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My Journey of Bleeding into Language 

“Woman, remember. You have the memory living deep in your mind, in your blood, in 

your lifegiving darkness. Reach down to it and bring it forth (Walker, 1990).” 

I grew up in a middle-class, conventional Indian household. And, stereotypical Indian 

households have certain things that are never meant to be spoken aloud. I was around thirteen 

when I got my first period. I remember being quietly taken into a room, away from everyone 

else, as if something had happened that needed to be hidden. The silence around it made it feel 

less like a natural change and more like a secret. It was almost like something shameful. I did 

not understand what was happening to my body. I was terrified of the blood, convinced that 

something was wrong with me, that I had some strange disease that could not be named in 

public. Instead of reassurance, I was told this would happen every month. I was told that I 

would have to learn to live with the pain, the discomfort, and the inconvenience. And more 

than anything, I would have to learn to carry it quietly. Pain was not something to be expressed. 

I was expected to remain functional, and to go about my days as if nothing had changed. There 

was an unspoken rule that the pain was mine to endure, but not to share. And with that came a 

new set of boundaries. I was told to keep my distance from boys, to be hyper-aware of my body 

in ways I had never been before. The fear of stains followed me everywhere - on clothes, on 

chairs, in beds, in public spaces. The idea that someone might see, especially a male member 

of the family, felt like the ultimate humiliation. Even the visibility of a pad (used or unused) 

became loaded with shame, something to be hidden as carefully as the experience itself. I 

remember the few times my father accidentally noticed the stains, and how, in an instant, I 

could no longer meet his eyes. A quiet, overwhelming shame would settle in me, as if something 

deeply private had been exposed. And I did not know how to exist in that shared space anymore. 

There were also rituals of impurity. During those days, I was not allowed to enter the temple 

or any “sacred” space. My body, I was told, was impure. Only after a final bath, like, washing 
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my hair, cleansing myself thoroughly, could I return to spaces considered “sacred”. I was told 

not to touch pickles, holy books, or even images of gods and goddesses. I was warned that my 

presence alone could spoil, defile, or contaminate what was otherwise considered pure. 

Growing up with these beliefs, I often found myself wondering what I had done wrong. 

Something so natural was wrapped in embarrassment, silence, and shame. It felt like I was 

being asked to carry not just physical pain, but also a quiet burden of stigma. And, I had never 

chosen this, but I was expected to accept without question.  

Since then, I have lived with blood in its many forms, like, different shades, textures, 

intensities. Sometimes, they are bright red, sometimes barely there, sometimes overwhelming. 

Sometimes, they are thick like jelly, and sometimes, thin like water. At times, they are brown, 

and at times, almost black. I have come to think of myself as a monthly bleeder, marking time 

not just by calendars, but by the rhythms of my body. Over the years, I have quietly mastered 

the art of managing pain; more accurately, minimizing it, softening it, hiding it. Because the 

pain I felt was never quite seen as “real” pain, never urgent enough to be acknowledged, never 

significant enough to interrupt life. So, I learned to carry it as something ordinary, something 

expected. It became part of the fabric of my days, something I was meant to endure without 

question. And somewhere along the way, I began to realize that bleeding itself is not always 

the hardest part. What weighs heavier is the constant effort to conceal it, to mask the uneasiness, 

to move through the world as though nothing inside me is aching. The struggle is not just in 

the body, but in the silence that is asked to maintain. 

Along with all of this, there was a constant watching of my body, of its paces, of every 

small change. How many days would it last? Which days would be heavy, which ones lighter? 

What colour was the blood today - red, pink, brown, almost black? Was it smooth, clotted, 

thick, or stringy? These questions became a quiet routine, a kind of ongoing assessment I 

carried within myself. And, all of this watching and monitoring happened in silence, hush-hush, 
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almost secretive. If something felt off, if the bleeding did not follow its expected pattern, that 

too had to be hushed. A flow that was too heavy, too light, too strange - none of it was meant 

to be spoken of openly. Everything had to be contained, managed quietly, as if even the 

irregularities of my body were things to be concealed. Over time, this gaze turned inward. I 

began to monitor myself just as closely, keeping track of every detail, as if understanding my 

body meant keeping it under control. It was not just external expectations, but an internalized 

vigilance. It was a self-surveillance that I had learned to practice without even realizing it. 

