city seemingly densely populated by single adults, were exacerbated by the participants’ perception that by their late 30s most of the men who were still in the dating pool were less interested in settling down and having children compared to their peers who had ‘coupled up’ by their late 20s. This led one participant to suggest that women who were looking for a commitment should consider dating men who were recently divorced. She told me:

I think it’s, I think a lot of the good ones get snapped up when they are younger, so it’s like if you have been in a relationship most of your life, then being single, then you have been left with the dregs […] Divorcees, I think that’s the way forward […] divorcees are perfect as they have kind of done the same route as me […] they will have made all of their mistakes before being married and they probably want to have a relationship; they know about give and take and know how to create room for someone in their life whereas guys who are a bit older are like eternal bachelors.

– Lacey (40 years)

As such, it appeared that the problem that many of the women in this research were facing was not that there had been a complete ‘flight from commitment’ in men driven by the increasingly individualisation of the lifecourse but that many of the men who were still single in their late 30s and 40s held different attitudes towards commitment and fathering compared to their peers who had entered long-term relationships and marriages in their 20s and early 30s. Furthermore, whilst these currently single men may well go on to marry and have children, the participants believed that these men did not see women their age as viable partners. In such a context it is easy to see why egg freezing appealed to the participants because they not only saw the technology as offering them the possibility to ‘freeze’ time and therefore stop ‘wasting’ or ‘losing’ time, but it also helped prevent some women engaging in ‘panic-partnering’ and making the ‘wrong’ choice about their future partner. However, this research also found that egg freezing also had the potential to enable women to increase their value in the marketplace of marriage and improve their chances of attracting the right partner.




7.5. Signalling Fertility: Disclosing Frozen Eggs

As was explored in Chapter 4, despite often spending several thousand pounds on egg freezing, not all the participants described being wholly sure that they wanted to become a mother. Instead, some women described engaging with the technology to keep the option of parenthood ‘open’ in future, particularly should they meet a partner who wanted to have children. However, as Lacey explained:

You are in a tricky situation as a 40-year-old. They [men] think she either really doesn’t want kids and has made that decision, or she is desperate, and she is literally trying to trap a man and have sex with them in the next 10 minutes to see if she can have a baby.

– Lacey (40 years)

Being perceived by men as either uninterested in motherhood or as desperate for a child posed significant barriers to developing a meaningful partnership that could lead to parenthood in the future. As such, some of the participants articulated how disclosing that they had frozen their eggs to a potential partner at the right moment could be a useful way to signal that whilst they may be older reproductively, they were potentially still ‘fertile’ and thus retained a degree of reproductive capital which could be deployed in the pursuit of parenthood. Charlotte told me:

As an older single woman you don’t want to talk about your age with men, because even if you look fabulously young, and are fabulously beautiful, and fabulously attractive, the minute you tell a man your age, you feel you are being sized up and judged […] But I am very open [about disclosing her frozen eggs] […] it would be a discussion I would have with a man in the first three to six dates to be honest with you in terms of letting him know what I have.

– Charlotte (42 years)

Katie also suggested that whilst she may not disclose her frozen eggs to a partner or potential partner early on in a relationship, she would be more likely to bring up her eggs as the relationship began to get more serious, particularly if her partner wanted to have children. She explained that by doing so she would be able to allay any concerns about her reproductive abilities as well as reduce the need to try and attempt conception immediately due to her age. She said:

It’s certainly not something I would bring up on like a first date by any means […] I think once I knew I was actually interested in somebody and we were starting to date more seriously, I think I would bring it up really quickly. Because obviously I think if the person I was with, having a child or family was important to them and something they wanted, I think that it would probably take a lot of pressure off them too, or ease any fears they had about our ability to do that. And so, I think that, yes, I think I would bring it up pretty quickly and just let him know that that was an option so that it would take some of the pressure off our relationship probably, from feeling like we had to race into things and quickly move things forward so I could get pregnant before I’m 40.

– Katie (38 years)

The average age of the participants at the time of freezing their eggs in this research was 37 years. However, Charlotte froze her eggs when she was 42 and as such was warned by her doctor to only expect to have around five eggs for freezing after the retrieval process. However, after having many more eggs retrieved than was first anticipated, she was eventually able to freeze 15 eggs. She told me how this not only made her feel younger and as if she ‘still had it’ but that it also boosted her confidence in finding a partner. She also told me the following story about what had happened to her the previous weekend before our interview:

This will make you laugh Kylie, and maybe this is one too many martinis, but I met a man this weekend who asked for my number and out of nowhere my girlfriend blurted out my age and I don’t know why I said this because it’s kind of funny but I said ‘yeah, but don’t worry about it I had my eggs frozen last week!’ In the morning I was like ‘oh my god, I am never drinking again!’.

– Charlotte (42 years)

The way Charlotte talked about her eggs as something which she ‘had’ and Katie described as an ‘option’ which she wanted to inform potential partners about indicated how their eggs carried a sort of redemptive power which they felt could improve the way men perceived them as potential (reproductive) partners. Furthermore, instead of potentially writing her off as a woman who had chosen not to have children or one who would be unable to provide them a child in the future, Charlotte referred to her eggs as the ‘bonus’ a man would get if he decided to pursue a relationship with her and how her eggs were thus a ‘gift with purchase’ which a partner could redeem should he wish to try and create a family with her. Whilst she certainly meant this in a light-hearted and jovial manner, such an articulation reflects how Charlotte sought to mobilise her eggs as a tool to increase her desirability in the eyes of men in the marketplace of marriage and how, for her, the best way to do this was to demonstrate that she still carried reproductive capital which she could call upon if needed to create a family.

Such a conceptualisation of frozen eggs as an asset which could improve the market position of the owners was also evident in the way some of the participants described how they hoped or believed men may react to the information that they had banked eggs for potential future use. As Katie described:

I think any man that I’m actually seriously interested in would see it as a very positive thing, just because I think that hopefully I would choose a man who […] You know, if I were seriously interested in somebody that they would be a person who was kind and with integrity and would view this [egg freezing] as a really awesome positive thing.

– Katie (38 years)

While Katie and Sofia both suggested that a future partner might see their actions as sensible, Sofia also more explicitly recognised how her frozen eggs were not only an investment in her reproductive future but how they were valuable to herself and her partner:

I was doing that [egg freezing] not only for me but for my future partner […] I also did it thinking when I find the right one then he will probably appreciate the fact that I have saved my fertility for the future.

– Sofia (39 years)

However, some of the participants were unsure and felt conflicted about telling the potential partner that they had frozen their eggs as they were concerned about how they may respond to such a disclosure. As Aleen described:

So I said to my friends but surely they [potential partners] will think that […] the pressure is off, the age I am at and I if meet someone, it should be well that’s a relief she won’t [want to have a baby soon] […] I thought they would think it would be a good thing, but my friends don’t seem to think so […] They are like ‘they [potential partners] will think you are a lunatic’ […] but I am like ‘well I am, but it’s for a good cause in the long run’. ‘But they will think you are a psycho, don’t tell them’ this is what my friends say to me.

– Aleen (35 years)

The participants were often more anxious and circumspect about telling men about their frozen eggs than Charlotte was and were instead concerned that it might send out the message that they were desperate for a child, which was ironically the perception they were actively trying to counteract by freezing their eggs. As Hayley told me:

I am much more reticent of telling guys who I might be dating […] they might completely freak out and think oh my god she needs to get pregnant ASAP, shit. So, it’s not something I would tell openly to a new man on the scene.

– Hayley (38 years)

At the time of freezing their eggs, 26 of the 31 women were single and a little over half of these women (n = 15) had since had experience of telling a partner, or potential partner, about their reserve of frozen eggs. Despite hoping that the disclosure of frozen eggs, or the intention to freeze eggs, would take the pressure off a current or future partnership, the participants reported that they believed this disclosure in fact prompted the end of the relationship in several instances.

I have told people about what I’ve done, you know, prospective boyfriends and that sort of thing, and they’re usually quite positive about it but they also realise how serious I am about having children and that sends some of them running for the hills.

– Rachel (34 years)

I said, ‘look I am 34 now and at some point, in the future I would like to have kids; I am thinking of freezing my eggs as that would give me more time and take the pressure off’. And that was it, he never called me again.

– Claudia (41 years)

However, it was common for the participants to suggest that if a potential partner did react negatively to the disclosure by either ending the relationship or explaining that they did not want to have children, then this would be indicative that they were not the ‘right’ partner with whom they would want to try to conceive anyway. This suggestion led three of the participants to explain that they had, or might in the future, disclosed information about their frozen eggs as a ‘litmus test’ to ascertain whether their partner was right for them and to determine quickly if they shared the same desire for parenthood.

I was dating this guy Ivan, I think we’d been on two dates when I started the egg freezing process, so it was so new and I just up and told him outright. I said ‘this is where I am in life and I really want to have kids, so I’ve decided to freeze my eggs’. And like I said, he was like ‘that’s awesome, great, good for you, that’s fantastic’. I guess I was a little nervous, would that freak him out or would he think it was weird or desperate or whatever, and it went so well it was just like ok, that’s great. And then what I really realised in that moment, and what I told my girlfriends too, who were also going through it, was if he didn’t have that reaction then he is so obviously not the right person for me. So, I almost looked at it like this kind of litmus test.

– Jen (39 years)

I thought, I am going to tell him partly it’s a bit of a test because I had a feeling that he didn’t want to have children, and I thought well I need to know. So, I told him as a little test and bless him he was really sweet about it. He was like ‘wow that’s a really brave thing to do’ […] we broke up shortly after that. He had said he had been really worried for quite some time to tell me that he didn’t really want to have children.

– Lacey (40 years)

As the accounts above indicate, the disclosure of frozen eggs was mobilised by the participants as a useful tool to not only communicate enduring reproductive capacities to potential partners in an effort to take the pressure off new relationships but also weed out unsuitable partners. However, two of the participants, Claudia and Mary, warned that women should not be too eager to tell prospective or current partners about their frozen reserve of eggs and suggested that women would be better served keeping the information to themselves for as long as possible. This was because disclosing the existence of the eggs could, as Claudia had experienced, lead their partners to continue to try and delay parenthood, further acting as a drag on their now ‘frozen fertility’.

