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Preface


Why a New Edition?


This book was originally published in French (1990), and soon after in English with the title The Nature of Birth and Breastfeeding. Our goal was to answer two questions.


•   Why must we prepare for the ‘post-electronic age’ of childbirth?


•   How should we prepare for this new phase of the history?


THE HOWS


In 2003, the hows are no different from what they were at the beginning of the previous decade. That is why the original text is reproduced without any significant alteration. The point is to rediscover the basic needs of women in labour. After thousands of years of culturally controlled childbirth it will be a real rediscovery. That is why we need to go back to the roots. We must rely on the perspective of scientists who study body functions, the physiologists.


From the perspective of physiologists, one can draw a simple conclusion. It is that the best way to make the birth as easy as possible is to follow a rule of thumb: where labour, delivery and birth are concerned, what is specifically human must be eliminated, while the mammalian needs must be met.


The first step should be to exclude the aftermath of all the beliefs (inseparable from rituals) that have disturbed for thousands of years the period surrounding birth in all known cultural milieus. The belief that colostrum is harmful is a typical example (let us emphasize that this thick substance the baby may find in the breast immediately after birth is precious according to modern science). Such beliefs conferred an evolutionary advantage as long as the basic strategy for survival of most human groups was to dominate nature, to dominate other human groups, and therefore to develop the human potential for aggression.


Eliminating what is specifically human also implies, during labour, that the part of the brain most highly developed in our species (i.e. the brain of the intellect) must allow itself to become subordinate. In more scientific terms, let us say that a reduction in the activity of the neocortex (the ‘new brain’) is the most important aspect of birth physiology. All inhibitions during the birth process originate in the neocortex. That is why the spectacular development of this new brain is our specific handicap in childbirth. When the activity of the neocortex is reduced, the labouring woman is as if ‘on another planet’, cutting herself off from our world. She can become almost as instinctive as other mammals. This leads us to understand the labouring woman needs to be protected against any sort of stimulation of the brain of the intellect. Language, which is specifically human, is one of its most powerful stimulants. As for the need for privacy and the need to feel secure, both are basic mammalian needs in the period surrounding birth.


I am amazed by the countless pleas I see for the humanization of childbirth. Today childbirth needs to be ‘mammalianized’. In a sense, it needs to be de-humanized.


THE WHYS


The reasons to reconsider the way babies are born are more obvious than ever at the dawn of the new millennium. They are also easier to explain. They are now calling for immediate attention.


Immediate reasons


At the time of the first edition, there were immediate reasons to suggest that the electronic age of birthing was drawing to a close and that we had to prepare for the advent of a new phase of history. A series of authoritative studies had compared the effects on statistics of two ways to check the baby’s heartbeat during labour: either ‘now and then’, in an intermittent way, or continuously, by recording the rhythm of the heartbeat on a graph via an electronic machine. All studies confirmed that the only constant and significant effects of electronic foetal monitoring during labour was to increase the rates of Caesarean sections, without influencing the number of babies alive and healthy at birth.


Many obstetricians had difficulties abandoning this powerful way to observe and to control the birth process, which was the very symbol of industrialized childbirth. In some countries they had a tendency to simply ignore the scientific data. In other countries they had a tendency to abandon the use of the electronic monitor during labour at least for ‘low risk’ cases. However, in many hospitals, it became routine to record a 20-minute graph on admission. Recently, a large Irish study involving more than 8000 women1 showed the only detectable effects of this 20-minute graph are to increase the use of electronic monitoring during the whole labour and also to increase the number of babies from whom a scalp blood sample is taken before being born. It does not improve the birth outcome. The next step might be to confirm previous studies suggesting electronic foetal monitoring is useless or harmful in ‘high-risk cases’ as well.


Other symbols of industrialization


Electronic foetal monitoring is not the only symbol of twentieth-century obstetrics that has been shaken by recent scientific data. Routine ultrasound scanning in pregnancy has become the symbol of modern prenatal care. It has also been its most expensive component. A series of studies compared the effects on birth outcomes of routine ultrasound screening versus the selective use of scans. One of these trials, published in the New England Journal of Medicine, involved more than 15,000 pregnant women.2 The last sentence of the article is unequivocal: ‘Whatever the explanation proposed for its lack of effect, the findings of this study clearly indicate that ultrasound screening does not improve perinatal outcome in current US practice.’ Around the same time, an article in the British Medical Journal3 assembled data from four other comparable trials. The authors concluded: ‘Routine ultrasound scanning does not improve the outcome of pregnancy in terms of an increased number of live births or of reduced perinatal morbidity. Routine ultrasound scanning may be effective and useful as a screening for malformation. Its use for this purpose, however, should be made explicit and take into account the risk of false positive diagnosis in addition to ethical issues.’