Eventually, I came to believe that my body had to follow a kind of discipline. I believed that 

there had to be a linearity to my bleeding. I had to be a “linear” bleeder. The cycle was expected 

to be precise in timing, flow, colour, and texture. Everything had to be in order; everything had 

to be predictable. And when it was not, it was immediately marked as a problem. Irregularity 

meant concern and action. It meant visits to the gynaecologist, ultrasounds, and prescriptions. 

My body was something to be measured, regulated, and corrected whenever it strayed from 

what was considered “normal”. And then life went on, like it does for so many monthly 

bleeders. I became continually aware of my cycle, as I counted the days, noticed the colour, the 

texture, the shifts. It was always there in the background like a quiet accounting of my body. 

The pain and cramps became something to manage as if nothing were happening, something 

to carry without pause or acknowledgment. And over the years, I felt the intensity grow slowly 

and steadily, until what once seemed bearable began to demand more of me than I had ever 

been taught to admit. 

Some scribbles were born in the middle of this pain. Some words were written between 

cramps, between breaths, when my body would not let me rest and language felt like it was 

slipping away. I wrote not because I was clear, but because I needed to hold onto something as 

the waves moved through me. In those moments, I began to theorise pain, to give it shape, to 

rhetoricise it, to turn it into something that could be seen, heard, and taken seriously. I worked 
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on pain, through pain, with pain, so it would not remain invisible, so it would not be fired as 

something small or ordinary. I produced fragments that were not polished thoughts; they were 

traces of a body insisting on being acknowledged. They were marks of thinking through 

discomfort, of trying to understand what was happening beneath my skin while it was 

happening. My body turned to writing, sometimes, as it was a body documenting itself, a body 

refusing silence, a body making sense of its own becoming. 
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When the pain grew harder to dismiss and when it began to interrupt rather than quietly 

accompany my days, I sought medical help. I was told it was irritable bowel syndrome, caused 

by stress and anxiety. It felt that my body was translated into nerves; my pain was rewritten as 

emotion. I was given medication meant to calm what was assumed to be internal unrest and 

sent back into my life with a diagnosis that offered reassurance, but no real relief. For the next 

five to six years, I lived within that explanation. I adjusted myself around the pain, planned my 

days in anticipation of it, learned to endure not as a sign of strength but as a necessity. Steadily, 

I began to mistrust my own body, as I questioned the legitimacy of what I was feeling. I came 

to understand how easily suffering becomes invisible when it does not leave behind clear 

evidence. My suffering was invisible because it resisted appearing on scans, reports, or tests. 

My pain returned with every menstrual cycle, consistent and insistent. However, medically, it 

did not exist. It carried no authority because it had not yet been named in a language that 

medicine recognizes. 

Years later, that language finally shifted. Endometriosis. A word that did not mark the 

beginning of my pain, but its recognition. The condition had always been there; only its 

acknowledgment had arrived late. With that naming, something changed. My pain no longer 

had to justify itself or be translated into something more acceptable. It was allowed to exist as 

pain. For the first time, I felt a strange kind of comfort, not because the pain had lessened, but 

because it had finally been believed. In that flash, the past rearranged itself. The years of pain, 

of misnaming, of being unheard, began to make sense. Everything that came before that 

diagnosis had existed outside the boundaries of medical legitimacy. What failed me was not 

medicine alone, but the absence of listening. This story extends beyond the personal; it is 

rhetorical. It reveals how women’s pain is often sorted, translated, delayed, and displaced into 

narratives of stress, weakness, or imagination. My body became a site where evidence was 
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demanded before belief could be granted. This project emerges from that rupture and from the 

space between what the body knows and what medicine is willing to name. 

As Gloria Steinem (1978) once imagined, if men were the ones who menstruated, it 

would likely be celebrated, ritualized, funded, and spoken of with pride rather than silence. 