If I did it again I would never tell a man I had frozen eggs not unless he wanted children right away because I think what it does it says to a guy ‘hey we don’t have to do anything yet, she has got frozen eggs’ and it can make them delay.

– Claudia (41 years)

I didn’t want to tell him because I thought it would be an excuse for him to put it off and put it off, so I thought if he doesn’t know I have my eggs I can be like ‘well I am getting older and you know there aren’t that many chances left for me now’.

– Mary (49 years)

This chapter has sought to demonstrate how women’s reproductive intentions and actions are intimately entangled with the procreative consciousness (Marsiglio, 1991) and impulses of potential and actual male partners who have a significant role in shaping the timing of parenthood and women’s use of social egg freezing. It has shown how women drew on egg freezing technology as a tool of fertility extension and genetic conservation to keep open the possibility of motherhood with a partner as equally committed to parenthood as themselves and described how they sought to parent with a partner who would engage in practices of intimate fathering. However, this chapter has explored how women encountered negative and ambivalent attitudes from men about committing to a relationship long term and pursuing parenthood and suggested that these attitudes may have stemmed from the pressures and perceived opportunity costs of performing intimate fatherhood which can be seen as being at odds with cultural values of individualism. Whilst this research did not observe a wholesale ‘retreat from marriage’ like theorists of individualisation feared, the dual difficulty of finding a partner at an older reproductive age and dating in a city seemly densely populated by single adults was exacerbated by the participants’ perception that men in their late 30s sought relationships with younger women where they were able to put off decisions about fatherhood. Unlike women who were under pressure to have children by both ‘biological’ and social ‘clocks’, the men they met were able to delay the transition to fatherhood until later in the lifecourse which had the effect of acting as a drag on women’s fertility. This chapter concluded by demonstrating how women mobilised their frozen eggs not only to extend the time that they had to find a partner and to prevent themselves from engaging in ‘panic-partnering’ but as a useful tool to communicate enduring reproductive capacities to potential partners and thereby improve their position in the marketplace of marriage.




Notes

1. See Chapter 5 for a detailed discussion about panic partnering.

2. The average age of first marriage in 1975 was 22.8 years for women and 25 for men, whereas in 2015 it was 31.2 years for women and 33.2 for men (ONS, 2018).

3. Livvy had told her partner about age-related fertility decline, but told me:

“Whenever I kind of broached the subject of all ‘ohh you know but I am kind of getting on a bit’, he’d just think that that I was being silly because there was plenty of women in their 40s having children and he just didn’t see what all the fuss was about.”




Chapter 8

Conclusion


8.1. Breathing Air Back into the Vacuum of ‘Choice’

In May 2018 I was in London at the Bush Theatre with some colleagues for the ‘Fertility Fest’, the world’s first arts festival dedicated to exploring fertility, infertility and the assisted reproductive technologies that many people draw upon in their pursuit of parenthood. Given the subject matter at hand, the day was emotionally charged with performances and discussions about the embodied experience of miscarriage, the loneliness of male-factor infertility, the ethics of egg freezing in the over 40s and what it was like to become a mother after egg donation. However, it was a comment from a member of the audience that occurred towards the end of the day that sticks with me the most. The audience member, a woman in her early to mid-40s, stood up and gave an emotional but unwavering account of her experience of going through fertility treatment to conceive her daughter. She explained how her encounter with IVF was ‘financially, emotionally, physically and spiritually destructive’ and something she wouldn’t wish on her worst enemy. Her experience of IVF is of course congruent with the multiple studies which demonstrate the impact fertility treatment has on the lives of its users (Bouwmans et al., 2008; Hammarberg et al., 2001; Hanna & Gough, 2017). Indeed, nobody ‘wants’ to go through IVF, to raid their savings or take out loans, to inject their bodies with fertility drugs or to open the most intimate parts of themselves up for inspection and investigation with no guarantee of success. Instead, parenthood is an experience that many people anticipate happening with little difficulty or cost, expecting the process of conceiving a child to occur via ‘in-bed fertilisation’ (Barnes, 2014, p. 35) with an intimate partner. Equally, we live in a culture where we are taught that self-investment and hard work will bring the endeavours that we want and deserve. As such, nobody expects their life to not go by plan, to find themselves unable to conceive a much-wanted pregnancy or experiencing ‘social infertility’ due to the lack of an intimate partner (Lombardi, 2015). After spending several years examining the phenomenon of social egg freezing, in exploring the accounts of its users first-hand and in reading and contributing to wider scholarship on this topic I am left with the equally strong feeling that no woman ‘wants’ to freeze her eggs or ‘chooses’ this option lightly without first considering or exhausting other possibilities. As such, suggestions that women are ‘choosing’ to freeze their eggs to deliberately ‘put off’ or ‘delay’ motherhood to pursue career and personal ambitions prior to becoming a parent are not only, in most cases, inaccurate but can be hurtful and deeply neglectful of how the timing of motherhood, and thus women’s use of egg freezing technology, is shaped by a constellation of factors which exist beyond the control of women as individuals.

At the start of this book I made clear my intention to use the term ‘social egg freezing’ throughout this text to signal what I saw as the socially constituted nature of this technology as well as to demonstrate how women’s use of egg freezing as a form of fertility extension and genetic conservation was inherently socially situated. Beck-Gernsheim and Beck (1995, p. 111) have previously described how ‘women make their own reproductive choices’ but note that they ‘do not make them just as they please’ but under ‘social conditions and constraints which they, as mere individuals are powerless to change’. By drawing together some of the discussion which has spanned several chapters of this book I wish to lay bare how the decision to undergo social egg freezing, and women’s experience of reproductive delay, is shaped by specific social conditions and constraints and in particular by powerful relational, ideological, structural and economic forces often beyond women’s control as individuals. I will also demonstrate how women drew upon social egg freezing as a tool of fertility extension and genetic conservation in an attempt to maintain the possibility of partaking in culturally valorised processes of family building which prioritised the reproduction of genetic kinship-making commensurate with notions of hegemonic femininity. I suggest that by clearly identifying and laying bare the way women’s use of egg freezing is shaped by wider socio-cultural and political forces, and by recognising the effect this has on women’s family-making ambitions, we can begin to breathe air back into the vacuum of choice which has up until now swallowed much discussion of this technology.

For most of the women in this research, motherhood was an eventual lifecourse expectation they anticipated experiencing, and in some cases was something they had expected to have already encountered by their current stage in life. The participants held clear ideas about the particular familial configuration in which they wished to pursue motherhood and sought to adhere to hegemonic ideals of heterosexual marriage and family-raising in which both parents shared an emotional and genetic connection to their offspring. However, despite ‘anticipating coupledom’ (Carroll & Kroløkke, 2018, p. 999), these women described unexpectedly finding themselves in their 30s, and 40s, without a suitable partner with whom to pursue parenthood and thus were facing the possibility of childlessness. For many of these women, their lack of a child and single status was one of surprise and sadness but also sometimes one of shame and embarrassment. These women had found themselves occupying something of a liminal state (Becker, 1997). They were neither voluntarily or involuntarily childless; they were not infertile, but equally had not yet tried to conceive and believed that they would be unable to do so for some time. This liminal state therefore did not produce or result in an abrupt disruption to their lives like a diagnosis of infertility or an illness (Exley & Letherby, 2001; Hudson et al., 2016; Sandelowski et al., 1990) but led the women to find themselves off course from their own lifecourse expectations and instead living a ‘life unexpected’. For some of these women this state of limbo was particularly distressing not only due to the way it positioned them as outside normative conventions of womanhood but because they were unable to forcefully effect any change in their liminal status due to the inherently relational nature of family building.

All the women in this research wanted to find a lasting partnership where joint parenthood was a possibility; however, whilst having been in long-term relationships in the past, many described significant difficulties in finding a suitable partner who shared their parenting ambitions. Whilst some participants described an awareness that they could pursue pregnancy covertly by discontinuing their use of contraceptives without informing their intimate partner, this was deemed inadvisable as they did not simply want to have a child but wanted to create a family unit with a male partner who was as equally committed to parenthood as themselves. However, the participants commonly reported that the men they met and formed relationships were often unwilling to commit to a relationship long term and were even more reticent to commit to fatherhood. This reluctance was attributed by some of the participants to the fact that men had a longer period in their lives in which they could pursue parenthood, which meant that, unlike women, they were under less pressure to commit to a long-term relationship in their 20s or 30s and instead were able to enjoy life as a child-free single adult before considering fatherhood at an older age. This double standard and inequity in reproductive ageing was identified by many of the participants as a factor which compounded the difficulties they encountered in the social world of dating. Indeed, some of the participants described how this double standard put reproductive older women at a disadvantage in the search for a life partner as they believed men their age would prefer to enter into relationships with younger women in order to put off decisions about fatherhood until later in the lifecourse. It thus appeared that some men’s unwillingness to consider parenthood at an earlier age acted as a drag on the fertility of the women around them. Aware that they were coming towards the end of their fertility, and keen to avoid ‘panic-partnering’ and entering into a relationship with the ‘wrong’ person, the participants described drawing on egg freezing to lengthen the amount of time they had to find a partner who shared their parenting ambitions and with whom they could pursue motherhood. Furthermore, it appeared that some of the participants hoped that their frozen eggs would not only provide them more time to find a partner but could also be deployed as a reproductive ‘asset’ signalling their ongoing fertility and thus increasing their potential value in the dating market. Thus, these women’s use of egg freezing, and delay in pursuing motherhood, was not the outcome out a uni-directional choice made by women as individuals but was significantly shaped by the relationships women had, or wanted to have, with men as well as men’s attitudes towards commitment, fatherhood and the timing of parenthood.