It is possible that, in the future, a new generation of studies (in the framework of primal health research) will cast doubts on the absolute safety of repeated exposure to ultrasound during foetal life. One of the effects of the selective use is to reduce dramatically the number of scans, particularly in the vulnerable phase of early pregnancy.


Even in a high-risk population of pregnant women, ultrasound scans are not as useful as commonly believed. The results of several studies suggest that the detection of foetal growth retardation via scans does not improve outcome despite increased medical surveillance.4‘5 It has been demonstrated that ultrasound measurements are not more accurate than clinical examination to identify high birth weight babies.6 This led to the memorable title of an editorial of the British Journal of Obstetrics and Gynaecology: ‘Guess the weight of the baby’.


In general, an accumulation of scientific data published since the first edition leads to a reconsideration of the very concept of ‘routine’, a key component of the concept of industrialization.7 Let us take as an example the routine measure of haemoglobin concentration (the amount of red blood-cell pigment). There is a widespread belief this test can effectively detect anaemia and iron deficiency in pregnancy. In fact, this test cannot diagnose iron deficiency because the blood volume of pregnant women is supposed to increase dramatically, so the haemoglobin concentration indicates first the degree of blood dilution, an effect of placental activity. This was confirmed by a large British study, involving more than 150,000 pregnancies.8 The regrettable consequence of routine evaluation of haemoglobin concentration is that, all over the world, millions of pregnant women are wrongly told they are anaemic and are given iron supplements. There is a tendency both to overlook the side effects of iron (constipation, diarrhoea, heartburn, etc.) and to forget that iron inhibits the absorption of important growth factors such as zinc. Furthermore, iron is an oxidative substance that can exacerbate the production of free radicals and might even increase the risk of pre-eclampsia.9


Another routine screening practised in certain countries is for so-called gestational diabetes. If the amount of glucose in the blood is considered too high after absorption of sugar, the ‘glucose tolerance test’ is positive. This diagnosis is useless because it merely leads to simple recommendations that should be given to all pregnant women, such as: avoid pure sugar (including soft drinks, sodas, etc.) choose complex carbohydrates (pasta, bread, rice, etc.) and have a sufficient amount of physical exercise. A large study, at the level of the Canadian population, demonstrated the only effect of routine glucose tolerance screening was to inform 2.7% of pregnant women that they have gestational diabetes.10 The diagnosis did not change birth outcomes. Even the routine measurement of blood pressure in pregnancy may be reconsidered. Its original purpose was to detect the preliminary signs of pre-eclampsia, particularly at the end of a first pregnancy. But an isolated increased blood pressure, without any protein in the urine, is associated with good birth outcomes.11,12,13,14 The prerequisite, to diagnose pre-eclampsia, is the presence of a certain amount of protein in the urine. It is actually more useful to rely on the repeated use of the special strips for ‘urinalysis’ one can buy in any pharmacy. Measuring blood pressure is thus not essential.


Today, when we refer to the advent of the post-electronic age, we are thinking of the phase of the history of childbirth when all the symbols of industrialized obstetrics are reconsidered. Although we have now at our disposal numerous and powerful hard data that should be able to shake these symbols, we must not underestimate the strong obstacles to a new awareness. We must take into account that an army of doctors have been trained during the electronic age and are the prisoners of the only model they know about. This is the case, for example, of most anaesthesiologists specialized in obstetrics, who are the experts in epidural anaesthesia during labour. I spent a day at one of their conferences, and I understood how attached many of them are to the main characteristics of industrialized childbirth: concentration in large hospitals; routine use of tests and treatments; presence of the father; and even electronic foetal monitoring.


Long-term considerations


Since the publication of the first edition, there has been an accumulation of hard data confirming the life-long consequences of the prenatal environment and also of the way we are born. In other words, the branch of epidemiology we call ‘Primal Health Research’15 developed dramatically. It developed at such a pace that around 1997 we found it necessary to establish and to continuously update the Primal Health Research Data Bank on the Web (www.birthworks.org/primalhealth). It is available for all to use. Today the data bank contains hundreds of abstracts of articles published in authoritative scientific and medical journals. All of them are about correlations between what happened during the ‘primal period’ (from conception until the first birthday) and what will happen later on in life in terms of health and behaviour. It is not easy to detect such articles because they do not fit into the current classifications. This is the main reason to bring them together.


From an overview of the data bank it appears immediately that, in all fields of medicine, there have been studies revealing correlations between an adult disease and what happened when the mother was pregnant. It is even possible to conclude that our health is to a great extent shaped in the womb. There are in particular many studies confirming the emotional states of pregnant women may have life-long effects on their children. This leads to the conclusion that the first duty of health professionals should be to deal tactfully with the emotional state of pregnant women. This is not easy in the framework of industrialized childbirth, which implies a certain style of prenatal care, constantly focusing on potential problems. Let us say that antenatal visits often have a ‘nocebo effect’. There is a nocebo effect whenever health professionals do more harm than good by interfering with the imagination and the belief system of the person for whom they are providing care.