However, as menstruation is associated with women, it is rendered ordinary and pushed into 

silence. It becomes something to be managed quietly, spoken of in hushed tones, if at all. Within 

this culture of silence, a range of gynaecological conditions, like, endometriosis, PCOD, 

adenomyosis, postpartum haemorrhage, infertility, menorrhagia, polymenorrhagia, 

dysmenorrhea, and amenorrhea continue to be misunderstood, minimized, or dismissed. Rather 

than being recognized as forms of legitimate physical suffering, they are often reframed as 

emotional excess, stress, or hormonal instability. This pattern is not merely a residue of the 

past; it remains embedded within contemporary global health systems. The consequence is a 

persistent failure to listen to women’s bodies, to take their pain seriously, and to provide care 

that fully acknowledges the complexity and materiality of their experiences. 

The relative neglect of conditions such as endometriosis becomes difficult to ignore. 

This points to how menstrual and reproductive health remain structurally under-researched and 

under-recognized. Endometriosis is a chronic gynaecological condition affecting 

approximately one in ten individuals of reproductive age (World Health Organization [WHO], 

2023; Zondervan et al., 2020). It is commonly associated with severe pelvic pain, fatigue, 

infertility, and cyclical physical impairment. Despite its prevalence and well-documented 

impact on quality of life, endometriosis remains significantly underdiagnosed and poorly 

understood within clinical practice. Studies indicate that individuals with endometriosis often 

wait between seven and ten years to receive a formal diagnosis (De Corte et al., 2025; Hudelist 

et al., 2012). During this prolonged diagnostic period, like me, many patients frequently 

encounter dismissal, psychologization, and normalization of their symptoms. Pain is often 
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reframed as stress, anxiety, or functional disturbance rather than investigated as a marker of 

chronic illness. Consequently, individuals with endometriosis navigate years of medical 

uncertainty while enduring disruptions to work, relationships, and everyday participation in 

social life. These persistent delays raise critical questions about how endometriosis is 

recognized, interpreted, and institutionally managed. While biomedical research typically 

frames endometriosis as a pathological condition caused by ectopic endometrial tissue growth, 

such approaches alone cannot fully account for the broader social consequences of delayed 

diagnosis, disbelief, and misrecognition. Increasingly, scholars have begun to examine how 

cultural norms, gendered expectations, and communicative practices shape the interpretation 

of menstrual and pelvic pain. Historical analyses of women’s health care demonstrate that 

women’s bodily experiences have often been dismissed as exaggerated, emotional, or 

hormonally driven, rather than treated as credible sources of knowledge (Cleghorn, 2021). 

Situated within this broader history of gendered medical skepticism, endometriosis emerges 

not only as a biological condition but also as one whose recognition is mediated by cultural 

and institutional frameworks. 

In that light, I read endometriosis as not only a medical condition, but as a story of what 

is allowed to remain unknown. Its long invisibility across biomedical, political, and social 

spaces suggests that ignorance here is not simply a gap, but something that has been quietly 

produced and maintained. In this way, endometriosis sits alongside other contested conditions 

where knowledge feels unfinished; and where science, for various reasons, has not fully 

arrived. When I look at it through this lens, I see how consistently women’s experiences of 

illness have been left out of what counts as credible knowledge. Feminist and social science 

scholars have already begun to trace these absences, showing how women’s accounts have 

been excluded from dominant narratives. However, there is still so much that remains 

unexamined, particularly in terms of how this not-knowing continues to be shaped in present-
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day healthcare systems and policies, particularly in low- and middle-income contexts (Hudson, 

2021). What lingers, then, is a sense of urgency because endometriosis is not rare, nor is it 

insignificant. It is a chronic, life-altering condition that affects millions of people across the 

world. And still, it waits for attention, for recognition, for a deeper kind of listening. It becomes 

important to engage with it to not only study the disease, but to confront the conditions that 

allow certain kinds of suffering to remain unseen for so long.  

I was formally diagnosed with endometriosis in 2025, although I had been living with 

its symptoms for years before it was finally named. The diagnosis did not arrive as a beginning, 

but as a recognition of what my body had long been enduring. As part of my treatment, I was 

prescribed Fresco Mom Softgel Capsule and Elagolix. Fresco Mom Softgel Capsule is 

commonly used to treat and prevent iron deficiency anaemia and to supplement iron, folic acid, 

and zinc in conditions such as nutritional deficiency or recovery (PharmEasy, n.d.). Elagolix, 

an oral gonadotropin-releasing hormone (GnRH) antagonist, is prescribed to manage moderate 

to severe pain associated with endometriosis by suppressing estrogen production, thereby 

reducing hormonal stimulation of endometriotic lesions (Mayo Clinic, n.d.; Taylor et al., 2017). 