Whilst the participants were often not yet ready to pursue motherhood they nevertheless appeared to have clear ideas about how they would, or should, go about performing the motherhood role. This included performing parenthood alongside a committed male partner. Indeed, as Daniluk (2015) has observed, women disproportionately experience a social responsibility to ensure that children are born into and are raised within the context of a secure, loving two-parent family. Thus, having the full commitment of their partner to parenthood and for parenthood to be a mutual desire and joint endeavour was very important to all the participants as they believed that such a familial configuration would be best for their child. Furthermore, having the support of such a partner sharing in the burden of care and in providing for the child would also enable them to partake in practices of intensive motherhood which they saw as indicative of good parenting. In the absence of the ‘right’ partner, one who the participants believed would be a good father for their child, women considered other reproductive options such as single motherhood by choice or co-parenting. However, the participants rejected these alternatives, at least at the time of freezing their eggs, in favour of the pursuit of a traditional two-parent family. Indeed, some women perceived single motherhood by choice to be a potentially selfish decision, at odds with the values of ‘good mothering’, as it deprived their child of the two-parent family they believe they deserved. Ultimately, these women sought to be ‘good mothers’ and believed that good mothers were those who had their child at the ‘right time’ – when they were appropriately prepared for parenthood. This included being in a stable relationship, having a degree of financial and job security, renting or owning a home suitable for childbearing, feeling emotionally prepared for motherhood and having the financial resources required to provide for the child, including the ability to partake in practices of intensive motherhood. The absence of one or more of these preconditions for parenthood was seen as indicative that it might not be the right time to pursue motherhood. Indeed, some of the participants suggested it would be irresponsible and selfish to have a child before they were ready or as part of an insecure partnership. However, it appeared that in trying to live up to these, somewhat classed, values of good mothering, the ‘right time’ for motherhood had proved to be elusive for many of these women. Aware that their fertility was waning, these women drew on egg freezing to extend their reproductive timeline to accommodate the needs of potential or actual male partners as well as to accumulate the physical, financial and cultural resources they believed they would need to be a ‘good mother’. Thus, contrary to the popular discourse that women who freeze their eggs or delay childbearing are selfish, the participants’ use of this technology, and experience of reproductive delay, was more often shaped by the strong sense of responsibility these women felt towards committing to motherhood as well as their desire to live up to the values of ‘good mothering’.

Thus, the women in this research appeared to deploy social egg freezing as a tool of fertility extension and genetic conservation to keep open the possibility of engaging in culturally valorised, and to a certain extent classed, practices of family building wherein the reproduction of genetic kinship relations was prioritised and maintained. By conserving their reproductive and genetic potential for possible future use, the participants hoped to keep open the possibility of parenting in their chosen configuration, which was with an intimate partner who wanted to become a parent and who would also share a genetic relationship with their offspring. By drawing on the technology these women were also hoping to stave off, what they perceived as, less than ideal futures of infertility and unwanted childlessness as well as to help resist making concessions or compromises on the way in which they would go about mothering. This included not only avoiding the practice of ‘panic-partnering’ but also helping side-step, or at the very least, delay pursuing alternative routes to motherhood such as single motherhood via sperm donation, co-parenting, using donor eggs to conceive or becoming a mother via adoption, fostering or step-parenting. As such, it is possible to see how as a technology of genetic conservation social egg freezing has the potential to reinforce a social system which values certain family forms over and above others. In particular, by extending the period of time in which women can realise shared genetic parenting, this technology can be seen to valorise heteronormative ideals of the ‘traditional’ family to the exclusion of other ‘non-traditional’ family forms, such as single parenthood or co-parenting arrangements, which are often perceived as less desirable routes to motherhood.

In the time between freezing their eggs and taking part in the research six of the participants had entered into relationships and some had conceived, had started to try and conceive, and others anticipated doing so in the near future. One woman had become a mother via sperm donation and several more were considering such a route to motherhood. Whilst these women, in some instances with their partners, had decided they would like to try and conceive, this research found that their thoughts about the timing of parenthood continued to be shaped and, in many cases, constrained by specific structural and economic factors. Olivia and her partner had been considering trying to conceive; however, as she had only recently joined a new company, Olivia was still completing a mandatory six-month probationary period. She disclosed that in the informal interview for the job she had been asked about her intentions with regard to motherhood, and as a result she was concerned that if she became pregnant before her probationary period was over, her contract could be terminated with relative ease, leaving her and her partner without much needed income. She also explained how she felt she would be unable to do her job part-time, describing how she often worked 12-hour days which she saw as incompatible with motherhood, especially as her partner often spent large periods of time working overseas. These issues meant that Olivia was unsure whether it was the ‘right time’ for her to have a child. Another participant, Lacey, had been considering pursuing single motherhood via sperm donation for some time, but explained that she had recently been made redundant and had been working as a freelancer for several months with a highly precarious income. Whilst she had recently started a new job, she was aware that she would not qualify for enhanced maternity leave for some time, and as she would be raising the child alone she could not afford to not have an income. This meant that despite being 40 years old she felt unable to begin her childbearing plans until she became more economically secure. Other women who were considering single motherhood via sperm donation also commented that they did not believe they had the financial resources they would require to raise a child alone, especially as they would be the sole earner and would therefore need to return to work reasonably soon after the birth of their child. Therefore, whilst these women felt a desire to become a mother, and to a degree felt ready to have a child, their thoughts about the timing of motherhood were significantly shaped by the economic and structural realties of their lives.

Decisions about the timing of motherhood and women’s use of social egg freezing technology are thus significantly shaped by relational, ideological, structural and economic forces which are often beyond women’s control or manipulation as individuals. In order to pursue motherhood under the conditions they believed were best for childbearing, the women in this research drew on social egg freezing to extend their reproductive timeline and conserve their reproductive potential for the right time and often the right relationship in which to pursue parenthood. It is important to identify the social determinants shaping women’s use of technologies such as egg freezing so not to not be tempted to understand or frame women’s engagement with these new developments solely within a neoliberal discourse of choice. Furthermore, by recognising the nuanced ways women’s reproductive decisions and use of egg freezing technology is shaped, we are better equipped to have important and more meaningful conversations about women’s use of this technology going forwards. Indeed, these conversations can begin to support the creation of a useful dialogue about the complex problems and issues to which egg freezing is currently being applied as a temporary fix and may enable the consideration of more long-term and accessible alternatives.




8.2. New Opportunities, Choices and Responsibilities

The appeal of social egg freezing is perhaps one that is very easy to understand; after all, the technology enables the user to purchase an item not easily commoditised but one that is as a result highly valuable – this of course being the precious resource of time. If the technology is drawn upon by the user at the right stage in the reproductive lifecourse and if enough eggs are banked for potential future use by a clinic well versed in creating pregnancies from frozen eggs, then social egg freezing has the potential to provide a user a newly extended reproductive timeline from which they may be able pursue the particular configuration of motherhood that they most desire. By creating more ‘fertile time’ in which to contemplate or attempt motherhood, this technology is well recognised as providing users the opportunity to become more prepared, and thus ready, to pursue parenthood. This includes becoming ready as part of a heterosexual partnership for the demands of parenthood as well as allowing couples or women as individuals more time to accumulate the physical, economic and social resources they believe they will need to best pursue parenthood. The procurement of more time to help secure these preconditions for parenthood can be highly valuable given how preconditions for parenthood such as a stable intimate partnership, homeownership, a secure job and economic stability are increasingly difficult as well as time consuming to obtain in many Western societies. In addition to providing women more time to become prepared for parenthood, social egg freezing technology also has the potential to enable greater reproductive parity between men and women, potentially realigning their reproductive timelines which could address the power imbalances observed in the social world of dating and which currently works to disadvantage some women as they age.

However, the new opportunities and affordances provided by social egg freezing are not available to all due to the cost not only of freezing eggs but also of using them in IVF to conceive. The high upfront and ongoing cost of the procedure is likely to mean that technology will be the preserve of privileged women, with those from more insecure or precarious financial backgrounds excluded from this form of boutique medicine for some time to come. Indeed, by privileging the family-making projects of already privileged women this technology may further widen the gulf between women’s experiences of mothering depending on their social class (Carbone & Cahn, 2012; Petropanagos, 2010). Nevertheless, it is important to remember that social egg freezing technology remains imperfect and offers the user no guarantee of future motherhood. Furthermore, the practice of social egg freezing relies upon its parent technology, IVF, to produce a pregnancy in the future, a technology which continues to have a ‘failure rate’ of around 79% per embryo transferred (HFEA, 2016). As a result, social egg freezing may be a costly reproductive burden for women with ‘privileged access’ (Sandelowski, 1991, p. 32) to this new technology.

The practice of freezing eggs for fertility extension and genetic conservation purposes has emerged following the medicalisation of age-related fertility decline and the advent of anticipated infertility as a new ontological category (Martin, 2010). The medicalisation of age-related fertility decline, as described in Chapter 2, has seen the process of ovarian ageing become pathologised and presented as a threat to the achievement of hegemonic goals of genetic motherhood but ultimately framed as a risk which can be monitored, managed and even ameliorated via biomedical intervention. Thus, social egg freezing can be seen as a contemporary tool of risk management which enables users to guard their reproductive ambitions and assets from the risks seemingly posed by their ageing bodies. This technology however also enables users to mitigate against a variety of other ‘risks’, including the risks associated with unwanted singledom, the possibility of engaging in panic-partnering, as well as the risk of future regret and blame. However, the use of social egg freezing technology to manage the risks posed to the achievement of heteronormative and hegemonic goals of marriage and motherhood betrays a deeply neoliberal orientation to the social world which prioritises and rewards individual agency and action over that of passivity.