Because the most spectacular and invasive impact of industrialization is on the very day when the baby is born, we must first trace the studies establishing links with the birth itself. It is easy to detect them via listed key words such as ‘birth complications’, ‘resuscitation’, ‘obstetric analgesia’ ‘obstetric medication’, ‘labour’, ‘labour induction’, ‘foetal distress in labour’, ‘Caesarean delivery’, ‘asphyxiation’, ‘forceps’, ‘vacuum’, ‘cephalhaematoma’... By typing such key words we can detect a certain number of conditions that seem to be related to the period surrounding birth. It becomes immediately clear that looking at the long-term consequences of the manner in which we are born is entering the fields of sociability, aggressiveness or, otherwise speaking, capacity to love. More precisely, it appears that when researchers explore the background of people who have expressed some sort of ‘impaired capacity to love’ - either love of oneself or love of others - they always detect risk factors at birth. ‘Impaired capacity to love’ is a very convenient term to underline the links between all these conditions. It includes self-destructive behaviour. Furthermore when researchers find risk factors in the period surrounding birth, it is always about a very important issue specific to our time.


Through the data provided by Primal Health Research, we are in a position to try to forecast what sort of disaster might be induced by the industrialization of childbirth: more violent young criminals; more suicides of teenagers, more drug-addicted adults; more anorexic girls; more autistic children... All these conditions have never been as frequent as they are today. We don’t know why. But, for all of them, our data bank reveals studies detecting risk factors in the period surrounding birth. Can we claim that we prefer to be blind and to ignore the hard data we already have at our disposal? Why have many of the authoritative studies included in our data bank been shunned by the scientific community, the medical community, and the media as well? Why are most of these studies stuck in the framework of ‘cul-de-sac epidemiology’?16


Primal Health Research is just one of the perspectives that participate in this vital aspect of the current scientific revolution I call ‘the Scientification of Love’.17 We are now in a position to answer simple and paradoxically new questions, such as ‘how does the capacity to love develop?’ All scientific data converge to give a great importance to early experiences, particularly to the short critical period immediately after birth. Since the publication of the first edition, year after year we have improved our understanding of the nature and of the specific roles of the different ‘love hormones’. Today we know more, in particular, about the behavioural effects of all the hormones, such as oxytocin, that fluctuate in the period surrounding birth.


A Crossroads


In the current scientific context, it is easy to explain why we are at a real crossroads in the history of childbirth. Until recently a woman could not have a baby without releasing a complex cocktail of love hormones. Today, in many countries, most women give birth without relying on the release of such a flow of hormones. Some give birth via Caesarean section. Others use drugs that block the release of the natural substances that otherwise would have behavioural effects. For example, a drip of synthetic oxytocin blocks the release of the natural hormone. But this synthetic does not reach the brain and cannot stimulate maternal love. In the same way, epidural anaesthesia interferes with the release of the natural endorphins.


The long-term effects of this unprecedented situation must be considered in terms of civilization. That is why we must urgently rediscover the basic needs of women in labour. That is why we must even wonder how long humanity can survive if the history of childbirth does not take a new direction.
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Introduction to the First English Edition


Attitudes towards childbirth in the 1990s abound in paradoxes:


•   On the one hand, it has been widely demonstrated that the only effect of electronic foetal monitoring on childbirth statistics is to increase the rate of Caesarean sections. On the other hand, most babies in the industrialized countries are born in an electronic environment.


•   On the one hand, some of the most impressive childbirth statistics, with low rates of Caesarean section, come out of Holland - the only developed country where as many as one baby in every three is born at home. On the other hand, pregnant women all over the world are commonly told that home birth is dangerous.


•   On the one hand, births in Western countries where midwives are numerous and well established have the best outcomes, with low rates of Caesarean section. On the other hand, it is in precisely those countries where the number of Caesareans has reached epidemic proportions that midwifery is most devalued or even threatened with extinction.


•   On the one hand, many administrators and public health specialists are desperately in search of strategies to reduce the cost of medical treatment. On the other hand, it has been calculated that the cost of electronic foetal monitoring in the United States is about $400 million per year.


•   On the one hand, there is now serious concern about the suspected long-term ill effects of the drugs used during labour, especially with regard to cancer and drug addiction. On the other hand, there is no general tendency to reduce the use of these drugs.


The existence of so many paradoxes is typical of a period of transition. By becoming more scientific, obstetrics is discovering its own limitations and is finally evaluating the power of the environment in the period surrounding birth.
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