In clinical terms, it works by interrupting hormonal signaling pathways, dropping estrogen 

levels in the body. But what this meant, in lived terms, was something else entirely. It meant 

my cycle, which was once persistent, painful, predictable in its violence, was abruptly paused. 

The bleeding stopped for months. At first, this absence felt like respite, like a quiet I had longed 

for. But that quiet was unfamiliar, almost disorienting. My body, which I had come to 

understand through cycles of pain and release, now felt held in suspension. The medications 

did not simply treat my body; they reorganized it. They muted certain processes while 

amplifying others. The pain did not disappear so much as shift - becoming less visible, less 

cyclical, but not entirely gone. Instead, new sensations and vibrations emerged. A strange 

dryness settled into my vagina; one I had never known before. It was as if a part of me had 
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been quietly emptied of its own softness. There was sense of internal thinning, as if something 

essential had been reduced. My body no longer felt like it was moving through its own rhythm, 

but through something externally regulated, chemically instructed. While GnRH antagonists 

like Elagolix are often positioned as a significant advancement in endometriosis treatment, 

their role remains limited to symptom management rather than cure. These medications reduce 

pain and can inhibit lesion activity by lowering estrogen levels, but they do not eliminate the 

underlying disease (Taylor et al., 2017; Surrey et al., 2018). In clinical practice, they are 

frequently introduced as second-line therapies, particularly when other hormonal treatments 

have failed, which already situates them within a framework of partial efficacy (Surrey et al., 

2018). Moreover, the suppression of estrogen creates a hypoestrogenic state that can lead to 

side effects such as bone density loss, hot flashes, and mood disturbances, thus limiting long-

term use (Surrey et al., 2018; Bedaiwy et al., 2017). To manage these effects, “add-back” 

therapies (low doses of estrogen or progesterone) are often prescribed alongside GnRH 

antagonists. While necessary, these additions further complicate the experience of treatment, 

sometimes even reducing its overall effectiveness (Bedaiwy et al., 2017). Even with these 

developments, not all patients respond to hormonal suppression. Some bodies resist it, remain 

in pain despite intervention, leaving individuals with limited or no effective medical options 

(Donnez & Dolmans, 2021). In this context, the idea of a “lack of treatment” is not about 

absence, but about insufficiency and about the limits of what these medications can do. These 

medicines do not “fix” the body. They negotiate with it. They quiet certain violences while 

introducing new forms of discomfort. They ask the body to become something else, i.e., less 

cyclical, less visibly in pain, but also less familiar. And in that process, I find myself learning 

my body again, not as it was, but as it is being reshaped slowly and uncertainly, under the 

influence of treatment. 
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The treatment that is supposed to ease things introduce new discomforts, new 

dependencies, and new calculations. It becomes a constant balancing act between pain and side 

effects, between what is gained and what is compromised. It makes realize what it means to 

live with a condition that is acknowledged, yet not fully understood; treated, yet not resolved. 

And, perhaps, this is where the weight of it lies. It is not just in the pain itself, but in the ongoing 

negotiation it demands. To live with endometriosis, as I am coming to comprehend it, is to live 

in a space where certainty is always deferred. Endometriosis is where one is constantly making 

sense of a body that is both known and unknown, both treated and still waiting. 

Eventually, as I went on writing, talking and reading about endometriosis, I found 

myself deeply intrigued by how the world of tribal and vernacular medicine attends to what 

formal biomedical systems so often overlook. It listens to, names, and works with forms of 

pain that are otherwise dismissed or left unsolved. It was this curiosity that led me into a long, 

unhurried conversation with a woman who had spent her life as a devotee of the tribal goddess 

Manasa and as a practising midwife. Sitting beside her felt like sitting beside an archive of 

bodies, rituals, stories, and forms of knowledge that had travelled quietly from one woman’s 

hands to another’s. As she spoke, I became aware of how much I had never been taught to see. 