Neoliberal rationality, which remains highly pervasive in contemporary culture, calls for social actors to take a responsible and active approach to the management of their own lives and encourages practices of risk management in the pursuit of self-optimisation. This includes not only being aware and able to manage risks when they arise but to anticipate risk through the practice of screening and testing. Neoliberal subjects are also encouraged to remain responsive to the recommendations of experts, which may include drawing on new technologies and treatments to mitigate against or manage the risks posed to the furtherance of one’s biographical project. Indeed, as was discussed in Chapters 5 and 6, the accounts of the participants in this research reflected a strong subscription to neoliberal values of individual accountability, self-actualisation and self-determined action, and they talked frequently about a desire to ‘do everything possible’ to enable future motherhood as well as a desire to draw on social egg freezing to avoid feelings of future regret and blame. As such, I have suggested that it is possible to understand female users of social egg freezing as reproductive entrepreneurs or ‘repropreneurs’ (Kroløkke & Pant, 2012, p. 233) whose privileged financial position means they can access and afford elective treatments and procedures and deploy them in their pursuit of their parenting goals.

The highly individualised neoliberal rationality which underpins social egg freezing also makes the technology decidedly compelling, because as a sign of responsible reproductive citizenship the ‘good’ neoliberal consumer is not only required to account for risk but is expected to take action to mitigate against this risk or bear the associated penalties. As was seen in Chapter 6, a significant factor shaping participants’ decisions about whether to undergo egg freezing was not the risks they believed the technology posed to them physically but the risks they saw associated with not engaging with the technology. For these women egg freezing was highly compelling not only due to the way it offered them the opportunity to partake in heteronormative practices of family building but also because of the consequences of resisting its use and fears of being ‘to blame’ for their future infertility.

As the new ontological category of anticipated infertility positions greater numbers of women as ‘at risk’ of unwanted childlessness, I argue that a new pressure or expectation emerges for these women to consider technologies of social egg freezing as part of their reproductive life plan and biographical project. Thus, whilst this technology offers new opportunities, it also introduces new burdens and choices that women are required to make as part of their reproductive lives. Indeed, whilst social egg freezing is marketed, and often perceived, as an empowering technology offering users the opportunity to wrest greater control over their reproductive lives, the offer of social egg freezing may be experienced by some more as a burden and may create more anxiety and distress amongst users and potential users who feel the need to consider this technology to remain accountable for their reproductive goals and ambitions. Thus, whilst egg freezing offers some women new possibilities and avenues of pursuing motherhood at an advanced reproductive age, it nevertheless creates a highly gendered emotional burden to women as a whole by requiring them to bear even greater responsibility for the timing of motherhood and the management of their fertility in a way that is not expected of men. The discourse of individual responsibility underpinning social egg freezing not only reinforces the timing of motherhood as the concern and responsibility of women alone to the exclusion of men’s involvement but also obfuscates the wider forces shaping the timing of motherhood. The medicalisation of age-related fertility decline engendered by this technology also works to situate the ageing body as the site of problems related to the timing of parenthood, and not the wider social context in which these decisions are made. As a result, women’s bodies and bank accounts bear the brunt of reproductive technologies and the cost of individualising and medicalising social issues, such as delayed childbearing, potentially even before women consider trying to conceive (Martin, 2010; Waggoner, 2015). In doing so, it is possible to see how technologies of social egg freezing are extending backwards highly gendered messages of reproductive responsibility into the preconception stage, or what Waggoner (2017) refers to as the ‘zero’ trimester. Furthermore, by requiring women to anticipate motherhood and risks to motherhood such as age-related infertility, this discourse of responsibility requires women to engage in practices of maternal sacrifice (Lowe, 2016) before conception is attempted or even seriously considered and can be seen as a further means by which women’s bodies are regulated in the (non)reproductive realm.




8.3. Reflecting on Social Egg Freezing and Future Research Directions

It is clear, even to the casual observer, that egg freezing is currently being used as a ‘simple’ medical solution to the complex problems associated with the timing of motherhood. On its own, however, this technology is only able to act as a temporary sticky plaster, an inefficient, and in some cases ineffective, tool which is not accessible to all and which does little to nothing to address the social determinants affecting its use. Egg freezing is also highly exclusionary and may serve to commoditise the bodies of some women and at worst exploit the bodies of others. Underpinned by an inherently neoliberal logic, social egg freezing also no doubt serves to individualise wider social problems and places responsibility for the management of fertility risk squarely with women whilst overlooking the role of men as (non)reproductive partners. However, in a time where reproductive freedoms are under threat1 a technology which enables women greater reproductive control, even if this control is only extended to a small number of comparatively privileged women, is perhaps nonetheless of supreme value. I have been privileged to meet and know women who have been able to create their much-wanted families through egg freezing, and the joy that parenthood brings to them and those around them is a credit to the scientific developments that made their children’s lives a possibility. As a result, whilst social egg freezing should be regarded a technology which has significant flaws, I argue that it must nevertheless be recognised as one which offers much promise, hope and happiness to many of its users.

Egg freezing for fertility extension and genetic conservation purposes is likely to continue to attract greater number of users as the problems related to the timing of parenthood remain unresolved. As a result, going forwards it is important that future cohorts of users benefit from the insights and experiences of the pioneering women who first made use of this technology, including those involved in this research. This research and others have highlighted serious inadequacies in the quality and amount of information women are provided when they are considering freezing their eggs (Avraham et al., 2014; Barbey, 2017). Thus, going forwards it is of paramount importance that women considering the technology are provided clear information about the chances of a live birth with their frozen eggs based on their age at freezing and the numbers of eggs that are hoped to be retrieved. Ideally, this information would be specific to the clinic where the woman is undergoing the procedure, but where these data are not yet available other sources which provide similar information should be provided to women and the limitations of this evidence made clear. To prevent women from overestimating the benefits of the technology and underestimating the costs, potential users could work with clinicians to consider how many cycles of egg freezing may be needed to secure the number of eggs they require to attain a particular chance of motherhood in the future. Such discussions could prevent the many unknowns the women in this research encountered.

Whilst users of social egg freezing are often consumed with immediate concerns about storing eggs for potential future use, and whilst many of these women no doubt hope to never use their eggs to conceive, this does not obliviate the need for providers of egg freezing to begin a discussion about what might come next. Given the general lack of awareness about IVF outcomes, clinics need to open up silences around the potential future use of stored eggs and help women consider some of the longer-term implications of freezing their eggs. These discussions may include some of the decisions they may face in continued storage, disposal or donation of their eggs, as well as the costs and physical and emotional toll of IVF/ICSI in the future (Baldwin & Culley, 2018).

For many of the participants in this research, social egg freezing was a technology that they did not ‘want’ to engage with, and instead the women had hoped that they would be able to pursue motherhood naturally with an intimate partner. Indeed, even after freezing their eggs, ‘in-bed fertilisation’ (Barnes, 2014, p. 35) with a committed partner continued to be the preferred route to parenthood. However, many of the participants who were coming towards the end of their natural reproductive lifespan were still not yet ready to attempt motherhood due to the lack of a suitable partner and were uncertain about whether they would have the reproductive resources required if and when the time came to attempt motherhood with such a partner. As previously observed, these women occupied something of a liminal state between motherhood and age-related infertility, and whilst this state of being ‘in between’ was frustrating, it was more desirable than the perceived certainty of the alternative. Even for women who were ambivalent or unsure about their desire for motherhood, social egg freezing enabled the possibility to delay undesirable futures where the choice of genetic motherhood was no longer available and allowed women to keep one foot in the door of potential genetic motherhood. Thus, social egg freezing saw the maintenance of a liminal status which had the effect of producing new forms of uncertainty related to whether the eggs would provide a live birth in the future. Furthermore, by extending their reproductive timeline, the women who underwent the procedure in the United Kingdom also encountered a new ‘clock’ on their fertility, one which wasn’t linked to the process of reproductive ageing but a new ‘legal clock’ linked to the mandatory 10-year storage period on their eggs.

Several of the UK-based women who took part in this research have since, or soon will, reached the end of their 10-year storage limit and will be required to make a decision about their frozen material. In several cases, at the point of freezing their eggs almost a decade earlier, these women were confidently told by their clinicians that the 10-year storage period would likely be revised, allowing women to store their eggs for longer should they require; however, this has not yet transpired. As a result, women coming towards the end of their storage period could use their eggs in fertility treatment of their own, including creating embryos which could be stored for a further 10 years, could donate their eggs to other women undergoing fertility treatment or to research, or could allow their eggs to perish. These women could also consider moving their eggs overseas beyond the reach of UK law (Budhani & Middleton, 2019). However, whatever they resolve to do with their eggs the decision is unlikely to be easy and is made all the more challenging in a UK context by what are perceived as unfair regulations which allow women with premature infertility to keep eggs frozen for up to 55 years but which require women with normal fertility (even if they are also infertile) to have their eggs destroyed after 10. Numerous authors, myself included, have drawn attention to the inequitable situation posed by the current UK regulation (Bowen-Simpkins, Wang, & Ahuja, 2018; Harper et al., 2018; Jackson, 2016). This issue has also twice been raised in the UK House of Lords by Barnoness Deech, former Chair of the HFEA, noting how there is no scientific basis for such different rulings. Whilst it is widely believed that the 1990 HFE act regulating such time limits could be subject to an amendment enabling parity in the storage of eggs (Jackson, 2018), there is currently little political will to consider such a move. Instead, it has been suggested that any change to regulation would need to be dealt with in primary legislation and would first need to be subject to wider legal, policy and public consolation and scrutiny (Collins, 2019). However, the Secretary of State for Health has previously indicated that there is currently no intention to review the statutory time limit despite, as Baroness Deech has noted, the debilitating effect of the current regulation on women approaching the end of their storage period (Budhani, 2019; Howe, 2019).

One of the concerns which has been raised in relation to social egg freezing, and perhaps which may account for some of the reticence to extend storage time limits, is the capacity of the technology to enable women to pursue motherhood at an advanced reproductive age. However, it is worth noting that women have been able to access medicalised fertility treatment using donor eggs with relative ease up until their early 50s,2 and as such, social egg freezing does not pose any new dilemmas in this regard. Nevertheless, concerns about the welfare of children born to ‘much older mothers’, including women who may be peri or postmenopausal, persist (Cutas, 2007). In 2017 2,357 women over the age of 45 gave birth (ONS, 2018); however, the capacity of social egg freezing to lead to marked fertility postponement has been questioned (Mertes & Pennings, 2011). Indeed, there remains a strong preference towards ‘in-bed fertilisation’, avoiding the need for costly, painful and unreliable medicalised fertility treatment. It is thus improbable that large numbers of elderly or much older women will want to become first-time mothers enabled by social egg freezing. After all, strong cultural preferences for earlier motherhood remain, which are unlikely to be considerably shifted by a technology which currently only accounts for only 1.5% of all fertility treatment cycles carried out across the United Kingdom per year (HFEA, 2018a, 2018b). Nevertheless, future research may want to examine women’s experiences of peri- and post-menopausal motherhood enabled by new technologies of egg freezing as well as more established technologies of egg donation.

As social egg freezing is such a new social practice and novel form of assisted reproduction, it is a highly fertile area for empirical research with many avenues and questions open for sociological investigation. Perhaps, the most pressing at this time is to examine the extent to which social egg freezing shapes the reproductive trajectories and subsequent intimate relationships of users in the medium to long term and to examine women’s experience of (non)motherhood after egg freezing. Indeed, future research may want to examine women’s experience of using their frozen eggs in a bid to conceive and to observe how this technology intersects with other recent developments in reproductive medicine, including the emergence and use of so-called fertility treatment ‘add ons’ and the potential for over-medicalisation or over-treatment of such fertility patients. Further questions also remain about the offer of company-sponsored egg freezing as well as the seemingly growing numbers of women engaging in cross-border reproductive travel to access the technology due to issues such as cost, to overcome restrictions on the procedure or to circumvent what are perceived as unhelpful regulations or rules in place in their home countries. The research presented in this book examined the experiences of some of the pioneering users of egg freezing who were predominantly white, middle-class, heterosexual women from the United Kingdom and America. However, it is important to consider how women’s use and experience of social egg freezing, like any other reproductive technology, may be shaped by their particular social location. As such, future research may want to examine black minority ethnic or South Asian women’s use of egg freezing, explore the experiences of non-heterosexual women or consider how religions such as Islam or Judaism shape women’s attitudes towards the technology. Similarly, researchers may want to consider the emergence and use of egg freezing in new or emerging economies such as those in Latin America, India or Egypt and explore how social egg freezing and allied debates around delayed motherhood and reproductive timing are played out in these different social, political and economic contexts. Equally, however, I would argue that greater attention needs to be paid to partnered and unpartnered heterosexual men’s reproductive contributions, particularly at the preconception stage, which has historically been overlooked in academic research. Indeed, I hope this book has provided a case for examining men’s intentions, practices and behaviours as (non)reproductive partners, alongside women’s reproductive intentions as a key unit of analysis in understanding contemporary shifts to later childbearing and the use of egg freezing as a tool of fertility extension and genetic conservation.




Notes

1. Such as challenges to abortion legislation in Argentina and Poland and threats to the provision of reproductive healthcare in the USA.

2. The United Kingdom has no legislated upper age limit on IVF treatment and instead allows clinics to set their own age restrictions.




Appendix 1: Researching Social Egg Freezing


A.1.Recruitment and Sample

This book is derived from an exploratory sociological research study which explored the accounts of 31 female users of social egg freezing. Participant recruitment and data collection took place between October 2012 and May 2013 and captured the experiences of women who were either about to undergo social egg freezing (n = 1), who had attempted (n = 1) or had completed (n = 29) the process of freezing their eggs. The participants in this research had frozen their eggs as recently as a few weeks prior to the interview taking place and up to seven years earlier. As such, these women underwent the process of freezing their eggs between 2005/6 and 2013 and represent some of the first pioneering users of social egg freezing. At the time the project was conceived (2011), social egg freezing was a little-known form of assisted reproductive technology and only a small number of women were believed to have undergone the procedure. At the time of study recruitment, as well as at the time of writing, the HFEA did not collect information about the reasons why women underwent egg freezing. As such, it was not possible to identify how many cycles of egg freezing were performed for medical reasons compared to social reasons.1 This meant that I was not able to ascertain an estimate of the total population size of social egg freezing users in the United Kingdom; however, the numbers were expected to be small. Whilst the number of social egg freezing users in the USA was as equally difficult to obtain, anecdotal evidence suggested that women were making use of the technology in America in greater numbers than in the United Kingdom. As a result, I decided to recruit participants from both the United Kingdom and the USA in order to collect a sufficient sample of women using this emerging and, at the time, experimental technology.

At the time of study recruitment social egg freezing was a little discussed assisted reproductive technology and, unlike now, did not have a prominent footprint online or on social media platforms such as Facebook or Twitter. As a result, a diverse range of strategies were used to try and recruit participants to the study, including attending fertility and egg freezing related events and seminars where I handed out fliers and business cards, advertising on fertility forums and websites, through participant referrals and via support received from two UK fertility clinics. Thus, this research utilised a purposive and snowball approach to sampling. The final sample of participants were drawn from online fora2 (n = 20), from two British fertility clinics (n = 7) and through participant referrals (n = 4). The majority of the research participants were drawn from the United Kingdom (n = 23), 18 of whom were UK residents from birth with the remaining four having settled in the United Kingdom after coming to work or study. Seven participants were recruited from America, having lived there since birth, and one further woman, who was recruited via the Netmums website, was Norwegian. As she was keen to be involved in the research, and due to difficulties encountered in recruiting women to the study, a decision was made to include her in the research project.


A.1.1. Demographic Profile of Research Participants

The interviewees were mainly drawn from large metropolitan cities in the United Kingdom and East Coast of America, including London, New York and Chicago. At the time of undergoing the first cycle of egg freezing, the participants were aged between 32 and 44 and were on average 37 years of age (see Table A1). For most of the participants several years had elapsed between undergoing the procedure and taking part in the research. As such, at the time of the interview the participants were aged between 34 and 49 and were on average 39 years of age. All the participants identified as being heterosexual and at the time of freezing their eggs the large majority (84%) were single (see Table A2). All the participants were educated to degree level, 39% also had a postgraduate degree and 29% held a professional qualification. Participant job titles were compared against the ONS Occupation Coding Tool and the National Statistics Socio-economic Classification to determine the interviewees’ socio-economic status. This showed that 74% of the participants were in professional and managerial roles. Fifty-two per cent of the participants identified as holding a religious belief. The demographic profile of the participants reflects that found in other data sets (Brown & Patrick, 2018; Gold et al., 2006, Knoppman et al., 2008; Tsafrir, 2012) which shows that most women engaging in egg freezing are single, highly educated and predominantly in professional and managerial careers. More information and a short pen portrait of each participant are provided in Appendices 5 and 6.

Table A1:.Age at Undergoing First Cycle of Egg Freezing.
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Table A2:.Participants’ Demographic Information.
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Table A3:.Number of Cycles of Egg Freezing Attempted by Participants.
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Table A4:.Number of Eggs Frozen.

[image: Image]






A.2.Characteristics of Egg Freezing Cycles: Findings

The majority of the women (87%) froze their eggs in clinics and hospitals in their country of residence and the remaining four women underwent the procedure abroad (one in Spain, two in Argentina and one in Thailand). Most (68%) of the participants underwent, or attempted, just one cycle of egg freezing (n = 21), almost a fifth of participants also underwent a second cycle (n = 6) and a smaller number underwent three (n = 3) or four (n = 1) rounds of stimulation. Following egg collection and freezing, women had between zero (due to a failed cycle of stimulation) and 62 eggs stored, the average number being 16. Only 23% of the participants (n = 7) had undergone egg freezing whilst they were 35 years of age or under. Instead, the majority (n = 20) of participants were between 36 and 39 years of age at the time of undergoing the procedure and a further 13% (n = 4) of participants were 40 years of age or above. This data reflect similar findings from US studies and clinical audits which have identified that women undergoing egg freezing are usually in their mid to late 30s (Hodez-Wertz et al., 2013; Klein et al., 2008; Knoppman et al., 2008; Sage et al., 2008; Vallejo et al., 2013).




A.3.Methodological Framework

Underpinned by an interpretivist epistemology, this research sought to explore the accounts and experiences of some of the first pioneering users of social egg freezing by focusing on how women narrated and gave meaning to their experiences from their own subjective frame of reference. By prioritising participant accounts this research placed an emphasis on understanding the subjective, personal and multiple realities of egg freezing from the position of the user (Williams, 2000). This research sought to examine how women constructed, understood and experienced the phenomenon of social egg freezing in the context of ongoing debates relating to reproductive choice and delayed childbearing. The study also aimed to examine how women made the decision to engage with social egg freezing, how they perceived the risks and benefits of the procedure and how they experienced the ‘medical’ encounter in the clinic. To provide the fullest exploration of the lived experience of social egg freezing, and to examine the meanings the participants gave to their experiences, in-depth interviews were undertaken with 31 users of the technology.

Often described as a more formalised version of a conversation (Smith, 2012), semi-structured interviews are perhaps one of the most commonly used methods in research examining topics such as childbearing and (in)fertility, due in part to the sensitivity such a method can afford when seeking to collect data of this kind. The use of interviews in the collection of research data on topics allied to egg freezing such as infertility and assisted reproduction is well established (Culley, Hudson et al., 2007; Friese, Becker et al., 2006; Hinton, Kurinczuk et al., 2010; Imeson, McMurray, 1996; Nordqvist, Smart, 2014; Throsby, 2004) and such an approach to data collection is well recognised as an appropriate way in which to explore sensitive topics (Ayres, 1998; Corbin & Morse, 2003; Rakime, 2011).