In her world, pain was never reduced to something vague or “just hormonal.” Every ache, every 

cycle, every shift in a woman’s body carried meaning. It had a name, a lineage, a logic that 

made sense within a lived system of care. Through her stories, I began to understand that folk 

and tribal traditions are not scattered beliefs, but structured and coherent healing systems. They 

may not “cure” in the biomedical sense, but they do something equally vital. They recognize, 

validate, and hold women’s embodied experiences in ways modern medicine often fails to. She 

described how gynaecological suffering is addressed through practices embedded in everyday 
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life. There are rituals for heat and swelling, invocations to Manasa for womb-related ailments

 

 

and the use of herbs and massage by midwives who read the body with an intimacy that felt 

almost like reading a text. Listening to her, it seemed these traditions offer more than treatment; 

they offer recognition. They grant women’s pain credibility. They make suffering legible. They 

allow the body to speak in ways that are heard and responded to. In her telling, tribal healing 

was not superstition, but a language. It is a way of knowing and caring that has been quietly 

Fig. 1: The midwife engaged in the worship of Goddess Manasa 

Fig. 2: The midwife preparing a neem-based remedy to alleviate sensations of 

internal heat and burning 

Fig. 3: The midwife in conversation with me 

Figs. 4 & 5: The midwife in moments of ritual possession  

(*All the images are taken with consent.) 
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holding women, even as other systems have failed to listen. The old woman invoked tribal 

goddesses Manasa, Shitala, Olabibi, and Basuli, not as distant myths, but as active presences 

within a living system of care. These figures became part of an everyday vocabulary through 

which women’s pain could be understood and held. She spoke of cooling water rituals, of 

abstaining from fire and freshly cooked food, and of ancestral chants. These practices were not 

symbolic alone, but deeply responsive to women’s bodily suffering. In particular, she spoke of 

Shitala, a goddess associated with cooling, purification, and relief from heat-related afflictions. 

Rituals surrounding her, such as those observed during Shitala Satam, where devotees avoid 

cooking, consume pre-prepared cold food, bathe in water bodies, and offer prayers for 

protection. These operate within a logic where “heat” is not merely environmental or spiritual, 

but also bodily. It becomes a way of naming and making sense of somatic distress, i.e., pelvic 

heat, menstrual burning, and inflammation. This is how pain is located, interpreted, and given 

meaning. Shitala-led practices not only acknowledge women’s internal discomfort, but also 

ritualize it. Suffering is made visible within a shared cultural language. The old midwife added 

that the women experiencing deep, persistent pelvic pain (pain that closely resembles 

contemporary descriptions of endometriosis) often turned to Manasa’s rituals for relief. She 

described this pain as a form of “womb poison”, a culturally grounded way of naming internal 

congestion, clotting, and the heavy burning that many women endure without clinical 

recognition. Within this healing system, Manasa is invoked as a goddess who removes poison 

and restores internal balance. This offers a symbolic and therapeutic framework for suffering 

that biomedicine frequently overlooks because it does not readily appear on scans or laboratory 

tests. This community understanding aligns with Ayurvedic interpretations of endometriosis. 

According to The Ayurveda Encyclopedia: Natural Secrets to Healing, Prevention & Longevity 

(Kupferberg, 1998), endometriosis is classified as ‘Kapha disorder’ characterized by “extra 

uterine membrane growth” (Kupferberg, 1998). Ayurvedic treatments, such as ashoka, guggul, 
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myrrh, turmeric, and dandelion, aim to reduce Kapha and restore systemic balance 

(Kupferberg, 1998). The midwife’s account and Ayurvedic theory provide alternative 

frameworks that name, interpret, and respond to endometriosis in ways that validate women’s 

embodied pain. The midwife also talked about the tribal goddess Basuli Thakurani, who is 

often invoked when women experience menstrual irregularities, delayed cycles, or moments 

when the body feels unpredictable. She described how rituals dedicated to Basuli offer a way 

to make meaning out of symptoms that might otherwise feel chaotic or isolating. She also spoke 

of Olabibi, a deity associated with safeguarding women from bleeding-related disorders, i.e., 

excessive menstrual flow, irregular spotting, and other forms of unexplained bleeding. While 

searching for materials to better understand healing practices, I came across Tongchangya 