In an unusual situation for many social scientists, at the time of fieldwork commencement there was no qualitative literature or research published about women’s use of the technology and therefore the study itself was highly exploratory and was led, to a certain extent, by the interview encounters and the participants involved in the research. The research interviews were conducted face to face (n = 16), via telephone (n = 6) or through video-enabled connections such as Skype and Facetime (n = 9). This was determined by location and/or participant preference. For the 16 face-to-face interviews, participants were given a choice of location for the interview. Six participants chose to be interviewed in their homes, eight interviews were undertaken in cafes and two in local libraries. The interviews lasted on average around an hour and 40 minutes, ranging from 40 minutes to almost three hours in duration. The face-to-face interviews lasted slightly longer than online interviews as this form of interaction more easily facilitated the formative ‘chit chat’ element of the research encounter. All interviews were audio recorded using two devices for use in assisting transcription. Each interview began with the same opening question, asking the participants how they had come to learn of egg freezing and what they had wanted to achieve by undergoing the procedure. This led most of the participants to open with an extended discussion, lasting in most cases several minutes, about what led them to freeze their eggs. Following this initial exploration, and with a brief overview of the participant’s thoughts and experiences provided, more specific questions were then asked with opportunities for participants to raise and explore issues of their choosing. The interview structure was therefore guided by me, but remained responsive to the research participants’ answers, leaving open the opportunity to talk about different topics or certain topics in more depth (Greenfield, Midanik et al., 2000). The use of semi-structured interviews as a data collection method proved to be highly useful as in some instances the participants disclosed additional information about their experiences which I had not thought to ask about, therefore enabling the capture of additional information which otherwise may have been lost (Byrne, 2004).

This research recognises the data generated from the interviews as ‘interactional accomplishments’ between myself and the participants and not simply as the result of an exchange of information on neutral communicative grounds (Holstein, 2011). Furthermore, throughout the research process I remained aware of how my own researcher positionality may not only shape the data collection process but also impact more broadly on the knowledge created (Horsburgh, 2003). I began this project in 2011 whilst in the early years of my 20s; I was child-free, unmarried and held limited life experience when it came to topics such as family formation and reproductive decision-making. As the research project progressed over the intervening years, my own perspective, as well as the salience of the research, has matured. During data collection I was aware of my status as both an insider and an outsider to the research participants (Chavez, 2008; Greene 2014; Merriam, Johnson-Bailey et al., 2001). I was an insider as a heterosexual woman with knowledge of the technology under discussion, but also an outsider who most often did not share the same social location of the interview participants due to sometimes significant differences in our ages, relationship status and socio-economic positions. When undertaking the interviews with women who were often coming to the end of their fertility, I tended to occupy an outsider position to some of the concerns and pressures discussed by the participants. However, there was often the sense that perhaps I had ‘all of this to come’ as I approached a time when making decisions about motherhood was something I would likely need to do. Indeed, I completed the final changes to this monograph whilst pregnant with my first child after making my own decisions about the timing of motherhood informed in part by concerns about age-related fertility decline.




A.4.Ethical Considerations

Prior to data collection ethical approval was obtained from De Montfort University Human Research Ethics Committee (REF 827) ensuring basic ethical guidelines and practices were adhered to. This included ensuring anonymity of the participants through the use of pseudonyms, as well as ensuring data security, confidentiality and informed consent. All participants were provided with information about the research through participant information sheets, a detailed consent form and were allowed and encouraged to ask questions about the study at any time. Like much research examining sensitive issues related to (in)fertility and childbearing decision-making, further additional considerations and dilemmas were identified as relevant to this project, in particular the risk of emotional distress caused by discussing such deeply personal topics.

Whilst it has been suggested that any research topic has the potential to be sensitive (Schmied, Duff et al., 2011), some topics are more likely to elicit an emotional response. Research examining issues such as bereavement, (in)fertility, relationship breakdown, abortion, miscarriage and terminal or chronic illness is perhaps particularly sensitive and many of these topics formed core parts of the interview discussion. Drawing on the literature and advice on sensitive interviewing (Ayres, 1998; Dickson-Swift et al., 2007) actions were taken to help minimise and manage such distress in the interests of participants. This included using sensitive language throughout the interview encounter, letting the participant set the pace and tone of the interview and trying to ensure that the participant felt comfortable enough to not address certain topics or questions which they felt would cause them too much distress. Whilst a small number of the participants did become emotional during the interviews, these situations were manageable for both me as a researcher and the participant and usually just required some kind words and support, a change of subject or a break with a cup of tea. In the instances where the interviewee became upset during an online or telephone interview I sought to project an equal amount of sensitivity; however, my lack of physical presence meant the means by which I was able to express this sensitivity and kindness were somewhat limited. However, in these cases I ensured the participant was aware of their right to pause, withdraw or reschedule the interview should they wish. It is worth noting however that one of the benefits of online interviews, as well as those undertaken on the telephone, is the way this approach to interviewing can afford the participants the opportunity to disclose intimate and closely held experiences often within the comfort of their own home with some emotional, but also physical, distance from the researcher (King, Horrocks, 2010; Opdenakker, 2006; Schmied, Duff et al., 2011).

Whilst a small number of the participants did become upset during the data collection process, the use of semi-structured interviews offered the participant an opportunity not normally available to them: the chance to talk relatively uninterrupted about a topic or subject matter which for many was of great importance (Colbourne, Sque, 2005). In spite of the strong emotions the interviews produced, all the participants wanted to continue with the interview and several reflected that they were pleased to have had the opportunity to talk about the issue with a third party. On a small number of occasions, the interviewees asked about other participants included in the research and whether their own accounts reflected other women’s experiences. In these instances, I most often told the participants that their accounts did reflect that of the other women I had interviewed. This appeared to provide some women with a degree of validation that they were not alone in the problems and experiences they described. Several participants also remarked that the opportunity to talk to a third party about their experience was helpful, particularly as they felt it was something their friends or family may be ‘sick of talking about’. For other participants, as Schmied et al. (2011) have previously noted, the experience appeared to be cathartic and occasionally helpful by supporting them in thinking about the next steps they may wish to take with regard to pursuing motherhood.




Notes

1. As of 2019 the HFEA still does not provide this information.

2. Online fora included: Fertility Friends, Netmums, Fertility Zone and Eggsurance.




Appendix 2: Relationship Factors Motivating Use of Egg Freezing




	Reason

	Illustrative Interview Quotation






	Lack of a partner/not in a relationship

	I would like to have a family and I was about 38–39 and hadn’t met somebody. (Ellen, 45 years)




	In a relationship with a man who didn’t want to have children

	The fact that I was in a relationship with somebody who was giving, well possibly, signals that they weren’t going to want children. (Rachel, 34 years)




	I was in a long-term relationship and I was really happy about that but he certainly wasn’t ready for children…and you know sort of read all these horror stories about leaving it too late so you know thought well if I can afford it [egg freezing] then why wouldn’t I do it? (Livvy, 37 years)




	In a new relationship which needed time to develop before considering having a child

	I had only just started in a relationship with a guy and we hadn’t been together very long and I didn’t want or wait two or three years to see if we were going to be a couple. (Mary, 49 years)




	What initially prompted me to do it was that I was getting to my late thirties, I had got divorced and I had a new relationship but we weren’t necessarily ready to think about that kind of commitment. So, it [egg freezing] was something I thought maybe for the future. I will just have these in the bank kind of thing. (Emily, 44 years)




	Unsure about potential longevity of current partnership

	My sister she went through thee IVF attempts the third one succeeded and she is older than me and I saw how going through that process put pressure on her relationship and I thought maybe I should take this more seriously and also at the time I was not sure if the relationship I was in was one I wanted to be in long term. (Catrine, 34 years)







Appendix 3: Glossary of Terms




	Follicle-stimulating hormone:

	Hormone produced by the pituitary gland which stimulates the production of follicles by the ovary. Used in assisted conception to stimulate the production of more than one follicle (ovulation induction).



	Intracytoplasmic sperm injection:

	A technique commonly used during treatment where there is a problem with the male partner sperm, but also utilised with frozen eggs to overcome the hardening of the zona pellucia.



	Intrauterine insemination:

	A relatively simple form of assisted reproduction in which a sample of prepared sperm, either that of a woman’s partner or of a sperm donor, is inserted into the cervix or uterus of the woman.



	In vitro fertilisation:

	The medical process whereby fertilisation takes place outside of the body, in the laboratory. Following ovarian stimulation, egg collection is completed; viable eggs are then fertilised using a prepared sample of sperm and are left to develop into embryos; the resulting embryos are then transferred into the uterus of a woman.



	Ovarian stimulation:

	A medical treatment which involves the administration of fertility drugs which are designed to stimulate the ovary to produce one or more eggs.



	Ovarian hyper-stimulation syndrome:

	The result of an overstimulation of the ovaries. Can occur when a large number of eggs mature, causing the ovaries to swell and resulting in symptoms such as abdominal pain and swelling, nausea, vomiting and fainting.



	Ovarian reserve test (fertility MOT):

	Ovarian reserve tests seek to assess the quantity of a woman’s remaining egg supply in an attempt to predict reproductive potential. Ovarian reserve assessments are undertaken through blood tests to measure the presence and amount of follicle-stimulating hormone (FSH) and anti-Müllerian hormone (AMH). An antral follicle count can also be undertaken using transvaginal ultrasonography to identify the number of visible ovarian follicles, alongside a full patient history.



	Polycystic ovarian syndrome:

	Condition where many small cysts form on the ovary and hormonal imbalances result which can cause infertility. Treatment is in the form of drugs or surgery.



	Preimplantation genetic diagnosis (PGD):

	In conjunction with IVF, where a clinician removes one or two cells from an embryo, for those cells to be tested for specific genetic disorders/characteristics before embryo transfer takes place.



	Preimplantation genetic screening for aneuploidy (PGS):

	In conjunction with IVF, where a clinician removes one or two cells from an embryo, for those cells to be tested to ensure they contain the correct number of chromosomes (known as euploidy) and not more or less than usual (known as aneuploidy). Normal embryos (euploidy) will be selected before embryo transfer takes place.



	Zona pellucia:

	The transparent membrane or shell surrounding the egg which can harden during the freezing process. This means that the egg can often only be successfully fertilised through the use of ICSI.







Appendix 4: Abbreviations




	AGE

	Anticipated gamete exhaustion




	AMH

	Anti-Mullerian Hormone




	ARFD

	Age-related fertility decline




	ARTs

	Assisted reproductive technologies




	ASRM

	American Society for Reproductive Medicine




	BFS

	British Fertility Society




	ESHRE

	European Society of Human Reproduction and Embryology




	FSH

	Follicle-stimulating hormone




	HFEA

	Human Fertilisation and Embryology Society




	ICSI

	Intracytoplasmic sperm injection




	IUI

	Intrauterine insemination




	IVF

	In vitro fertilisation




	MEF

	Medical egg freezing




	NHS

	National Health Service




	NICE

	National Institute for Clinical Excellence




	OHSS

	Ovarian hyper-stimulation syndrome




	ONS

	Office for National Statistics




	ORT

	Ovarian reserve test




	PCOS

	Polycystic ovary syndrome




	PET

	Per embryo transfer




	PGD

	Preimplantation genetic diagnosis




	PGS

	Preimplantation genetic screening




	SEF

	Social egg freezing




	SMC

	Single motherhood by choice




	TTC

	Try(ing) to conceive







Appendix 5: Research Participants’ Characteristics (Summary Table)
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Appendix 6: Pen Portraits

Aleen

Was one of the younger participants in the research and underwent one cycle of egg freezing when she was 33, retrieving 11 eggs, and completed a second cycle when she was 35, freezing a further 13. Aleen was 35 at the time of the interview, single and had recently lost her mother to cancer whom she had been helping care for since she was 29. As a result, Aleen had not pursued a long-term or significant relationship in this time and wanted more time to recover from her mother’s death before throwing herself into dating. She explained how her mother had undergone IVF to conceive her and how this made her concerned about her own fertility as she had also been diagnosed with PCOS. Aleen told me how her mother was very supportive of her freezing her eggs and how she was able to use the inheritance she received from her mother to pay for the procedure. Aleen didn’t want to use donor sperm to conceive and was hopeful she would find a partner.

Amber

Was a British woman who underwent one round of egg freezing, banking 24 eggs when she was 36 after the end of a 15-year-long relationship which she had hoped would lead to motherhood. However, her partner was unwilling to commit to parenthood which saw the relationship break down. Amber described wanting to freeze her eggs so she may be able to pursue motherhood as part of a new relationship in the future but also described having fears about her fertility due to a history of cancer in the family as well as the fact that she had polycystic ovaries. Amber was 40 when I met her and had recently decided to attempt a cycle of fresh IVF using donor sperm; if this was not successful she was going to TTC using her frozen eggs.

Anne

Was an American woman living in Chicago where she underwent one cycle of egg freezing was she was 36 years old, banking 18 eggs for potential future use. She heard about egg freezing through an acquaintance and decided to undergo the procedure as she was single but wanted to have a child in the future. Ann experienced OHSS and had gained 10lbs in a four-day period after retrieval and had to have a build-up of water surgically drained from her body. She described the experience of such side effects as shocking and not something she had anticipated. She hoped to find a partner and pursue motherhood naturally but hoped that a future partner would be thankful for the forward thinking she displayed by freezing her eggs.

Catrine

Was a Norwegian woman who underwent one round of egg freezing and banked 19 eggs when she was 34. She travelled to Spain to have the procedure due to restrictions on the technology in her home country. Catrine was one of the few women who froze eggs whilst in a serious relationship. She froze her eggs shortly before she and her partner decided to TTC. She did not discuss her decision to freeze eggs with her partner in great depth and instead went about the process independently. She sought to freeze her eggs as although she was in a relationship she was concerned about its longevity.

Charlotte

Was an American woman living in Chicago who underwent one round of egg freezing when she was 42 and was able to bank 15 eggs. Charlotte described undergoing egg freezing after the sudden breakdown of a relationship she thought would lead to motherhood; however she initially struggled to find a clinic which would perform the procedure due to her age and because she only had one healthy ovary following a burst ovarian cyst when she was younger. Charlotte did not want to pursue SMC via sperm donation and instead hoped to meet a partner.

Claire

Was a New Zealander living in the United Kingdom who underwent one round of egg freezing when she was 39, banking five eggs. She wanted to undergo a second cycle of egg freezing but was advised against doing so as she would be unlikely to produce very many eggs. Claire was 41 at the time of the interview and explained that she had wanted to become a mother since she was 32 but had only been in short-term relationships which had never become serious enough to consider parenthood. She had recently come to the conclusion that if she wanted to have children she was likely going to need to pursue motherhood alone and was considering SMC via sperm donation; however the prospect of doing so was something she was very much struggling with. She explained how she was considering moving back to New Zealand to live closer to her family whose support she believed she would need to become a mother alone and because she did not believe she could raise a child alone whilst living in London.

Claudia

Was a New Zealander living in London who had undergone two rounds of egg freezing when she was 36 and 37, banking 13 eggs for future use. At the time of the interview Claudia was 41. Claudia described wanting to become a mother since her mid-20s but had experienced multiple failed relationships. In one of her previous relationships she had attempted motherhood with her frozen eggs from which four embryos were created; two were implanted but did not result in a pregnancy. The relationship she was in then turned abusive and she left her partner who insisted that the remaining two embryos were destroyed. At the time of the interview Claudia was in a new relationship with a man 10 years her junior who was not yet being ready for fatherhood. He offered to pay for her to freeze more eggs but due to her age this was not a viable prospect. In the end they travelled to the Czech Republic to freeze embryos as her partner wanted to wait before TTC. Claudia later suggested trying a fresh round of IVF but her partner said he wanted to wait six months. During this time Claudia fell pregnant naturally; she described her partner being shocked and upset noting that they had agreed to TTC in six months anyway to which he responded that he had already decided that at the end of that six-month period he was going to suggest waiting another six months.

Effsie

Was a British woman living in London who had undergone one round of egg freezing when she was 38, storing 10 eggs. Effsie described undergoing the procedure due to the lack of a partner and because she wanted to keep the option of motherhood open in the future. She described difficulties in reconciling the use of hormone drugs as she otherwise tried to avoid toxins and medications. She explained she had seen friends of hers undergo five rounds of IVF and believed this was not something she was prepared to do in order to have a child. She said she would like to consider SMC but did not believe she had the extended support network she would need to pursue such a route to motherhood.

Ellen

Was an Australian woman living in the United Kingdom who had undergone three rounds of egg freezing when she was 40 and 41, banking 34 eggs for future use. She described freezing her eggs due to the lack of a suitable partner. Shortly before the interview took place, and when Ellen was 45, a relationship she was hoping may lead to motherhood had broken down and she was now unsure if she would find a partner with whom to pursue motherhood. She did not want to become a SMC and wanted to raise a child as part of a two-parent family in a stable home.

Emily

Was a British woman who underwent three cycles of egg freezing between the ages of 37 and 39, banking a total of 30 eggs. Emily was divorced and in a new relationship but explained how at the time of freezing her eggs that relationship was too new to consider pursing parenthood or freezing embryos, but equally she did not want to do nothing to protect her chance of future motherhood. Around five years after freezing her eggs she and her partner were still together and decided to TTC. After trying naturally for six months they went and used some of her frozen eggs to have a child. Ten of Emily’s eggs were thawed, nine survived the thaw, eight were successfully fertilised and three were deemed good enough quality to try and use to conceive. Two embryos were transferred during fertility treatment and one remaining embryo was frozen and stored with her remaining fresh eggs. Emily gave birth to a daughter following ICSI with her frozen eggs and she and her partner were going to try for a second child using some more of her frozen eggs in the near future.

Hayley

Was a British woman living in London who had undergone one round of egg freezing when she was 36, freezing nine eggs for future use. Hayley described wanting to become a mother since her early 30s but had trouble finding a partner with whom to pursue motherhood. She froze her eggs when she was 36 after hearing that after 35 the success rates with frozen eggs may be lower. She knew several people working in the fertility industry who she was able to talk to about the technology. With emotional and financial support from her mother Hayley froze her eggs and hoped she would find a partner with whom to pursue motherhood in the future.

Helena

Was a German woman living in the United Kingdom who had undergone one round of egg freezing recently at the age of 37. She described undergoing the procedure due to the lack of a suitable partner but also explained how a recent healthcare made her evaluate and think more about her fertility. She had not been in a serious relationship in her 30s and wanted to meet the right partner with whom to pursue parenthood. She hoped egg freezing would allow her more time to find such a partner and take the pressure off the search. Helena did not want to pursue SMC via sperm donation and wanted to become a mother by the time she was 45 and in a committed relationship.

Holly

Was a British woman who attempted four cycles of egg freezing when she was 37 and 38; however, two of these cycles had to be cancelled as she was not responding sufficiently to the stimulation protocol. In the end she banked 10 eggs for future use. Holly underwent egg freezing after the breakdown of a 13-year relationship and after experiencing another, new relationship breakdown and wanted to keep the possibility of motherhood open in the future. At the time of the interview Holly was 38 and unlike some of the other participants did not describe a strong desire to pursue motherhood but it was something she thought she might like to pursue in the future. She was considering pursuing motherhood with her ex-partner who she was with for 13 years as well as considering using donor sperm.

Jen

Was an American woman who underwent one round of egg freezing when she was 37, banking 18 eggs for future use. At the time of the interview she was about to turn 40 and explained how she had wanted to have children for 10 years, but had not yet been in a relationship where motherhood was an option. She explained that she separated from her husband in her early 30s as he would not commit to having children and froze her eggs shortly after coming out of a relationship which she had hoped would lead to parenthood. Jen explained that she had since got married and started TTC right away as she was 38 and knew it may be difficult to conceive. After TTC for six months they attempted IUI and Jen fell pregnant but miscarried at nine weeks. Soon after this the couple decided to use her frozen eggs to try and have a baby, however tragically all her eggs were accidentally thawed in transit between her old and new fertility clinic destroying them. At the time of the interview she explained that they were going to TTC using her fresh eggs and then if unsuccessful would try to adopt. She was certain she would become a mother.