Community of Mizoram: Status of Women (Tongchangya, 2025). Reading it felt uncannily 

similar to the conversation I had with the midwife. It echoed her words, her logic, her way of 

understanding the body. The text documents how, within the Tongchangya community, women 

have long served as traditional physicians and midwives, often regarded as more effective and 

“fruitful” healers than men. Their practices draw on herbs, barks, animal products, bile, horn, 

tooth powders, and mantra-based medicines. These systems are not random or fragmented, but 

structured, named, and internally coherent. In these spaces, healing is not limited to eradication 

of symptoms. It is about being seen, named, and held. These traditions create a poetic and 

communal space for relief, as it speaks to pain in ways that formal medicine remains unable or 

unwilling to do.  

Conversations with the midwife makes me see how these traditions operate with their 

own diagnostic logic. The midwife’s narratives reveal how vernacular healing systems have 

long created space for gynaecological suffering; often long before such conditions become 

visible through medical imaging or clinical validation. They offer, not simply treatment, but 

language. A vocabulary through which pain can be expressed, understood, and collectively 
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acknowledged. In contrast to the silences that often surround such experiences in biomedical 

contexts, these traditions make room for the body to speak, and, crucially, to be heard.  

What remains, at the end of all this, is not a neat resolution but a way of living with 

questions. My journey with endometriosis has not been linear, neither in diagnosis, nor in 

treatment, nor in understanding. It has unfolded in fragments. It has unfolded in pain that 

arrived before language, in years of misrecognition, in eventual naming, and in the ongoing 

effort to make sense of what still exceeds explanation. I find myself moving between worlds; 

between biomedical terms and embodied sensations, between prescriptions and rituals, 

between what can be measured and what can only be felt. Each framework offers something, 

but none feels complete on its own. Medicine gives me a name, a set of interventions, a 

vocabulary of management. Folk and vernacular systems offer recognition, a language of care, 

a way of situating pain within something larger than the individual body. And somewhere 

between them, I continue to piece together my own understanding. Living with endometriosis 

has become an everyday act of interpretation. I read my body’s rhythms, disruptions, and 

silences closely. I negotiate pain not just physically, but intellectually and emotionally. There 

are days when the body feels known, and others when it feels unfamiliar again. Possibly, what 

this journey has taught me most is that understanding does not always arrive as certainty. 

Sometimes it emerges through fragments, through conversations, through rituals, through 

medical encounters, and most importantly, through writing. It is ongoing, unfinished, and 

deeply personal. And in that incompleteness, I am learning not just to endure, but to listen 

differently to my body, to other women’s stories, and to the many ways in which pain can be 

known, named, and shared. 

It feels necessary to speak about menstruation, and to try to speak even when the words 

feel incomplete. It is not to be spoken as something private and to be quietly endured, but as 

something that resists staying hidden. For too long, these embodied experiences have been 
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pushed into stillness, folded into secrecy, or made to appear commonplace enough to disregard. 

But, still, the body keeps insisting. It holds stories that do not disappear simply because they 

are not spoken. To speak of menstruation, the pain, the confusion, the disruptions, the 

negotiations, is not always to arrive at clarity. Sometimes, it is only to make the mess visible; 

to give language to something that keeps slipping away from it; to interrupt, even momentarily, 

the quiet that has been imposed for generations. 

This project, for me, is less a conclusion and more a continued attempt, it is a reaching 

out. This project is a way of saying that what I internalized in my childhood - the secrecy, the 

embarrassment, the sense of impurity - still lingers, but does not have to remain unchallenged. 

It is also, perhaps, a hesitant call to girls and women, especially in the Indian subcontinent, to 

not be entirely hushed by it. It is an uncertain call to not be hushed because speaking resolves 

it, but because silence never did.  

Even now, it does not feel complete. The pain does not end neatly. The understanding 

does not settle. Some days the body feels known; other days, it returns as something unfamiliar 

again. But, may be, that is where this stays. It stays, not as a finished argument, not as closure, 

but as something ongoing. It is a set of fragments, and a body still trying to make sense of itself. 
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