Johanna

Was a British woman living in London who underwent one round of egg freezing when she was 41, banking 12 eggs. She described being aware of egg freezing in her 30s but said she did not believe the technology was sufficiently successful to warrant undergoing the procedure when she was younger and had hoped that she would meet someone and pursue motherhood naturally. She had considered freezing embryos but wanted the possibility of pursuing shared genetic parenthood with a partner in the future. She was hopeful she would find such a partner but explained it was difficult to find single men willing to commit to long-term relationships and fatherhood in London.

Kanta

Was a British woman whose family were originally from South Asia. She attempted two cycles of egg freezing, the first of which produced three eggs for freezing however the second cycle was cancelled as she was not responding to the stimulation drugs enough to warrant continuing with the procedure. She froze her eggs when she was 37 as she did not yet have a partner and was told she had low fertility. After freezing her eggs, she underwent fresh IVF with donor sperm but miscarried and was later told she was peri-menopausal. At the time of the interview she was 39 and was now considering egg and sperm donation but she would still like to have a child with a partner. She had little faith in her three frozen eggs.

Katie

Was an American woman who underwent one round of egg freezing when she was 37, banking 26 eggs for future use. Unlike some of the participants Katie was more ambivalent about motherhood and wasn’t sure if it was something she definitely wanted to pursue, however she thought she may feel differently should she meet the ‘right’ partner so froze her eggs to keep the possibility of shared genetic parenting open.

Lacey

Was a British woman who attempted three rounds of egg freezing when she was 37, whilst her third cycle was unsuccessful and had to be terminated before retrieval she was able to bank 19 eggs for future use. Lacey froze her eggs as she was not in a relationship and wanted the possibility of pursuing motherhood with a partner. At the time of the interview she was 40 years old and had recently relocated to live closer to her family outside of London where she was hoping to TTC via a fresh round of IVF using donated sperm, she was also considering using PGD to help boost the chance of a live birth with her fresh eggs. If she was unable to conceive via fresh IVF she was hopeful that her frozen eggs would provide her with a child.

Leona

Was a British woman living in London who underwent one round of egg freezing when she was 36 after being told when she was 34 that she would be likely to experience premature menopause like her mother and grandmother before her. Hopeful that she would meet a partner and pursue motherhood naturally Leona did not turn to egg freezing until a few years later. She was only able to bank four eggs and her clinician advised her that it would not be advisable to attempt another round of freezing. Shortly after freezing her eggs she decided to pursue SMC via sperm donation as she had a strong desire to become a mother. After five attempts at IUI she conceived her daughter. Leona described how she had spent much of her 20s and 30s single or in short-term relationships and really wanted to find a partner but described how the pressure to enter in to a long-term relationship disappeared once she had her daughter. She was hopeful however that she may have a long-term relationship in the future but was for the time being focusing on her daughter.

Lindie

Was 32 at the time of freezing her eggs and was the youngest woman in the sample (at the time of egg freezing). She underwent the procedure after the end of a long-term relationship and to allow herself time to recover from that relationship before returning to dating more seriously. She underwent one round of egg freezing and banked 12 eggs for future use. At the time of the interview Lindie was 34 and in a new relationship which she hoped would lead to motherhood. Lindie was referred to the research by Sofia who she described as offering her much support throughout the egg freezing process.

Livvy

Was a British woman now living in France who had attempted to freeze her eggs when she was 35 as the man who she was currently in a relationship with did not yet want to have children and she was concerned about the longevity of the relationship as well as her fertility. She hoped that by freezing her eggs she could keep open the possibility of motherhood should the relationship fail. Livvy attempted one cycle of egg freezing which was cancelled after she did not respond to the hormone medication. She was later told that she had gone into premature menopause and that it was unlikely that she would be able to conceive. However, a month after the failed cycle of egg freezing she found out she was pregnant. Her partner was unsure about becoming a father, but they remained together, and she described how he has since said he wishes they could have more children.

Mabel

Was a 41-year-old American woman who underwent two rounds of egg freezing when she was 39 and 40 after her on-again-off-again relationship broke down. She was able to freeze 25 eggs for potential future use. She described wanting to freeze her eggs to take the pressure off the search for a partner. At the time of the interview Mabel had reconciled with her partner and they had got married and, after trying to conceive naturally, turned to her frozen eggs to conceive, which had resulted in an ongoing pregnancy. Mabel gave birth to non-identical twins from her frozen eggs and said she would like to attempt pregnancy in the future with her remaining frozen embryo.

Mary

Was the oldest participant in this research, she underwent one round of egg freezing when she was 44 and was 49 at the time of the interview. Mary was divorced and had been married for several years during her 20s and 30s; however, she had not attempted childbearing as she and her partner were enjoying successful careers in publishing. Her marriage broke down when she was 39; however, Mary described not being worried about her fertility at this time, an issue she later came to regret. She wanted to freeze her eggs to keep open the possibility with a partner in the future. She was informed by her clinic that the procedure may not be successful in providing her a live birth, but she wished to pursue the technology anyway. At the time of the interview she was in a relationship with a partner who lived overseas but who said he was happy to try and conceive a child which she would mostly raise alone. Mary was referred to the study by Livvy.

Melanie

Was a mixed-race American woman who underwent once cycle of egg freezing after the end of a three-year relationship with a partner who was reluctant to pursue fatherhood. She was 36 at the time of freezing her eggs. Melanie wanted to have a child with a partner in the future and was currently in a new relationship but wanted to allow that relationship time to develop before considering TTC. She wanted to have become a mother by the time she was 42 and suggested she may consider SMC via sperm donation at 38 if her current relationship failed. She commented how the process of freezing eggs was very emotionally challenging.

Olivia

Was a 39-year-old British woman living in London who underwent two rounds of egg freezing when she was 36, storing 12 eggs for future use. She underwent the procedure as she did not have a partner and whilst being unsure about whether she wanted to become a mother, she wanted to keep the option open for the future. At the time of the interview she was engaged and was talking to her partner about TTC naturally in a few months’ time. However, she disclosed that due to his Middle-Eastern background he was not keen on using IVF to conceive.

Patricia

Was a British woman living in London and had undergone one round of egg freezing when she was 37, storing 29 eggs for potential future use. She had considered undergoing the procedure when she was younger but had hoped that she would meet a partner and pursue motherhood naturally. She froze her eggs due to the lack of a suitable partner and because one of her fallopian tubes was blocked which could make it harder for her to conceive. At the time of the interview she was 41 and described wanting to have a child since she was 31 but had been in relationships with men unwilling to commit to fatherhood. She had asked a male friend to donate sperm to her; however during this process she fell pregnant with her partner and was in the very early stages of pregnancy. She hoped this pregnancy would result in a child and said she would not have wanted to be attempting motherhood beyond the age of 46.

Preeti

Was a British woman whose family were originally from Bangladesh. She froze 14 eggs following two cycles of egg freezing when she was 35 and 36. She underwent the procedure after finding out she had a low ovarian reserve for a woman of her age. She hoped to find a partner in the future to have a child and found it insensitive when other people told her she should simply have a child on her own. She explained that her family would not support her if she became a single mother and said she could lose contact with them entirely if she pursued SMC. Preeti visited a counsellor which helped her realise that she would rather have a partner and no genetically related children than have a child on her own. She was hopeful she would meet a partner in the near future and did not ideally want to be attempting motherhood beyond her early 40s.

Rachel

Was a British woman living in London, she underwent egg freezing twice through a ‘freeze and share’ programme as she would not have otherwise been able to afford the procedure. At the end of two cycles she had eight eggs banked for herself. She wanted to do a third cycle but her AMH was too low and as such she was no longer a suitable candidate. She froze her eggs when she was 33 as she was in a relationship with a man 20 years her senior who had an older child from a previous relationship and did not want more children. She had hoped he may change his mind about having children and ultimately left the relationship to find a partner who would commit to having a child. She was interviewed a year after freezing her eggs and was now considering freezing embryos and was open to SMC via sperm donation.

Rae

Was an American woman living in New York who had undergone two rounds of egg freezing when she was 39, storing 62 eggs. She had turned to egg freezing after a series of relationships had ended which she had hoped would lead to motherhood. She wanted more time to find a partner and become ready in that relationship prior to pursuing parenthood. She did not want to have a child alone, believing she would not be able to raise one on her salary alone in New York but equally didn’t want to relocate otherwise she would lose her support network. She experienced some significant side effects from the procedure including weight gain and bloating and ‘kissing ovaries’.

Shu

Was a 39-year-old British-born Chinese woman living in London who was about to start the first of what she expected would be two rounds of egg freezing. Shu described feeling ‘broody’ about having a child since she was 35 but explained that her marriage broke down when she was 37. She considered freezing her eggs when she was 37 but said she did not think the technology was sufficiently viable at that time but had recently revised her opinion. She explained that if she did not find a partner with whom to have a child she would consider using sperm from a known donor such as a friend or co-parenting with her ex-husband with whom she still had a good relationship.

Sofia

Was an Argentinian woman living in the United Kingdom, she underwent three rounds of egg freezing when she was 35 and 36 and was able to bank 10 eggs. She was single at the time of freezing her eggs and wanted to have a child with a partner in the future however she also had severe (grade 4) endometriosis and had to have surgery which left her with a reduced ovarian reserve. At the time of the interview she was 39 and after getting married a few years earlier had started TTC. She suffered one miscarriage and had attempted four or five fresh rounds of IVF with her husband all which had failed. She attempted conception using her frozen eggs which produced three embryos, but these also did not produce a live birth. She was about to begin the process of IVF using an American egg donor which she selected to have more information about the donor profile. She estimated she had spent over £100,000 on fertility treatments.
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